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Doctors who caring for the sick, they should necessarily understand
what is man, what is life and what is health, and how the balance
and harmony of these elements sustains them.
Leonardo da Vinci

Dear Colleagues
The monograph periodical “Challenges of the Current Medicine-Second Edition” is a
collection of works written by authors from many different medical centers.
The authors were invited to attempt to describe the difficulties of therapeutic and
interdisciplinary patient care when it comes to improving the quality of life for patients. We
want to discuss mourning and orphan hood tasks and consider a place of death
education in medical care. For above mention consideration crucial are Saint Augustin’s
words. 'If you do not come to patient’s bed with love, your knowledge will be vain and
your effort will be futile’.
We hope to create an opportunity to reflections on live and passing. Death is not
only regarded to ill people, but also elderly, mentally ill, dysfunctional, with genetic
dysfunction, homeless and underclass people.
We want to closer medical staff duties in combating: discrimination,
stigmatisation, aggression and addiction. Mother Theresa claimed that ‘the biggest evil is
lack of sensitiveness and brotherly love, indifference for a neighbor who is underclass,
thought by exploitation, moral depravity, poverty and illness’.
Finally, we want to discuss multicultural tasks in medicine according to Karl
Rahner words ‘Tolerance is to be ready to give for a different ideology representative the
same intelligence and good will as itself’. According to above mentioned, we want to
consider national different perspectives on tasks such as different culture, health, illness
and death, cultural aspects of certain medicine area, ethical issues on patient's cure from
different culture.
We hope that all readers of this monograph will find interesting topics on ‘ Health
Education’, ‘Medical Problems in Palliative Care’, ‘Problems of Social Medicine’, ‘Quality
of life’, and ‘Threats in Workplace'.

Prof. Elżbieta Krajewska-Kułak MD, PhD
Prof. Wojciech Kułak MD, PhD
Cecylia Łukaszuk PhD
Jolanta Lewko PhD
Emilia Sarnacka PhD

Review of monograph by Prof. Irena Wrońska PhD
Challenges of the current medicine Vol. 3

The monograph “Challenges of the current medicine” Volume III edited by
Krajewska-Kułak Elżbieta, Wojciech Kulak, Łukaszuk Cecilia, Lewko Jolanta, Emilia
Sarnacka, is an interesting overview of the issues related to education and attitudes toward
death and dying.
This monograph is a collective work with the participation of academics from various
universities in Poland. The monograph presents knowledge of contemporary issues of
multiculturalism in health care for people dying.
Information contained within this monograph accurately reflects the diversity and
complexity to the problems of interdisciplinary patient care, so important in the holistic
patient care.
These themes reflect well on Editors and Authors who created the monograph as an
interdisciplinary platform for further reflection of the patient problems and education for
health workers in all sectors.

Prof. Irena Wrońska PhD
Medical University of Lublin

Review of monograph by Prof. Kornelia Kędziora-Kornatowska MD, PhD
Challenges of the current medicine Vol. 3

The monograph “Challenges of the current medicine” Volume III edited by
Krajewska-Kułak Elżbieta, Wojciech Kulak, Łukaszuk Cecilia, Lewko Jolanta, Emilia
Sarnacka, is an interesting overview of the issues related to education and attitudes toward
death and dying.
This monograph is a collective work with the participation of academics from various
universities in Poland. The monograph presents knowledge of contemporary issues of Health
education; Medical problems in palliative care, Problems of social medicine, Quality of
life, and Threats in workplace.
Information contained within this monograph accurately reflects the diversity and
complexity to the problems of interdisciplinary patient care, so important in the holistic
patient care.
These themes reflect well on Editors and Authors who created the monograph as an
interdisciplinary platform for further reflection of the patient problems and education for
health workers in all sectors.

Prof. Kornelia Kędziora-Kornatowska MD, PhD
The Nicolaus Copernicus University in Toruń
Collegium Medicum in Bydgoszcz
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Introduction
Hard-to-heal bedsores most often affect the elderly and are accompanied by a lot of
diseases related to circulatory failure, prolonged immobilisation, lack of rehabilitation and
malnutrition. A lack of proper care provided to patients, skin abrasion, hypoxia of places
subjected to the impact of constant compression leads to the local formation of bedsore-based
changes, usually with their tendency to increase [1,2]. It is accompanied by severe pain often
with a large exudation of secretion with an unpleasant odour. Patients get confined at homes,
isolate themselves from friends and acquaintances which ultimately lead to depression.
Attempts of treatment undertaken by their families bring no intended effects; doctors very
often look for causes of a lack of development of granulation in the circulatory system or
local infections within wounds. As a result of damage to skin and subcutaneous tissues, blood
stands over the place impacted by constant compression bringing damage to its adjacent
tissues and skin [3,4]. The process of diagnosis and treatment requires a lot o f knowledge and
co-operation in the medical team which should consist of: a doctor who treats wounds, a nurse
who attended a specialised course in the field of wound treatment, a physical therapist and
psychologist.
Bedsores occur in many branches of hospitals, nursing and care institutions (polish
ZOL), nursing and medical units (polish ZPO), Nursing Homes. Increasingly, the problem has
been addressed by Home Hospices and Long-term Nursing Care units providing services at
patients' homes. In daily professional practise, attention is also turned to the following
characteristics of a dressing: possibility to choose its form, its size adapted to a particular
bedsore, resistance to friction and damage, capability to stay at a wound, ease to place and
remove it, price. All the acquired knowledge allows to develop and produce various types of
11
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modern biological semi-synthetic and synthetic dressing materials to be used for the treatment
of bedsores. It allows persons applying dressings to choose (attainable at the market)
dressings freely and adapt them for bedsores taking into consideration the size of bedsores
and their exudation.
Aim of the study
Bedsores are a complication in the treatment of a primary disease entity caused by
long immobilisation, forced postural position, lack of appropriate care [5,6]. They have been a
major problem in diagnostic, medical and therapeutic proceedings. The present paper attempts
to assess the general knowledge of nursing staff working at various health care units in Poland
The aim of the study was to:
1. present the problem of bedsores at patients with a particular emphasis on the role of
nurses in medical treatment,
2. identify risk factors in the occurrence of bedsores,
3. evaluate the preparation of nursing staff in the scope of treatment and anti-bedsores
prevention,
4. identify demands for specialised courses in the treatment of bedsores.
Materials and study methods
The research was conducted at the following units: orthopaedics, surgery, neurology,
internal medicine, intensive care unit at the Jedrzej Śniadecki Memorial Regional Hospital,
and Home Hospice, during the qualification course in the field of long-term care and
specialisation in the scope of epidemiology for nurses in Bialystok in the two years periods.
Place of work: 164 nurses took part in the survey. 13 respondents returned blank
questionnaires, 1 questionnaire was filled in by an emergency medical student. Prior to the
distribution of questionnaires, the nurses were asked for their approval to participate in the
survey and learned about the purpose of the conducted studies.
Women made 100% of the surveyed group. The research involved qualified nurses
(16.48%), specialised nurses (39.29%), nurses with a bachelor's degree in nursing (15.38%),
nurses with a master's degree in nursing (15.38%).
The author's survey questionnaire was applied as a research tool. The questionnaire
covered demographic issues and general nurses' knowledge about procedures in the treatment
of bedsores. The questions were on: a frequency of meeting the prob lem of bedsores, risk
assessment scales of the occurrence of bedsores, methodology of documentation of their sizes,
opportunities of extra professional trainings, anti-bedsores prevention, risk factors of the
12
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occurrence of bedsores and their places, division of bedsores and methods of their treatment,
applied diets, pain assessment scales and restrictions on professional practice. The survey
consisted of 33 questions, 11 questions were provided with some space for extra response.
The database was set up with the help of an Excel spreadsheet. All the statistical
analyses were made using the Statistica version 8 in a statistical laboratory. The results of the
research were developed using descriptive statistics:
 arithmetic mean,
 standard deviation,
 percentages,
 coefficient of variation.
The statistical calculations include:
 non-parametric U test (Mann-Whitney test)
 multi- way contingency tables - tests of statistical significance of contingency
variances - chi
 one- factor analysis of variance (ANOVA)
 test of statistical significance of variances (Bonferroni test)
analysis of clusters (k- means method).


Results

The research covered nurses employed at various health care units located within the
Podlaskie region. They include: Primary Health Care, Nursing Long-term Care, Home
Hospice and stationary care such as: provincial hospital units, Care and Medical Units (ZOL),
Nursing and Care Units (ZPO), Nursing Homes. The respondents' age and education were
taken as criteria. Nurses aged 40 to 50 made 48.67% of the surveyed respondents, aged 30 to
40 were at the second place (30.67%), aged 50 to 60 made 16.67% of the total and aged to 30
constituted the smallest group.
Deepening knowledge on bedsores by nurses.
Analysing of deepening knowledge on bedsores by nurses show that over the last year
61.54% of the respondents took part in various courses / trainings / conferences on treatment
of bedsores, 23.08% - within the last 2-5 years and 7.69% prior to 5 years. 7.69% of the
nurses did not take part in any trainings (table 1).
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Table 1. Deepening knowledge on bedsores by nurses circular and table graph. The last
year participating in nurses curses was 61.54% , 23.08% - within the last 2-5 years and 7.69%
prior to 5 years. 7.69% of the nurses did not take part in any trainings.
Deepening knowledge on bedsores, years trainings Percent of nurses
No trainings

7.69

Trainings before 5 years

7.69

Trainings between 2 – 5 lat

23.08

Trainings in the last year

61.54

Sum

100.0

Hierarchy of the places of occurrence of bedsores
As the most common places of occurrence of bedsores the respondents indicated the
following: lower back (0.924), heels (0.396), ischial tuberosities (0.329), trochanters (0.294),
spine (0.268), elbow (0.209), ears (0.200) and head (0.191).
Ratings in the surveys were graded 1 to 8 and sorted from the most to the least
relevant ones (when it comes to the risk of occurrence of bedsores).
Hence, the lowest mean indicates the highest risk.
M = mean;
1/M = risk of bedsores (mean inverse);
SD = standard deviation.
A correct definition of bedsore (decubitus)
Regardless of education, 99.33% of the respondents gave proper answers and 0.67%
of the respondents did not answer at all.
Nurses' knowledge about the treatment of bedsores.
The nurses' general knowledge about the procedures and treatment of bedsores was
identified. It is concluded that within the population from which the sample was taken, the
highest risk of bedsores (decubitus) is related to the 3 rd group factors and the lowest - to the 1st
group factors.
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Figure 1. Places of the most frequent occurrence of bedsores (in the opinion of nurses)
indicated the following: lowe r back (0.924), heels (0.396), ischial tuberosities (0.329),
trochanters (0.294), spine (0.268), elbow (0.209), ears (0.200) and head (0.191).

The hierarchy of inte rnal factors.
The hierarchy of internal factors favouring the development of bed sores according to
the surveyed people Ratings in the surveys were graded 1 to 14 and sorted from the most to
the least relevant ones (when it comes to the risk of occurrence of bedsores). Hence, the
lowest mean indicates the highest risk.
The highest degree of such rating diversification referred to the following factors:
"Activity" - 1 and "Kachexia" - 2. The surveyed people conformed mostly in the rating of the
following factors: "Depression", "Rheumatic factors" and "Cardio factors". It is noted,
however, that the degree of such rating non-conformity in all of the 14 factors was high. The
conclusions based on the group can be generalised to the population of nurses. For example,
in case of "Activity" factor, average rating diversification with respect to its mean value
(3.078) in the group of 115 nurses who responded was equal to 3.030, which represe nted
98.42% of the mean level. The respondents are familiar with the new generation of dressings
and know how to apply them properly. At the stage I (41.33%), stage II (30.61%), stage III
(44.59%), stage IV (94.56%).
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Table 2. The hierarchy of inte rnal factors. Graph and legend in table. Hence, the lowest
mean indicates the highest risk. M = mean; 1/M = risk of bedsores (mean inverse); SD =
standard deviation; Wsp. zmn. = coefficient of variation The highest degree of such rating
diversification referred to the following factors: "Activity" and "Kachexia".
The level of the
coefficient of variation

The coefficient
of variation
60.837

I

61.155
62.762
65.081

II

66.087
68.920
69.888
74.225
74.414

III

74.862
77.033
77.264

IV

87.298
98.417

Factor
Depresion
Rheumatology factor
Cardiology factor
Incontinence /stool
Gastrology facor
Neurology factor
Vascular factor
Tetraplegy
Incontinence urine
Paraplegy
Constitution
Obesity
Cachexy
Activity

Ordinal
14
13
12
11
10
9
8
7
6
5
4
3
2
1

Figure 2. The hie rarchy of internal factors as above in the graph show. Graph and legend
in show in the Fig. 1. Hence, the lowest mean indicates the highest risk. M = mean; 1/M =
risk of bedsores (mean inverse); SD = standard deviation; Wsp. zmn. = coefficient of
variation The highest degree of such rating diversification referred to the following factors:
"Activity" and "Kachexia" .
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Application of products supporting the treatment of bedsores
Nurses who apply high-protein, high-calorie diets in the treatment of bedsores
recommend enrichment with Nutridrinki (71.23%), Cubitan (26.03%), Protifar (28.08).

Product

N

Percent

Nutridrink

104

71.23

Cubitan

38

26.03

Protifar

41

28.08

Figure 3. The graph s how total numbe r of products supporting the treatment of
bedsores in the investigated population. The nutridink product is the most widely used.

Correlation between the application of PC30V by nurses and the use of dynamic
mattresses
Correlation between the application of PC30V by nurses and the use of dynamic
mattresses show that, nurses much more frequently apply PC30V and also use dynamic
mattresses in relation to nurses who do not use PC30V ( Figure 4).
Correlation between education and needs to participate in extra trainings.
Correlation between education and needs to participate in extra trainings in the
treatment of bedsores show that nurses, regardless of their level of education, recognise the
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need to improve their knowledge and wish to benefit from extra trainings. distribution is equal
in the four groups (Fig.5).

PC30V
No
%
Yes
%
Sum

Dynamic mattresses
Not apply
Applay
9
27
25.00%
11
9.65%
20

75.00%
103
90.35%
130

Sum
36
114
150

Figure 3. Application of PC30V by nurses in relation to nurses using dynamic
mattresses.

Obstacles which are most often encountered by nurses in professional practice
Constraints faced by nurses performing patient care were assessed: The following was
subjected to assessment: a dressing price (0.504), a lack of knowledge / experience (0.464),
constraint / poor tolerance of independence in nursing practice (0.384), formal / organisational
constraint (0.353), a lack of understanding of the needs of a family in nursing practice (0.341),
a lack of appropriate educational materials (0.278). All the ratings in the surveys were graded
1 to 6 and they were sorted from the most to the least relevant ones.
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Within the surveyed group, the highest rating conformity refers to the following two
(relatively least significant) obstacles: a lack of understanding of the need to educate a family
and no appropriate educational materials. "Price" is the major obstacle - in this respect the
nurses are moderately diverse in their opinions. "A lack of knowledge / experience" is located
relatively high (at the second place) among the obstacles. However, the degree of such
opinion differentiation in this scope is very high (Fig.6).

Nurses:
Graduate of vocational school
%
Specialist nurse
%
Bachelor of science in nursing, BSN
%
Master of science in nursing, MSN
%
Total

Extra nurse trainings
No
Yes
60
31
65.93%
34.07%
19
14
57.58%
42.42%
9
4
69.23%
30.77%
9
4
69.23%
30.77%
97
53

Total
91
33
13
13
150

Figure 5. Correlation between education and needs to participate in s pecialised cours es
in the treatment of bedsores. figure top to down legend, Diplom- Graduate of vocational
school, Specialista- Specialist nurse, Licencjat- Bachelor of nurse BA, magister- Master
of nurse, MD.
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dressing price
a lack of knowledge
formal / organisational
constraint
constraint of
independence in nursing
practice
a lack of understanding
of the needs of a family
lack of appropriate
educational materials

N

1/M

M

SD

130
103

0.504
0.464

1.985
2.155

1.352
2.028

coefficient of
variation
68.15
94.09

117

0.384

2.607

1.666

63.90

95

0.353

2.832

2.014

71.13

115

0.341

2.930

1.514

51.68

104

0.278

3.596

1.978

55.01

Figure. 6. Coefficient variation of formal and informal constraints in nursing practice

DISCUSSION
Nurses in their own professional practice very often faced with the problem of difficult
to heal wounds in different locations on the patient [7, 8]. During each visit, the nurse assesses
the risk of developing pressure sores. In the literature, we find about 20 scales the risk of
developing pressure ulcers in daily practice is the most popular scale of Norton [9,10]. The
consequence of the development of pressure sores and problems in their treatment gave rise to
the need to create an integrated system of prevention and registration. The important part is to
identify patients at risk for developing pressure sores and cover them Surfaces intensive care,
20
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according to the guidelines of the European and world standards in prevention and treatment
of difficult to heal wounds [11,12]. The best-known method of identifying patients that are at
risk for a point scoring system to evaluate the risk of developing pressure ulcers, made on the
basis of scales assessing the presence and intensity of the impact of various etiological factors.
In our study we assessed that in nursing practice using a variety of tools for risk assessment,
taking into account various factors. Each newly admitted patient is evaluated on the basis of
the scale, which suggests that the degree of threat of RRO. This allows you to take
individualized care to patients [13].
The literature mentions a rock Waterlow, Braden, and Douglas scale by Dutch
Consensus Prevention of Bedsores (CBO). These scales are used in various departments of
our hospitals, and nursing and care institutions, nursing and medical, nursing homes based on
standards developed [5,8,14]
As with other authors, the most common site of pressure ulcers are the sacrum area,
secretaries larger area of the femur, heel, ankle side of the lower limbs, the neighborhood
ischial tumors. Depending on the medical facility, the type of diseases in which treated and
the age of patients are given a variety of statistical data on the incidence of pressure ulcers.
"According to Smith, data from the years 1980 - 1994, at the nursing homes bedsores covered
17-35% prior to the adoption, in the residence built in 7 - 23% boarder in a nursing home. In
the UK, the incidence of pressure ulcers ranges from 14.4% to 22.8% ", the U.S. rate is about
4% with respect to the problem of pressure ulcers Hallet concerns of patients lying in home
care who are under the care of family physicians and clinics district [2,15]. The patients in the
terminal stages of cancer by De Connona, who conducted the study at the Hospice of St.
Christopher in London said that the problem of pressure ulcers concerns 14% of hospitalized
patients. In the years 1994 - 1996 in the Department of Palliative Care in Poznan conducted
research and found the problem of pressure ulcers in 21% of patients [15,16].
The scale of the problem which leads therapeutic for each occurrence of pressure
ulcers is related to the lack of highly specialized equipment, the lack of qualified medical
staff, poor organization of work, small agents under contract with the National Healt h Fund.
Achieving good results in the treatment of pressure ulcers requires a lot of time on training
and take active part in specialist courses, and conferences in the field of treatment of difficult
to heal wounds [9].
In the course of the conducted studies the following conclusions have been put
forward:
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1. The problem of treatment of bedsores by the surveyed nurses is well known. The best
results were obtained on ICU units, Home Hospice and Long-term Care Unit. The
worst at neurology, Primary Health Care (POZ), Care and Medical (ZOL), Nursing
and Care (ZPO) units.
2. The most relevant risk factors favouring the formation of bedsores in the group of the
surveyed nurses are as follows: no physical activity, wasting syndrome (cachexia)
followed by obesity, body type, paraplegia, incontinence and other factors associated
with chronic diseases.
3. The preparation of nursing staff is satisfactory especially in specialised centres such as
hospices, intensive care units. However, gaps in trainings and failure to widen
knowledge by Primary Health Care (POZ), neurology, Care and Medical (ZOL) and
Nursing and Care (ZPO) units were indicated.
4. The appropriate organisation of provision of medical services and the application of
modern methods of treatment are both equally important.
5. The education of patients and their families is also important in the process of wound
healing and crucial in the prevention of recurrences and primary prophylactics.
6. Extensive trainings of medical staff (as well as patients and their caregivers) in the
scope of appropriate application of modern methods of therapy would improve its
effectiveness and reduce the global costs of treatment.
7. The organisation of specialised courses in the field of prevention and treatment of
nard-to- heal wounds is needed and recommended.
These demands are possible to meet only in specialised treatment centres dealing with
chronic wounds. The golden standard procedure in such centres should be to "pull out" the
role and importance of specialised nursing staff in medical and nursing care "from the
background to the front". The overall aim of the system activities should be to locate such
centres appropriately.
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Introduction
One of the most important aspects of palliative care is to provide patients with the best
comprehensive care at the highest possible standards, and thus ensure the highest achievable
quality of life for these patients. These goals may be implemented by a process of continuous
monitoring and assessment of the care provided, however the validity of the currently used
tools for the evaluation of patient life quality is, in the case of palliative care, questioned by
a number of researchers. The majority of authors recommend a different approach – research
on satisfaction with care [1-5].
The concept of satisfaction is inseparably related to the feeling of contentment. Most
authors consider it a resultant of expectations and the obtained effects of certain actions,
where apparently a simple relationship occurs: the greater the discrepancy between them,
the lower satisfaction [1-6].
Modern medicine relies on a partnership between patients, their families, and the
interdisciplinary medical team in charge of these patients. This model of care helps avoid
unnecessary conflicts, create a positive sympathetic atmosphere, and respects patient
autonomy.
Terminally ill patients expect much more from medical personnel than just performing
their duties “in accordance with good practices.” Patients hope to receive support and wish to
be treated cordially and respectfully. They also need help with their suffering as well as wish
to be provided with an environment that suits their individual needs and creates the
appropriate atmosphere. These are patient-specific expectations and it may even be said that
they are of a personal nature. Patient satisfaction with the care provided is determined by
meeting these expectations. If they are met or exceeded, the level of satisfaction will be high.
Therefore, patient satisfaction is an indicator of the difference between each
individual’s needs and the degree of their fulfillment in a given real situation [3,4,6].
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Aim
The aim of the study was to determine the degree of patient satisfaction with palliative
nursing care and factors affecting this satisfaction.
Materials and methods
The study was conducted between January 9 and May 18, 2012 in the Department
of Palliative Care at a Care and Treatment Center (ZOL) in Krakow, 267 Wielicka Street.
The Chief Executive of ZOL and the Manager of the Palliative Medicine Clinic with the
Department of Palliative Care gave their consent to conduct the study. The st udy included 55
patients who had given their oral consent to participate in the study. The subjects were
informed about the possibility to withdraw at any stage of the research.
Two research methods, a reference literature review and a diagnostic survey, were
used in the study. The literature review involved an analysis of conference reports, articles
published in professional literature, magazines and websites on the subject of palliative care
and patient support and satisfaction, with particular emphasis on the relationship between the
patient and medical personnel.
A 42-question questionnaire was used as a research technique in the diagnostic survey.
Both open-ended and closed-ended questions were used. Some of the questions were
multiple-choice. The questionnaire consisted of three parts: the first part included our own
questionnaire, the second and the third parts included standardized questionnaires:
Multidimensional Scale of Perceived Social Support (MSPSS) and Care Satisfaction
Questionnaire (CSQ) [7-10].
Our own questionnaire was designed to provide socio-demographic characteristics
of the study group, obtain medical data (diagnosis, complaints/symptoms), and identify
patient expectations regarding the clinic.
The Multidimensional Scale of Perceived Social Support had 12 questions. Patients
completed it by assigning scores to statements in accordance with the following scoring key:
1 – strongly disagree, 7 – strongly agree.
Based on the patients’ ratings, a mean score was calculated, which was assigned
to a particular statement and thus determined its position (in terms of relevance) [7,8,9].
The Care Satisfaction Questionnaire had 12 questions, to which the following answers
could be given: Yes; Probably Yes; Not sure; Probably No; No.
In order to facilitate a clear comparison of individual factors affecting overall
satisfaction, each of these factors was assigned a numeric value in accordance with the
enclosed key. The maximum score was +110 points, and the minimum was –110.
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This method of interpretation allowed to show the extent to which the patients were less or
more satisfied with different aspects of care [10,11].
An Excel spreadsheet was prepared for questionnaire data compilation.
Study group characteristics
1. Socio-demographic data
The study on satisfaction with nursing care included 55 patients, 30 female (54.5%)
and 25 male (45.5%). Mean age in this group was nearly 68.5 years. Females, mean age 69.8
years, were the older part of the group (mean age of males was 66.7 years). A 40-year old
woman was the youngest, whereas a 92-year old woman was the oldest participant in the
study. Eighteen patients, i.e. one-third of the subjects (32.7%), were aged 61-70 years.
A total of 34 (61.8%) participants were married. There were twelve widows and only 5
widowers. Three women were unmarried and one woman was divorced.
Most of the subjects had vocational (25 patients, 45.5%) and secondary (17 patients,
30.9%) education. Six participants (10.9%) reported elementary education and seven
participants (12.7%) had higher education.
The vast majority of patients (40 individuals, 72.7%) performed physical work, and
only 14 (25.5%) were white-collar workers. One woman (1.8%) had never worked.
Mean duration of work experience was 37 years. The youngest woman participating in
the study worked for the shortest period of time (13 years), whereas the longest was 61 years
(an 85-year old man). The largest group was 26 (48.1%) patients with a duration of work
experience of 31-40 years; the second largest group (41-50 years) had 13 (24.1%) patients.
Ten (18.5%) patients worked 21-30 years, three (5.6%) patients worked less than 20 years,
and one person (1.9%) worked 51-60 years.
Two subjects (3.6%) were still professionally active at the time of the study, one
person was receiving welfare, and the other participants received retirement pensions (27
individuals, 50.0%) or disability pensions (24 individuals, 44.4%). More than half of the
respondents (31 individuals, 55.4%) reported help from the family, and 17 (30.4%)
respondents reported carer's allowance as additional sources of income. Two participants were
provided with social benefits, and one person relied on their own savings. Five individuals did
not have any additional income. In most cases (30 participants, 54.5%), total family income
was higher than 1200 PLN, seventeen (30.9%) patients reported an income of 801-1200 PLN,
and eight (14.5%) reported an income of 401-800 PLN.
The majority of patients (48 individuals, 87.3%) lived with their families, one (1.8%)
participant lived with a carer, and six (10.9%) on their own.
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2. Medical data
The vast majority of patients (45, 81.8%) were diagnosed with cancer. The remaining
18.2% were diagnosed with third-degree decubitus ulcers, acute cardiovascular and renal
failure.
Thirty-nine (70.9%) subjects suffered from one ailment, and twelve (21.8%) from
two. Four (7.3%) patients had three or more ailments.
Among the subjects, the most common nursing care issues included: pain (45 cases,
81.8%), limited self-care due to the progress of disease (33, 60.0%), weakness (32, 58.2%), as
well as decubitus ulcers and changing dressings (30, 54.5%). Nursing issues were related to
lack of appetite in 26 (47.3%) patients, dyspnea in 19 (34.5%) cases, immobilization in 18
(32.7%), and nausea or vomiting in 16 (29.1%). Depressed mood associated with disease
progression resulted in nursing problems in 14 (25.5%) patients, constipation occurred in 13
(23.6%), and dry mouth in 12 (21.8%). Lymphoedema was observed in 5 (9.1%) patients,
problems related to glycemia, blood pressure and heart rate measurements as well as with
injection administration occurred in 33 (60.0%) cases. There was also one patient who had
to attend a dialysis center three times a week to undergo the procedure.
3. Expectations
More than two-thirds of the subjects, i.e. 37 (67.3%) patients, stated that they were
familiar with the range of services provided by the center, and 18 (32.7%) declared partial
familiarity. There were no individuals among the subjects who were unfamiliar with the range
of services provided by the center.
Patients’ expectations with regard to the services provided were mostly associated
with appropriate care (40; 72.7%), improvement in general well-being (37; 67.3%), and
control over ailments (33; 60.0%). Eighteen (32.7%) patients expected a full recovery, and 16
(29.1%) patients hoped to receive assistance in their daily activities. One-fourth of the
participants, i.e. 14 (25.5%), responded that their expectations from the personnel were
associated with the need to stay among people. Three (5.5%) participants expected assistance
in housework; one person (1.8%) needed assistance doing injections. Only one person (1.8%)
did not have any expectations from the nursing care center.
And one person (1.8%) stated that the services offered by the center were not punctual.
The remaining 54 participants (98.2%) were satisfied with both promptness and punctuality.
Nearly all respondents, i.e. 54 patients (98.2%), expressed their willingness
to recommend the center to their acquaintances. One person (1.8%) who gave a different
response explained that “she/he was provided with the services for a too short a period of time
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to decide.” The most frequently (33 participants; 60%) repeated arguments in favor
of recommending the center were good organization and the availability of the personnel.
Kindness, understanding and attentiveness were mentioned by 27 (49.1) respo ndents, while
expertise and professionalism by 16 (29.1%). Convenient access and location were important
to 6 (10.9%) patients.
Results
Multidimensional Scale of Perceived Social Support
In this part of the questionnaire, the respondents were asked to score how they agreed
with the given statements (Figure 1).
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I have someone who is a source of comfort to me
When I am in need, I do not feel abandoned as I know that someone is with me
My family really tries to help me
When I experience something, I have someone with whom I can share my joys and sorrows
When I experience something, my family is a source of comfort to me

There is a person in my life who cares about my feelings
My family willingly helps me make decisions
I can count on my friends when I am in need
My family finds the time to talk with me about my problems
My friends really try to help me
I have friends with whom I can share my joys and sorrows
My friends find the time to talk with me about my problems

Fig. 1. Multidimensional Scale of Perceived Social Support.

The statement ‘I have someone who is a source of comfort to me’ received the highest
score, i.e. 6.7, which was calculated as a mean value based on the respondents’ scores. This
was followed by the statement ‘When I am in need, I do not feel abandoned as I know that
someone is with me,’ which received a score of 5.5. The statement ‘My family really tries to
help me’ received a score of 5.4, and a mean score of 5.3 was received by three statements:
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‘When I experience something, I have someone with whom I can share my joys and sorrows’;
‘When I experience something, my family is a source of comfort to me’; and ‘There is a
person in my life who cares about my feelings.’ The statement ‘My family willingly helps me
make decisions’ received a mean score of 5.2, and a mean score of 5.1 was received by two
statements: ‘I can count on my friends when I am in need’ and ‘My family finds the time to
talk with me about my problems.’ A score of 5.0 was also given to two statements: ‘My
friends really try to help me’ and ‘I have friends with whom I can share my joys and sorrows.’
The statement ‘My friends find the time to talk with me about my problems’ received the
lowest score of 4.7.
Care Satisfaction Questionnaire
In this part of the questionnaire, the respondents were asked to choose one answer
from five possible responses (Figure 2) for each of the given sentences.

Fig. 2. Comparison of aspects of satisfaction with care.
The highest score, i.e. 87 points, and thus the highest satisfaction was associated with
received kindness, smiling and politeness. This was followed by meals and their timing,
which received a score of 80, and by sufficiency of the provided care, which received a score
of 75. Satisfaction with room furnishings was given a score of 72. Three aspects (applied
treatment, disease-related information received, and living conditions) were give n an equal
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score of 67. Satisfaction associated with the frequency of conversations with a nurse or
another carer was slightly lower (a score of 65), and then organizational aspects of care
(a score of 64). The respondents were least satisfied with the amount of information on the
course and prognosis of their diseases (a score of 60), information on the diagnosis (a score of
54), and finally with the number of conversations with the attending physician (a score of 46).
Discussion of the results
Problems related to care in patients varied considerably and may generally be divided
in terms of occurring symptoms into three categories:


in a small number of patients (up to 30% of all subjects)
– associated with such conditions as lymphoedema, constipation, nausea, vomiting, or
depressed mood associated with disease progression;



in a large number of patients (30-60% of all subjects)
– resulting from immobilization, loss of appetite, or dyspnea;



in nearly all patients (more than 60%)
– pain, weakness, limited self-care due to the progress of terminal disease, and all types
of activities related to diagnosis and treatment (measurements, tests, injections, etc.).
It should be noted that the number of care-related problems varied in each patient;

however, a certain pattern may be observed: initially, the number of patients increases along
with the number of problems, then, after reaching a mean number of problems ‘per’ one
patient, the number of patients slowly begins to decrease (Table 1).
Table 1. Distribution of care-related nursing problems on the numbe r of patients.
Number of care-related problems in one
patient

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

Number of patients with problem(s)

3.

11.

9.

4.

13.

6.

4.

3.

1.

1.

When comparing expectations with the number of patients who declared familiarity
(or unfamiliarity) with the range of services provided by the center, it should be concluded
that the expectations were similar in both groups and were mostly related to good care,
improved general well-being, and control over ailments.
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Only one out of 55 respondents had reservations about the punctuality of the services
and about receiving information concerning their postponement. That same person and two
other patients expressed their negative opinion on changing the appointed times/dates.
A similar situation may be observed in the case of recommending the center
to acquaintances. Apart from one person who stated that “she/he was provided with the
services for a too short a period of time,” all respondents expressed their willingness
to recommend the center mostly due to their satisfaction with good organization, availability
of the personnel, as well as kindness, understanding and attentiveness of the medical staff.
These were followed by expertise and professionalism. Convenient access and location were
also important, however these two aspects were least frequently mentioned.
Multidimensional Scale of Perceived Social Support (MSPSS)
Mean value and the number of given scores were calculated for each statement after
summing the individual scores (Table 2).
Data analysis indicates that:


terminally ill patients received the most support from third parties, most
frequently from the center's personnel;



the sense of the presence of other people who are a source of comfort in difficult
times and who are supportive in moments of loneliness and desolation was most
important to patients;



it was very important for patients to have a person who cares about their
feelings.

When comparing further scores of the given statements, it may be observed that family
and all it may offer in the form of support “came second” in terms of importance and was
followed by friends and acquaintances.
The final part of the questionnaire was entirely devoted to the patient’s satisfaction
with the provided care. It may be concluded, based on initial analysis of the responses, that
the care was generally positively assessed by all patients.
Table 3 shows the number of ‘received’ scores, which reflect patient satisfaction with
the actions listed in the questionnaire. The collected data indicate that patients were more
satisfied with the personnel's kindness, smiling and politeness, whereas they were least
satisfied with contact with their attending physicians.
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Table 2. Summary of MSPSS scores.
Multidimensional Scale of
Perceived Social Support

Mean
score

Number of scores

Subject

7.

6.

5.

4.

3.

2.

1.

I have someone who is a
source of comfort to me.

6.7.

14.

19.

11.

5.

1.

1.

3.

When I am in need, I do not
feel abandoned as I know
that someone is with me.

5.5.

18.

18.

11.

6.

2.

2.

1.

My family really tries to help
me.

5.4.

15.

18.

11.

3.

2.

3.

3.

There is a person in my life
who cares about my feelings.

5.3.

12.

19.

10.

6.

3.

3.

2.

When I experience
something, my family is a
source of comfort to me.

5.3.

13.

17.

14.

3.

4.

1.

3.

When I experience
something, I have someone
with whom I can share my
joys and sorrows.

5.3.

14.

12.

15.

7.

3.

3.

1.

My family willingly helps
me make decisions.

5.2.

9.

21.

11.

7.

1.

3.

3.

family

I can count on my friends
when I am in need.

5.1.

9.

15.

14.

10.

6.

1.

0.

friends

My family finds the time to
talk with me about my
problems.

5.1.

12.

11.

19.

4.

6.

0.

3.

family

My friends really try to help
me.

5.0.

10.

12.

11.

15.

5.

2.

0.

friends

I have friends with whom I
can share my joys and
sorrows.

5.0.

11.

9.

16.

10.

5.

3.

1.

friends

My friends find the time to
talk with me about my
problems.

4.7.

6.

10.

18.

10.

4.

6.

1.

friends

family

family
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Table 3. Assessment of satisfaction from particular actions.

Actions assessed in terms of satisfaction

Number of given scores

Total

+2. +1.

0.

-1.

-2.

Did you receive an adequate amount of kindness, smiling
and politeness?

34.

19.

2.

0.

0.

87.

Are meals and their timing to your satisfaction?

29.

23.

0.

1.

0.

80.

In your opinion, was the hereto provided care sufficient?

27.

21.

7.

0.

0.

75.

Are you satisfied with the furnishing of your room?

26.

20.

9.

0.

0.

72.

Are you satisfied with your living conditions?

23.

23.

8.

0.

1.

67.

Have you received a satisfactory amount of information
pertaining to the disease and its treatment?

21.

26.

7.

1.

0.

67.

Are you satisfied with the applied treatment?

18.

31.

6.

0.

0.

67.

Is the frequency of conversations with a nurse or another
carer satisfactory?

20.

25.

9.

0.

0.

65.

What do you think of the organization of care?

19.

28.

5.

2.

0.

64.

Have you received a satisfactory amount of information
pertaining to the course and prognosis of the disease?

18.

24.

13.

0.

0.

60.

Have you received a satisfactory amount of information
pertaining to the diagnosis of the disease?

11.

32.

12.

0.

0.

54.

In your opinion, is the number of conversations with the
attending physician satisfactory?

14.

22.

15.

4.

0.

46.

Discussion
There are a number of literature reports on patient support and satisfaction with
nursing care. These issues have been discussed by, among others, Mrówczyńska (2011),
Krukowski (2011), Kózka (2010), Weber (2009), and Jakubów and Malarewicz (2008).
Kózka (2010) reported on social support during disease. Similar studies, which were
mainly devoted to legal aspects, were conducted by Jakubów (2008). Krukowski (2011) and
Mrówczyńska and Ziółkowski (2011) devoted their studies to the relationship between quality
of care and patient satisfaction. Bielawska (2007) conducted research on support in the
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suffering of patients in palliative care [11-16]. Our research focused on social support and
satisfaction with palliative care in a group of 55 patients.
The Multidimensional Scale of Perceived Social Support developed by Canty,
Mitchell, Zimet, Dahlem, Farley, Powell and Werkman [7, 8, 9] was used.
Based on the obtained results, we concluded that the terminally ill were most
frequently offered the greatest support by medical personnel, and that they found the sense of
the presence of other people who are a source of comfort and support in difficult times and
moments of loneliness and desolation the most important. Moreover, it was very important for
patients to have a person who cares about their feelings.
The Care Satisfaction Questionnaire by de Walden-Gałuszko and Majakowicz (2009)
[10] was the second tool we used in the study. Similar studies were conducted by Krukowski
in 2010-2011 in groups of 30 patients from two inpatient hospices [13].
The presented results obtained with the Care Satisfaction Questionnaire correspond
with the results obtained by other researchers. It may be concluded that the satisfaction
of patients in the final stages of life relies on the q uality of nursing care, i.e. the higher the
care standards, the greater the feeling of satisfaction among patients. Psychological and
spiritual support was more important than the treatment itself.
The obtained results confirm that the work of nurses, whic h involves care of patients
in the final stages of life, plays a major role in patient quality of life and allows them to spend
their last days in peace and dignity.
Conclusions
Analysis of the study results allowed to formulate the following conclusions:
1. Direct contact with carers had the greatest impact on palliative patients’ satisfaction
with care.
2. The nurses' every action was closely monitored and assessed by patients.
3. The work of nurses, apart from a measurable value, was also associated with
considerable satisfaction with well-performed duties for both the patients and the
nurses.
4. Respondents scored the work and commitment of the nurses highly.
5. Cooperation with attending physicians and the amount of information they provided
received the lowest scores.
6. Psychological and spiritual support were more important for patients than treatment
itself, however other aspects of nursing care as well as the conditions in which it was
implemented were also important.
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7. Most patients attached greater importance to human contact and support offered by
medical personnel than by family or friends.
8. The living conditions in the center met the expectations of the studied group of
patients.
9. The patients were of the opinion that they received sufficient information on the sta te
of their health and on the applied methods of treatment.
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Introduction
A team is a group of people who are involved in a variety of mutual interactions and
committed to a common purpose, which can only be achieved through the joint effort of all
members [1,2]. It is also a certain number of people with complementary skills, who have a
similar system of values and a similar approach, and who are all characterized by a sense of
responsibility [3].
There are many types of interdisciplinary teams. A palliative care team is a special
type of interdisciplinary team [4-10].
Palliative patients are put in the center of care provided by an interdisciplinary team.
Cooperation and mutual trust of all team members are essential for professional care as well
as to increase the efficiency of their actions. A seemingly simple activity such as cooperation
may in fact prove difficult to accomplish.
Aim
The aim of the study was to evaluate the functioning of an interdisciplinary palliative
care team as perceived by its members.
Materials and methods
The study was conducted from January to March 2013 in three medical institutions
located in the south of Poland. At the request of the institutions their names are not disclosed.
The study included 59 individuals. All participants were informed about the purpose of the
study and that their anonymous participation was voluntary.
Our own interview questionnaire containing socio-demographic data as well as
information on the perception of the subjects’ participation in the interdisciplinary team, their
cooperation and communication was used in the study.
The respondents were asked to select one or more answers from those provided. Some of
the questions were open-ended, which allowed the participants to provide their own answers.
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During data analysis, we took into account that the respondents were able to provide more
than one answer to one question, therefore answers did not always add up to 100%.
Results
Characteristics of the studied group.
The study group consisted of 59 individuals, 50 (84.75%) female and 9 (15.25%) male.
Institution A counted 25 (42.37%) individuals, Institution B 14 (23.73%), and Institution C 20
(33.90%).
The participants were aged 21 to 58 years. Respondents aged 30-45 years were the largest
age group, 28 (47.46%), whereas respondents aged 21-29 years were the smallest group, 7
(11.86%).
A total of 34 (57.63%) respondents were married, 5 (8.47%) were widowed.
Participants with higher education (34; 57.63%) were predominant, and only one person
(1.69%) had vocational education.
The largest group of 29 (49.15%) individuals reported living in the target city (of the
study), whereas only 4 (6.78%) came from another town. Table 1 shows the sociodemographic characteristics of the studied group.
Professional work of the studied group
Out of 59 respondents, 36 (61%) chose to work in a palliative care setting based on
their own decision, including 3 (5.1%) 'as a calling' responses. Ten respondents (16.9%) were
assisted in their choice by parents, and 7 (11.9%) by friends or acquaintances. The remaining
6 (10.2%) made their choice due to the lack of options of finding work elsewhere.
When asked whether they feel appreciated by their employers, the majority, 37
(62.7%), of participants responded ‘no,’ 18 (30.5%) ‘yes,’ and 4 (6.8%) did not answer.
The respondents were asked to select nine sentences from those provided to describe
their professional work. A total of 52 (88.14%) confirmed that the job was their main source
of income. Only 2 (3.39%) participants reported that their job was a nuisance. Figure 1
presents the meaning of work for employees from institutions A, B, and C.
The respondents were asked to provide reasons why they liked their job and what
bothered them the most about it.
Overall, the majority of respondents, 36 (61.02%), stated that they liked their job
because it allowed them to help those in need and thus feel fulfilled. The least respondents (2
from each institution, 3.39%) valued autonomy and respect from their superiors in their work.
Table 1. Socio-demographic data of the studie d group.
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No.

1

Analyzed variables

Gender

Age

Marital
Status

TOTAL

%

N

%

N

%

N

%

women

21

35.59%

10

16.95%

19

32.20%

50

84.75%

men

4

6.78%

4

6.78%

1

1.69%

9

15.25%

25

42.37% 14 23.73%

20

33.90%

59

100.00%

21-29

6

10.17%

0

0.00%

1

1.69%

7

11.86%

30-45

11

18.64%

10

16.95%

8

13.56%

28

47.46%

50-58

8

13.56%

4

6.78%

11

18.64%

22

37.29%

25

42.37% 14 23.73%

20

33.90%

59

100.00%

single

9

15.25%

4

6.78%

-

-

13

22.03%

married

12

20.34%

7

11.86%

15

25.42%

34

57.63%

divorced

2

3.39%

1

1.69%

4

6.78%

7

11.86%

widowed

2

3.39%

2

3.39%

1

1.69%

5

8.47%

20

33.90%

59

100.00%

TOTAL
3

Institution C

N

TOTAL
2

Institution A Institution B

separated/

TOTAL
4

Education

25
primary

-

-

-

-

-

-

-

-

vocational

-

-

-

-

1

1.69%

1

1.69%

secondary

8

13.56%

6

10.17%

10

16.95%

24

40.68%

higher

17

28.81%

8

13.56%

9

15.25%

34

57.63%

25

42.37% 14 23.73%

20

33.90%

59

100.00%

village

14

23.73%

8

13.56%

4

6.78%

26

44.07%

target city (of
the study)

9

15.25%

6

10.17%

14

23.73%

29

49.15%

other smaller
town

2

3.39%

-

-

2

3.39%

4

6.78%

TOTAL

25

20

33.90%

59

100.00%

TOTAL
5

Place of
residence

42.37% 14 23.73%

42.37% 14 23.73%
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100.00%
95.00%
92.00%

90.00%
78.57%

80.00%

78.57%

71.43%

71.43%

70.00%

68.00%

60.00%

57.14%

50.00%

50.00%
45.00%

45.00%
42.86%

40.00%

35.71%

35.00%

32.00%

30.00%
25.00%

24.00%

20.00%

20.00%

20.00%

20.00%
15.00%

15.00%

10.00%

7.14%
4.00%
0.00%

4.00%
0.00%

0.00%

placówka A
placówka B
placówka C

Figure 1. The meaning of work in the responde nts' lives.

Table 2 shows the results for Institutions A, B, and C.
The majority, 33 (55.93%), of respondents from the studied group of 59 found the lack
of cooperation and communication in their team the most bothersome aspect, whereas the
least, 4 (6.78%), respondents found criticism, conflicts, informing on others, mobb ing, and
bureaucracy the most negative aspects.
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Table 2. Advantages of the performe d work according to the respondents.
Institution A

Institution B

Institution C

N

%

N

%

N

%

N

%

13

52.00%

8

57.14%

15

75.00%

36

61.02%

myself

12

48.00%

3

21.43%

4

20.00%

19

32.20%

3

Contact with other people

11

44.00%

2

14.29%

7

35.00%

20

33.90%

4

New experience

5

20.00%

-

-

-

-

5

8.47%

5

Good

5

20.00%

1

7.14%

2

10.00%

8

13.56%

trustworthy)

4

16.00%

-

-

-

-

4

6.78%

7

Autonomy

2

8.00%

-

-

-

-

2

3.39%

8

Interesting work/satisfaction

2

8.00%

-

-

9

45.00%

11

18.64%

9

Respect from superiors

2

8.00%

-

-

-

-

2

3.39%

No. Analyzed variables
1
To help those in need, feel
fulfilled
2

TOTAL

To improve skills, to prove

work

conditions/pleasant
atmosphere
6

Other (source of income,
derive pleasure from work,
gain

confidence,

being

*Results do not add up to 100% - respondents were able to provide more than one answer
Table 3 shows the results for Institutions A, B, and C.
Perception of the interdisciplinary team in the respondents' workplace
The respondents were asked if an interdisciplinary team is present in their workplace.
Overall, the majority, 38 (64.41%), of respondents answered 'yes,' whereas 21 (35.59%) ‘no’
or ‘not sure.’ Analyzing the results, it is worth noting that 18 (72%) out of 25 respondents
from Institution A confirmed the presence of an interdisciplinary team, whereas 7 (28%) were
of the opposite opinion. A similar situation occurred in Institution C, whereas the reverse was
observed in Institution B. Details are presented in Figure 2.
According to the studied group, the interdisciplinary team primarily included the
following professionals: nurses (40, 67.8%), physiotherapists (36, 61%) followed by
psychologists (33, 55.9%), physicians (29, 49.1%), occupational therapists (22, 37.2%),
speech therapists 16 (27.1%), and hospital domestics (9, 15.2%). The lack of a chaplain in
Institution A as well as the lack of family members in Institutions A and B are worth noting.
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Table 3. Disadvantages of the performed work according to the respondents
*Results do not add up to 100% - respondents were able to provide more than one answer
No.
1
2

3

Institution A Institution B
Analyzed variables
Lack of cooperation and
communication
Other: being called
"sister" (commonly used
by patients in Polish
hospitals for nurse),
routine, pressure,
hypocrisy, lack of respect
from doctors, irritability
of others
Income

4

Work conditions: lack of
equipment/ small staff

5

Unfair treatment,
selfishness
Mobbing
Criticism
Conflicts
Informing on others
Bureaucracy
Lack of time for patients

6
7
8
9
10
11

Institution C

TOTAL

N

%

N

%

N

%

N

%

15

60.00%

7

50.00%

11

55.00%

33

55.93%

6

24.00%

1

7.14%

1

5.00%

8

13.56%

4

16.00%

2

14.29%

2

10.00%

8

13.56%

3

12.00%

3

21.43%

8

40.00%

14

23.73%

2
2
2
2
2
2
0

8.00%
8.00%
8.00%
8.00%
8.00%
8.00%
0.00%

2
2
2
2
2
2
5

14.29%
14.29%
14.29%
14.29%
14.29%
14.29%
35.71%

2
0
0
0
0
0
0

10.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%

6
4
4
4
4
4
5

10.17%
6.78%
6.78%
6.78%
6.78%
6.78%
8.47%

90.00%
80.00%
80.00%

72.00%

70.00%

60.00%
57.14%

50.00%

Placówka A
Placówka B

40.00%

Placówka C
30.00%
20.00%

28.57%

16.00%

12.00%

10.00%

20.00%

14.29%

0.00%

tak

nie

nie wiem

Figure 2. Respondents' knowledge on the presence of an interdisciplinary team in their
workplace.
Table 4 presents the results for Institutions A, B, and C.
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Table 4. Composition of the interdisciplinary team according to the respondents
Institution A

Institution B

Institution C

TOTAL

No.
1
2
3
4
5
6
7
8
9
10
11
12
13
14

Team me mber
N
%
N
%
N
%
N
%
Physiotherapist
17 68.00% 10 71.43% 9 45.00% 36 61.02%
Nurse
17 68.00% 10 71.43% 13 65.00% 40 67.80%
Psychologist
17 68.00% 8
57.14% 8 40.00% 33 55.93%
Occupational therapist
12 48.00% 1
7.14%
9 45.00% 22 37.29%
Medical doctor
11 44.00% 10 71.43% 8 40.00% 29 49.15%
Speech therapist
11 44.00% 5 25.00% 16 27.12%
Hospital domestic staff
5
20.00% 2
14.29% 2 10.00% 9
15.25%
Assistant director/Director
5
20.00% 5
8.47%
Administrative workers
3
12.00% 1
7.14%
4
6.78%
Social worker
3
12.00% 1
7.14%
4
6.78%
Dietitian
1
4.00%
2 10.00% 3
5.08%
Police officer
1
4.00%
1
1.69%
Volunteer
7
50.00% 2 10.00% 9
15.25%
Priest/ chaplain
8
57.14% 4 20.00% 12
20.3%
Caregiver of an elderly
15 person
7 35.00% 7
11.86%
16 Family member
1
5.00%
1
1.69%
*Results do not add up to 100% - respondents were able to provide more than one answer

In response to the question regarding familiarity with the duties of different
interdisciplinary team members, half of the respondents, 30 (50.85%) answered ‘yes,’
whereas the other half, 29 (49.15) answered ‘no.’ Detailed results are provided in Figure 3.
A total of 36 (61.7%) respondents from the studied group of 59 felt responsible for the
team’s development, while the other 23 (38.3%) chose a ‘no’ or ‘not sure’ answer; however,
none of the participants from Institution C chose ‘not sure.' Detailed results are provided in
Figure 4.
The participants were asked whether they have the opportunity to acquire new
knowledge and skills in their workplace. Overall, 42 (71.19%) respondents answered ‘yes.’
The other 17 (28.1%) answered ‘no’ or ‘not sure’, have no such opportunity or no knowledge
about it. Figure 5 shows the results for Institutions A, B, and C.
The interdisciplinary team members were asked if there were any communication
barriers in their team. A comparable number of 36 (61%) respondents believed that no such
barriers existed or were unable to identify them, whereas 23 (39%) respondents confirmed
their presence. Detailed results are provided in Figure 6.
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70.00%

65.00%
60.00%

60.00%

50.00%

50.00%

50.00%
40.00%
40.00%

35.00%

Placówka A
Placówka B

30.00%

Placówka C

20.00%

10.00%

0.00%
tak

nie

Figure 3. Respondents' familiarity with the duties of different interdisciplinary team
me mbers in their workplace.
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70.00%
60.00%

50.00%

57.14%
48.00%

Placówka A
40.00%
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40.00%
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28.57%

30.00%

20.00%
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12.00%

14.29%
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0.00%
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nie
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Figure 4. Feeling of responsibility for the development of the respondents'
interdisciplinary team.
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80.00%

76.00%
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60.00%
50.00%
50.00%

Placówka A
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40.00%
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28.57%
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Figure 5. Possibility to acquire ne w knowledge and skills in the respondents' workplace.
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35.71%

36.00%

35.00%

30.00%
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20.00%
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14.29%

10.00%

0.00%
tak

nie

nie potrafię ich wskazać

Figure 6. Presence of communication barriers in the studied interdisciplinary teams.

The respondents were asked to identify characteristics that have positive effects on the
communication process in an interdisciplinary team. Overall, the majority, 34 (57.63%), of
participants selected a desire to help others. Trust as a basis for effective communication was
selected by 6 (10.7%) respondents only from Institutions A and C. Figure 7 shows the results
for Institutions A, B, and C.
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Next, the respondents were asked to provide a list of characteristics of the
communication process in their interdisciplinary teams. Generally, the majority, 30 (50.85%),
of the participants reported that the communication on their team was characterized by
expressing one’s own opinion and proposing different solutions. The least respondents, 3
from each institution (5.08%), reported obstinacy and verbal abuse of other team members.
Table 5 shows the results for Institutions A, B, and C.

80.00%
70.00% 68.00%

60.00%

60.00%
55.00%

50.00%

40.00%

36.00%
30.00%

30.00%

20.00%
15.00%

20.00%
10.00%
42.86%

50.00%

50.00%

5.00%
0.00%

20.00%
20.00%

20.00%

20.00%

15.00%
8.00%
50.00%

35.71%

8.00%
21.43%

8.00%

8.00%

21.43%

0.00%

0.00%

Placówka A
Placówka B

Placówka C

Figure 7. Favorable characte ristics for good communication in the opinions of the
respondents.
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Table 5. Characteristics of the communication process in the studied interdisciplinary
teams.
Institution
A

Institution B

Institution C

TOTAL

Analyzed
No. variables
N
%
N
%
N
%
N
%
1
Conversations
about careerrelated topics and
not related to work 14 56.00% 8 57.14%
5
25.00%
27
45.76%
2
Expressing one's
own opinion
11 44.00% 10 71.43%
9
45.00%
30
50.85%
3
Proposing
different solutions
9 36.00% 11 78.57% 10
50.00%
30
50.85%
4
Listening to each
other
9 36.00% 10 71.43%
5
25.00%
24
40.68%
5
Want to meet with
each other
7 28.00% 8 57.14%
4
20.00%
19
32.20%
6
Giving feedback
5 20.00% 5 35.71%
10
16.95%
7
Interrupting when
others are
speaking
4 16.00% 1
5.00%
5
8.47%
8
Obstinacy
3 12.00% 3
5.08%
9
Verbal abuse of
other team
members
2
8.00%
1
5.00%
3
5.08%
10 Possibility to talk
about a difficult
unpleasant topic
2
8.00%
7 50.00%
9
15.25%
11 Criticizing other's
ideas
2
8.00%
3 21.43%
3
15.00%
8
13.56%
12 One team member
dominates
1
4.00%
1
7.14%
2
10.00%
4
6.78%
*Results do not add up to 100% - respondents were able to provide more than one answer
Summary and conclusions
The philosophy of palliative care management assumes, among other things, that
palliative and hospice care should be provided by an interdisciplinary team. The members of
such a team, which includes both medical and non- medical personnel, are not random but
exceptional and find the interest of others and selfless help a priority. The philosophical
principles of palliative care also relate to the fact that an improvement in the life of terminally
ill patients as well as their families may only be achieved through effective cooperation of a
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team of people who know their duties, are in healthy interpersonal relationships with effective
communication, and where all members have the opportunity to improve their qualifications.
We came to the following conclusions from this study:
1.

There is a lack of basic knowledge on hiring, functioning and the duties of palliative
interdisciplinary team members among the personnel from each surveyed institution.

2.

Current interpersonal relations between team members create an unfa vorable
atmosphere at work.

3.

The lack of knowledge on the basic principles of effective communication results in an
inability of interdisciplinary teams to function properly and perform their basic tasks.

4.

The lack of knowledge regarding the possibility to improve qualifications as well as
little interest in further training will in time result in stagnation and, consequently, a
decrease in the quality of care and medical services.

5.

It is essential to activate the board of the surveyed healthcare institutions in terms of a
broad improvement in the functioning of their interdisciplinary teams.

The final conclusion of the study may be summarized as follows:
“Not only patients, but also the inte rdisciplinary teams need help.”
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Introduction
Being elderly has a number of connotations. Most frequently, it is perceived as a
negative and difficult phenomenon, related to numerous risks. It would be hard to oppose
such a vision of the elderly; however, at the same time, it is worth noting that there are
positive approaches towards this period of human life, where being elderly is portrayed as an
opportunity, a stage in human development, as a task [1-7]. The feeling of satisfaction and
happiness is not reserved exclusively for young people; it is also possible to attain it at an
elderly age. One of the positive events related to elderly age is being a grandfather or a
grandmother. It is the source of many valuable stimuli that encourage the activity of the
grandparents, provide valuable experience for the grandchildren and reinforce the family
system.
Sometimes, such family system is subject to overload because of a disease. Terminal
illness and the death of a child are the factors that may disrupt the functioning of the whole
family, as well as of its particular members. The specific repercussions resulting from the
occurrence of these factors might be observed also in the life of the grandparents. It seems
that the effects of the illness and death of a grandchild have not been sufficiently researched
and described. The experience of suffering due to an illness of a child is most frequently
analysed within the context of the feelings of the parents, less frequently - of elder siblings;
the suffering of grandparents is described only accidentally. Such a gap shall be filled in.
The aim of this paper is to focus the reader's attention to the suffering of the
grandparents of a child in hospice care. Outlining the problem within the context of such care
will allow for determining important features that hospice activity has. In order to improve the
precision of the problem in question, it is necessary for us to briefly characterize the role
played by the grandparents within the family, in particular their relationship with the
grandchildren. Furthermore, it is necessary to indicate the basic areas of disruptions caused by
the illness and death of a child and to relate them to the feelings of the eldest members of the
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family. This will allow for providing a number of postulates regarding the ways of hospice
care directed towards the grandparents.
Grandparents and grandchildre n
Although, in the light of available literature, it is difficult to provide a uniform
timeframe for the stages of human development that would be acceptable for all authors, it
can be assumed that the fact of becoming a grandfather or a grandmother mostly takes place
after fifty years of age, when late adulthood and ageing commences [8]. In the period when
most of the people experience the so-called mid- life crisis, forcing them to make a summary
of the years that have passed, being a grandfather or a grandmother constitutes a factor that
reinforces self-esteem [9]. For many elderly people, it is the source of happiness and
motivation for being active, since the grandchildren "are new life, new hope and happiness,
are as if a reward for the difficulties of raising children. These difficulties now result in the
appearance of a new generation, that seems to prolong the life of the grandparents for the
next many years" [6].
The social role of the grandparents is strictly related to the relationship that
commences when, in a multi- generation family, children are born. The parents, as the first
people who are the most significant to a newly born child, shape its personality, self-esteem
and its type of relationships with the world [5]. The realisation of these tasks is supported and
supplemented by the grandparents, and in some cases parents are substituted by the
grandparents. This happens when the parents cannot or do not want to take up tasks normally
expected from them.
The experience of the everyday life of Polish families shows that the grandparents are
not always the foundations of coherence and effectiveness of families. Some of them are
reluctant to participate in family life or make a decision as to partial or total separation from
younger generations. It is also the case that the grandparents, by engaging in family life,
exceed their competences, instigating conflicts related to the bringing up of the youngest
generation or to the day-to-day functioning within the family [6].
It should be remembered, however, that the presence of the grandparents in the family
can become an irreplaceable element of happy life and an optimal function in the nursing and
educational process. Assuming that elderly people have "the charisma of breaking crossgeneration borders before they even appear" [10], we might say that their creative presence
might improve the quality of family life.
Cross-generation

family

relationship created

between the grandparents and

grandchildren is characterised by particularly strong emotional ties. "The phenomenon of
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grandchildren’s ties with their grandparents is, to a large extent, shaped on the basis
cognitive and emotional needs that complement each other” [5]. Grandmothers become a
source of love and understanding for their grandchildren, and grandfathers - a source of
knowledge, wisdom and experience [9]. Nowadays, when the parents, more and more often,
do not have enough time to talk with their children, grandparents can satisfy the children’s
curiosity about the world expressed by them in questions. For the correct development of a
child, it is crucial that such curiosity be satisfied in a wise and responsible manner, therefore
the significance of having such conversations is worth stressing.
The issue of the position of elderly people within Polish families is related to its
axiological aspect. Elderly people being part of a multi- generation family can bring eternally
true and objective values into the family, i.e. selfless interest in another person lack of
excessive attachment to transitory things, devotion for others, spiritual and religious values.
Such models are necessary for the young generation, and their realisation makes the
grandparents unquestionable authorities for younger members of the family [4]. These beliefs
are supported by research carried out in 2012 by the Public Opinion Research Centre,
according to which grandparents are important people in the lives of the majority of Poles
[11].
Almost three quarters of adult Poles (72%) feel that they owe something to their
grandmother or their grandfather. In comparison with the research carried out in the years
2000 and 2007, now a vast majority of respondents declare that they feel gratitude towards
their grandparents. At the same time, there are less respondents whose opinion is different and
those who have never known their grandparents. It supports an opinion that was being
expressed before, i.e. that in Poland the role of the grandparents is growing. This happens
most probably because of their growing participation in bringing up their grandchildren.
Nearly general is the conviction among young people aged under 35 that they owe gratitude
towards their grandparents. Most frequently, such gratitude encompasses recognising the role
played by the grandparents in education and nursing (65%) and in giving their love (64%).
Slightly more than a half of the respondents owe their grandparents for a knowledge of the
history of their family, teaching them moral principles and faith (54%). Le ss frequently, the
respondents state that they owe to their grandparents such features of character as: sense of
duty, diligence, self-discipline or strong will (48%).
In the light of analysed data, two things are worth stressing: an express reference to
axiology in connection with the role played by the grandparents in families and their active
participation in the educational and nursing function of the family. A key issue is the
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engagement of the grandparents in the care over the grandchildren. 83% of the respondents
have experienced such care, which allowed them to characterise their relationship with their
grandparents as very close [11]. The above mentioned results may constitute one of the
reasons why the grandparents may experience the feeling of satisfaction and happiness.
The wellbeing of elderly people may be disrupted by the factors that are inherent to
elderly age. Among the most frequent crisis-causing situations we can list the following: the
deterioration health and physical fitness, being a widow(er), loneliness, a lower social and
economical status, a loss of the feeling of usefulness and prestige, a loss of physical
attractiveness, the awareness of approaching death, the necessity of moving into a nursing
home [12]. Each of them may cause distress in elderly people, which results in a decrease in
the level of their wellbeing and leads to the state of depression.
Difficult life situations related to late adulthood and elderly age might include events
that go beyond the private world of the elderly person. The engagement in family life results
in the fact that any major disruption of its functioning becomes significant for the grandfather
or the grandmother. Particular repercussions in the family are caused by an illness of the
grandchild, in particular when the illness becomes terminal and leads to death. Those events
influence, in a significant way, the performance of the social role of the grandparents within
the family, and at the same time change their life. In order to demonstrate the influence of the
illness and the death of a child on the grandparents, it is reasonable to show the context of the
appearance of an illness in the family.
Family facing illness and death of a child
Illness and death are among the most difficult experiences ever faced by a human
being. They are often incomprehensible, in particular, the event of the death of a child that
was born in order to live: „Although the death of the elderly, disabled, or infirm in our society
is often considered a «blessing», the death of children or adolescents is seen as the ultimate
tragedy” [13].
An illness is primarily a personal drama of the patient, experienced to a varying
degree, depending on e.g. his or her age, which usually determines the level of consciousness.
The suffering related to death goes beyond physical pain: "A terminally ill person, in
particular when nearing death, does not only suffer physically, but he or she also experiences
spiritual, existential suffering. There is a growing feeling of loneliness in them (…), a feeling
so strong that even those believing in God feel that God has abandoned them in such a
moment” [14].
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The model of total pain [15] indicates that the effects of the illness affect not only the
patient but also his or her relatives. These can be observed in somatic, psychological, spiritual
and social spheres. The model of total pain is related to the systemic approach towards
suffering and highlights the very significant influence of a disease on the whole family. This
is represented, i.e. in the modification of the conditions of the function of the whole family
and the necessity of implementing adaptive action. The disruptions that appear in the family
system as a result of the child's illness, consist i.e. in not being able to satisfy the needs related
to functioning in extreme conditions: "The child's illness, in particular cancer, is an event that
disrupts the daily rhythm of family's life and produces strong psychological shock. It changes
the previously established lifestyle which becomes subject to restoring the child's health” [16].
Among the needs there is a particularly strong necessity of medical support, getting a
professional diagnosis, providing the child with adequate care, getting information as to the
child's state of health, and their risk of death, which facilitates proper preparation for such
death [17]. An important need of the relatives is the possibility of being close to the sick child
and helping him or her, realising his or her wishes and caring for such a child. Family
members expect support, especially during the moments of increased intensity of the illness
and related emotional difficulties. Particularly difficult is the period of child's dying and the
period of mourning.
The support provided to the caretakers is reflected in the emotional state of the child
and facilitates his or her treatment [18]. Satisfying this kind of needs may become an occasion
to eliminate improper behaviour of some members of the family that might appear in relation
to the sick patient, making his existence even harder. An important need experienced by many
families with a sick child, is social support. Such support is very often a necessary condition
for an appropriate care for the child, which, in Polish circumstances, has been laid upon the
family and social institutions that support it. Many people caring for a sick child also
experience a shortage of spiritual and religious space, which becomes particularly important
in the perspective of the child's death. Seeing the necessity to refer to spirituality becomes a
more and more widespread conviction of the researchers dealing with the problem of
thanatology [19].
Grandparents facing the suffering and death of their grandchildre n
A specific group living through the suffering and death of a child are its grandparents.
This takes place when said grandparents take an active part in the life of the family of a sick
child and are affected by total suffering. Blocking or limiting the possibility of contacting the
sick child is a great burden for the grandparents. The awareness that the child is suffering
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results in the fact that the happiness of being a grandparent is transformed into a constant state
of worrying and sadness.
It happens, however, that at the moment when the illness commences, the
grandparents or one of them withdraws from their engagement in the process of caring for the
grandchild. This indifference does not necessarily stem from egoism; sometimes it is a way of
hiding the feelings of anxiety and pain. An incorrect diagnosis of the grandchild's illness is
usually taken by the grandparents with a very strong emotional reaction: „They often mirror
the emotions expressed by the parents such as disbelief and anger, but also often an
overwhelming sense of the injustice of the situation” [20]. Being overwhelmed by the child's
illness and the feeling of injustice becomes a very difficult experience for its grandparents.
Such situation raises questions about the reasons of the lack of logic in human existence, as
exemplified by the death of a young child who should not die when its grandparents,
advanced in age, are still alive.
Grandparents' way of reacting to the diagnosis and treatment of the child depends i.e.
on the knowledge about the illness, its effects and the principles of palliative care. Often, such
knowledge is fragmentary and ignores the current achievements in medicine [20]; therefore
the anxiety of the grandparents is even greater. The wellbeing of the grandparents depends, to
a large extent, on the level of communication within the family. The decisions regarding the
decision- making and taking action are not the competence of the grandparents, but they are
the competence of the sick child's parents. The conversations between grandparents and
parents about what is happening and about what they feel might be more difficult due to the
differences in the emotions experienced, the level of knowledge, and hope [21].
The grandparents „are not always well-aware of the situation, since an adult child
wants to protect them on one hand, and on the other hand does not have enough strength to
talk about what is happening. The result is that the grandparents are the last to learn about a
chronic disease of their grandchild and feel disregarded. This may lead to the appearance or
escalation of tension (…) They are petrified, often ill themselves. They have not imagined
their elderly age that way” [22]. Relieving intra- familiar tension, if done in the atmosphere of
nervousness and exhaustion, may significantly diminish the potential of the strength inherent
in the family, and by that, weaken its regeneration abilities. Such behaviour is a defensive
mechanism for each of the parties, since the parents often subconsciously want to protect
themselves, they fear that if they inform the grandparents of the condition of the grandchild,
then, apart from having to cope with their own feelings they would have to support the
grandparents and help them cope with the situation [23].
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Because of that, the grandparents become convinced tha t they should not express their
feelings and opinions too often and too openly, since than would have an adverse effect on the
parents of a sick child and on the atmosphere at home. However, not satisfying the need of
expressing such feelings and opinions might become a source of additional suffering. The
grandparents might be treated as invisible members of the family whose needs in comparison
with the child's suffering seem to be insignificant. Such a form of marginalization, although
accepted by the grandparents, is the source of additional suffering.
A particularly difficult experience for the grandparents is the agony and death of the
child: „The death of a child is one of the, if not the, most devastating losses that a family can
suffer. Everyone is affected – parents, surviving siblings, future siblings, grandparents (…)”
[24]. The life experience of an elderly person includes the experience of the death of close
relatives. However, the death of a grandchild is usually a new and extremely traumatic event.
It has to be remembered that the mourning of the grandparents has a double dimension: it is
caused by the death of the child and by the awareness of the suffering experienced by their
adult child [25-26]. With the death of a grandchild, especially if it was the only grandchild,
there is a break of a bond that to a large extent determines the identity of an elderly person in
the family. There is a widespread conviction of the grandparents that nothing can restore
happiness in their life.
The pain of mourning after the loss of a grandchild may be so difficult that the
grandparents might feel unable to help the family in living through it. They might feel guilty
that they are alive while the grandchild had to die: “Most grandparents feel a terrible guilt
that they will still be alive when their grandchild will be dead. This seems to be totally against
the natural order of things and grandparents may feel especially powerless because of this ”
[27]. The anxiety felt by the grandparents might be escalated b y the feeling of guilt for the
fact that the illness was inherited by the child, or for infecting the child, by e.g. using the same
cosmetics [28].
Being confronted with the death of a child determines the level of preparation for the
grandparent's own death. The approaching perspective of the end of life brings hope for the
reencounter with the grandchild. The grandparents who identify themselves with faith and
religiousness, during the period of illness and mourning often pray for the child and for its
family. The religiosity of an adult person and of an elderly person facilitates providing such
type of support. Finding partial relief of their pain in such support, they reinforce their
conviction that their prayer is a way of demonstrating love for a deceased child. Mature
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religiosity, although not eliminating the pain, helps to face the problem of suffering and death
in a positive and creative way [29].
It could seem that abundant life experience and usually an independent place of
residence can lower the intensity of mourning. Life demonstrates that things are different, in
particular if the grandparents are widows or widowers, since that fact magnifies the suffering
experienced. Then, their sadness, brought about by the memories left after the grandchild and
the spouse is really enormous.
It is worth highlighting that the illness, despite having a destructive influence on the
family system, might become a stimulus for positive changes in its structure, in which the
grandparents may play an active part. Their attitude might contribute to the strengthening of
familiar bonds and relieve exhausted parents. The grandparents may become an indispensable
help for the parents and siblings of a sick child. They can prove to be the best form of
relieving care that facilitates the functioning of the family in total suffering. They can also
become a safety buffer for the siblings of a sick child who can direct part of their questions
and hardly acceptable emotions to their grandparents, especially during the period of
mourning [29].
Within a family with a sick child we might observe new subsystems, in which the
previously existing relationships acquire a new meaning, e.g. the relationship between the
healthy children and their grandmother [30]. The grandparents may, in the new circumstances,
take up the tasks of educators, whose advice and support may raise hope and feeling of
confidence within the family and the closest relatives. In order for things to be that way, there
is a need of support that will allow the grandparents to fulfil the social role designated for
them in an optimal way.
Hospice-provided support for grandparents
Child hospice, as an institution of social support, provides help for the sick child and
its family, abiding by fixed standards. The model of realising palliative and hospice care
might be described by means of a principle: „Caring for the whole person, and their family,
with a multidisciplinary team” [31]. Hospice care assumes providing support both for the sick
child and for its family, understood as a system of mutual interactions. The holistic character
of the help is observed, e.g. in the all-encompassing approach towards the patient and his or
her relatives, which allows for adapting the action taken to their real needs. This is all made
possible by virtue of an inter-disciplinary team, composed both of medical and non- medical
workers. Directing the actions of the team towards each of the members of the family system
includes also the grandparents of a terminally ill child. On the basis of the analyses that have
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been carried out, one might give a number of suggestions, facilitating the help towards the
elderly.
An important form of support is the adequate amount of information regarding the
illness and the treatment, provided by the doctor. The way of informing should meet the
requirements of interpersonal communication [32] and be adjusted to the perceptive abilities
of elderly people. By that, one can avoid the misunderstandings related to the lack of
information or to the disruption of the manner of providing such information.
The postulate of improving communication applies also to intra- familiar relationships,
upon which the family system is based. The importance of communication is even greater if
there is some tension related to the illness of the child and appears in the period of particularly
severe attacks of the illness. An open way of communication between family members
constitutes a foundation of resolving any problems that might appear [27]. An important thing
is to encourage family members to express their emotions a nd ask any questions that might
appear in connection with the illness [20]. It is necessary to create opportunities in which the
grandparents will feel safe and will be certain that their sharing of emotions will not increase
the pain of the family. This can be achieved by organising family meetings and enabling
family members to express their emotions and helping them to develop forms of
communication that shall be binding for the duration of the illness and after the death of a
child.
An important thing is to keep the balance between an excessive overload of the
grandparents or separating them and preventing them from participating in the care over the
child. The possibility of engaging the grandparents in family life is perceived by such
grandparents as a proof of trust, especially if they can, to a certain extent, participate in the
care of the sick child. On the other hand, excessive overload might lead to the appea rance of
burnout syndrome [33]. The help provided by hospice staff shall balance the level of
engagement, in which a conversation with the child's parents and grandparents might help.
Taking up such form of support cannot disturb the autonomy of the family, which is why staff
members are expected to act with particular delicacy and professionalism in arranging and
leading such a conversation.
An important form of support given by the child's grandparents is their spiritual and
religious help. It can contribute, to a large extent, to e.g. eliminate unjustified feeling of guilt.
It might also provide relief stemming from faith in eternal life and give a spiritual meaning to
the suffering that is being experienced. The support of family members, in particular of the
child's grandparents - believers, shall also be something that encourages prayer for the whole
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family. Spiritual and religious help provided to a dying child and his or her family is one of
the most difficult tasks of support teams. Coping with such tasks requires huge subtlety, a
deep knowledge of the issue in question, a methodology of helping and cooperation between
team members.
The help becomes of utmost importance during the period of dying and mourning. The
support given to grandparents during the period of mourning, i.e. a complex of psychological,
physical and social experiences, is supposed to be in reference to their grief, sorrow, feeling
of emptiness and guilt, and wondering about the meaning of life [30]. Professional support
should include help in terminating personal ties with the deceased, help in learning to live
without him or her, help in expressing difficult feelings. The spiritual dimension of support
may help in reformulating the meaning and objectives of life. Of great help may be the
religious support of gaining a new perspective of eternal life, by which the grandparents'
confrontation with the death of their grandchild and with the perspective of own death
receives a deep meaning.
Conclusion
The presence of grandparents in the process of education carried out in a modern
Polish family meets more and more frequently with the approval of the society. Although the
grandparents do not always take up nursing and education tasks within their family, if their
activity in the family is sufficient, the benefits are shared by all family members. This also
happens when the illness and death of a child disrupts family life.
The results of the analyses have demonstrated that the grandparents participate in the
suffering of the child to an extent depending on their engagement with family life. The
particular character of such participation is seen, i.e. in the feeling of helplessness as to the
unfavourable family situation, in the confrontation with their own death and with the feeling
of being rejected and not understood. Their suffering is intensified by the awareness of the
suffering of their own children. The grandparents of a sick child are deprived of the
possibility to fully realise their own nursing and educational tasks, and sometimes they even
lose the contact with the child altogether. The death of the child adds to t heir difficult
experience. The range of the different experiences of the grandparents of a terminally ill child
is vast and its full description trespasses the scope of this paper. It constitutes the starting
point for empirical research, expanding and verifying the understanding of the issue presented
above.
The grandparents, in order to be able to function correctly, ought to be provided with
the support that is able to satisfy their needs. By virtue of such support, the system of the
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family with a sick child is reinforced. Among the actions taken by the support team, there
ought to be actions providing support for the eldest members of the family with respect to
their emotional, spiritual and religious, social or informative state. An important postulate is
improving intra-familiar communication. It seems that an adequate realisation of hospice
support may effectively strengthen the grandparents and allow them to fulfil their roles,
despite the factors that disrupt the functioning of the family system. It may affect the
improvement of the quality of life of the sick child, its family, and cause the grandparents to
experience their elderly years with more ease.
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Introduction
Now the euthanasia is one of the major and most discussed problems of bioethics in
medicine [1,2].
The euthanasia means both active and passive actions of the medical worker, which
accelerate process of offensive of biological death of the patient. So, for example, a passive
euthanasia (differently – «the method of the postponed syringe») assumes the te rmination of
rendering of the medical aid referred on prolongation of a life of the patient. As an active
euthanasia («a method of the filled syringe»), in turn, understand introduction to the patient of
any medicinal or other agents, and other actions involving fast and painless offensive of death
[3]. Thus, the euthanasia affects the right to a life as one of fundamental laws of the person
[4].
In a society and among medical staff the relation to an euthanasia is ambiguous: from
categorical aversion both active, and passive its forms, to a recognition of legitimacy of
carrying out by its physicians [5]. So, for example, according to sociological interrogation,
supporters of euthanasia in the Netherlands make 92 % as it, ostensibly, promotes the
termination of «intolerable sufferings» the patient [6]. Opponents of euthanasia base the
opinion that the term «intolerable sufferings» is very subjective, and, hence, on this basis it is
impossible to solve destiny of the patient [7]. Besides, opponents of a euthanasia often lean
and against morally ethical aspect of the given problem [8]. Therefore, from the point of view
of Christian morals, the euthanasia cannot be applicable or justified, as encroaches on the
human life given by the God. Thus, the euthanasia is represented as the certificate of
deliberate deprivation of a life of the patient even if the request proceeds from it. Besides,
according to church, nobody can demand from medical staff to make murder of the patient to
straight lines or indirectly [9].
In many countries, the euthanasia is recognized legislatively [10]. Thus, however,
conditions of its carrying out are specially stipulated. The first – the euthanasia should be
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voluntary, the second – only the doctor can carry out it, the third – the condition of the
incurable patient should be the extremely serious [10].
Besides, in many countries, despite an existing interdiction, the euthanasia practices
illegally at the tolerant relation of the authorities. Thus, the given processes in some cases get
uncontrolled character and leads to abusing [11]. Not casually therefore, that medical staff, as
a rule, aspire to keep the information on an euthanasia a secret: admit it only 2,59 % of
experts in the Netherlands, 0,3 % – in Belgium, 0,27 % – in Switzerland [12].
In republic of Belarus the euthanasia is legislatively forbidden, and for conservation a
life of the patient has the corresponding rights: on reception of the information on a state of
health, diagnostic possibilities and degree of risk of applied methods of treatment, on
confidentiality of rendering of medical aid and medical secret, on the information concerning
quality of medical aid and observance of standards of health services. The right of the patient
to the consent or refusal of a medical intervention is besides, legislatively fixed. In a case of
disturbance of these rights the law provides the responsibility of medical staff providing,
including, and compensation of the put injury to health of the patient at medical aid rendering
[1,13]. Nevertheless, despite legislative prohibition, the relation of medical staff of the
country to euthanasia remains not studied problem that defines research urgency.
Research objective: studying of priority medico-social aspects of the relation of nurses
and students of medical college to euthanasia problem.
Materials and methods
The sociological method of research is applied. With application of the questionnaire
developed by us the relation to euthanasia nurses the organizations of public health services of
Grodno (209 persons), and students of the second year of the Grodno state medical college,
trained on a specialty «Sisterly business» (110 persons) is studied.
The age structure interrogated nurses was the following: till 29 years – 62,9 %, from 30
till 49 years – 30,7 %, at the age of 50 years also are more senior – 6,4 %. The age of students
of medical college made from 18 years to 21 years.
Results are processed with use of a package of applied programs STATISTICA 6.0.
Results
It is paradoxical, but about euthanasia 32.2 % of students of medical college and only
27,9 % of nurses which had the appreciable experience of work with patients had correct
representation only. And in both groups among wrong answers about essence of euthanasia
the following (totally more than 70 % of such answers) prevailed: «suggestion to the patient of
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serious thoughts», «the pessimistic relation of the patient to a life», «suicide», «death from
mistakes of the medical personnel».
Apparently, absence of representation about euthanasia was defined at respondents by
that they did not consider the given problem actual for the Belarus society, demanding the
prime decision and an intervention from the state (more than 70 % of answers in both groups).
And, nurses assumed (84,7 % of answers), that the majority of people because of presence at
them more «essential» problems and low legal culture do not reflect on such questions as an
euthanasia or the rights of seriously ill patients of patients. Moreover, 15,7 % nursesи in
general heard nothing 39,3 % of students of medical college about discussions in mass media
about the possible rights of some categories of patients to premature death.
On a question: «As you understand an active euthanasia?», more than 50 % of
respondents of both groups could not give the answer. Thus the most frequent answers were:
«To the patient give a poison» (nurses – 46,4 %, students of medical college – 38,3 %) and
«The doctor solves independently, disregarding opinions of the patient, to treat it or not» (nurses
– 42,7 %, students of medical college – 36,9 %). About an active euthanasia 26,1 % of students
of medical college and 38,9 % of nurses had correct representation only. Still smaller there
was a share of the respondents who have made accurate definition of a passive euthanasia:
among nursesих a specific gravity has made 7,7 %, among students of medical college – 6,8
%.
Low level of knowledge in this problem, apparently, was defined by that circumstance,
that in medical college in this problem is not studied. Therefore, the majority of respondents
have received the information on an euthanasia from mass media. The lead interrogation has
shown, that the basic sources of reception of the information about the euthanasia is the
following: telecasts (for 51,9 % of students and 66,8 % of nurses); articles in newspapers – for
35,3 % of students and 41,1 % of nurses; the information from friends and relatives – for 12,6
% of students and 14,1 % of medical staff; the Internet – for 5,6 % of students and 1,9 % of
nurses.
Apparently, the knowledge disadvantage played a key role and in incomplete the
generated personal relation nurses and students medical college to euthanasia problem. So,
28,5 % – at the age of 30–49 years were at a loss with the answer to this question of 29,4 % of
medical workers aged till 30 years, and also almost all nurses aged are older than 50 years.
Because among students this indicator has made 73,7 %, and 9,1 % of respondents at all have
not answered this question, we had been analyzed the relation to euthanasia only among
nurses.
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13.5 % of nurses are established, that only, being based on religious beliefs, did not
consider possible carrying out of an euthanasia under any conditions. At the same time
accepted the right of the patient to premature death of 65.2 % of medical workers. And, them
all them have noticed, that the euthanasia can be applied only at legal security of the patient
and only under condition of the rigid control over carrying out of this procedure.
As basic «indications» for carrying out of euthanasia by respondents the following has
been defined: «the conscious and persevering request of the patient» – 17.9 %, «the
remediless forecast of disease or exact and doubtless validity of impossibility to salvage the
patient» – 10.1 %, «intolerable sufferings of the patient» – 9.9 %. And 24.6 % of medical
workers have answered, that only set of these conditions can become the main argument for
euthanasia carrying out. Appreciable variability of answers and a low specific gravity e ven
their basic variants in structure «conditional indications for an euthanasia» in addition testifies
to absence of the accurate and developed representations on given to a question among nurses.
Conclusion
Thus, the received results testify that the euthanasia problem has difficult and ambiguous
representation in public consciousness, and the age and education of respondents make on the
relation to it the expressed impact. In this connection, it is necessary to form even in the
course of training at future nurses a civil liability and understanding of the high importance of
a human life.
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Intoduction
The term bedsore (Latin decumbo) means "to lie down, fall to the ground" indicating
the cause of this type of wound. They can consist of the skin, subcutaneous tissue, muscle and
bone damage. They most often arise in areas of the body where the skin covers the bony
eminence (the retaining points the skeleton) [1]. Decubitus is damage to the skin presenting as
an ulcer. The main cause is tissue ischemia due to pressure, friction, trauma, shear forces,
infection, poor care, moisture and skin diseases. The first stage is characterized by redness,
followed by ischemia, and ultimately tissue necrosis. There are three types of compression in
the mechanism of the formation of pressure ulcers. Simple pressure, rubbing the surface of the
body with linen, lateral tensile forces and shear [2]. The changes occur in areas unsuitable for
compression and exposed to constant pressure mostly caused by prolonged immobilization.
The most common places for pressure ulcers formation are the heel, near the sacrum and
trochanters, which is the result of the customary laying sick on his back. Depending on the
criterion several types of pressure ulcers can be distinguished. They can be: ordinary,
atherosclerotic, terminal, in the formation stage, epidermal (surface), dermal, dermalsubcutaneous, subcutaneous, total, old, fistula [3].
It is estimated that up to 60-70% of all pressure sores occur in patients older than 65
years. In this group accumulation of causal factors in the form of disturbances of
consciousness, permanent or temporary immobilization, paralysis, paresis, poor nutritional
status, urinary incontinence and bowel, emaciation/overweight/obesity, dehydration, anemia,
atherosclerosis, changes in biochemical composition of the blood, diabetes and fever, can be
expected. Multi- factor and the complexity of the formation and treatment of pressure ulcers is
a serious problem for medicine [4].
Pressure ulcers are described according to the established classifications which
determine their severity, depending on the appearance, size and depth. For this purpose
gradually scales have been established (Torrance, Enisa and Sormiento, Shea, Yakoniy'ego
and Kirk Seiler, Guttman, Campbell, color scale, classification by the Department of
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Palliative Care in Poznan), which are responsible for the description and evaluation of the
wound. They allow for an appropriate choice of dressings also [4,5]. Identification of patients
at high risk and determination of the causes and factors that contribute to the sore formation is
the responsibility of nurses. It is enhanced by the use of risk scores. Appropriate assessment
and the use of risk rating questionnaire allows to increase the effectiveness of nursing actions.
Quick and appropriately respond to signs of the formation of decubitus wounds allows for the
proper use of appropriate projects to prevent the development of pressure ulcers. That's why
education in recognition and protection methods against these changes is so important for the
sick people and their caregivers and medical personnel also. In the field of nursing set of
standards in prevention of pressure ulcers was published as a relevant recommendation of the
National Consultant. They describe in detail the procedures to be implemented in order to
avoid complications [3].
The aim of the study was to investigate opinion of nurses' dealing with elderly patients
lying and suffering from sore wounds about the most effective methods of care.
Material and methods
The study was conducted in the region of Opole Caritas, which includes 9 stations of
care and 8 rehabilitation offices where employees are nurses and physiotherapists. The study
included 66 (100%), community nurses, long term care and home hospice-palliative care
exercising comprehensive home-care of the elderly patients with pressure ulcers. They were
women aged 30 to 60 years (mean age 38.24 ± 7.53). 36 (54%) of them had college educatio n
and 30 (46%) university level.
Anonymous self-prepared questionnaire consisting of two parts was used. First
comprised anthropometric data and second 13 closed questions concerning: the most common
places of pressure sores occurrence, changing position o f the patient, wound-healing
environment, the most effective treatments according to the respondents, auxiliaries and
pharmaceuticals, sources of information on modern methods of treatment and who should
communicate this information to patients.
Results
Responders answered that the most vulnerable place to the formation of decubitus
wound are in the order occurrence: the heel (25, 37.87%), followed by the spine (18; 27,27%),
lateral femur (11, 16,66%), the scapula (7 , 10.60%) and the back of the head (5, 7.50% (Fig.
1).
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Fig. 1. Places on the patient body with the higher risk of bedsores formation.
All of the interviewed nurses indicated that the diet used in elderly patients with sore
wounds affect their healing (66, 100%) with the 46 (69.69%) considered that the impact was
significant, and 20 (30.30), that moderate. All our respondents (66, 100%) stated that protein
diet is most beneficial for those people. None of the respondents indicated carbohydrate or fat
diet. The majority of respondents (60, 90.90%) found that in order to avoid the occurrence of
new and counteract the deepening of existing changes, the position of the patient to should be
changed every 2 hours. 6 (9.09%) of the respondents said that the change should occur every
4 hours. None of the respondents indicated that the patient should change his position every 6
hours or that they do not know how often it should be changed.
Most of the surveyed nurses claimed that the pressure ulcers wound is healing better in
a humid environment (60, 90.90%), 6 (9.09%) believe that the more favourable is dry
environment. An overwhelming number of respondents considered that the most beneficial
effect on decubitus wound healing has variable pressure mattress (58, 87.87%), water and
static mattress were indicated by 4 (6.06%) individuals each. None of the surveyed indicated
sponge mattress and antibedsore pipeline mattress. Nurses were also asked about the most
effective means of the patient supporting and multiple answers were possible. Most
respondents choosed the pads on the elbows and heels (48, 72.71%), 46 (69.69%) answered
rollers and wedges, and 14 (21.21%) pillows. According to the respondents the best results of
decubitus wound healing were observed after following pharmaceutical offered on the market.
They are listed according to the efficacy: octenisept (52; 78,78%), 0,9% NaCl (12; 18,18%)
and manusan (2; 3,03%). None of the nurses indicated response "rivanol" and "hydrogen
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peroxide". Respondents among treatments improving blood circulation listed: delicate
massage (50, 75.75%), percussion (14, 21.21%) and the gentle rubbing of the skin with
salicylic alcohol (2, 3.03). The nurses were asked to perform subjective assessment of the
ulcer dressings used in the care of the elderly with bedsore. The largest number of
respondents considered that the most effective are hydrocolloids then hydrogels, alginin
dressings, semipermeable membrane, odor absorbing dressings and dekstranomer s (Table 1).
Table 1. Assessment of wound dressings used in decubitus (several ans wers possibly)
Dressing type

Number

%

Hydrocoloids

56

84,84

Hydrogele

54

81,81

Alginin dressing

22

33,33

Semipermeable membrane

16

24,24

Odor absorbing dressing

8

12,12

Dekstranomers

4

6,06

The respondents were asked to answer which are the most common sources from
which they derive information about the recent treatments for decubitus wounds. They
reported in the order: training, specialised journals, internet, conferences and books (Table 2).
Table 2. Sources of information on the recent treatments for decubitus wounds
(several ans wers possibly)
Source

Number

%

Training

62

93,93

Specialised journals

44

66,66

Internet

38

57,57

Conferences

28

42,42

Books

18

27,27

The largest portion of respondents (40, 60.60%) said that the doctor should provide the
most information related to the treatment, diet and the prevention of the formation of
decubitus wounds. In second place was the nurse (26, 39.39%).
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Discussion
Despite advances in medicine pressure ulcers wounds are still a serious problem both
nursing and therapeutic. This is the damage which is affected by several interacting factors
together (immobilization, age above 65 years, coexisting disease, incontinence, infections,
cachexia, poor hygiene, chronically used drugs and lack of proper care of the patient). The
risk of developing pressure ulcers, determined by the prediction scale is greatest in the elderly
[5]. Knowledge of the factors causing wounds contributes to the rapid assessment of the
patient's condition and enables construction of proper treatment plan and carrying out of good
care. So mental state, neurological, nutritional, physical activity and the efficiency of the
sphincter of patients are estimated which is critical in the care of these individuals [3,6]. An
important part of caring for people who are at risk or already suffer from bedsores is the use
of appropriate methods of treatment and care. The adequate knowledge of caring for patients
is therefore essential.
The study shows that in direct contact with patients are contact nurses, long term care
nurses and home care hospice-palliative nurses. It is the staff who have secondary or higher
education. Information about the recent treatment for decubitus wounds derives mainly from
specialized training and medical journals. This demonstrates the high and the rich base of the
knowledge needed for the care of patients combined with experience. It is important in case of
home care for an elderly patient where the care is mainly aimed at pain relief, alleviation of
suffering, both physical and mental health and support patients and their families [6,7]. Of
great importance in the care of patients with bedsore is prevention. The information of the
avoidance of uniform alignment, causing constant pressure should be given to the patient and
his family. Systematic change of the patient position should be performed often in order to
prevent the redness of the skin and therefore at least every 2 hours. One should also often
check bed in order to prevent folds creation which may contribute to the formation of
bedsores. Anti-bedsore equipment is helpful as it reduces the power of oppression and
stimulates blood circulation. The range of static and dynamic anti-bedsore mattresses is
available. The first is intended for patients with a low risk of developing pressure sores. Their
function is to evenly redistribute body weight. However, they are quickly deformed and
cannot be used for a long period of time. The second provide a variable compression of the
part of the body, stimulating circulation and increasing the comfort of the lying patient. There
are also bedsore cushion pads for elbows and heels, shafts and splines [8,9]. The respondents
have knowledge about these measures and apply them in practice.
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In the prevention of pressure ulcers it is important and appropriate to nurture the skin
and massage particularly vulnerable to pressure places. The regularity in controlling the skin
and its appearance is of utmost importance. It is advisable to eliminate the factors that lead to
dry out or rewetting the skin and use gentle measures that do not irritate [10,11].
As is clear from our research respondents applied modern, commercially available
preparations of care, massage, gentle patting and rubbing the patient's body. In addition to
the above it is also important to use a proper diet, selected individually depending on the
condition of the patient, so as to ensure an adequate amount of all nutrients, vitamins and
trace elements. Protein deficiency should be prevented through the use of high protein diet.
The nurses had a knowledge of the basic principles concerning nutrition of patients. They
propose the diet basing on the frequent consumption of small amounts of protein, in
particular animal. It is believed that proper diet has a significant effect on decubitus wound
healing and the prevention effectively prevents their formation [2]. It is difficult to
distinguish the most effective method of treatment of the pressure ulcers. They are divided
into natural and pharmacological. According to the literature the most effective is
combination of both methods increasing the effectiveness of actions [3]. Surveyed nurses
working with patients suffering from bedsore wounds know and use in their work a number
of natural treatments, as well as pharmacology. Among natural methods they describe the use
of diet, frequent change of position of the patient, the use of auxiliaries, the most common
are the elbow pads and heel rolls and wedges, as well as the use of mattresses. Such natural
treatment as improving blood circulation of the skin by gentle massage is used by most of
them. The results of the study are in this regard consistent with the analysis of the literature
[5,6,7].
Most of the nurses surveyed claimed that moist environment has a positive effect on
bedsore wound healing. This is consistent with literature reports, where it is noted that such
an environment significantly accelerates the healing process [12,13].
The most common pharmacological treatment and recognized as the most effective
disinfectant was Octenisept, most nurses used it at their practice. The most effective in the
care of these patients were hydrocolloids and hydrogels.
Conclusions
Taking into account the results of the study it can be concluded that the elderly
patients are under supervision of skilled and experienced nursing staff that knows and uses the
latest techniques for the decubitus wound care.
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Introduction

“Those whom we support hold us up in life”
Marie von Ebner-Eschenbach

Death is an inherent element of life on Earth and this will probably always be so. We
will die. All of us – we are perfectly aware of this. We do not know, however, when and how.
People generally tend to shove away any thought of death, because death induces negative
feelings such as grave sadness, anxiety, fright. “We try to survive confronted with transience;
we try to retain by all means the appearances of yo uth, clinging to this life” [1].
It is undeniable, as frequently noted, that the moment of birth marks the beginning of
the process of dying.
Cackowski [2] remarks that human drama is basically rooted in the bonds connecting
human life with that of other people’s, in the relationships within the huma n world, in
separations and partings. The stronger the bonds with people and the human world are, the
greater this drama. Bauman [3] comes to similar conclusions and emphasizes the devastating
and painful effect of human death on others, while not disturbing the continuity of perception
of those who remain alive. The author indicates that one can be much more terrified of the
death of a relative or close friend than of one’s own, because inevitably such death is followed
by a period of “specific nothingness and emptiness caused by the passing away of the beloved
one...”, and the person who remains alive is fully aware of this.
Literature dealing with this subject reports a view that the death of an elderly person
appears to be a normal event: “In the cycle o f human life it is natural, because of generational
change – older people pass away, the younger ones remain” [4]. However, if one investigates
relationships and bonds between adult children and their parents, such a situation is not
emotionally easy to deal with. When a child is born, he or she occupies a specific place in the
family and creates a strong, sometimes surprisingly strong bond with his or her parents. The
connection between parents and children is in its essence unbreakable and always present.
Mother and father always remain exceptional persons for their children [5]. The prospect of
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losing a parent with whom one is so closely linked is an extremely difficult experience that
deprives an adult of any support [4]. “Father will always remain in my memory as a
“traveller”. For me, especially when I was small, it was one of the biggest sacrifices to allow
him to go away with my mother. But the moment when we could be together again, the
waiting, fear and the feeling of being abandoned were as if erased” [6].
A parent’s death re-organizes one’s life and way of thinking; it enforces the closure of
one’s “history” as a child – because with no parents, one is no longer a child.
Poland is one of the countries in which strong family ties can be observed. Caring for
an elderly, ill or disabled person takes precedence in the activities undertaken and carried out
by the family [7]. Results of the research conducted within the framework of the DIALOG
Population Policy Acceptance Study (PPAS) project demonstrated that Poles most frequently
indicated children as care takers of aging parents (90.1%). Almost 85.1% of the respondents
declared a willingness to live together with their elderly parents. Among the researched
populations, Poles most frequently expressed the opinion that the elderly should live in their
family homes in order to be taken care of by their children or relatives (60.2%) [8].
A decision to care for an elderly, lonely or ill parent is never easy. The current situation
in the country, difficult access to nursing homes and problems connected with maintaining a
well-paid job are not conducive to providing such care. However, there exists a group of adult
children who by all means undertake the task of providing care at home and refuse to place a
parent in an institutional care framework.
Caring for one’s aging, ill parents is in many cases a significant emotional and
physical burden. “There are people who are ready for unbounded sacrifice. (...) Many (...)
task-oriented individuals stubbornly sustain fading life, dress putrefying wounds and search
for some sparkle in the parent’s eyes confirming that it makes sense (...)” [9].
It is easier, however, to come to terms with a parent’s passing away and end the
relationship when one feels that one did whatever was possible to be done and consequently it
is then easier to go through grieving [10].
Disease, disability and awareness of a parent’s imminent death place children in a
completely new situation. Internal dilemmas appear:
1. Growing accustomed to the awareness of a parent’s imminent death versus the
denial of this awareness,
2. Desire to be close versus inclination to escape from a dying parent [10].
In the modern world the belief in need for the authentic human life and creating for a
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dying person conditions for a dignified death become more forcefully expressed. In this
context authenticity means genuineness, courage to face what is inevitable in life and what
must come [11]. This companionship is also significant for children who have for a long time
provided care for their ill and disabled parents.
Materials and methods
Research focused on dying and death as perceived by adult children caring for
disabled / ill parents. The research question was formulated as follows: How do the subjects
describe the issues connected with death and dying?
Due to the uniqueness of the research field and a specific research group, the research
procedure was based within the interpretative paradigm and a qualitative approach was
employed. Data was collected via interviews focused on respondents’ subjective theories,
whereas data analysis was based on the phenomenographic approach [12] with elements of
grounded

theory

according

to

Kathy

Charmaz

[13]

(2009).

Considering

the

phenomenographic approach, it was important to adhere to the second-order perspectives, that
is descriptions of human experiences [14] and determining various ways of understanding or
experiencing different phenomena [15]. Grounded theory provided the source of inspiration in
the process of coding. These codes were not pre-established, but emerged from the utterances
of the subjects [13].
The inclusion was targeted and conducted according to the following criteria: 1) age of
majority, 2) caring for an ill or disabled parent for at least 6 months, 3) co nsent for being
included in the research.
The research group consisted of 13 individuals (12 females and one male) who
provide care for their parents (including parents- in- law). The feminization of care giving is
easily discernible in the research group [7], which means that the major caregiver is usually a
female (daughter, wife, daughter- in- law).
As regards parents’ disabilities / diseases, they most frequently included: physical
disability (5 cases), serious memory deficiencies (5), vision impairment (5), hearing
impairment (2) and serious chronic diseases: Alzheimer ’s disease (4), cardiovascular diseases
(3), gastrointestinal disorders (2), psychiatric disorder, condition following cerebro- vascular
incident and others. In the majority of cases (9) a parent’s disability or disease has lasted for at
least 5 years, in the remaining cases: 2-5 years (3 individuals) or nearly one year (1). The
period of nursing aging parents is similar among the respondents. The age of the caregivers
ranges from 42 to 65 years, and the nursed parents from 65 to 100 years. As regards marital
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status, the majority of the respondents are married (9 females), the remaining ones are
divorced (3), and the male caregiver lives in a cohabitation. All caregivers have children: most
frequently two (5 individuals), rarely more (4) or one (3). They assess their financial
situations as good (8), rarely as very good (2), average (2) or difficult (1). Apart from three
cases, the respondents live permanently with their parents. As regards employment, 6 subjects
work professionally, 5 are retired, one receives disability pension. As for education, 5 subjects
obtained higher education, 4 – secondary level or post-secondary school education, 3 –
vocational, 1 – elementary. The following codes to differentiate among the respondents were
used in the research analysis:


F 1 – female, 45, higher education, divorced, employed as a teacher, lives in a detached
house in a village with her daughter (18) and mother who suffers from vascular disease,
malignant breast cancer and additionally such medical conditions as: hearing
impairment, progressive vision impairment, mobility difficulties and others;



F 2 – female, 48, higher education, married, has two children (16 and 23), lives in a
detached house in a small town, caring for her 73-year-old mother- in- law for 5 years;



F 3 – female, 61, secondary level education, retired, married, has two adult children,
caring for her 91-year-old mother with Alzheimer’s disease for 14 years, lives in a flat
in a small town with her husband and mother;



F 4 – female, 58, higher education, employed (presently on health leave), lives in a
small town in a newly-built detached house with her husband and (for the last 3 years)
87-year-old mother suffering from autoimmune hepatitis, has three adult, independent
children;



F 5 – female, 47, vocational education, does not work professionally, lives in a detached
house in a village with her child, for the last 6 months caring for her 71-year-old father
suffering from chronic diseases (asthma, heart disease, lower-extremities problems),
who lives in the same village;



F 6 – female, 49, vocational education, does not work professionally, lives in a detached
house in a village with adult children (3), husband and 82- year-old mother who is bedridden following a cerebro- vascular incident;



F 7 – female, 42, vocational education, employed as a cleaner, lives in a small town
with her 65-year-old mother (suffering from paranoid schizophrenia), husband and 2
children; additionally provides care (though not so intensively) to her father (amputated
lower extremities);
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F 8 – female, 59, post-secondary level education, retired, divorced, lives in a two-room
flat in a small town with her 91-year-old mother who suffers from various diseases (e.g.,
heart disease – implanted pacemaker, hypertension, thrombosis, underwent several
surgical interventions, additionally has cataract, hearing impairment, osteoarthritis);



F 9 – female, 59, higher education, retired but still working professionally, has two adult
children who live independently, lives in a flat in a small town with her physically
disabled 86-year-old mother (wheel-chair bound for years), the respondent herself has a
significant level of disability (due to rheumatoid arthritis, vision impairment);



F 10 – female, 63, elementary education, has 4 adult children, caring for her 100- yearold mother- in- law with Alzheimer ’s disease, lives with her and her husband in a
detached house in a village, owns a farm;



F 11 – female, 65, higher education, caring for her 93-year-old mother who has been
physically disabled for 10 years (moves with difficulties, with the walking frame), has
an implanted pacemaker, impaired vision and is incontinent; lives in a detached house in
a small town with her husband and mother;



F 12 – female, 62, secondary level technical education, receives disability pension (due
to a significant level disability – vision impairment), lives in a flat in a city with her
husband, for 5 years provided care (together with her two siblings – mother lived for 2
months with each of the siblings in turns) to her presently 83-year-old mother who has
hypertension, diabetes, osteoporosis, venous thrombosis and Alzheimer ’s disease, for
about last 5 years the mother has lived in a nursing home, and Urszula – due to her own
disability – only visits her there;



M 1 – male, 43, secondary level education, works professionally, divorced, lives in a
cohabitation, providing care for 10 years to his seriously ill, bed-ridden adoptive father
(83), lives partially in his own flat, partially with his father in a city.

Results
The analysis of the conducted interviews demonstrated two major themes in which
issues concerning death and dying emerged: 1. parent’s death (closer, real perspective), 2.
one’s own death (distant, future perspective). Thus these major concerns fall into two
categories: (1) death/ dying/ the final stage of a parent’s life; (2) references to the image of the
end of one’s own life. Other sub-categories included: place, conditions/ circumstances, human
usefulness, uncertainty and inevitability as well as the meaning of death.
Within the category of “place,” the considerations and dilemmas of the respondents
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mainly involved home versus institution (most frequently termed nursing home, old people’s
home, peaceful old age home). Home was frequently characterised by the respondents as
definitely the best place where a human life could end. This is consistent with the results of
the research reported in the publication entitled “There comes old age – social policy versus
preparation for population aging in Poland.” The respondents ranging in age from 45 to 65
years old, most often indicated children as those who could secure the best aid to the elderly.
Equally frequently (87.3%) the respondents pointed to wife/ husband (partner) as those
individuals who can provide support. Research devoted to the life situation of old people
(65+) demonstrates that 70% would never want to live in a nursing home, whereas 22%
considered such a possibility, but would actually treat it as the last resort. Aversion expressed
with reference to such institutions stems from perceiving them as places for the poorest, who
cannot cope with their lives, who are rejected by family or excluded from society [8]. On the
other hand, Report on the social development Poland 1999. Towards dignified, active aging
indicates that the most desirable model is that of living close to children but separately.
Simultaneously parents expect from their children aid in case of disease or other difficult life
situations. This demonstrates the importance of lasting and strong family ties [8].
The respondents of our research discuss the choice of “home versus institution” in
the context of multiple conditions, with two groups being most significant. One refers to the
parent, the other to the child caring for the parent. The following table summarises the major
issues in this regard (Table 1).
The conditions relating to the parent as the charge include mainly: physical and
mental health, adaptive difficulties, feelings and needs of the parent (who – according to the
respondents – either requires specialist care that cannot be provided at home, or – conversely
– most of all needs family home and warmth).
“For sure I wouldn’t consider any nursing home. Definitely not, because I know
mummy would feel bad there.” (F1)
The second group of conditions relating to the child caring for the parent includes:
physical strength (health), mental strength, feelings towards the parent, financial security,
legal regulations (favourable or hindering as regards undertaking such care), possibility of
obtaining support, lack of further responsibilities (e.g., providing care to other family
members that requires a lot of time and labour). The following is an exemplary utterance that
illustrates, on the one hand, feelings of the respondent towards her mother, and on the other –
inflexibility of legal regulations making it impossible to further devote herself to care giving:
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“Most of all I was broken by the news that I would have to work for such a long time
(…) Generally I planned to take a health leave to be able to fully enjoy this mummy (…) I
learnt that if someone has a farm (and this is, after all, the source of my upkeep, so what that I
don’t grow [anything]), then it is impossible to take it [leave]” (F1).
Table 1
Place

Family
home

Conditions
Referring to the respondent’s
role of a caregiver
Referring to the
charge:
Referring to the
caregiver:

Institution Referring to the
charge:

Referring to the
caregiver:

Source: own research

- physical and mental health
- limited adaptive skills
- feelings (love, attachment)
- physical health
- mental resistance
- ability to combine providing
care with other responsibilities
/ availability
- possibility to obtain support
- favourable legal regulations
- desire to maximally use the
time with the dying person
- the feeling of obligation
towards the parent
- worsening health condition
of the parent,
- parent’s cognitive
functioning: lack of
consciousness / memory
deficits
- legal regulations
unfavourable to home care,
- other responsibilities
(professional work, taking
care of children)
- lack of strength, poor health,
disability that hinders, limits
or makes it impossible to care
for the parent,
- insufficient external help,
- finding a good (fulfilling the
parent’s needs) institution

Referring to the respondent’s
potential role of a charge
- being “useful,” needed,
- physical and mental health
- willingness of children to
care for the respondent in the
future

- being “unuseful”
- financial means to use
institutional care
- reluctance to burden one’s
own child
- legal regulations
unfavourable to home care,
- children’s involvement in
professional careers,
- insufficient external help
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The smaller the number of the fulfilled conditions, enumerated above, that facilitate
the decision to nurse the parent, the greater the willingness to use indirect solutions (e.g.,
external help) or institutional care.
“I would more see to it that someone for instance moved to us. So that mummy is in the same
place. For mummy it is difficult to even change the room in the house” (F1)
“I know that when it’s really bad with mum, then physically I won’t deal with everything
because it’s hard 24 hours a day. Then I’ll try to arrange that someone is here during the
day” (F4)
“It also depends on how I will feel because I can get ill (…) I wouldn’t want to give her away.
This would be the last resort. Maybe my mind won’t cope. Sometimes I had such days when I
thought I wouldn’t deal with it anymore” (F3)
“When she was cut off from home, it was as if she was switched off from electricity” (F3) – a
description of experiences related to a friend’s mother, yet illustrating the effect of placing an
elderly person in an institution and the concern that such a situation arises.
The respondents’ statements mirror some features significant for organizing home care
as described in literature. These are:
1. Family structure, presence of a person /persons who can fulfil the role of a caregiver;
2. Health condition and physical condition of family members;
3. Having time to provide care, home and external roles of family members;
4. Financial situation;
5. Living conditions;
6. Emotional situation, family ties and motivation to provide care as well as the de gree of
acceptance of the role of a long-term caregiver;
7. Knowledge and skills to provide care [7].
The respondents’ utterances also uncover the issue of assuming new roles: the
respondent takes over the role of the parent (who now requires support), assuming the parent’s
previous role of a care-provider, whereas the parent assumes the role of a charge, and the
respondent anticipates that in the future he or she will also require support, thus his or her
children will assume the role of caregivers. Considering the present experiences, this notion
becomes real and emerges naturally.
“My children will also take care of me if it’s needed. Since their childhood I’ve been teaching
them that caring for the elderly is very important” (F2)
“If I’m taking care, so someone will take care of me, because children watch, children visit
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(…) They see every day what work this is and what it means, and how much devotion and
patience is needed, so I think that some day they will return the same towards me.” (F10)
This situation seems to be analogous to the one in which the parent has found himself
or herself, but there appears one, major differentiating factor. The respondents do not consider
the parent’s situation within the context of “usefulness” (“being needed”). However, they
relate their own placement in a family home or institution during the final stages of their life
to this condition being fulfilled.
“I wouldn’t want to live so many years that children would look after me (…) If there was a
need like that, if I had a mind like my mum who is now completely spaced out, I think it would
be better if I were in such a [nursing] home. Because it’s a big effort… Big effort for children.
Really very big. Why should they exert themselves? Each of us has one health and one life.”
(F3)
“Only not to be a problem to others, because it’s so… hard.” (F4)
“I wouldn’t want to be a burden to my children; I wouldn’t want to be dependent on children.”
(F6)
“I suppose if I had financially secured myself, I would go to old people’s home, for instance.
Not to be ball and chain to anyone (…) If I had any diseases, I would want to spend my old
age in such old people’s home. If I were physically healthy till the end of my days, then of
course at home, with my children, because I would be simply helpful. This would be actually
quite a good solution.” (F7)
“I wouldn’t want – looking at what is happening with me – my children, and I have two, my
children to have to be doing some day what I’m doing now (…) If I were to go somewhere and
there would be such places, I would choose such a place as not to be a burden for the loved
ones.” (F8)
It is possible that their identities are shaped by the concept of “usefulness” if only in
the role of a “useful employee” or “useful caregiver” of their own parents. Transition to the
role of an “unuseful” charge is a difficult, unimaginable situation.
Only one individual out of all respondents accepts the idea that in the future children
will provide care for her:
“Of my future (in the sense of old age) I don’t think. I try to keep physical and mental health,
to be independent as long as possible and not to be a problem to anyone. Providing care by
children enters the picture only when I am completely disabled. I would like to be close to
them, so as not to feel lonely. Old age needs peace, intimacy, time for thinking [...] and doing
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what you like doing and for what there was no time and conditions earlier. Fit old age is
a time for making the dreams from youth come true.” (F11)
The analysis of this statement indicates that although K11 also expresses
unwillingness to “being a problem to others,” she is different from other respondents in that
she is much more attentive to her own needs (first – when still in a good condition – realizing
her dreams, then – in case of becoming disabled – realizing her own need to be among
relatives in order not to feel lonely) than (at least in this respect) to the needs of her children.
Another issue that emerges from these utterances is inevitability that refers both to
health condition (its worsening in a long term perspective) and death (also including attempts
to avoid it – issues referring to euthanasia) as well as roles taking over (the respondent in the
role of someone who requires support, his / her child in the role of caregiver).
“The next must be (…) someday something worse will come, years don’t go back, they go
forward.” (F4)
“I think she won’t be able to move in some time…” (F6)
Along with the issue of inevitability, there appears the question of euthanasia that can
be regarded as an attempt to avoid the inevitability of being bed-ridden and requiring other ’s
support in the future.
“But who will look after me? Maybe some euthanasia will be permitted by then… It may be
so. And I will additionally pay for it because it’s private (…) I don’t know how it will be.”
(M1)
The next category is that of uncertainty. The situation of our respondents is difficult
to foresee. This refers, for example, to the parents’ health problems, the moment when they
die, the respondents’ own possibilities (financial, physical condition) and relationships with
others (partners, distant family, friends), that are also influenced by nursing their parents.
“This may be a year, half a year. And maybe even longer.” (M1)
“How long this will last, this is unknown. I may pass away sooner. The doctor even told me
so. She told me it’s not known.” (F3)
“I tell myself that perhaps I will not be like that, I will manage. But mum was also really
brave… now it’s different. That’s why I don’t know what will happen.” (F4)
“I have no idea (…) I don’t know how it’ll come out.” (F5)
“I don’t know what will be next, maybe it will change. Because now it is… I treat it like my
duty. I don’t know what it will be like later.” (F7)
“I don’t know how long it’ll last, what it’ll look like. It just doesn’t depend on me and I have
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not the slightest influence on it, so I don’t bother myself with it.” (F8)
“My future I don’t imagine as great. If my vision completely goes, I’ll have to sit at home and
be at my husband’s mercy, but if my husband goes away, I can’t imagine my life.” (F12)
Almost all these utterances are linked by the category of uncertainty (of time,
aftermaths, and one’s own influence). Uncertainty appears almost in each context, with
reference both to the parent’s health, gradual passing away and future, and the respondent’s
own health and future.
The meaning of death is not explicitly expressed, but it can be indirectly detected in
the utterances.
“I’m not afraid of her death. You shouldn’t be afraid of a dead man, you may be afraid of the
living one.” (F3)
“My mother is terribly afraid of death. If anything happens, anything hurts – immediately
massages, medications, doctors, specialists. She has become such a hypochondriac. She is
afraid she’ll die. I’m also afraid of her death; I prefer not to think of it, I would like always to
be like it’s now.” (F8)
“The only thing I wouldn’t want is to become a vegetable. This is probably the worst thing.
When the body can’t manage, and the mind still functions… Such a vegetable is the worst
thing. The body – nothing, and you know everything, understand everything, so it’s better for
the brain to switch itself off. If I couldn’t move and I would see that everyone must do
something for me, and the brain still functions, you are conscious, then I would probably
prefer to switch off the brain. If the brain is switched off, then you don’t care anymore.” (F4)
The subjects ascribe various meanings to death itself. They almost automatically
consider it from two perspectives: their parent’s death and their own death. Their own fear of
death is either foregrounded (as in the case of F3 and F8) or there is no fear at all (F4). The
statement of F4 demonstrates that this woman is not completely free of fear; it is not,
however, fear of death, but of suffering and disability. For this respondent, death appears to be
a kind of liberation:
“Man will die, it’s OK... This period is the worst, not knowing: I’m alive, I’m not alive... If I
die, I’m still energy anyway. From the point of view of matter, of physics, energy doesn’t
disappear; it only changes from one form to another. If I’m what I am, so I was given this
form, but I know very well that if I talk with my father, brother, parents-in-law [...], and they
always help me, [...] I feel that they exist. It’s not like I imagine it... I just know they exist. [...]
We call this ghosts, angels, souls, but this is energy. I am technical and I know that this is
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energy. It couldn’t have disappeared; it’s only in a different form. And that they help me, it’s
certain. [...] So after that I will exist somehow. And this death it’s not such death. Well, I will
go away from this body, some energy will disappear, because it’s matter after all, but the rest
will generally go further. The next must be.” (F4)
Another aspect that emerged from the statements of some respondents was
preparation for death:
“She is prepared for it. She has her clothes prepared in the wardrobe: petticoat, costumes:
one more for winter, autumn, the other more for summer. Depending on the weather she wants
to be dressed in one of them. She prepared herself for it a long time ago (…).” (F8)
Inevitability of death on the one hand, but primarily advanced age (in the case of F8’s
mother – 91 years old), diseases and parent’s disability on the other, bring the perspective of
death closer and force one to consider it, and sometimes to take some specific measures (as
for example, securing the loved ones, securing the financial means for the gravestone,
preparation of clothes for the funeral). It may be assumed that such activities can be also
significant for becoming accustomed to death (one’s own and that of a parent).
The last issue concerns the aftermaths of death. Apart from the obvious one, that is
the feeling of loss, there appear additionally: expected feeling of relief, awareness of gaining
free time, possibility of getting rest and changing the hitherto habits:
“I will toil with him for some time yet (…) I think I will miss him for a long time, because you
get used to it, being with him all the time (…) For sure something will change in my life after
he’s gone. Some relief because now I feel bleary all the time.” (M1)
Such considerations appear primarily in the statements of these respondents who have
provided care for at least several years, whose parent’s condition is very serious, and
consequently nursing is physically demanding (e.g., lifting the parent, changing diapers,
bathing) and mentally exhausting (awareness of the parent’s suffering, difficulties in
satisfying one’s own needs along with those of the parent and other people).
Discussion and conclusions
Caring for elderly, ill and frequently disabled parents is a very difficult challenge. It
should be always analyzed from the perspective of a specific family or the individual who
must face this challenge. One may risk a statement that a situation when children are focused
on themselves and their own affairs and so they do not provide appropriate care, despite
adequate living and financial conditions as well as care-providing resources is an improper
one.
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Discussions concerning this subject frequently feature comparisons of caring for a
parent with care that was previously provided by the parent to a child (the current caregiver).
However, these situations should not be and cannot be equated, because their scopes are
dissimilar and they require a “different” involvement. The consequences for caregivers are
also different (e.g., emotional and physical exhaustion).
Literature reports and conducted studies indicate the are as of helplessness and
difficulties that children who nurse their parents must face. In many cases these difficulties
exceed the care-taking potential, leading to the individual’s internal disorganization.
Kawczyńska-Butrym [7] demonstrates that family members who do not get sufficient external
support:
-

resign from their life plans and professional careers,

-

experience physical and mental burdens, and long-term mobilization connected with
stress,

-

make a difficult decision to resign from a more extensive involvement in providing
care and search for other solutions.

Each of the chosen options generates a risk of:
-

disturbances in their physical and mental health,

-

neglect that can affect the person who requires support or other family members,

-

family dysfunction (e.g., as regards educational or financial issues) or even family
break-up.
Such risk may be also avoided, whereas proper preparation for death may enable

experiencing it with dignity. As the research conducted by van Gennip et al. [16]
demonstrates, there are some factors associated with a dignified death of an older relative:
feeling peaceful and ready to die, absence of anxiety and depressive mood, presence of
fatigue, and a clear explanation by the physician of treatment options during the final mo nths
of life.
This paper discusses a significant, though not well investigated issue. The conducted
research indicates that for adult children not only the very fact of caring for an aging, disabled
parent may be difficult, but also the awareness of the parent’s imminent death. Moreover, both
experiences do not necessarily have to be perceived solely pessimistically, because nursing
may also provide satisfaction stemming from a well-done task and contentment with being
together with the parent, whereas the awareness of the parent’s imminent death is not only
associated with the perspective of loss, because simultaneously some caregivers may
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experience relief or a perspective of (long awaited) one’s own rest. Contemplating the issue of
the (approaching) death of a parent stimulates the respondents to consider their own futures
and death. The issues connected with death, disease, disability and dying that emerge in the
interviews refer to the place of residence before death (family home or institution – along with
a number of factors associated with the choices made), usefulness of a human being,
uncertainty (of time, aftermaths, one’s own impact), inevitability and meanings ascribed to
death, preparation for it and expected aftermaths.
One of the young volunteers wrote: “I believe that what we do in life is meaningful,
that there is a cause and effect; that we take the consequences of our deeds. If I punch
somebody on the jaw, someone will punch me; If I am good and emphatic, I will be happy. I
help so I will be helped. I give, so I receive.” [1]
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Introduction
Sarcomas are rare, malignant tumors of the mezenchymal origin, of soft tissue and
bones. They appear mostly in the chest or limb area [1]. The most common morphological
types are: fibrohistiocytoma malignum, liposarcoma, sarcoma synoviale, fibrosarcoma and
leiomyosarcoma [2, 3].
Sarcomas constitute around 2% of malignant tumors among adults and 10% among
children. Effective treatment depends mainly on early diagnosis. The treatment chances are
influenced by various factors (age, size and histology of the tumor, depth of changes – surface
or deep, placing of the tumor). Around 90% and 98% recurrence is observed after 5 and 10
years. A period of 5 years of life without a recurrence is seen in 60% - 80% of patients. Small
chances for cure have patients who were diagnosed late with advanced malignancy, or
patients whose cancer recurred with metastasis to other organs [4,5].
A basic symptom is a painless tumor and its rapid growth within a few months. Some
patients, whose sarcoma is located on a limb, may suffer from ischemia of the peripheral parts
of this limb and cardiac edema, which can lead to pain, sense disorders or muscle atrophy.
The basic element in sarcoma treatment is microscopic diagnosis and the stage of the
disease. Individual or accompanying methods of oncological treatment are used: surgery,
radiotherapy and chemotherapy.
There are 4 distinguishable types of surgical procedures: palliative removal of the
tumorous mass, „flaking of the tumor” (also a palliative procedure), broad removal of the
tumor and amputation [6,7,8,9,10].
Radiotherapy accompanied by surgery is the standard treatment of sarcoma patients.
Depending on the timeline pre-surgery, in-surgery or post-surgery radiation may be used. In
exceptional situations radiotherapy may be used alone or accompanied by systemic treatment.
Pre-surgery radiotherapy is very beneficial due to smaller area being radiated, lower dosage of
radiation and assisting the surgery. This method entails the danger of complications due to
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badly healing post-surgical scar. Radiotherapy as only means of treatment is used with
inoperable patients, as palliative treatment [11- 18].
The role of chemotherapy in treating sarcoma is still not entirely clear and thus
controversial, which is why it is used only in selected cases. Monotherapy as well as
supplementing therapy is used. It attempts to use chemotherapy as a supplement to localized
treatment, especially in soft-tissue sarcoma located on limbs, is justified by the fact 30-50%
of patients with the primary origin have distant metastasis [19- 22].
Modern medicine, apart from striving to entirely cure, or prolong the life of the
patient, should also attempt to give the patient the maximum amount of comfort, relief from
physical, mental or spiritual cares. This is why the assessment of a patient’s quality of life is
so important.
The term ‘quality of life’ is strictly connected with the definition of health. The World
Health Organization presents the quality of life as one’s subjective view of their life position,
in a cultural context, and the system of values one applies to in respect to the goals,
expectations, role models and fears one faces. The quality of life conditioned by health
(HRQL) is governed by the physical state and motoric functions, mental state, social and
economical condition, and somatic experiences. One has to remember that the quality of a
patient’s life at different stages of treatment may vary. It changes due to advancing disease,
diagnostic methods used and treatment.
Quality of life may be assessed by means of objective assessment (by doctors, nurses,
psychologists) or subjective assessment (by a patient in a certain life and health situation).
Cancer is a variable disease. The prognosis and course of the disease vary and it influences a
person in all aspects of life: physical, mental, social and spiritual. The most common physical
symptoms of this condition are: pain, loss of body mass, exhaustion, sleep and eating
disorders. Treatment entails nausea and vomiting with patients on chemotherapy, skin burns,
nausea and diarrhea with radiotherapy patients. The mental aspect is dominated by: dear,
depression, anger and aggression which lead to lowering the quality of life in oncology
patients.
Studies of the quality of life and determining its factors are helpful in selecting
treatment matching each patient’s individual needs. The main goal of the researchers is to
determine the factors lowering a patient’s the quality of life, and finding ways of equalizing
this deficit. Very often good relations with the patient, emotional support, warmth and
kindness have the ability to improve the quality of life, especially in hospitalized patients.
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One can also assume that studies of the quality of life are the result of a humanistic approach
to medicine [23, 24, 25].
Material and methods
Studies were conducted at the Soft Tissue and Bone Cancer Clinic, Center of
Oncology, Warsaw on a group of 100 subjects in various stages of treatment with consent of
the Bioethical Committee of the Center of Oncology, Warsaw.
Resource for the study was gathered via an anonymous QLQ – C30 questionnaire
(version 3.0), designed by the European Organization for Research and Treatment of Cancer
(EORTC) and a self-designed questionnaire. The QLQ – C30 questionnaire has 30 questions,
of which 5 concerned patients general functionality, 23 – physical and mental state, 2 –
general quality of life.
The self-designed questionnaire comprised of 15 questions, of which 7 concerned
general patient information, 6 – family and personal situation, 2 – subjective quality of life
assessment.
The respondents were informed that the study is anonymous.
The results are presented in a quantitative form, and statistically relevant dependencies
were verified with the 2 test assuming statistical relevancy to results where P  0,05. The
statistical calculations were conducted with Excel and Statistica 5.0 software.
Results
The study group comprised of 100 patients with diagnosed soft tissue sarcoma, of
which 37% were women and 63% were men. The largest group consisted of patients 51-60
years old (25%), 31 – 40 years old were 20%, and 21-30 years 18% of the respondents. The
average age was 40 years. The youngest person in the study group was 17 years old, the oldest
– 80. The majority of the group lived in cities (68%), with country inhabitants being 32%.
Nearly 70% of the subjects were married, with 23% being single. 48% of the respondents
were employed; 23% were pensioners, 15% - students, 11% - retired and only 3% were
unemployed.
The longest disease time span was 16 years, the shortest 1 month. The largest
percentage was suffering from cancer for 1 year (58%). Patients were diagnosed with
liposarcoma, leiomyosarcoma, rhabdomyosarcoma, synovial sarcoma, sarcoma Ewingi. They
were treated with various oncological methods. The largest group (70%) was treated with
cytostatics; 18% were recovering from a surgical procedure and included chemotherapy, and
12% were treated with radiotherapy.
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In order to estimate the state of patients’ physical functionality several questions were
asked about everyday tasks and difficulties in their performing (shopping, preparing meals,
cleaning, etc.). Patients had difficulty sometimes in 41% of cases, often in 21% and very often
in 19%. These results were statistically relevant, as when difficulties in everyday activities
dependent on gender are concerned (p= 0.1140) women had these difficulties more often
(89%) than men (76%).
Soft tissue sarcoma largely influences the physical condition. Long walks were
difficult to 70% of the respondents. Nearly 30% never felt tired after a long walk. 54% of men
and women answered that they needed rest during the day. 10% of men stayed in bed often,
the same as 13% of women. 19% of the respondents never rested during a daytime. Physical
condition was worse observed in elderly people than in the ones under 40 years of age
(p=0,0069).
Nearly half of the respondents admitted that air loss was a sympto m which made their
lives more difficult. It presented itself in 45% of cases. Another factor lowering the quality of
life in 85% of cases was pain. Only 15% of respondents did not complain of pain-related
symptoms. The dependence of pain occurrence accord ing to gender was analyzed
(p=0.0012),, which showed that 24% of women admitted to never feeling pain-related
symptoms, whereas 19% felt them very often (Tab. I).
Table. I. Pain-related symptoms according to gender
Women

Man

Together

N

%

N

%

N

%

Never

9

24%

6

10%

15

15%

Sometimes

16

43%

38

60%

54

54%

Often

5

14%

11

17%

16

16%

Very often

7

19%

8

13%

15

15%

Together

37

100%

63

100%

100

100%

The relation between the time span of the disease and pain assessment and its
influence on the patient’s quality of life was also analyzed. (p=0.0713). People suffering from
cancer for more than 4 years assessed their quality of life as worse due to pain intensification.
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Symptoms within the gastrointestinal tract were also experienced by patients. Lack o f
appetite was named by 56% of respondents; nausea by 48%, vomiting was named by 31%
constipation – 51% and diarrhea – 33. These symptoms occurred 6% more often with women
than with men (p=0.1140).
Tiredness was a common symptom with soft tissue sarcoma patients. Both men and
women sometimes felt tired in 46% of cases. 19% of women and 11% of men felt tired very
often. 11% of women and 10% of men never felt tired. Despite being tired often, 76% of the
respondents admitted having sleeping trouble (81% of women and 73% of men).
The feeling of annoyance was experienced by 83% of respondents. Among women
these percentage was 93%, whereas among men – 78%. Along with annoyance, 78% of
patients named the feeling of depression. Every sixth woman and every fourth man admitted
to never feeling depressed. The results in this case were also statistically relevant (p=
0.00129). People suffering from cancer for more than a year were depressed more often than
those who were suffering for over four years.
A cancer diagnosis and beginning treatment, means a great change in everyday course
of life. Only 34% of respondents said that their health condition and treatment did not disrupt
their family life. Only one in four patients answered that the condition did not affect his social
life (Tab. II).
The respondents answered quite unanimously to the question about limitations in
fulfilling their hobbies and other life pleasures. Nearly 73% experienced various degrees of
limitation, and 24% of women and 29% of men said they never had any limitations connected
with their health condition.
However, the illness was a cause of financial problems. Over 74% of respondents
stated their illness as a main cause of these problems. 30% of women never had financial
problems resulting from their illness, the same as 24% of men.
The crucial part of the study was checking the assessment of health condition
conducted by patients themselves. Only 9% of respondents said that they were never worried
by their health condition. That is why they were asked to assess their condition in the week
prior to filling out the questionnaire, on a scale from 1 to 7 where 1 meant borderline bad, and
7 – very good. Most of the marks were in the 4-5 bracket (Fig. 1). These data varied by 2-4%
according to age group.
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Table II. Amount of family and social life dis ruption due to health condition.
Women

Man

Together

Family life

N

%

N

%

N

%

Never

14

38%

20

32%

34

34%

Sometimes

14

38%

29

46%

43

43%

Often

6

16%

9

14%

15

15%

Very often

3

8%

5

8%

8

8%

Together

37

100%

63

100%

100

100%

Social life

N

%

N

%

N

%

Never

9

24%

16

25%

25

25%

Sometimes

19

51%

27

43%

46

46%

Often

7

19%

11

17%

18

18%

Very often

2

6%

9

14%

11

11%

Together

37

100%

63

100%

100

100%

30
25
20
15
10
5
0
1

2

3

4

5

6

7

Fig. 1. Assessment of health condition by patients.

36% of respondents assessed their quality of life as 4 on a 1 to 7 scale, in the week
prior to the questionnaire answers (Fig. 2).
95

Quality of life of patients with soft tissue sarcoma

Fig. 2. Quality of life on a scale from 1 to 7.

The respondents were asked ‘What could be done to improve the quality of life?’ and
having several variants to choose from, they selected: improve health condition (93%),
acquire more information about health condition (10%), and relieve the suffering (8%).
Discussion
Regarding the problem at hand there are not many publications discussing the quality
of life of patients with soft tissue sarcoma. This may result from a low rate of cases among
adults in comparison to other oncological conditions like breast, lung, stomach cancer etc.
Hence, the focus of this paper will be on selected aspects of the quality of life and the
elements that judge its value.
A cancer diagnosis is a significant turning point in one’s life. Both the patient and his
family may be marked by the society, especially when the effects of the illness and treatment
are visible. This situation leads to the creation of stress-relieving mechanisms and often is
disruptive to the mental, social and spiritual state of the patient.
The definition of health by WHO was the basis for Till`a, Mc Neil`a i Bush`a to name
the quality of life as „a global concept, which includes mental, social and physical activity,
positive aspects of wellbeing, as well as negative effects of disease or infirmity” [26].
However it may be so, that people who identify QOL with the definition of health may
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develop the so called ‘satisfaction paradox’ – regarding their quality of life as very good,
despite their negative condition’s symptoms. The person reaches this conclusion through the
belief that his or her health may be influenced by existing resources, thus dealing with the
illness rationally, which in turn leads to satisfaction in other areas of life.
Attempts to unify the definition of the quality of life led to the creation of health
related quality of life (HRQL). This term was introduced by Schipper, who defined it as ‘the
functional effect of an illness and its treatment as perceived by the patient’. In other words it
is the assessment of our own life situation in time of illness and treatment, with atte ntion to
their role [27]. With the coining of HRQL various attempts were undertaken to assess the
quality of life of patients. The attempts to measure the quality of life result mainly from the
will to popularize a holistic health model, identifying a huma n being not only with clinical
norms, but also with widely acknowledged biological, social and mental wellbeing [26, 27,
28].
It seems that the most valid and credible is the subjective, direct assessment of
personal situation by the person in question. This is confirmed by Hunt and McKenna, who
believe that a person’s quality of life is strictly linked to that person’s ability to satisfy his or
her needs. The higher is the level of fulfillment of those needs, the better the quality of life
[29]. The quality of life perceived as a subjective notion or the patient’s own opinion of the
illness and treatment process, is an important aspect of the treatment’s assessment by the
patient. Turning the attention towards HRQL results from modern approach in medicine,
where not only the results of the treatment are taken into consideration but also the
improvement of the patient’s life quality [27].
Studies conducted by us took also into account the subjective assessment. It is worth
mentioning, that our most of our respondents underwent often crippling surgical procedures.
It could be expected, that the assessment of HQRL would be low due to the clinical state and
therapy. The respondents assessed their life quality quite high on a scale from 1 to 7. 28%
marked their health condition as 4, and 25% - 5. Only 6% chose 1, whereas 4% - 7. The
subjective assessment of life quality was similar. This was surely influenced by the time that
passed from the diagnosis. Our studies have shown that recently diagnosed patients were far
more critical when assessing their health condition and life quality. General mental discomfort
was also a factor lowering the life quality of patients during their treatment. The
disproportions between men and women in this study were insignificant.
The quality of life of oncology patients is nowadays studied more often. Until now the
assessment criteria of oncological treatment, were predicted lifespan, time of life without
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symptoms and the tumor’s reaction to treatment. At present more attention is paid to
minimizing the side-effects of treatment. A complete success is the maximum prolonging of
the patient’s lifespan with at the same time keeping the quality of life.
Results of studies among soft tissue sarcoma patients concerned all aspects of life.
Pain was an important factor influencing the quality of life. Cancer pain is chronic,
physically exhausting and often leads to depression. Among sarcoma patients, according to
own studies, pain was experienced by 85% of respondents, which places them high on the list
comparing to other cancer patients. That is why patients in our clinic use the help of the
Center for Pain Treatment and Palliative Care, cooperating with the clinic’s staff.
At the same time own resources stated that side-effects of treatment such as lack of
appetite, nausea, vomiting, diarrhea or constipation were not a large concern to patients. Only
19% of the patients never required rest during the day. Most patients are able to accept even
drastic measures in therapy, as long as this gives a chance of curing them.
Our patients experienced great discomfort in mental and emotional aspects as well.
90% of the respondents felt tired and 81% weak. Problems concentrating were reported by
58%, and tension - 69% of the respondents. 91% were worried with their health condition,
and 83% were annoyed by this fact, whereas 78% felt depressed. Emotional problems are
caused by mental stress, physical symptoms, biological factors, sensitivity, lack of support,
social factors and bad relations with hospital staff.
Fear of death is another problem facing patients with cancer. A cancer diagnosis is
perceived by many patients as a death sentence, being often an incurable condition. This
situation causes patients to be unable to deal with their mental issues alone, and the medical
staff unable to help due to lack of qualifications and experience in this field. In such cases, a
psychologist’s role is unparalleled.
In the studied clinic, there is a possibility of receiving psychological help, as one is
employed by our institute’s Center of Rehabilitation. This help is given on patient’s request,
or doctor’s or nurse’s suggestion. However, patients reported lack of immediate psychological
care which would not have to be scheduled and preceded by procedure. In t he clinic, the role
of a psychologist is often taken by a nurse. Patients tell nurses about their families, problems
and cares. Nurses in our clinic spend much time talking to patients and their families. This
work is, however, not appreciated by patients. 32% of the respondents said that they received
support from nurses, while 85% stated that the support was from doctors.
Gill and Feinstein while defining the quality of life noticed that it is the way a patient
reacts to his health condition and other med ical aspects of his life. They therefore think that
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the quality of life consists of not only health related factors but also nonmedical ones such as:
work, family and other life circumstance [30]. Sickness and treatment means a change in
lifestyle. It is often connected to temporary hospitalization, often away from home, which
means parting with family and sometimes the loss of employment. 66% of the respondents
stated that the illness disturbed their family life in a great way. 74% of the respondents felt
largely limited in the performance of working duties.
Interest in a person and his functioning in all three dimensions is equally as important
as searching for new treatments prolonging his lifespan. A patient and his family are on the
verge of an enormous shock of being given a cancer diagnose and suggested treatment.
Cancer is still feared and shunned by the society. That is why more and more people require
specialist nursing care to improve their quality of life [27]. Hence a nurse is the person, with
whom the patient is in most frequent contact during treatment. Measuring of QOL by nurses
has proven to be very helpful in information flow, communication, identifying the aspects of
life most important to patients and in planning and assessment of individua l healthcare.
Thanks to them, a nurse can study every aspect of the patient’s life, assess it, draw
conclusions and through targeted actions, may help the patient to regain balance on the
required level. It is important to stress, that nurses are able to judge not only biological but
also mental and social needs of patients and are able to help them develop positive strategies
of coping with the new condition [31]. That is why the quality of life with cancer requires
further research.
Conclusions
1. People suffering from cancer for more than 4 years assessed their quality of life as
worse due to pain intensification. General mental discomfort was also a factor
lowering the life quality of patients during their treatment.
2. Soft tissue sarcoma largely influences the physical condition.
3. Our patients experienced great discomfort in mental and emotional aspects as well.
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Introduction
The quality of life is one of the popular issues of all sciences and fields including lives
with reach human existence [1]. The literature review about the research on the quality of life
is revealing a lot of ambiguity about the understanding, as well as in defining this notion [1].
The quality of life as a category, is both determined through an objective indicators (average
life lasting, reaching the poverty level of the scholarization), as well as subjective (step of
satisfaction from the living conditions and different of his aspects, level of happiness, stress,
meaning of life) [2]. Also sum of man efforts , struggle, fight carried on often with oneself,
ability of making appropriate choices, ability to compromises, above all decision- making
skills are perceived and of accepting their consequence with the entire responsibility. It is also
a quality perceived by surroundings, manifesting itself in how we live, how we are getting
dressed what we are going by, how we are feeding, how we are spending the leisure time,
how we refer to other people, whether we are open to human problems and the likes [3].
The identified quality of life is also with such dates as: conditions of the existence,
living conditions, style of living, a lifestyle [4]. In the opinion of some authors the quality of
life includes needs which the individual regards most significant for their life, and opinions of
the individual about the level of satisfying them [5]. The identified quality of life is both with
the quality of the world, as well as the quality of the man [6].
The World Health Organization in 1993 defined the quality date of life (QoL - quality
of life), considering him as the concept multi-storey, being a result of the joint action of
factors affecting the health: physiological, psychological and social [7]. In other words quality
of life (QoL) is being taken hold as the way of perceiving by units of their practical position,
in the cultural context and a system of values which live in and with reference to their tasks,
expectations and assigned standards with environmental conditioning [8].
The identified quality of life is both with the quality of world, as well as the quality of
the man [6]. The World Health Organization in 1993r. defined the sweep this way a course of
physical health, a mental state, the level includes independences (freedoms), of social
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relations, expectations and references to the natural environment [9]. The quality of life is
involved in values, is correlating with them, and results from certain values [4]. He is an
axiological notion. World of the value is part of the spiritual sphere of the man which is
deciding about his individuality and is in the very nature of things subjective [4]. For the
harmonious development of society a guidance won't be enough with economic indicators,
because achievements or deficiencies aren't interleaving themselves with the stimulus valid
for the sphere of social and individual systems of values which are of transformations [10,11].
The identified quality of life is both with the quality of world, as well as the quality of the
man [6].
The World Health Organization in 1993r. defined the sweep this way a course of
physical health, a mental state, the level includes independences (freedoms), of social
relations, expectations and references to the natural environment [9]. In spite of the 20th
century lasting for the eighties of an growing interest in the concept the quality of life still is
lacking the definition which could be without reservations accepted irrespective of
interdisciplinary diversities [12].
Quality of life for some it is a notion very broad, meaning almost everything apart
from information about the death of the individual, for other however these are only certain
elements of the life, or public and psychological aspects of the quality of life [13.14].
Aim of the work
Describing the selected aspects concerning the quality of life of professionally active
persons with the law of the practising a profession is a purpose of the work nurses (of nurses)
and of factors diversifying the evaluation of the quality of life.
Materials and methods
The research material comes from 575 people (of nurses) with the law of the practising
a profession of the nurses in the country. For the purposes of the work they conducted
research with the anonymous questionnaire of the questionnaire form made available via email, and the regular mail amongst using nurses from randomly of selected centres of the
postgraduate education of nurses in the country.
They conducted research in basing 26 questions for the anonymous questionnaire of
the questionnaire form supplemented for the questionnaire with WHOQOL-BREF, containing
the version. Questionnaire of the quality of life (WHOQOL - abridgement) is a research tool
known and often applied in the benchmarking above the quality of life [15] and Polish
adaptation of the WHOQOL questionnaire, is recognised behind the solid and accurate tool
for examining the quality of life of both healthy persons and sick persons [16,17].
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The questionnaire lets the quality of life for getting the profile in the physical,
psychological, environmental aspect and the relatio n social and for the evaluation of the
global quality of life. For every question examined could receive from 1 to 5 points. A better
quality of life of the examined person corresponded to the higher number of points.
Results
Among the examined population women constituted the 98%, but men of the 2%.
Persons were the most numerous group in century 41 - 60 years (61%). Every third examined
was no more than 40 years old (38%). The majority of respondents settled in the city (74%),
and what fourth in the country environment (26%). Examined persons have most often been
functional in the matrimony (66%). The majority of nurses was characterized by a higher
directional education (56%). Graduates of the college of the first degree constituted the most
numerous group (undergraduate) (40%). Education get as a result of leaving the secondary
school or the medical school (of vocational college) declared the 44% examined. Persons
employed on the position of the more senior nurse constituted the most numerous group
(46%). The every third respondent declared employing the nurse on the position (34%). For
having a specialization it showed the 23%, but the course in the qualifying 49% of
respondents. Majority examined worked in the public healthcare centre (73%), hospital
(72%), and in the profession of over 10 years. Table 1 is presenting data.It appears from the
quality analysis of living amongst nurses participating in the examination that critically they
have most often assessed their environmental conditions, and most favourably social class
determined with relations and the support, Table 2 is presenting Data.
Analysis of the research material showed, that what the tenth respondent (11.3%)
negatively he assessed the quality of his life, and recognised the 51.3%, that the quality of
their life was good or very good.
A little bit nurses positively have more often assessed the quality of their life (60%)
than the health (51%). Twice they have more often declared displeasure at its medical
condition (10%) than qualities of life (5%). Data are shown in Table 3.
Both women and men have most often thought that the quality of their life is very bad
or bad. The quality of life is most often very bad in the opinion of persons at the age of 41-60
(100%) which left the medical school (57%), have a specialization (47%) or qualifying course
(47%), are settling in the city from 10 to 20 thousand residents (43%), with the work
experience in the profession amounting to 21-30 years (57%). Persons being functional in the
matrimony have most often thought that the quality of their life is bad (82%).
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Table 1. Characteristics of the examined population.
Tested feature

N

[%]

564
11

98,0%
2,0%

218
350
7

38,0%
61,0%
1,0%

148
29
32
64
121
181

26,0%
5,0%
6,0%
11,0%
21,0%
31,0%

129
377
10
48
11

22,0%
66,0%
2,0%
8,0%
2,0%

144
108
232
6
2
1
1
1

25,0%
19,0%
40,0%
1,0%
0,0%
0,0%
0,0%
0,0%

87

15,0%

37
1

6,0%
0,0%

252
232
87
31
2

44,0%
40,0%
15,0%
5,0%
0,0%

194
264
62
11
4
5
6
1
1

34,0%
46,0%
11,0%
2,0%
1,0%
1,0%
1,0%
0,0%
0,0%

Sex:
wo man
man

Age:

amount of years 22-40
amount of years 41-60
amount of years 61 and more
Living place:
village
City to 5 thousandresidents
City fro m 5 thousand to 10 thousand residents
City fro m 10 thousand to 20 thousand residents
City fro m 20 thousand to 100 thousand residents
City above 100 thousand residents
Marital status:
younggirl / bachelor
marriedwo man / married
widow / widower
divorced / divorced
in the separation
Education:
Senior med ical collage
Medicalcourse
bachelor degree study ( first cycle of nursing)
bachelor degree study(of first cycle )
economics
obstetrics
pedagogy
pedagogy and the promotion of health
undergraduate studies leading to a master's degree (of second cycle or
uniform)nursing
Undergraduate studies leading to a master's degree (of second cycle)
doctorate studies ( third cycle)
Professional/academictit le:
nurse
bachelor's degree of nursing science
master ‘sof nursing science
Master’s of otherstudies
doctor's degree of medical sciences
Position:
nurse
more senior nurse / more senior male nurse
Depart mental headnurse
family nurse
instructor
assistant
academicteacher
assistantprofessor
director of nursing/ weed principal
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specialist
manager
Other: accountant, receptionist in a doctor's surgery, dispatcher
dep. of the charge nurse
Specialization:
yes
not
Co mpleted qualifying course:
yes
not
Area of the work:
public healthcarecentre
non-public healthcarecentre
he /she is working at a hospital
he/she is working at the other institution than the hospital
Work experience in the profession
1-5 years
6-10 years
11-20 years
21-30 years
over 30 years
no data

12
4
3
3

2,0%
1,0%
1,0%
1,0%

135
440

23,0%
77,0%

279
296

49,0%
51,0%

422
84
414
161

73,0%
15,0%
72,0%
28,0%

104
33
136
219
61
22

18,0%
6,0%
24,0%
38,0%
11,0%
4,0%

Table 2. Under scale of the Questionnaire of the quality of life (n = 575).
Quality of life:
In the somaticsphere
In the psychologicalsphere
In the social class (of relation)
In environ mentalconditions

Medium
14,09
14,80
15,07
13,36

Minimu m
9
12
9
12

Maximu m
20
20
20
20

SD
2,34
2,35
2,82
2,21

Table 3. Replies in the quality of life amongst examined persons.
Tested feature
Total population
Quality of life
Satisfaction of the health

Very bad
2,65%
7
1,0%
14
2,0%

Evalut ion:
Bad
Neithergood nor bad
8,72%
37,24
22
4,0%
204
35,0%
47
8,0%
221
38,0%
Physical, somaticsphere:
95
17,0%
231
40,0%

Good
38,76
316 55,0%
258 45,0%

Very good
12,63
26
5,0%
35
6,0%

130

23,0%

98

17,0%

Physicalpain
A med ical treat ment is needed
for everyday functioning
Energy in the daily living
Frame o f mind
Satisfaction fro m itsdream
Satisfying fro m the function in
the everyday life
Satisfaction fro m its ability
(readinesses to work

21

4,0%

35

6,0%

40

7,0%

174

30,0%

131

23,0%

195

34,0%

5
4
25

1,0%
1,0%
4,0%

23
41
113

4,0%
7,0%
20,0%

245
258
167

43,0%
45,0%
29,0%

224
231
220

39,0%
40,0%
38,0%

78
41
50

14,0%
7,0%
9,0%

4

1,0%

38

7,0%

215

37,0%

269

47,0%

49

9,0%

2

0,01%

26

4,99,0%

160

28,0%

323

56,0%

64

11,0%

Joy in the life
Living makessense

7
7

1,0%
1,0%

Psychologicalsphere:
47
8,0%
226
10
2,0%
153

39,0%
27,0%

206
207

36,0%
36,0%

89
198

15,0%
34,0%
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Concentration of attention
Physicalappearance)
Satisfaction fro m oneself
Experiencing negative emotions,
so as depression, despair, fear,
depression

1
14
2

0,0%
2,0%
0,01%

14
37
28

2,0%
6,0%
4,99,0%

176
184
166

31,0%
32,0%
29,0%

291
222
320

51,0%
39,0%
56,0%

93
118
59

16,0%
21,0%
10,0%

6

1,0%

55

10,0%

212

37,0%

283

49,0%

19

3,0%

Safety in the daily liv ing
Surroundings are supporting the
health
Money for itsneeds
Accessibility of information
needed in the daily living
Opportunity of carrying one's
interests out
Satisfaction fro m its housing
conditions
Satisfaction fro m
med icalfacilities
Satisfaction fro m the
communicat ion (of transport)

14

1,0%

Environmentalsphere:
25
2,0%
287

33,0%

204

47,0%

45

16,0%

14

2,0%

25

4,0%

287

50,0%

204

35,0%

45

8,0%

71

12,0%

124

22,0%

259

45,0%

99

17,0%

22

4,0%

4

1,0%

39

7,0%

255

44,0%

183

32,0%

94

16,0%

30

5,0%

79

14,0%

294

51,0%

116

20,0%

56

10,0%

12

2,0%

48

8,0%

145

25,0%

277

48,0%

93

16,0%

45

8,0%

163

28,0%

265

46,0%

90

16,0%

12

2,0%

26

5,0%

104

18,0%

256

45,0%

165

29,0%

24

4,0%

Satisfaction fro m its personal
relations with other people
Love life
Support, support he is getting
which fro m its friends

Social class, of social relat ions:
2

0,01%

20

2,99%

132

23,0%

338

59,0%

83

14,0%

21

4,0%

55

10,0%

158

27,0%

229

40,0%

112

19,0%

4

1,0%

26

5,0%

156

27,0%

259

45,0%

130

23,0%

More favourably respondents assessed the quality of their life in the century to 40 not
having year of age, young girl, person of specialization (81%) or of qualifying course (65%).
Table 4 is presenting data.
Very much badly respondents declaring bad financial circumstances assessed the
quality of their life (57%), sensing complaints (100%), in the opinion which nurses are
earning far less in comparing to representatives other competition ((86%), are having worse
chances in the life (71%), are being discriminated (86%), the share of nurses on managerial
positions towards the participation of nurses amongst the whole of employees in the
workplace is lower (71%), the career is bringing less benefit than losses to their family
circumstances (29%), they would resign from their job, if the practical husband/partner earned
enough for the maintenance families on the satisfactory level (43%). Table 5 is presenting
data.
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Table 4. The evaluation of the quality of life, but the sex, age, living place, education,
marital status, work expe rience of examined persons.
Tested feature

Very bad

Bad

wo man
man

7
0

100,0%
0,0%

amount of years 22-40
amount of years 41-60
amount of years 61 and more

0
7
0

0,0%
100,0%
0,0%

village
City to 5 thousandresidents
City fro m 5 thousand to 10
thousand residents
City fro m 10 thousand to 20
thousand residents
City fro m 20 thousand to 100
thousand residents
City above 100 thousand
residents

1
0
0

14,0%
0,0%
0,0%

Sex:
95,0%
5,0%
Age:
5
23,0%
17
77,0%
0
0,0%
Living place:
4
18,0%
0
0,0%
0
0,0%

3

43,0%

2

1

14,0%

3

2

29,0%

younggirl / bachelor
marriedwo man / married
widow / widower

1
3
0

14,0%
43,0%
0,0%

Senior med ical collage
med icalcourse
bachelor degree studies ( first
cycle of nursing science )
undergraduate studies leading
to a master's degree of nursing
science (of second cycle or
uniform),
undergraduate studies leading
to a master's degree of nursing
science (of second cycle)
doctorate studies (third cyle)

0
4

1-5 years
6-10 years
11-20 years
21-30 years
over 30 years
no data

0
0
2
4
1
0

yes
not
Co mpleted qualifying course:
yes
not

21
1

Evalut ion
Neithergood
nor bad

Good

Very good

202
2

99,0%
1,0%

309
7

98,0%
2,0%

25
1

96,0%
4,0%

75
127
2

37,0%
62,0%
1,0%

123
189
4

39,0%
60,0%
1,0%

15
10
1

58,0%
38,0%
4,0%

54
17
10

26,0%
8,0%
5,0%

85
11
19

27,0%
3,0%
6,0%

4
1
3

15,0%
4,0%
12,0%

9,0%

20

10,0%

34

11,0%

5

19,0%

14,0%

40

20,0%

72

23,0%

5

19,0%

31,0%

95

30,0%

8

31,0%

23,0%
61,0%
4,0%

74
212
1

23,0%
67,0%
0,0%

5
20
1

19,0%
77,0%
4,0%

0,0%
57,0%

13
59,0%
63
Marital status:
3
14,0%
46
18
82,0%
124
0
0,0%
8
Education:
7
32,0%
56
4
18,0%
44

27,0%
22,0%

74
53

23,0%
17,0%

7
3

27,0%
12,0%

3

43,0%

6

27,0%

87

43,0%

125

40,0%

11

42,0%

0

0,0%

5

23,0%

17

8,0%

60

19,0%

5

19,0%

1
0

23
1

7,0%
0,0%

4
0

15,0%
0,0%

64
20
70
112
40
10

20,0%
6,0%
22,0%
35,0%
13,0%
3,0%

4
3
8
8
2
1

15,0%
12,0%
31,0%
31,0%
8,0%
4,0%

3
4

14,0%
1
5,0%
8
4,0%
0,0%
0
0,0%
0
0,0%
Work experience in the profession
0,0%
4
18,0%
32
16,0%
0,0%
0
0,0%
10
5,0%
29,0%
6
27,0%
50
25,0%
57,0%
9
41,0%
86
42,0%
14,0%
1
5,0%
17
8,0%
0,0%
2
9,0%
9
4,0%
Specialization:
43,0%
6
27,0%
47
23,0%
57,0%
16
73,0%
157 77,0%

74
242

23,0%
77,0%

5
21

19,0%
81,0%

4
3

57,0%
43,0%

159
157

50,0%
50,0%

9
17

35,0%
65,0%

10
12

45,0%
55,0%

97
107

48,0%
52,0%
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Table 5. The evaluation of the quality of life but financial circumstances, complaints and
chosen features of the work.
Tested feature

Very good
good
bad
Very bad

Very bad
0
2
4
1

Bad

Evalut ion:
Neithergood
nor bad

Financial circu mstances
0,0%
0
0,0%
1
29,0% 11 50,0% 121
57,0%
9 41,0%
72
14,0%
2
9,0%
4

0,0%
59,0%
35,0%
2,0%

Good
14
256
44
1

4,0%
81,0%
14,0%
0,0%

Very good
6
17
2
0

23,0%
65,0%
8,0%
0,0%

Co mplaints:
He/she is sensing complaints
7 100,0% 19 86,0% 161 79,0% 225 71,0% 10 38,0%
He/she is sensing no complaints
0
0,0%
3 14,0%
43
21,0% 91
29,0% 16 62,0%
Co mpared with representatives of other competition
Nurses are earning •:
6 86,0% 17 77,0% 127 62,0% 200 63,0% 15 58,0%
far less
0
0,0%
3 14,0%
32
16,0% 57
18,0% 5 19,0%
a bit less
0
0,0%
0
0,0%
10
5,0%
15
5,0%
0
0,0%
the same number
0
0,0%
0
0,0%
5
2,0%
3
1,0%
0
0,0%
far mo re
0
0,0%
0
0,0%
2
1,0%
2
1,0%
0
0,0%
somemore
worse chances have •, possibilities
in the life o f co mpetition different
5 71,0% 12 55,0%
85
42,0% 121 38,0% 10 38,0%
fro m representatives:
yes
2 29,0%
5 23,0%
61
30,0% 97
31,0% 2
8,0%
rather yes
0
0,0%
1
5,0%
30
15,0% 50
16,0% 3 12,0%
rather not
0
0,0%
0
0,0%
14
7,0%
26
8,0%
6 23,0%
not
0
0,0%
4 18,0%
14
7,0%
22
7,0%
5 19,0%
I don'tknow
Nurses are beingdiscriminated:
6 86,0% 11 50,0%
74
36,0% 112 35,0% 10 38,0%
yes
0
0,0%
6 27,0%
78
38,0% 103 33,0% 5 19,0%
rather yes
1 14,0%
2
9,0%
24
12,0% 59
19,0% 5 19,0%
no
0
0,0%
1
5,0%
9
4,0%
15
5,0%
1
4,0%
I don’t know
0
0,0%
2
9,0%
19
9,0%
27
9,0%
5 19,0%
The participation of nurses on managerial positions towards the participation of nurses among the whole of
emp loyees in the workp lace is:
higher
0
0,0%
1
5,0%
21
10,0% 41
13,0% 5 19,0%
the same
1 14,0%
2
9,0%
22
11,0% 22
7,0%
5 19,0%
Lower than
5 71,0% 15 68,0% 101 50,0% 157 50,0% 7 27,0%
I don't know
1 14,0%
4 18,0%
52
25,0% 84
27,0% 7 27,0%
The fact that he/she is having a career job, bringing to family circu mstances:
of more benefit than losses
1 14,0%
4 18,0%
76
37,0% 141 45,0% 14 54,0%
of the same nu mber benefit as
3 43,0%
9 41,0%
67
33,0% 80
25,0% 5 19,0%
losses
less benefit but more losses
2 29,0%
6 27,0%
18
9,0%
25
8,0%
0
0,0%
the work isn't affecting family
1 14,0%
3 14,0%
38
19,0% 62
20,0% 6 23,0%
circu mstances
They would give the career up, if husband (partner) brought home the bacon enough on the satisfactory level
Yes
3 43,0%
7 32,0%
37
18,0% 63
20,0% 3 12,0%
not
4 57,0% 15 68,0% 160 78,0% 248 78,0% 22 85,0%
No data
0
0,0%
0
0,0%
7
3,0%
5
2,0%
1
4,0%
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Discussion
Examining the quality of life causes, that the man has more and more greater
participation in the health and practical evaluation of one's situation what is supporting of him
not only the subject in the process of curing [18], but also in the working life and social. The
quality of life remains the important aim of every social development, particularly the social
policy which behind the important aim is accepting the common wealth. The man pleased
with his life better notices his meaning, better is also functioning in the society [3]. A
profession of the nurse is most often pursued by women what results achieved in own
examinations confirmed [19]. In own examinations nurses higher have more often assessed
the quality of their life and have more often declared satisfaction from its health in comparing
to results achieved in WHO examinations amongst the population from 23 countries world
[20]. However in the somatic, psychological and environmental sphere they achieved a little
bit lower results, and in the social class disscusion examining WHO[20]. The quality of life
remains the important aim of every social development, particularly the social policy which
behind the important aim is accepting the common wealth. The man pleased with his life
better notices his meaning, better is also functioning in the society [3]. A profession of the
nurse is most often pursued by women what results achieved in own examinations confirmed
[19]. In own examinations nurses higher have more often assessed the quality of their li fe and
have more often declared satisfaction from its health in comparing to results achieved in
WHO examinations amongst the population from 23 countries world [20].
However in the somatic, psychological and environmental sphere a little bit lower
results, but a criticism in the social class got qualities of life amongst declaring persons bad
financial circumstances [24], of feeling complaints [25], is confirming results achieved by
other authors and meaning of these factors in the improvement of quality o f life of also
nurses. Feeling the unequal treatment on the labour market, smaller remuneration for the
work, worse chances in the life, and workload, of which less benefit is a result and more
losses because of the work, not only negatively are having an influence to the productivity
and exploiting the potential lying in this occupational group [26], but is also supporting
worsening for her qualities of life and requires entertaining nurses by the government,
employing entities and the self- government, of appropriate corrective actions and preventive.
Also keeping an eye on it is essential, whether nurses for the performed work are honestly and
just rewarded?
Conclusions
1. The majority of nurses positively are assessing the quality of its life.
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2. Nurses in comparing to the clerical staff worse are assessing the quality of their life.
3. The evaluation of the quality of life of nurses is made conditional on the influence of
many factors.
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Introduction
As in other industrial countries, the major reason causing deaths of women as well as
of men constitute cardiovascular diseases [1]. Premature deaths caused by cardiovascular
diseases are much serious problem for women and men in Poland than in the UE countries
[2], and the level of mortality caused by these diseases in Poland is higher than average in the
UE [2]. In spite of general decreasing tendency of mortality level caused by arteriosclerosis
there is still two-fold increase of mortality in Warmińsko-Mazurski region. Other health
threats are malignancies, which is second-largest cause of death. Among malignancies the
most dangerous for Polish citizens are rhinotrachetis, bronchus and lung tumors, causing
problem of mortality in Warmińsko-Mazurski region for people general, as well as for the
persons between 25-64 years of age [2]. Analysis show that style of life is responsible for
health condition of populations and societies. In case of cardiovascular diseases 54%, tumors
37%, and general mortality 50% [2]. The most important factors causing mortality in Poland
are considered: smoking cigarettes, hypertension and elevated cholesterol level, overweight
and obesity, excessive consumption of alcohol, low consumption of fruit and vegetables and
low physical activity [1,2].
As nurses make the largest occupation al group, by performed functions and tasks and
long-term contact with a patient they influence healthy behavior of the society. Thus, they are
expected not only to have knowledge,but also proper manner and health behavior [3].
Determination of selected prevention behavior among nurses was obtained through
answer to the following questions: sleep, rest, physical activity, eating, weight control,
smoking, following doctor’s advice.
Aim of the work was to study of nursing selected behavior in terms of prevention
concerning civilization diseases.
For the aim of this work the following research problems were adopted:
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 At what degree the nurses apply preventive behaviours in their everyday life?
 What preventive behaviors are nurses characterized by?

Materials and methods
Results of the research come from 158 nurses of Warmińsko-Mazurski region. Almost
half of selected population were secondary schools and medical studies graduates
(postsecondary schools) (48,7%). Majority of the respondents were MA graduates (28,5%)
and undergraduates (22,8%). The research was made on the basis of questionnaire survey in
consideration of modified index version of health behavior [5].
Respondents’ participation in the research was voluntary and confidential.
Results
The persons participating in the research were mostly inhabitants of urban
environment (85%), were married (63%), and worked in public health care unit (80%). Most
respondents had higher education, worked over 10 years in their profession (70%). For most
respondents livelihood was permanent job (61%). The data is shown in Table 1.
From analysis of declared behavior, with preventive meaning, appears that almost one
in five respondents almost never or rarely: care for proper nutrition (19%), limits sweets
consumption, animal fats (20%), limits salt consumption and heavy salted food (19%),
consume wholegrain bread (17%).
Almost always declare expression of expected preventive behavior from 8 to 25 % of
respondents. Most of the time enquired respondents consume much vegetables and fruit
(25%) and most rarely they almost always limit consumption of sweets and animal fats (8%).
Slightly more often expected behavior was declared by graduates of master’s studies, in
comparison to secondary schools and medical studies graduates.
Limit salt consumption (22.2%), preserved foods (15.6%) most often graduates of
master’s studies (13.3%) and most rarely graduates of secondary and postsecondary schools
(26%). Almost always consume many fruit and vegetables graduates of master’s studies
(37.8%) and most rarely graduates of undergraduates’ studies. Data are shown in Table 2.
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Table 1. Characteristics of the study population.
N

[%]

155
3

98,0%
2,0%

63
77
2
16

40,0%
49,0%
1,0%
10%

23
8
12
22
37
56

15,0%
5,0%
8,0%
14,0%
23,0%
35,0%

29
99
5
22
5

18,0%
62,0%
3,0%
14,0%
3,0%

43
34
36
45
3

27,0%
22,0%
23,0%
28,0%
2,0%

44
114

28%
72,0%

127
37
125
16
1
4
2

80,0%
23,0%
79,0%
10,0%
1,0%
3,0%
1,0%

32
16
33
57
20

20,0%
10,0%
21,0%
36,0%
13,0%

97
52
1
10
3

61,0%
33,0%
1,0%
6,0%
2,0%

Sex:
woman
man
Age:
Age range 22-40
Age range 41-60
Age range 61 and more
No data
Place of residence:
rural
urban up to 5 thousand habitants
urban up to 5 thousand to 10 thousand habitants
urban up to 10 thousand to 20 thousand habitants
urban up to 20 thousand to 100 thousand habitants
urban over 100 thousand habitants
Status:
single
married
widow/widower
divorced
separated
Education :
Medical secondary school
Postsecondary medical school
Undergraduate studies of I degree at nursing faculty
Master’s studies (II degree), at nursing faculty
Master’s studies (II degree) at faculty
Specialization:
Possesses
Not possesses
Work environment:
Public health Care Unit
Non-Public health care unit
Public Hospital
Non-Public hospital
Ambulatory of Public health care Unit
Ambulatory of Non-Public health care Unit
Public Higher Education Institution
Work training in profession:
1-5 years
6-10 years
11-20 years
21-30 years
over 30 years
Main Source of income:
Permanent work
Part time work
Contract of order/ or contract for service
Contract work
Self-employment
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Table 2. Behavior regarding nutrition among the study population.
Total

Feature tested:
Behavior regarding
nutrition
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data

158

100%

Level of education:
Secondary school and
Undergraduate
postsecondary medical
studies graduates
schools graduates
77
48,7
36
22,8

Eats much fruit, vegetables:
4,0%
2
2,5,0%
2
6,0%
3
4,0%
3
26,0%
22
28,5%
8
33,0%
29
38,0%
14
26,0%
17
22,0%
7
5,0%
4
5,0%
2
Limits consumption of animal fats, sugar:
4
3,0%
1
1,0%
2
27 17,0%
16
21,0%
8
51 32,0%
23
30,0%
9
51 32,0%
27
35,0%
9
13 8,50%
3
4,0%
5
12
7,5%
7
9%
3
Cares for proper nutrition:
5
3,0%
4
5,0%
1
25
16,0% 16
21,0%
4
41
26,0% 18
23,0%
8
58
36,5% 26
34,0%
16
17
11,0% 7
9,0%
4
12
7,5% 6
8%
3
Avoids consumption of food with preservatives:
9
6,0%
5
6,5%
2
24
15,0% 13
17,0%
7
52
33,0% 25
32,0%
9
41
26,0% 17
22,0%
12
18
11,0% 8
10,5%
3
14
9%
9
12%
3
Avoids salt and heavy salted food:
3
2,0%
1
1,5%
1
27
17,0% 14
18,5%
7
47
30,0% 25
32,0%
11
40
25,0% 17
22,0%
9
25
16,0% 10
13,0%
5
16
10%
10
13,0%
3
Eats fully grain bread:
6
4,0%
4
5,0%
1
20
13,0% 9
12,0%
5
44
28,0% 19
25,0%
11
40
25,0% 21
27,0%
7
36
22,5% 18
23,0%
8
12
7,5%
6
8%
4
6
9
42
52
41
8

Master’s
studies
graduates
45
28,5

6,0%
8,0%
22,0%
39,0%
19,0%
6,0%

2
3
12
9
17
2

4,4%
6,7%
26,7%
20,0%
37,8%
4,4%

6,0%
22,0%
25,0%
25,0%
14,0%
8%

1
3
19
15
5
2

2,2%
6,7%
42,3%
33,3%
11,1%
4,4%

3,0%
11,0%
22,0%
45,0%
11,0%
8%

0
5
15
16
6
3

0,0%
11,1%
33,3%
35,6%
13,3%
6,7%

6,0%
19,5%
25,0%
33,5%
8,0%
8,0%

2
4
18
12
7
2

4,4%
8,9%
40,0%
26,7%
15,6%
4,4%

3,0%
19,0%
31,0%
25,0%
14,0%
8,0%

1
6
11
14
10
3

2,2%
13,3%
24,4%
31,1%
22,2%
6,8

3,0%
14,0%
31,0%
19,0%
22,0%
11%

1
6
14
12
10
2

2,2%
13,4%
31,1%
26,7%
22,2%
4,4%

From analysis of respondents’ statements appears that never or rarely limit smoking
cigarettes one in five respondents (22%), and almost always 41%. Graduates of undergraduate
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studies slightly more often declare limiting smoking cigarettes (47%). 22% of respondents try
to control their weight. The weight is usually controlled by graduates of undergraduate studies
(25%) and most rarely graduates of secondary and postsecondary schools (31%).
Enough sleep has only one in ten respondents (11%), more often graduates of master’s
studies (22%). Almost always tries to obtain medical information on health situation and
diseases only 18% of respondents, slightly more often graduates of secondary and
postsecondary schools (23%). Only one in five respondents almost always try to find out how
others avoid diseases (20%). Almost one in three respondents never or rarely tries to avoid
physical activity (28%) and almost always tries to avoid one in ten of respondents (9%).
Almost always enough rest have (9%) of nurses. Almost never or rarely have enough rest
most often graduates of secondary and postsecondary schools (33%). 16% of respondents
almost always follows doctors recommendations and almost never or rarely only 17% of
respondents. Data are shown in Table 3.

Table 3. Preventive behavior among the study population.

Feature tested:
158
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data

22
13
17
19
64
23

a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data

7
29
44
41
26
11

a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data

8
28
53
41
17
11

a) almost never
b) rarely

12
32

Level of education:
Secondary school
Total
and postsecondary
Undergraduate studies
medical schools
graduates
graduates
100%
77
48,7
36
22,8
Limits smoking cigarettes:
14,0%
11
14,0%
5
14,0%
8,0%
7
9,5%
4
11,0%
11,0%
8
10,5%
1
3,0%
12,0%
11
14,0%
3
8,0%
40,5%
30
39,0%
17
47,0%
14,5%
10
13,0%
6
17%
Controls weight:
4,0%
6
8,0%
0
0,0%
18,5%
18
23,0%
8
22,5%
28,0%
22
29,0%
7
19,5%
26,0%
14
18,0%
9
25,0%
16,5%
12
16,0%
9
25,0%
7%
5
6%
3
8%
Has enough sleep:
5,0%
4
5,0%
1
3,0%
17,5%
13
17,0%
11
30,5%
34,0%
30
39,0%
5
14,0%
26,0%
19
25,0%
15
41,5%
10,5%
6
8,0%
1
3,0%
7%
5
6%
3
8%
Avoids excessive physical activity:
8,0%
8
10,0%
3
8,0%
20,0%
17
22,0%
8
22,0%

Master’s studies
graduates
45

28,5

6
2
8
5
17
7

13,3%
4,4%
17,8%
11,1%
37,8%
15,6%

1
3
15
18
5
3

2,2%
6,7%
33,3%
40,0%
11,1%
6,7

3
4
18
7
10
3

6,7%
8,9%
40,0%
15,5%
22,2%
6,7%

1
7

2,2%
15,6%
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c) from time to time
d) often
e) almost always
the lack of data
Rests enough:
a) almost never
b) rarely
c) from time to time
d) often
e) almost always
the lack of data

52
39
14
9

33,0%
25,0%
9,0%
5%

20
21
7
4

26,0%
27,5%
9,0%
5,5%

12
8
2
3

33,5%
22,5%
6,0%
8,0%

9
6,0%
3
4,0%
1
3,0%
37
23,0%
22
28,5%
9
25,0%
51
32,0%
21
27,0%
13
36,0%
34
22,0%
19
24,5%
5
14,0%
14
9,0%
6
8,0%
4
11,0%
13
8%
6
8,0%
4
11,0%
Follows doctors’ recommendations ensuing from my research:
a) almost never
10
6,5%
4
5,0%
2
6,0%
b) rarely
18
11,5%
11
14,0%
3
8,0%
c) from time to time
37
23,5%
18
23,5%
5
14,0%
d) often
54
34,0%
25
32,5%
14
39,0%
e) almost always
26
16,5%
12
16,0%
8
22,0%
the lack of data
13
8%
7
9%
4
11%
Regularly does medical examinations:
a) almost never
11
7,0%
6
8,0%
2
6,0%
b) rarely
32
20,0%
16
20,5%
7
19,0%
c) from time to time
34
22,0%
16
20,5%
8
22,0%
d) often
37
23,0%
13
17,0%
11
31,0%
e) almost always
30
19,0%
17
22,0%
5
14,0%
the lack of data
14
9%
9
12%
3
8%
Tries to obtain medical information and understand what causes diseases and health:
a) almost never
10
6,5%
5
6,5%
4
11,0%
b) rarely
13
8,0%
5
6,5%
3
8,4%
c) from time to time
37
23,0%
20
26,0%
7
19,2%
d) often
58
37,0%
23
30,0%
15
42,0%
e) almost always
28
18,0%
18
23,0%
4
11,0%
the lack of data
12
7,5%
6
8%
3
8,4%
Tries to find out how others avoid diseases:
a) almost never
0
0,0%
6
8,0%
5
14,0%
b) rarely
13
8,0%
10
13,0%
9
25,0%
c) from time to time
30
19,0%
30
39,0%
8
22,0%
d) often
50
32,0%
16
21,0%
5
14,0%
e) almost always
32
20,0%
7
9,0%
6
17,0%
the lack of data
33
21%
8
10%
3
8%

20
10
5
2

44,4%
22,2%
11,2%
4,4%

5
6
17
10
4
3

11,1%
13,3%
37,8%
22,2%
8,9%
6,7%

4
4
14
15
6
2

8,9%
8,9%
31,1%
33,3%
13,3%
4,5%

3
9
10
13
8
2

6,7%
20,0%
22,2%
28,9%
17,8%
4,4%

1
5
10
20
6
3

2,2%
11,1%
22,2%
44,4%
13,3%
6,8%

2
11
12
11
6
3

4,4%
24,4%
26,7%
24,4%
13,3%
6,8%

Discussion
Many authors draw attention to lack of care regarding health among nurses [3], which
may be caused by: conditions and specific of work, workload and perform functions in work
and privet life [4]. Obtained results from private research confirmed a lack of care regarding
health among nurses [3,4].
One of the diagnosed health threats among nurses is smoking, which is considered
most significant cause of deaths in the world and one of the main risk factors of many chronic
diseases such as: some of malignancies, lung diseases or coronary vascular diseases [6].
Smoking, each year, causes death of 5 million people. In Poland 33,5% adult men smokes
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cigarettes (5,2 million) and 21% adult women (3,5 million) [7], percentage of smoking Polish
middle age women is the highest in the European Union [7].In spite of number of initiatives
aiming to reduce the problem, obtained results in our study confirm the risk of smoking
cigarettes [2,7,8] among this medical personnel [3,8].
Although overweight and obesity are important risk factors of number of chronic
diseases [9,10]

(hypertension, heart diseases, respiratory system, diabetes type 2), and

premature death one in five respondents almost never control their weight or very rarely and
one in ten almost always consider this factor. An important element of life style significant
from the perspective of prevention regarding cancer and cardiovascular diseasesis
consumption ofvegetable and fruit. In order to provide, vitamins, minerals and fibre the
vegetables should be consumed in 4 portions daily, whereas fruit – source of vitamins,
minerals, antioxidants and fibre should be consumed in 3 portions daily [11].Obtained results
confirmed maintaining deficit regarding fruit and vegetables consumption [2], because one in
three research participating nurses eat them from time to time or less.
Under the prevention of cardiovascular diseases, in healthy persons diet, limitation of
fats consumption is recommended especially saturated fats [11]. Among questioning
respondents a small percentage (8%) almost always limit this nutrient. Carbohydrates, which
are important source of energy, play significant role in weight control, diabetes,
cardiovascular diseases, colorectal cancer, aging and many more [11], one in five of
respondents rarely or almost never limits this product.
Important role to maintain a good health play food fibre regarding total cholesterol
reduction and LDL fractions in blood, positive influence on intestinal motility, postprandial
plasma glucose, insulin level. Fibre consumption among adults at the level of 25g/per day has
positive effect not only to maintain proper weight but also reduce the risk of diet derived
diseases. The main source of fibre in Poland come from grain products (54%) and the best of
its source is whole meal rye bread, mixed bread with addition of grain and various kinds of
cereals [11] In accordance with healthy nutrition habits the wholegrain products should be the
main source of energy, eaten in amount of five portions daily, best in form of wholegrain
products. In spite of recommendations and positive health influence also because of fibre,
wholegrain bread is consumed only one in five respondents (17%).
Although the diet is too rich in sodium chloride (salt), which may cause hypertension,
stroke and stomach cancer [11]only one respondents in five avoids consumption of over salted
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food and similar percentage almost never avoids this kind of food. In this situation most
people of tested population is in risk group of diseases caused by exceeding salt consumption.
Proper nutrition of adult person in the light of literature, its among other things nutrition
which provides

zero energetic balance, where

main source of energy are complex

carbohydrates(50-70%), amount of monosaccharides does not exceed 12%, fats provide 2035% of energy, protein 10-15% and a number of meals amounts from 4-5 daily [11].Almost
20% of respondents in our study nearly never or rarely cares for healthy nutrition and almost
always cares for it only 11%. As in research carried out among nurses only one in four claims
that from time to time cares for proper nutrition [3].
Although important element of prevention against diseases causing by incorrect
nutrition is regular physical activity with moderate intensity [11], excessive physical activity
almost always avoid only 9% respondents and almost never or rarely 28% respondents.
Maintaining balance between excessive physical activity, work and rest and sleep plays
significant role in keeping healthy [12]. Results of number of research proof that long term
sleep deficit makes a risk factor of cardiovascular diseases, cancer and psychosomatic
diseases [13,14,15] and metabolic disorders [16]. A risk caused by sleep deficit was
confirmed by the results obtained in our study. Almost always enough amount of sleep
declare only 11% of nurses, and one in five (23%) claims that almost never or rarely sleeps
much enough
Care deficit for health among questioned nurses also stems from their lack of respect
doctors’ recommendations in comparison to results obtained by other authors [3]. Only 18%
of nurses almost always try to obtain medical information on health improvement and
diseases prevention.
In our study, more often was found a deficit, which is significant behavior in health
protection and diseases prevention in comparison to the one obtained among plant workers in
Lublin [17], a participant of the third age university, elderly persons [18,19] and diabetics [20]
and nursing personnel at the beginning of the year 2000 [4].
Established behavioral deficit among persons representing the medical profession
confirms authors’ opinion about low behavior satisfaction despite the fact; they are expected
to do better because of their profession [21]. Established results in our study show that
recommendations regarding prevention against civilization diseases, maintaining health,
healthy nutritions among questioned population are not followed satisfactorily and the
respondents in various degrees are exposed to negative consequences of deficit expected
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behavior and required thorough and directed education in this respect. As healthy behavior
and health care depend on various kinds of factors among which, apart from level of
knowledge and skills, are economic, social and political conditions [22], also there is
necessary to draw attention to working and life conditions of this kind of medical personnel.

Conclusions
1. Nurses show different levels of behaviours relevant to the prevention of lifestyle
diseases in their everyday life.
2. The majority of nurses can be characterized by a significant deficit in prevention
behaviours.
3. Irregularities regarding behavior are connected with lack of balance between activity
and rest as well as the limitation of sweets and animal fats consumption.
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Introduction
Numerous research proves that psychosocial threats at work have a harmful influence
on health (physical, social) and sanity of working people [1,2,3]. What is more, they are a
cause of increasing costs of medical care. More than 40 million of European citizens suffer
from occupational stress. The estimated data shows that at least 10% of adults at working age
in Poland, USA, Great Britain and Germany suffers from clinically detected depression, fear
(anxiety), stress or the occupational burnout. Vascular diseases, damages to musculoskeletal
system and mental illnesses are the main reasons mentioned as causing the working ability
loss [4,5]. Occupational stress, violence, mobbing are currently main challenges in the field
of occupational safety and health [6]. Moreover, psychosocial factors occurring at the
working place and stress connected with them were recognized as significant threats for to
health and safety of working people [7]. In industrialized countries psychosocial risks are
increasingly major public health problem. In modern conditions of healthcare system
functioning, the work of a nurse is recognized as one of most stressful [9,10]. The aim of this
dissertation is to acquaint with the opinions of nurses on their working conditions.
For the aim of this work the following research problems were adopted:
 How does the nurses assess their chosen elements at the place of work?
 What is the source of the greatest load at nurses work?
Materials and methods
The results of the study come from 158 people working in a profession of a nurse on
Warmia and Mazury. Almost half of the examined group was graduates of medical studies
and high schools. The major part of people asked consisted of graduates of master studies
(28,5%) and bachelor studies (22,8%). The study was based on a questionnaire complemented
by the scale of job satisfaction and the categories of psychosocial factors. It was assumed that
with its help it will be possible to know the opinion of the nurses on the conditions, nuisance
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and stress at work, and psychosocial work environment factors that are their source. The
participation of respondents in the study was voluntary and anonymous.
Results
People participating in the study mostly lived in urban areas (85%), were married
(63%) and worked in a public health care (80%). Most of the responde nts had a university
degree, worked in the profession for over 10 years (70%). The source of livelihood for the
majority of respondents was full-time job (61%). The data is shown in Table 1.
The account of respondents indicates that they are mostly critical of remuneration and
social benefits. Dissatisfaction with salary declares 55% of respondents. Every third nurse
indicates dissatisfaction with career opportunities (33%) and a fourth critically evaluate the
conditions under which the job runs (26%) and organization of work (25%).
Participants found the most positive interpersonal contacts (75%). The vast majority of
respondents indicated satisfaction with work (78%). Most nurses declare their satisfaction
with the type of work (81%). The average score in the range of 1-1.5 is considered to be low,
indicating dissatisfaction. Result in the range of 3.5-4 treated as high, indicates satisfaction
with the work. The obtained results allow to say that nurses found chosen aspects of the work
in a moderate way. Each of the evaluated elements of the work environment requires
optimization, especially remuneration and social benefits. The data is presented in Table 2.
Nurses participating in the survey, the least likely though more often than every third, are
exposed to the phenomenon of theft and providing services. Every second person indicates the
risk, for which the reasons are: a little freedom in the process of deciding on the performance
of duties (54%) and too small scope of authorizations necessary to perform the task (55%).
The vast majority of respondents experience at work burden resulting from too low
remuneration compared to the amount of work (79%) and exposure to verbal aggression
(72%). The data is presented in Table 3.
An analysis of the factors determining the working relationship shows that nurses are
often exposed to the negative consequences determined by the necessity to perform the tasks
belonging to the responsibilities of other people (69%). A slightly smaller percentage of
respondents indicates the threat of serious professional consequences as a result of mistakes at
work (65%). Every second person pointed the presence of conflicts and disagreements with
colleagues (54%) and excessive control by supervisors (53%). The least likely indicated factor
was the competitiveness (28%). The data is presented in Table 3.
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Table 1. Characteristics of the study population.

wo man
man
Age range 22-40
Age range 41-60
Age range 61 and more
No data

Sex:

Age:

Place of residence:
rural
urban up to 5 thousand habitants
urban up to 5 thousand to 10 thousand habitants
urban up to 10 thousand to 20 thousand habitants
urban up to 20 thousand to 100 thousand habitants
urban over 100 thousand habitants
Status:
single
married
widow/ widower
divorced
separated
Education :
Medical secondary school
Postsecondary medical school
Undergraduate studies of I degree at nursing faculty
Master’s studies (II degree), at nursing faculty
Master’s studies (II degree) at faculty
Specialization:
Possesses
Not possesses
Work environ ment:
Public health Care Unit
Non-Public health care unit
Public Hospital
Non-Public hospital
Ambulatory of Public health care Unit
Ambulatory of Non-Public health care Un it
Public Higher Education Institution
Work train ing in profession:
1-5 years
6-10 years
11-20 years
21-30 years
over 30 years
Main Source of inco me:
Permanent work
Part time work
Contract of order/ or contract for service
Contract work
Self-emp loyment

N

[%]

155
3

98,0%
2,0%

63
77
2
16

40,0%
49,0%
1,0%
10%

23
8
12
22
37
56

15,0%
5,0%
8,0%
14,0%
23,0%
35,0%

29
99
5
22
5

18,0%
62,0%
3,0%
14,0%
3,0%

43
34
36
45
3

27,0%
22,0%
23,0%
28,0%
2,0%

44
114

28%
72,0%

127
37
125
16
1
4
2

80,0%
23,0%
79,0%
10,0%
1,0%
3,0%
1,0%

32
16
33
57
20

20,0%
10,0%
21,0%
36,0%
13,0%

97
52
1
10
3

61,0%
33,0%
1,0%
6,0%
2,0%
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Table 2 . Job satisfaction in the opinion of the respondents.
Tested feature
Working conditions
Work organization
Type of job
Remuneration and benefits
Professional development
opportunities
Interpersonal relations
General satisfaction

2,7
2,7
2,9
2,1

a)
very
dissatisfied
11
7,0%
10
6,0%
9
6,0%
33
21,0%

b)
rather
dissatisfied
30
19,0%
30
19,0%
12
8,0%
53
34,0%

2,6

9

6,0%

42

27,0%

88

56,0%

13

8,0%

2,8
2,8

7
5

4,0%
3,0%

23
22

15,0%
14,0%

90
105

57,0%
66,0%

29
19

18,0%
12,0%

The average for
population

c)
rather
satisfied
98
62,0%
101 64,0%
79
50,0%
61
39,0%

d)
very
satisfied
15
9,0%
13
8,0%
49 31,0%
2
1,0%

Table 3 Psychosocial working conditions in the opinion of the respondents .
Tested feature
Total N = 158
Working conditions:
Deteriorat ion or shortage of technical equipment used for work
Problems with sufficient privacy to my clients in areas at the workplace
Exposure to verbal aggression
Exposure to assault, inju ry
Exposure to theft and / or destruction of property
The necessity to work alone, when there is a threat to my safety
Little freedo m in deciding how to perfo rm my duties
Too small range of powers needed for effective act ion to people under your charge
Too low wages in relation to the workload
Relations at work:
Excessive control by superiors
Excessive control by officials
The threat of serious professional consequences for making mistakes at work
Difficult ies in obtaining support fro m the immed iate supervisor in difficult pro fessional
situations
Conflicts, misunderstandings with my supervisor
Lack of recognition and respect from superiors
Conflicts, misunderstandings with my co lleagues
The necessity to compete with colleagues
The necessity to perform the tasks belonging to the responsibilit ies of other people
Limited opportunities for improvement of professional co mpetence
Work with client:
The necessity to reconcile the many conflicting interests
Attempts to manipulation by patients
The necessity to help clients who do not engage in cooperation with me
Conflicts, misunderstandings with my clients / patients
The necessity of helping clients whose families do not engage in cooperation with me, even
when it is necessary
Conflicts, misunderstandings with the families of my clients / patients
Necessity to use ambiguous laws in force in my work
The necessity for using legislation and procedures unsuited to the realit ies
The rules, procedures impeding cooperation with other institutions, organizations
Co mplex and / or tedious procedures related to the granting of aid to the clients
Low effectiveness of existing procedures and professional instruments to solve problems
The necessity to spend time doing unnecessary "paperwork" job
The necessity to perform tasks within the deadlines, while there are serious obstacles to their
adherence
Shocking unplanned tasks that I have to do

Appears
N
[%]
96
93
114
83
72
68
85
87
125

61,0%
59,0%
72,0%
53,0%
46,0%
43,0%
54,0%
55,0%
79,0%

83
66
102

53,0%
42,0%
65,0%

67

42,0%

66
62
86
45
109
67

42,0%
39,0%
54,0%
28,0%
69,0%
42,0%

93
108
107
97

59,0%
68,0%
68,0%
61,0%

114

72,0%

103
81
97
91
103
92
133

65,0%
51,0%
61,0%
58,0%
65,0%
58,0%
84,0%

100

63,0%

115

73,0%
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Among the factors indicating the relationships at work analysis of research material
revealed that nurses most often experience the overload due to having to spend time doing
unnecessary "paperwork" job (84%). Detailed data are shown in Table 3. Comprehensive
analysis of workload showed that the largest source of load for the respondents were
relationships at work (39%). The smallest load was caused by working conditions. In relation
to 73% of the respondents found a low level of stress. The data is presented in Table 4.
An overall analysis of the stress load (based on 33 factors) shows that more than one of ten
nursesexperience high job stress (16%) because of "almost all the time" co-occurrence of the
analyzed factors. Detailed data are presented in Table 4.
Table 4 The overall burden of stress at work among respondents.
The grading scale, based on the stens*
N
%
Working with the client:
1-4 stens
Low stress level (0-24 pkt.)
105 66,5%
5-6 stens
Medium stress level (25-34 pkt.)
35 22,0%
7-10 sten
High stress level (35 and more)
18 11,5%
Relations at work:
1-4 stens
Low stress level (0-2 pkt.)
33 21,0%
5-6 stens
Medium stress level(3-9 pkt.)
63 40,0%
7-10 stens
High stress level (10 pkt. And more)
62 39,0%
Working conditions:
1-4 stens
Low stress level (0-16 pkt.)
116 73,5%
5-6 stens
Medium stress level (17-24 pkt.)
32 20,5%
7-10 stens
High stress level (25 pkt. and more)
10 6,0%
General stress level:
Low (0-41 pkt.)
91 57,0%
Medium (42-63 pkt.)
42 27,0%
High (64 and more)
25 16,0%
*The result within 1-4 mean low score, in the range 5-6 - average, 7-10 – high [7].

Discussion
Various methods and scales used in the assessment of working conditions, stress and
workload make it difficult to fully address the results obtained in the present study, conducted
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among nurses working in different positions and in different workplaces. Numerous studies
have shown that the performance of the nursing profession is accompanied by the presence of
factors such as excess labor, role ambiguity, conflict, resource deficits, which have a
significant impact on job satisfaction, commitment to work and contribute to the occurrence
of health, psychosomatic problems and staff turnover [9 ].
Results obtained in the present study indicated a critical evaluation of the work and
moderate satisfaction, and confirmed opinions about the existence of load and stress [11]
connected to the performance of the profession of nurse [9,10,12].
More than every third nurse provided its services even at the risk of her own life and
health. A moderate level of satisfaction with the type of work show that they chose the
profession consciously and want to be engaged in the roles, functions and tasks for which they
received professional preparation [10]. Nevertheless, the work is a source of much tension and
stress, which makes its evaluation not fully satisfactory. Too low wages in relation to the
workload proved among the majority of respondents disadvantage in this aspect of the
financial situation of this group of workers and puts it among the people in a special way
predisposed to disease risk as a result of high stress because of this factor [13].
Too small scope of authorizations, little freedom to decide mean that every other nurse
in varied degrees is exposed to stress, anxiety, depression, apathy, fatigue, low self-esteem
and experiencing cardiac symptoms [14,15]. Conflicts and disagreements with colleagues and
superiors, and lack of support from immediate supervisors, especially in situations where
existing procedures are not effective enough caused that participants were vulnerable to high
levels of anxiety, emotional exhaustion, low job satisfaction and increased risk of
cardiovascular disease [16].
Conflict resolution and reducing or eliminating misunderstandings in the work of
nurses, require a clear definition of their role [9]. The ambiguity of the role, which indicates
the delegation of tasks inconsistent with qualifications, in our study, the necessity to perform
tasks of other people, not only leads to reduced job satisfaction, but increases the tension, a
sense of hopelessness and a reduction of self-confidence and risk of hypertension [17].
Although working conditions are one of the factors allowing for the delivery of high
quality medical services [18], nurses participating in the study due to deterioration or shortage
of technical equipment used for work, are forced to realize the tasks using the scarce
equipment, and to experience stress and the risk of its adverse effects in the field of
psychosomatic health [19]. Established in the study, the deficit in terms of workplace
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equipment relates to a higher proportion of nurses than in studie s conducted among operating
nurses [19].
Nurses participating in the study, compared to operating nurses, often valued more
critically remuneration and social benefits, professional development opportunities, contacts,
conditions in which the work takes place and declared lower satisfaction with the type of
work, and lower overall job satisfaction. In the same degree they were satisfied with the
organization of work. Nevertheless, its evaluation determined the need of optimalization [19].
Results obtained in the present study of nurses relations at work indicated that the
surveyed nurses had a higher stress level than the one experienced in this area by the social
workers [7].
Moderate job satisfaction, and significant satisfaction deficit discovered for 17% of the
respondents, in a serious way predisposes persons working as a nurse for the development of
disorders in terms of a mental health [20]. The necessity to perform tasks within the deadlines,
while there are serious obstacles to their adherence, according to this study confirms the
results obtained in the study of white-collar workers and predisposes a person engaged in the
occupation to a deficit of healthy behavior [21].
The results of research show that the experiencing of many stressful factors by the
people tested, specially predispose this professional group to occur many medical problems
(somatic and psychosomatic disorders), psychological (family problems, sleep disorders,
depression) and behavioral (increased smoking, violence, vulnerability to accidents, increased
consumption of alcohol and psychoactive substances, etc.) [22].
The prevalence of endangering the health psychosocial factors among the nurses make
it necessary to take the appropriate measures to reduce workload, increase its efficiency and to
better protect the health of workers, and thus increase the health safety of patients [19].
Conclusions
1. Nurses are moderately satisfied with their work.
2. Interpersonal relations at work are the source of highest burden for a nurse.
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Introduction
Now improvement of a condition of reproductive health and birth rate rising are
surveyed as one of mainstreams of the state policy defining the further development of
Byelorussia. Moreover, the special place is occupied with questions of maintenance of safe
working conditions and health protection of working women in connection with the high
social importance of the yielded contingent and necessity of conservation of reproductive
potential. It corresponds to original position of global strategy of the World Health
Organization according to which «to everyone should be given possibility activly to
participate in work without risk of a tresspass health and working capacity» [1].
The professional risk for reproductive health is defined by researchers as probability of
causing of injury of reproductive function of the worker, to a prenatal fetation and health of
the newborn in connection with labour activity of parents. Moreover, character and degree of
clinical implications and their medico-social importance depend of a class of working
conditions and a risk category: the more harmfully the class of working conditions, the is more
significant the medico-social injury caused to health, including reproductive [2].
Following

disturbances of reproductive

health of women concern number

professionally caused: nonspecific inflammatory illnesses of pelvic organs (N60–N73, N76–
N77) at work in the conditions of a cooling microclimate; a dysplasia and a leukoplakia of
nick of a uterus (N87–N88), neoplasms of genitals (D25–D28) at influence of the factors
possessing mutagen and cancerogenic action, and also hormones and hormono-similar
substances; disturbance of menstrual function (N91.1, N91.4, N92, N94), a habitual abortion
and sterility (N96–N97.0) at the women who are exposed to influence of the general vibration
and excessive sensorno-emotional loads in the course of industrial activity (intense character
of work, work in a night shift) [3,4].
In connection with the above-stated, disturbance condition of reproductive health
admits experts the yielded area to one of integrated indexes of sanitary-and-epidemiologic
132

trouble of territory and reflects degree of aggressiveness surrounding, including industrial,
mediums [5]. Moreover, the World Health Organization carries women fertility age and
pregnant women to groups of the raised risk on adverse influence of chemical, physical and
biological agents, physical gravity and nervously emotional intensity of work, and
anthropogenous pollution of the occupied places [1].
Thus, now the special attention is given by researchers to a state of the women’s health
of occupied on chemical production, that, first of all, is caused enough by high danger of
initial products, and also formation of toxic ingredients in a process of manufacture [6]. It is
shown, that for the present stage of development of the chemical industry at constant
perfection of technological processes characteristicly action of factors of the small intensity,
result ining to augmentation of number of "nonspecific" polyetiological diseases [7] which
arise not only at influence of harmful and dangerous factors immediately in the course of
industrial activity, but also as a whole under the influence of an adverse ecological situation
as in large industrial centres appreciable exhausts of chemical toxicants in environment are
registered [8]. However till now dynamics of a condition of reproductive health of working
women of chemical production still remains insufficiently studied, that does not allow to
explain the basic patterns and the mechanism of influence of a different sort of the reasons on
levels of a case rate, a mortality and reproduction processes, a parity and their interrelation
among themselves and, finally, to develop necessary preventive actions that causes an
urgency of the present research.
Research objective: to study dynamics of a case rate of reproductive system of the
women who are carrying out industrial activity in the conditions of chemical production.
Materials and methods. Research is executed within the limits of research of chair of
the general hygiene and a bionomics «The estimation of a state of health of workers of the
enterprises and the organisations of of Grodno and the Grodno area on the basis of data of
socially- hygienic monitoring and working out of preventive actions for its conservation and
strengthening» (№ state registration 20121940 from 20.06.2012).
On the basis of the yielded periodic medical inspections and the official statistical
documentation dynamics of a case rate of organs of reproductive system of working women
fertility age of Open Society «Grodno Nitrogen» (Republic of Belarus) which we re carrying
out in 2008–2012 industrial activity (224 patients), and also women fertility the age, living in
2008–2012 in Grodno is studied.
Results are processed with use of a package of applied programs STATISTICA 6.0.
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Results of research and discussion
It is positioned, that in 2008–2012 in the course of industrial activity of the working
woman of Open Society «Grodno Nitrogen» which is the chemical production largest in
Belarus with a selfcontained work cycle, were exposed to chronic influence of chemicals
which are toxicants 2, 3, 4 classes: a methanol, white damp, the ammonia, a different sort of
alkali in concentration which, however, did not exceed marginal concentration. Thus
influence of chemicals on an organism of patients was combined with damaging action and
other production factors (hum, the vibration, seasonally changing parametres of a
microclimate), and high intensity of work [9].
It is positioned, that in 2008–2012 level of a primary case rate by illnesses of
reproductive system at working women of chemical synthesis unlike women fertility the age
living in Grodno has increased. Thus the average index of a primary case rate for the fifth
anniversary has made 198,1±24,47 on 10 thousand population and was on 10 % above, than
among women fertility the age, living in Grodno (Fig. 1).
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Fig. 1 – Dynamics of a primary case rate diseases of re productive system in 2008–2012.
The index of the general case rate illnesses of reproductive system at working women
of chemical synthesis in 2008–2012 also was with more expressed positive dynamics. In the
surveyed fifth anniversary value of an index has decreased with 1340 for 10 thousand population
in 2008 to 2312 on 10 thousand population in 2012 and an average index of a primary case
rate during this period has made 1226±342,2 on 10 thousand population and was more than in
3 times above, than among women of control group (Fig. 2).
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As is known, the earliest and frequent implications of influence of chemical toxicants
(further – ChT) on female reproductive system are development of noninflammatory diseases of
genitals [10] among which the leading place is occupied with disturbances of a menstrual cycle
[11]. Moreover, the last can be used as criterion of ecological trouble in region [2]. In this
connection, we had been studied dynamics of a case rate the yielded pathology.
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Fig. 2 – Dynamics of the general case rate diseases of re productive system in 2008–2012.
It is positioned, that the index of a primary case rate disturbances of a menstrual cycle at
working women of chemical synthesis in 2008–2012 was characterised by positive dynamics and
has decreased with 71,8 for 10 thousand population in 2008 to 42,7 on 10 thousand population to
the extremity of the surveyed period. It is necessary to notice, that the index of a primary case rate
disturbances of a menstrual cycle of the female population of of Grodno has increased with 11,4
on 10 thousand population in 2008 to 19,7 on 10 thousand population in 2012
Nevertheless, the average index of a primary case rate disturbances of a menstrual cycle
at the women who were carrying out professional work in the conditions of chemical production,
for the fifth anniversary has made 50,13±13,13 on 10 thousand population and was almost in 3
times above, than among women fertility age, living in Grodno (Fig. 3).
The index of the general case rate disturbances of a menstrual cycle at working
women of chemical synthesis in 2008–2012 was positive dynamics, though and less
expressed. During the surveyed period value of an index has decreased with 105,9 for 10
thousand population in 2008 to 93,6 on 10 thousand population in 2012 and an average
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index of a primary case rate disturbances of a menstrual cycle at the women who were
carrying out professional work in the conditions of chemical production, for the fifth
anniversary has made 86,47±9,52 on 10 thousand population and was almost in 5 times
above, than among women of control group (Fig. 4).
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Fig.3 – Dynamics of a primary case rate disturbances of a menstrual cycle in 2008–2012.
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Fig. 4 – Dynamics of the general case rate disturbances of a menstrual cycle in 2008–2012.
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The data obtained by us will be compounded with results Т. Wang, S. Charette, M.I.
Smith (2006), testifying that the female organism, in comparison with man's, is more sensitive
to ChT, and disturbances of reproductive health as during pregnancy so in non pregnant a
condition can arise and without any signs of poisonings [12].
Considering, that number ChT attack a metabolism of sexual steroid hormones or
stimulate their action on organs-targets that is the possible reason of development of tumours of
certain localisations [13], we had been studied dynamics of a case rate of leiomyoma uterus of
the patients working on Open Society «Grodno Nitrogen», and also women fertility the age,
living in Grodno.
It is positioned, that the index of a primary case rate of leiomyoma uterus at working
women of chemical synthesis in 2008–2012 was characterised by positive dynamics and has
decreased with 143,7 for 10 thousand population in 2008 to 123,3 on 10 thousand population
to the extremity of the surveyed period. The average level of an index of a primary case rate
of leiomyoma uterus at working women of chemical synthesis in 2008–2012 has made
112,7±18,78 on 10 thousand population and was almost in 4 times above, than among women
fertility age of of Grodno. Thus, it is necessary to notice especially, that the index of a
primary case rate a leiomyoma of a uterus of the female population of of Grodno for
considered 5 years practically has not changed (Fig. 5).
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Fig. 5 – Dynamics of a primary case rate of leiomyoma ute rus in 2008–2012.
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As well as the previous surveyed index, level of the general case rate of leiomyoma
uterus at working women of chemical synthesis in period 2008–2012 has decreased: with 1130
on 10 thousand population in 2008 to 1006 on 10 thousand population in 2012 the average
level of an index of the general case rate of leiomyoma uterus at working women of chemical
synthesis in 2008–2012 has made 1002,4±11,6 on 10 thousand population and was more than
in 4 times above, than among other patients living in Grodno (Fig. 6).
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Fig. 6 – Dynamics of the general case rate of leiomyoma ute rus in 2008–2012.
Because number ChT, formed in the course of a production cycle Open Societies
«Grodno Nitrogen», are carried to a class 1А (known reproductive toxicant or development
toxicant) [14], we had been studied dynamics of a case rate of newborns congenital anomalies
(developmental anomalies), deformations and chromosomal disturbances.
It is positioned, that for surveyed 5 years it was not observed essential dynamics of an
index of a primary case rate of newborns by congenital anomalies (developmental anomalies),
deformations and chromosomal disturbances, which have been born by the patients who were
carrying out industrial activity on Open Society «Grodno Nitrogen». However, the average
level of an index of a primary case rate the yielded pathology in 2008–2012 considerably
exceeded a similar index of newborns in Grodno and made 25,84±2,63 on 10 thousand
population (Fig. 7).
In surveyed 5 years, dynamics of the general case rate congenital anomalies
(developmental anomalies), deformations, and chromosomal disturbances had another
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character. So, at children who have been born by the patients who were carrying out industrial
activity on Open Society «Grodno Nitrogen», index level has considerably increased: with
30,25 on 10 thousand population in 2008 to 52,97 on 10 thousand population in 2012 Thus
among the children's population of Grodno dynamics of the yielded index was positive, that
has led to depression of the general case rate with 14,32 on 10 thousand population in 2008 to
52,97 on 10,02 thousand population in 2012 it is necessary to notice, that the average level of
index of the general case rate the yielded pathology of children which have been born by
working women of chemical synthesis, in 2008–2012 almost in 5 times exceeded a similar index
on Grodno and made 329,62±34,9 on 10 thousand population (Fig. 8).
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Fig. 7 – Dynamics of a primary case rate of ne wborns congenital anomalies
(developmental anomalies), deformations and chromosomal disturbances in 2008–2012.
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Fig. 8 – Dynamics of the general case rate congenital anomalies (developmental
anomalies), deformations and chromosomal disturbances in 2008–2012.
Conclusion
We positioned, that ChT makes the expressed negative impact on functioning of
female reproductive system. In this connection to an estimation of potential of reproductive
health of the women who are carrying out industrial activity in ecologically adverse
conditions, special significance should be attached, and the obtained data should become a
basis for creation of technologies of prophylaxis.
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Introduction
At the base of reflecting upon the reasons for asymmetries in the doctor-patient
relations, as well as upon the core of paternalism in this kind of interpersonal relation, the
range of rights of a doctor given to him based on the role he plays should be considered first –
the rights that decide about the power and authority of a doctor.
As Tobiasz-Adamczyk notices [1] the power of a role and social position of a doctor
comes from the fact that only a doctor has an officially recognized healing ability in the
society, what also makes him an expert in a certain area, privileged to claim either health or
sickness. Additionally, the decisions of doctors can influence the qualifications of different
behaviors (e. g. in case of crimes a doctor has the right to, based on his medical knowledge,
change the qualification of a crime or influence a change in perceiving a criminal. A decision
of a doctor can influence a change of patient's social status, e. g. claiming him disabled can
distance the patient from certain activities and fulfilling some social functions).
Therefore, the definition of a doctor could mean that he’s not only entitled to interfere
with a patient’s life in regard to his medical knowledge and present abilities (sometimes
deciding or co-deciding about said life), but he also manages the tools making him able to
make certain social decisions regarding a patient.
The assumption of asymmetry present in a patient-doctor relation, the base of which
consists of the reason why a meeting between a patient and a doctor happens, also influences
the view of such relation. The patient takes on a role in which he manifests his need to use a
doctor's knowledge, abilities and help (at the same time admitting to himself and a doctor that
he cannot solve the problem alone and needs help), what undoubtedly a priori influences the
balance of a patient-doctor relation. The patient also usually represents only himself and his
own current, subjective feelings, while the doctor has the prestige of medical knowledge and
the aforementioned health institution system to his advantage. This kind of relativity
influences the fact that the patient usually gives up a part of his own autonomy to a doctor
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and fulfills different tasks given by him, sometimes regarding matters he would prefer to
decide himself in a different context [2]. In other words, he gives up a part of his autonomy in
order to recover to full health quickly and improve the ability of performing social functions.
Taking the understanding of autonomy as: freedom, dignity, integrity, individuality,
independence and responsibility after Dworkin [3] or claiming that autonomy is the right of
self-determination, independence and freedom of making a choice after Mill giving it up
seems to be – even if executed partially – some sort of acceptance of a certain kind of slavery.
The aspect of „giving up” a certain part of autonomy by a patient and submitting
oneself to the will and actions of a doctor has already been regarded by the aforementioned T.
Parsons. According to him, even if a clear asymmetry becomes unique to this relat ion, the
role of a doctor is always complementary to the role of a patient. The health of a patient is an
ultimate goal that unifies both parties, regardless of different characteristic of their part in the
goal [4]. A doctor, aiming to realize a goal that is bringing someone sick back to their health,
concentrates on the sickness first, not on the patient himself, at the same time undertaking
instrumental activities. The concentration on a doctor’s instrumental actions can cause
fluctuations in patient’s emotional behavior. In his theory Parsons gives big importance to the
need of existence of a thread of understanding between a doctor and a patient. Nevertheless –
in his own opinion – both sides, while realizing an overriding goal (the patient’s health)
should understand their mutual tasks, especially since the role of a patient has a passing and
socially undesirable nature. It places upon a patient an obligation to recover quickly, what is
possible while authoritatively respecting the orders of a doctor.
Materials and methods
Parsons’ theory implies a model situation where both the doctor and a patient show
perfect compatibility in pursuing the goal that is the patient’s full recovery [1], and the
doctor’s authority is recognized by the patient focused on reaching the goal. The model of a
doctor-patient relation suggested by Parsons underlines the understanding of such relation in
categories of defining paternalism as „claiming absolute knowledge of one’s well-being by
another person” [5].
In sociological and psychological literature regarding the subject of doctor-patient
relations mostly negative paternalism evaluations and a doctor-patient model based on it
dominate. As Łuków notices the reason for such criticism may be the fact that its authors use
an axiologically unnatural definition of paternalism as a violation of patient’s autonomy. Still,
at the same time a situation where a patient’s autonomy is violated can occur mostly in a
situation of urgent medical need, threatening the life of a patient (severe trauma, lack of
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consciousness), where knowledge and medical (instrumental) actions of a doctor are of the
utmost importance. Accepting Beauchamp’s theory [6] regarding the definition of
„autonomy” of an individual (in the context of this contemplation – a patient), it is essential
to differentiate between the autonomy of a person and the autonomy of an action, because it’s
highly possible that the ability to act autonomously does not guarantee that an action itself is,
by all means, autonomic. A situation where an autonomic individual makes not autonomic
choices – such as while using medical help – may serve as an example.
Patients themselves repeatedly strive to realize a paternal relation model by a doctor
since the role of being incapacitated by an illness, not burdened with the weight of choices
regarding their own health is very convenient for them. In such situations a patient himself
subjectively makes a decision to transfer a great part of his autonomy to a doctor [2].
It is, however, without a doubt that paternalism showing interference with an
individual’s actions or the individual’s access to information regarding his health or deliberate
spreading of false information, when an alleged reason of interference or misleading is the
fact that it’s for the good of the person who is being misled [5], should be condemned. Yet it’s
still important to notice that this kind of paternal model is rarely realized during actual
medical consult that does not concern direct threat to a patient’s life.
It has been pointed out for example in the 50’s of the 20th century by T. Szasz and M.
Hollender who, developing Parsons’ model, pointed out that mutual relations between a
doctor and a patient have to run differently based on the patient’s health and his ability to
actively take part in the decision- making process. Taking into account the level of both sides
of this communication’s activity they have distinguished three basic types of patient-doctor
relations: active-passive, guidance-cooperation and mutual participation.
In the model suggested by them it’s possible to see three types of doctor-patient
relations. The first type, called “active-passive”, is the one closest to T. Parsons’ paternalism
theory since it’s mostly being used in acute conditions, e. g. an unconscious patient, which
means a situation where complete submission of a patient undergoing therapy is essential for
the entire process of diagnosis and treatment.
The second type of relation, „guidance-cooperation”, happens in the situations when a
patient is able to cooperate. The origin of this relation is a “parent-child” relation. The patient
is aware, but subjects himself to therapy in a very passive way, which serves as confirmation
for the fact that most patients waive part of their autonomy for confidence in the knowledge
and experience of a doctor and for waiving the responsibility for decisions regarding fast
recovery and social life. The doctor, in this model, still remains the dominant side
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authoritatively deciding on the patient’s treatment options.
The third type of relation is „mutual participation” based on the fact that the patient
himself continues treatment with specific medical indications, consulting a doctor if
necessary. In this relation the patient takes on a role of a participant and partner, and at the
same time the role of a doctor is limited to detailed indication of some general rules that the
patient has to follow in order to help himself. In this place, in theory of models of effective
communication and relation between a doctor and a patient, the aspect of the patient's
autonomy is clearly present.
The model developed by T. Szasz and M. Hollender indicated that the doctor-patient
relation isn't only based on influencing a fully subjected and passive patient. Still, their
approach implied expert dominance of a doctor and passiveness of a patient as a factor
necessary for aiming their mutual goal, which is of course returning a sick person to full
health [7].
After all, already E. Friedson noticed the fact that realization o f a stricte paternalistic
communication model between a doctor and a patient is impossible in a medical consult,
which is a communicative and social setup. He indicated the fact that there is always a
potential conflict at the base of a doctor-patient relation. In his opinion the diversity of their
social roles implies difference of interests between them. Between the sides of this relation
exists a potential conflict called a „perspective clash”. In this model a dominant role of a
doctor comes from a fact that he controls the access to all benefits of the medical system not
usually available to the patient, and also from the differences between the level of medical
knowledge of a doctor ant this of a patient. Even if with Parsons the patient was „following”
the authority of a doctor respecting his authority, knowledge and experience to come back to
his life from before the illness fast, with the Friedson model – according to TobiaszAdamczyk – we are being proven the divergence between the patient's expectations and what
the doctor can actually offer. Although the doctor uses part of his authority to meet the
expectations of a patient, he before all cares about keeping an insitutionalized dominance. It
means that the course of illness depends on external cond itions and on the doctor's attitude.
This model includes interactive and dynamic aspects of a doctor-patient relation [1].
The aforementioned doctor-patient relation models (ParsonS, Szasz, Hollender and
Friedson) are considered as ones showing paternalistic dominance of a doctor over a patient
by the literature of research on such communication. Despite the fact that paternalism is
shown and realized as actions for the sake of another person's well-being taken without the
person's consent only in justified cases in those concepts (either when it's impossible to
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maintain contact with the patient or the patient authorizes the doctor to decide about his
health), the suggestions still underline and explain the asymmetric nature of a doctor-patient
relation. The doctor is mostly the leader of the action, he decides about its course and shape,
and the role of the patient is limited to communicating the type and quantity of information
connected with the illness that is necessary for giving a diagnose. The doctor has authority
over the patient.
Although the asymmetry of a doctor-patient relation coming from an institutional
context of a meeting (hospital, clinic) and from the doctor's knowledge and experience (which
the patient lacks and which he needs in order to receive help) seems to be understandable and
justified, nowadays the paternalistic acts of doctors on the ground of communication cause a
lot of controversy and dissatisfaction, for it proves to be the area subjected to patient's
evaluation first and also the area in which the patient has to feel like an equal partner.
The European Social Survey conducted in 2004 shows that in the area of questions
regarding estimating the level of partnership and paternalism between doctors and patients,
Poland has shown the lowest indicators in the scale of readiness to admit mistakes in front of
patients [8]. According to A. Ostrowska, who was interpreting the results of said survey, in
Poland the dependance between a material status of a patient and a perceived level o f
partnership is not visible and no social-demographical- health variable co-related with an
achieved level of communication in a significant way [8], what can serve as proof that tools
of improvement of the doctor-patient relation are being conditioned mainly based on the
doctor's work organization.
The authority of a doctor, and also the strategy of realizing a paternalistic relation
model, is being shown – according to Mishler [9] – mostly in controlling the patient in the
aspects of:
 statement message – because during a medical consult a sequence of three statements
is considered the basic communication unit: the doctor's question, the patient's answer
and the doctor's reaction to the patient's answer, covering the evaluation of said answer
or another question. The basic function of such unit is to control the course of
conversation. This control can be maintained by a doctor by deciding on the order and
content of questions, and also on when and if to give the patient the „right to speak”.
The nature of questions, for example closed ones, allows him to react to questions
selectively, ignoring some parts of the patient's statement (e. g. life stories, subjective
feelings) and paying attention to the others (e. g. only the answers influencing a
diagnosis). It's important to notice that questions are a very important authority
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strategy, because they force the receiver to react in a certain way, limit the freedom of
said reaction and sometimes contain the expectation to let the person asking the
question speak after it has been answered. Using the „question-answer” pattern doesn't
yet contribute to the increase of asymmetry in the doctor-patient relation, since the
questions of a doctor are necessary for gathering all information to give a diagnose
and choose a treatment. The asymmetry more likely comes from such control of the
conversation maintained by a doctor that ignores subjective experience of a patient in
favor of medical order represented by a doctor. While asking certain questions he is
driven by logic that is usually hidden from the patient and that could influence the
mazing of the patient with the order and nature of questions of a doctor, and also is a
selective reaction to the patient's answers or is no reaction at all. Apart from gathering
information from a patient, the doctors also provide the patients with information,
among which the most important one is diagnosis – in the form of a name of a specific
illness or that of a patient's medical assessment. Rigid requirements of a hospital or a
clinic (audits, inspections regarding the transparency of actions/medical and
administration procedures) can cause many defensive communication behaviors for
doctors, resulting in the kind of questions asked to a patient, which in turn can indicate
a stronger desire to meet the procedural requirements than to induce trust in a patient.
 relation - [9] – in the process of communication during a medical consult a doctor and
a patient enter two different kinds of relation: the relation of authority, when the
difference in social status is being used and which clearly points to a doctor as the
dominant one, and the second type – the relation of solidarity and communication
symmetry, natural for the partnership model of a doctor-patient relation.
 performe d roles – according to Goffman [10], an individual in presence of other
individuals can have different communicational goals (e. g. wants the others to have a
good opinion of them or for the others to know what they actually feel, they might
want to create a friendly atmosphere, induce a fight or insult someone). Regardless of
the chosen goal, control over the communication behavior of others lays in the interest
of an individual. Goffman thinks that at the base of all interaction lays the desire to
control the reactions of other participants of the communication and controlling their
behaviors. This control is being accomplished by projecting one's own definition of a
situation, by expressing oneself in such a way that impressions received by others lead
them to an involuntary action compatible with the controlling one's plans. However, if
we assume that an individual present among others tries to influence the definition of a
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situation created by one's partner, we also have to assume that the partner is also going
to project his own definition by reacting and undertaking certain actions [11]. At the
same time the interaction partner does not have to agree to the definition of a situation
presented by the second participant of the communication act, although he also can not
completely ignore it if he desires to continue the interaction.
„Placing” someone in a role, what in turn is connected with communicating roles
imposed on a partner, and in case of a medical consult placing the patient in the role of a „sick
one” functions similarly. Receiving and creating roles implies that what one of the
participants of an act of communication (a doctor) does in a certain situation results in
implications for the role of the second interaction partner (a patient). Since the roles are
mutual, identifying a partner of a patient's interaction entails certain ways of executing the
role by a doctor. By treating the interaction partner (patient) as if he was just executing such a
role, the person placed in the role of a doctor places him in a role chosen by the doctor.
Placing someone in a role is a result of exerting pressure on the interaction partner, but does
not determine the actions of a partner. The interaction partner (patient) is entitled to not
accept the role and start negotiating the roles, but he cannot deny the role completely – he has
to act based on it if the interaction needs to be sustained. However, placing in roles always
significantly limits the choice of action of a partner and blocks a certain situation definition
[9]. Designating and accepting roles given by the participants of a communication act decide
on the nature and course of said communication act and determine the strategy of engaging
communication partakers in acting out proper roles. Similar to a director pla cing an actor in a
certain role, one of the communication participants can place his co-participant in a chosen
role. Placing in roles can concern both conversational roles, which is a speaker and a listener,
and social roles and other showing up in the interaction.
Communication authority of one of the participants of a communication act allows
him to „place” both one of his communication partners or himself in a role. It becomes an
important tool of controlling the course of verbal communication (a perso n coming to a
medical consult starts to act out a role of the sick one after the doctor says the words
connected with diagnosis) and also a tool for using the paternalistic model. Nevertheless a
language action of giving a role to a communication act participant is an interactive action
and is effective only when acceptance of such verbal action is shown to all communication
partners. The role suggested by one side can be accepted, denied or modified by the other
side, what in turn requires an adequate reaction of the other side of the communication act.
Acceptance of a role suggested by one of the participant of a communication act is to a large
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degree acknowledging (by the person undertaking a new role, e. g. a sick individual) and
understanding the authority and superiority of another participant of the communication act.
The main power of symbolic authority, especially in case of a medical consult and a
doctor-patient relation, is language “efficacy”, because authority does not exist next to the
language, but is being realized through the language and is reflected in it by using forms
regarded by the receiver as an indicator of a higher or lower position of the sender. Language
communication is not a direct source of authority used for example in a paternalistic doctorpatient relation model. It’s both a reason for and a result of differences between
communication participants in the social hierarchy, and in turn social asymmetry. Authority of
a person higher in hierarchy seems to be the degree to which one of the communication
participants can realize his own goals at the expense of another: a doctor can give orders to
the patient and the patient has to obey them.
A conclusion can be drawn from the above considerations that communication
behavior of a man should always be considered as a result of interaction between
communication participants, at the same time taking into consideration the situation in which
such act occurs.
Results
Gradual change in the approach to the doctor-patient relation from passive submission
to active and negotiating approach of a patient has been made possible by the perspective of
symbolic interaction. It institutes that the patient has his own vision of his problem and
expectations that do not have to comply with what the doctor suggests as treatment. During
the negotiations both sides elaborate on a common problem definition and determine the most
optimal solution [12]. However, it is still impossible to avoid confrontation in understanding
the illness that a doctor with non- medical image of a patient’s illness has in mind.
Ever since it has been shown in the 60’s and 70’s of the 20th century that next to the
patient’s examination and using medical procedures a conversation with the patient is of much
bigger value in terms of diagnosis and treatment numerous studies on doctor-patient
communication try to explain how exactly doctors talk to their patients and what influence
does it have on the patient’s satisfaction and actually following the directions, understanding
the medical terms and, eventually, the results of treatment.
Interest in the role of sociological and psychological factors in the course of treatment
has appeared with a change of paradigm in the medical science at the end of the 60’s of the
20th century. The psychological approach to medical consults highlighted the fact that the
contact with a doctor has an interpersonal meaning to the patient, becomes an interpersonal
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circuit in which different psychological variables are involved (e. g. the doctor ’s
consciousness regarding the meaning of certain actions, motives encouraging the patient to
look for a doctor’s help and following the doctor’s recommendations [13]. Medical sociology
in turn assumes that the contact between a doctor and a patient never happens in the void, but
is a social phenomenon, exists as part of a social system and happened in a wider context of
conditions and social norms. It analyzes the doctor-patient relation as a mutually- nominated
setup of influences of two or more units, happening according to permanent patterns. It also
analyzes the influence of the general system on the doctor-patient specifics, so the position of
a doctor depending on the position of scientific medicine in a general system of medical
beliefs and defines the roles of a doctor and a patient in a defined cultural circle [1].
This kind of approach regarding the doctor-patient relation brings the attention to the
role of humanistic factors in the evaluation of medical practice, emphasizing the fact that
those can’t be opposed to the effectiveness of communication. Humanism is mostly
understood as giving priority to the voice of everyday life as the base to understand, diagnose
and solve medical problems of patients. The specifics of a medical consult are being evaluated
based on the strength of the voice of everyday life and the doctor’s orientation on this voice,
while the doctor ’s orientation should also consider the value of subjective and non- medical
experience of illness by the patient. Taking the difference of (non- medical) approach of a
patient to understand his illness into account becomes one of the factors conditioning the
possibility of realizing a partner cooperation model between a doctor and a patient.
Discussion
The issue of patients participating in medical decisions is associated with two
principles: salus aegroti suprema lex est (the health of a sick man is the highest right) and
voluntas aegroti suprema lex est (the health of a patient is the highest right) [14], while
sometimes during clinical situations a doctor is often faced with a dilemma: the patient’s
autonomy or his health. Introducing the need to receive a conscious agreement of a patient to
commence medical actions connected with his health was a crucial moment for giving the
patient an autonomic possibility of self-determination. The need to receive an agreement to
undertake medical actions towards a patient is the realization of autonomy postulates, the
right to decide about oneself and respect for carnality of every human being [14]. In this
context the patient’s will to cooperate with a doctor, the doctor’s communication competence,
the ability to communicate a diagnose and pros and cons of a treatment to a patient in an
accessible way seems to be crucial for the doctor-patient relation.
The 70’s of the 20th century is the period when in research regarding communication
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between a doctor and a patient researchers derive from the paternalistic and mechanical
understanding of a relation in favor of a model that holds a procedural, interactional a nd
partner meaning. The belief in the need to consider communication acts between participants
as dynamic and changeable acts was the base of the approach to the doctor-patient relation,
succumbing to subjective interpretations of such communication even a fter the process itself
has been finished. Miller and Steinberg emphasize that treating communication as a process
brings acknowledging a thesis that the communication participants cannot grasp the entirety
of a communication situation while it lasts because the situation itself lasts even after the
communication event is over.
The specificity of such communication type is connected with the fact that
communication partners influence each other, project onto each other a defined image of the
situation, define themselves and react to the image of them created by their communication
partner. Communication happens when someone’s behavior is subjected to observation and
interpretation, while the sender and receiver don’t always have to agree in terms of intent ions.
Even situations where one of the sides gives a specified intention to a statement are possible,
what has already been mentioned by Goffman [10], who emphasized the importance of
statements given (intentional) and compared them to given-off statements. However, not
reading or not reading the intention of a statement receiver correctly is not lack of
communication. It’s an alternative approach to a coded (linear) communication model, in
which the central place is given to the sender, and who is also given an active role in giving
the statement. The role of a receiver was to decode thoughts, words and intentions of the
sender and by this to gain access to his thoughts. Emphasis was put on the technical side of
communication in this model – on the elements such as channels, codes, coding/decoding and
information noise.
A partner, interactive model changes the accents a little bit [9], because it assumes that
the sender communicates intentions that the receiver is able to read thanks to a demountable
and cultural code and similar communication standards. Provided, however, that in the
paternalistic model the main sender of information (a doctor) was always in the middle of
communication interest, in the partner model the receiver plays the main role – he can (but
does not have to) acknowledge some behaviors of the sender as important and try to give
them possible intentions. The focus of communication is being moved from analysis of the
sender ’s intentions to the analysis of a strategy undertaken by him, deduced based on
observable communication behaviors of the receiver.
Partner approach to a receiver (patient) of the sender ’s (doctor) statements places the
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patient in a situation when he is able to consciously choose therapy and doubt a doctor's
decisions. The sources of such approach to the role of a patient who has a say in terms of
ways of treatment can be found in consumer movements of the 20 th century [12]. The goal of
such kind of medical relation is to create a good interpersonal relation, enable infor mation
exchange between two participants of a communication act (also including non- medical ones,
but able to influence the diagnosis and choice of therapy), to make decisions and to provide
therapy on every stage of the patient's recovery. This type of doctor-patient cooperation model
is clearly influenced by holistic medicine, taking into account not only the medical problem of
a patient, but also his psychological and communication expectations connected with
consults, doctors and illnesses, his abilities, life goals and individual needs.
Sources of such holistic interpretation of a patient can, for instance, be found in the
20th century consumerism, which implied that the relation between a doctor and a patient is a
relation between a consultant and a client. The doctor's function in such relation model is the
role of an adviser. He is a partner with professional authority, but no power over the patient.
In this place it's important to distinguish between the definition of an „authority of a doctor”
and very well known interpretation of a paternalistic „power of a doctor”. As much as the
„power of a doctor” comes from respect regarding doctor's knowledge and experience,
authority is something gained by a doctor based on knowledge, experience, efficiency,
empathy, motivation and abilities (including communication ones).
According to main implications of the consumerism theory, health requires an active
attitude and the doctor-patient relations are something the consumer (a patient) has to learn
based on guides from an expert doctor to function healthily and effectively. So the role of a
doctor changes - he takes, to some point, a role of the patient's educator and adviser and at the
same time takes responsibility for enriching the patient's medical knowled ge, strengthening
his sense of autonomy and control over decisions regarding treatment [14], which in turn
influence the patient's comfort and his motivation to live healthily or fight an illness.
As doctors A. K. Jankowska and K. Frieman notice, clinic e xperience indicates that
not always are authoritative (paternalistic) decisions of a doctor correct, yet the consequences
of incorrect diagnosis is always on the patient [14]. Partnership in the relation between a
doctor and a patient, proving to be an answer the need of defending the patient's autonomy,
changes the role of a patient, bringing back his dignity and freedom. The patient's
participation in the desicive process that is about him gives him the right to selfdetermination, at the same time bearing the weight of mutual responsibility for the decision
[14]. In respect to that it's worth to notice that a doctor's decisions made during a medical
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consult and connected with highlighting the role and importance of the patient's autonomy
and decision very much depend on the patient's will, his consciousness , readiness and
communication skills. Not once do taking upon oneself the mutual responsibility for the
choice of therapy and partnership with a doctor require emotional maturity from a patient. The
degree to which the patient is prepared for the role of a mutually responsible partner greatly
depends on the doctor's communication competence, his will to educate the patient and give
him the right to mutually decide about actions taken during his illness a nd therapy.
Conclusion
Research shows that the closes to the doctor's the patient's social position is, the
highest chance there is to create partner relations between them. University education, better
medical knowledge help with shaping rational behaviors against the illness; they also have
great influence on the doctor-patient relations and the communication expectations the
patients hold towards the doctors. But is it entirely true?
Halik's research from the year 2000 shows in turn that it's the doctors themselves who
sometimes make creating a partner relation with a patient impossible, assuming his
insufficient cognitive and analytic competence [15]. This phenomenon is accompanied by
gradual decrease of the doctor's role as an expert. At the same time the risk of numbers of
patients who change the doctor's guides according to their own opinion grows. Modifying and
decoupling one's therapy decided by a doctor is, however, not an effect of the negotiations
with a doctor, but merely an act of willfulness.
In regard to the reality of Polish health industry it has to be noted that after gradual
changes of health consciousness in the society changes of the medical care system never
follow, and so they fail to fully realize the social needs especially in terms of a cooperation
relation and partnership with a doctor. Difficulties with creating a doctor-patient relation
satisfactory for both sides also come from the disadvantages of the health care system. In the
years 2002-2005 up to 46-59% of respondents in our country (data from a CBOS BS/5/2006
report) have spoken of Polish medical care negatively, which was not without any influence
on the evaluation of a doctor-patient relation.
The post- modernistic approach to reality has also left its mark. Sociologists analyzing
contemporary specifics have indicated the decreasing role of tradition and authorities in
general [16], consequently also the doctor's authority. The doctor-patient relation also had to
be influenced by evolving criticism of medicine, the increase of people with higher education,
access to different sources of medical knowledge on the Internet and negative statements
about doctors and health service in the media, always informing about medical mistakes and
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negligence in medicine.
Yet it's still important to notice that sometimes the patients themselves aim for
realization of a paternalistic model upon contact with a doctor. Some of them enjoy the role of
someone not burdened with the weight of decisions regarding one's own health. In such
situations the patient himself subjectively makes the choice of ceding part of his autonomy to
a doctor. Nevertheless, as we can deliberate from the research conducted by the Institute of
Philosophy and Sociology in the year 1999 [17] on a representative, nationwide group of
1323 Polish people and research of the Institute of Rheumatology in Warsaw (2001),
conducted on a group of 2167 people, the paternalistic model is still the dominating relation
model in the health industry, yet the realization of this model is not the will of patients, but a
kind of communication schemes adopted by the doctors. The reactions of patients indicate
one-sided decision making by doctors who don't usually suggest alternative treatment, don't
offer accessible, but different in price alternative drugs and the majority of doctors rarely
informs patients about the benefits of an additional, commissioned consult or explains the
way prescribed medicine works. This has also been confirmed by research conducted among
doctors in 2010 by the Department of Psychology of Consumer Behaviour Management and
the Institute of Organization and Management of Wrocław University of Technology
regarding satisfaction from working in the profession with a social mission. Conclusions of
the research shows that doctors realizing such a missionary role (not always in a fully
conscious way) also have some kinds of shortages in the area of soft competence that
improves the relations with others (results of professional interests, emotional intelligence or
optimism). It can be a manifestation of a hierarchical vision of the world of sorts. The doctors
clearly see their social role, but it's not the role of a partner for others – more of an authority
dominant over others with one's detailed knowledge [18]. This type of conviction among
doctors is surely a serious, if not the most important barrier in the desire and possibility to
establish any partner relation with a patient and in building a positive image of the Polish
health industry among patients.
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Introduction
Work determines our existence in the surrounding world. It affects the way we learn
about reality and the way we transform it according to our needs. We perceive work in two
facets – material and social. The material dimension of work relates to the possibility of
satisfying our needs from the most basic to the most sophisticated ones. The psychological
dimension is a source of satisfaction and a way to find our place in society [1].
Nursing is a specific occupation that belongs to a group of professions that have
gained high trust in society. Research conducted by the Centre for Public Opinion Research in
2013 showed that nurses were rated fourth – after firefighters, university professors, and
miners – in the ranking of high-trust professions. More than three-quarters of Poles (77%78%) respect nurses [2]. This results not only from their professionalism, skills, knowledge,
continuous learning, involvement in research and introducing changes aimed at the
improvement of quality of care, but is mainly associated with their personalities, their
familiarity with the principles of professional ethics, and most importantly complying with
and applying these principles in contacts with patients. The essence of their work is to provide
patients with the appropriate care [3].
Ethics, ethical principles, professional ethics
Acquiring the appropriate qualifications and skills is not sufficient for professional
nursing since moral principles and strong will for incorporating these principles into practice
are also necessary [4].
Ethics (Greek éthikós and éthos, which refer to customs, habits) [5], one of the
branches of philosophy, is also referred to as moral philosophy. According to A Small
Dictionary of the Polish Language, ethics is a set of principles and standards of conduct
adopted in a certain period of time and in a given environment. It is the study of morality [6].
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It should be kept in mind that ethics and morality are not the same. Morality, in short,
is a set of principles and guidelines, which come down to certain prohibitions (e.g. do not
steal, do not kill) and orders (e.g. be fair, act fair). Ethics is the basis for morality and involves
the creation of thought systems, which generate moral principles not just the principles alone.
Compliance with ethical principles facilitates practicing a given profession, influences
its prestige, helps solve problems, accelerates the process of decision- making, provides
guidelines on morals and professional perfectionism, establishes and accounts for the limits of
deviations from the general norms, as well as requires, in certain cases, to regard certain
duties which are generally considered exceptional as primary ones [7].
Since ethics focuses on the term “good,” it shows us what “good” is and how to act in
order to achieve it [8].
Professional nursing ethics is a specific sub-discipline of science dealing with the
nursing profession. According to Wrońska, it is a set of standards and directives associated
with the traditions of a profession, with the spirit of national culture, as well as with basic
ethical guidelines adopted in a given society and used to practice a given profession [9].
The behavior of nurses performing their professional work is regulated by an ethical
code, which has no formal legal status but is of an honorary character. Its regulations are
usually respected by nurses, who treat this compliance not as a requirement but as a matter of
honor and the opportunity to identify with their profession.
Ethical anti-standards
The Code of Medical Ethics reads as follows: “The ethical principles apply to all
human beings regardless of their condition, age, profession, position or post and regardless
of their social background. Science, knowledge and experience are to serve the best interest,
health, and happiness of each and every human being. All plans, acts, and creation leading to
human death, physical and moral suffering is unethical and deserves universal
condemnation” [10]. Disobeying these guidelines results in a situation wherein order to
justify ethical misconduct we begin to create our own standards of conduct, which differ from
those generally accepted. In order to silence the voice of conscience, we try to artificially
attribute moral correctness to actions which are not accepted by principles generally
considered

proper, moral, or good for our profession. We can find in our pseudo-

considerations an explanation for our actions, and we create our own ethical anti-standards:
My behavior is not unethical as long as:


I can name at least several colleagues who act exactly the same way I do,



none of the patients have filed an official complaint against me,
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in my opinion, patients have no objections to my actions,



patients are so difficult and troublesome that they simply “ask for” such
treatment,



I was feeling unwell on that day and could not be required to perform high
quality work,



I believe that the professional ethical principles were established by a person
who does not understand the conditions at my job,



I can earn more as a result,



I find it more convenient,



no one will ever know, and even if they did, they probably would not care,



I comply with other ethical standards,



I do not intend on hurting anyone,



I wish to act this way only once,



nobody can prove anything,

 I am tired and overworked [11].
Aspects to conside r
Nowadays, there are different views on the concept of ethics, especially in medicine.
The term rarely meets with approval and in some cases raises doubt, resentment, and
indignation. Reports from the Internet, the press, radio or television concerning the unethical
behavior of medical personnel resulting in danger or loss of human life have almost become
part of daily life. Therefore, a discussion on ethical issues, on work free of ethical antistandards, as well on the need for regular ethical reflection by nurses is very desired in this
difficult time of struggle for patients' life and dignity as well as for the dignity of the nursing
profession.
Discussion on the subject of ethics is very important, however, it should be kept in
mind that the ethical anti-standards develop not through conversations with others but
ourselves. Therefore, it is very commendable for eac h and every nurse to reflect upon ethical
aspects and try to answer the following questions:
1. Do I happen to consider my patients as cases and not humans?
2. Do I consider my patients inferior to me, e.g. due to the fact that they are weaker and
depend on me or need my help?
3. Do I perceive my patients only in terms of source of income?
4. Have I become indifferent to patients' trust?
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5. Do I manage to keep a professional distance when empathizing with patients?
6. Do I take responsibility for my failures to the same extent as for my successes?
7. Do I tend to place responsibility for my failures onto others (colleagues or employer)?
8. Do I assume that as long as nobody files an official complaint against me I have
fulfilled my professional ethos perfectly? [9].
Summary
The profession of nurse not only involves fulfilling the general duties, but it also
requires a certain attitude, which determines a person's suitability to perform this type of work
-

work,

which

all

nurses

and

midwives

begin

with

the

following

words:

“With deep respect and reverence[…]” [12].
Those first words of the pledge for nurses and midwives clearly indicate that providing
care aimed at improving the lives and health of people is an exceptional challenge and that
'calling' is essential in this profession. Although the principles of nurses’ professional ethics
derive directly from the universal principles of ethics and require nurses and midwives both to
respect the rights of patients and to act in the interest of professional dignity, the Code of
Professional Ethics for Nurses and Midwives is a type of a master guide and a basis for
establishing standards of conduct. What we do with this 'guide' depends only on us.
Conclusions


Discussing issues related to ethics should become standard and an integral part of all
types of professional training.



Ethical reflection allows to avoid creating an own system of ethical anti-standards.
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Introduction
It is widely known that Hippocrates (460-377 BC), author of ‘The Oath’, was the primary
founder of medical ethics in Europe. The Hippocratic Oath has been a source of moral rules for
medical practice for over 2500 years, as it covered the subjects of medical vocation, the necessity
of high morale and virtues in medical graduates, and emphasized a positive relationship between
doctors and patients, clearly specifying the duties of physicians and the medical community.
Therefore, it constituted the foundation of medical ethics. However, the Hippocratic Oath cannot
answers for a number of current, specific and important issues in modern medicine, especially the
challenges brought by the rapid development of biotechnology, huge advances in medical
knowledge, and the development of bioethics in the second half of the twentieth century. At the
same time, the rapidly spreading moral relativism, questioning of the objective truth, and
uncritical pluralism - often referred to as ‘tolerance’ - have led to dangerous turmoil, skepticism
and the emergence of questions on how to act so as to be consistent with the ethos of independent
medicine and adequately fulfill the expectations of patients based on the art of medicine, which
has evolved over the past two and a half millennia.
The fact that there are different views on the same issues within bioethics, just as in
philosophy, with the best example of personalistic ethics and the utilitarian views opposed to it,
creates specific circumstances, where it is difficult to tailor the Hippocratic ‘ars medica’ to one,
universal code of bioethics, especially when it comes to the most important issues, i.e. regarding
the anthropological interpretation of the concept of human beings, their dignity, rights and
autonomy, etc. [1,2].
Personalis m perceives humans from a somewhat ‘statistical’ point of view, assuming
that each human being is a person deserving full dignity (dignitatis humanae) from conception to
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natural death. Physical, mental and spiritual characteristics of an individual are secondary to
being a person, therefore they do not determine it, and cannot exclude either unconscious patients
who are unable to perform moral activities or human fetuses, even those with serious birth
defects [2]. This idea generally corresponds with Hippocratic medicine.
Utilitarian anthropology is essentially based on “functionality” with the main idea of
periodization and variability of the value of human life. According to this code of ethics, humans
become persons once they acquire certain characteristics (e.g. awareness) [3].
In difficult ethical cases, it is recommended that decisions be based on a final consensus,
having considered different views and having reached a collective negotiated position. This is
known as negotiation ethics based not on absolute ethical principles but on a mutual agreement
between parties presenting different views, who take part in the dispute.
This ethical pluralism, the divergence between the established law and the eternal ethical
norms of natural law, may cause elderly and chronically ill or dying patients to feel anxiety about
a possible decrease in the quality of their life or may feel that their personal dignity is threatened.
These disabled and weak individuals may be easily hurt, often unintentionally, by healthy persons
who take decisions regarding the allocation of resources for care and treatment [4].
Insufficient resources for healthcare services, which should be systematically increased
due to a constant rise of costs and inflation, is an important current healthcare issue leading to
tension and conflicts associated with the division of these funds among different medical
specialties. Suggestions to reduce financial support for those who no longer can be cured (e.g.
palliative patients) are disturbing. This issue is frequently discussed in the media. Twenty- first
century patients receive more accurate information concerning the nature and symptoms of their
diseases as well as the available treatment methods, the accompanying suffering and possible
death, which also contribute to their anxiety.
In light of changes related to healthcare commercialization, the assumptions of traditional
Hippocratic medicine, which is mainly based on personalistic bioethics and its independence
from financial aspects, often cannot be implemented, despite a general belief that financial
security for treatment should be a priority compared to other budget expenditures. However, there
are proposals to modify, in the spirit of utilitarianism, the current Code of Medical Ethics,
suggesting to limit resources for the treatment of patients with poor prognosis and dying patients
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[5].
However, it appears that the commercialization of medical services in Western European
countries and the US did not increase their profitability. It can be assumed that, similarly, in
Poland and Central and Eastern European countries, the balance of payments associated with
health services will not improve. Furthermore, Poland and neighboring countries have different
historical, political, cultural and religious experiences. Therefore, we believe that the
implementation of new organizational and ethical principles in Poland may result in a number of
culture-related, ethical or religious dilemmas and cause financial collapse in an already
insufficient healthcare budget. The negative consequences of these changes may pose a threat to
palliative care centers and long-term care facilities, which provide care for terminally ill patients.
Controversies and ethical dile mmas
As already mentioned, traditional (Hippocratic) medicine is based mainly on personalistic
assumptions regarding the philosophical status of a patient. A person is someone who cannot be
characterized and limited to a certain category. They are a unique being, a carrier of values, who
performs duties and deserves unconditional respect [6]. Dignity is therefore a priority criterion
even in relation to human freedom. Thus, severe symptoms and a ‘low quality of life’ cannot
result in decreased dignity or value of human life [7,8]. Hence, it is obvious that abortion,
euthanasia or suicide are categorically unacceptable [9].
Commercial medicine is, by contrast, based on assumptions similar to those in
utilitarianism, which recognizes the role of convenience as a superior paradigm of bioethics [1].
In utilitarianism, the term person is of a relative and subjective nature, which results from
the fact that the value of human life is variable and dependent on symptoms [3]. As a result, the
existence of patients with a low quality of life may be considered as less valuable and even in
extreme cases ‘not worth living’ [10]. This may lead to a final conclusion that euthanasia is
acceptable in these cases [3, 11].
The inferiority of patients’ dignity in relation to their freedom and autonomy may cause
controversy when a patient demands medical services characterized by short-sighted, subjective
or irrational purposes [8,12]. Personalistic medicine only accepts actions which are in accordance
with ‘proper’ medical purposes, the main one being according to Pellegrino, to provide "care and
treatment for patients with different conditions as well as those who cannot be cured " [12, 13].
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Utilitarian medicine, in contrast, features a wider range of services and does not exclude so-called
“improper” medical purposes such as meeting social or economic needs, attempts to change the
nature of a patient, mutilating surgeries performed in, for example, patients with body
dysmorphic disorder, sex reassignment surgeries (consistent genotype-phenotype correlation),
stimulation or anabolic therapies, etc. [14]. When patients’ autonomy outweighs their dignity,
doctors may find themselves forced to perform commercial services, which are often against the
patient's objective interest, needless to say that the autonomy of a physician, who is able to
predict the negative consequences of such decisions in a more appropriate manner, is violated [2].
Healthcare commercialization has brought unfortunate neologisms, which have never before
occurred in medical terminology, e.g. the term ‘patient’ is being replaced with the terms ‘client’
or ‘beneficiary.’ The term ‘doctor’ is also being replaced with the term 'healthcare provider', and
medical facility is referred to as ‘healthcare entity.’ Medical errors are referred to as ‘adverse
events,’ etc.
The use of this terminology may imply that it is aimed at the dehumanization of both
patients and doctors. Categorical avoidance of patient’s personal data which is frequently
replaced with a barcode is yet another example. Although this new procedure seems reasonable in
pediatric departments, it raises doubts in adult patients, who do not wish to have their personal
data protected in this manner.
However, the depersonalization of patients by ‘destroying’ the concept of a person and
replacing it with functional terms, typical of utilitarian ethics and commercial medicine, is a more
fundamental problem. As already mentioned, attempts are made to replace the uniform term
‘person’ with somewhat peculiar terms such as a ‘future person,’ which involves human fetuses
and small children (due to their psychological immaturity) and a ’past person’, that is ‘moral
subjects,’ which involves severely mentally handicapped, unconscious or terminally ill patients,
etc. The term ‘person’ would include healthy individuals, fully aware of moral actions [11].
Such periodization of life may cause differences in the valuation of human life.
These assumptions bring about other peculiar terms such as ‘a life not worth living’ or
‘wrongful birth,’ when a newborn is diagnosed with serious developmental disorders. Such an
approach emphasizing the doctrine of a person's ‘quality of life’ may lead to the legalization of
abortion and euthanasia, and is unacceptable in Hippocratic medicine [9].
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Commercial services provided by a healthcare provider to a beneficiary as well as
emphasizing patient autonomy are the major principles of commercial medicine, which creates a
new reality where medical services may include activities referred to as ‘improper medical
purposes’, as mentioned above, which often remain in contradiction with the objective interest of
a patient [14].
Commercialization in generally based on expenditure minimization and profit
maximization. Thus, healthcare becomes a commodity at the disposal of a healthcare provider
(an alleged owner) and may be traded and sold at will.
However, health as well as other personal rights cannot be treated merely as a commodity
since healthcare commercialization may lead to the

commercialization of human persons,

lowering their dignity and treating them like objects [2]. Regarding patients’ health and diseases
in terms of profits and losses as well as the financial gains of a healthcare provider may also
result in inefficient functioning of healthcare. This is confirmed by frequently prolonged waiting
times for specialist consultations or planned or elective surgeries as well as the lack of
reimbursement for some drugs, such as antineoplastic agents, which if not used due to high costs
may result in therapy failure.
At the same time, the complex administrative structure, fragmentation of medical
specialties, as well as a steady increase in healthcare documentation may in practice lead to
diminished doctor responsibility for efficient diagnostics and therapy, as well as the loss of the
overall vision of patient needs.
An excessive extension of patient autonomy accompanied by the questioning of the
personal autonomy of physicians and other therapists is a negative aspect of healthcare service
commercialization as it poses a threat to their conscience clause through expanding services to
include procedures or pharmaceuticals required by patients that endanger a person’s dignity or
belong to the above mentioned improper medical purposes [2]. Promoting neutral world views in
applicants, students or doctors against their conscience clause is the best example of impairing
doctors’ autonomy. The consequences of these actions may include, as already mentioned, the
possible elimination of medical personnel with ethical views different than those of their
employer. Students and doctors may therefore conceal their ethical views and feign the required
neutrality, which in practice may lead to superficial and insincere interactions that may impair
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mutual trust between a patient and therapist.
It is worth noting that the medical knowledge of a doctor or therapist is not only their
private possession. It is widely known that it also belongs to society and even to the whole of
mankind [2]. This is associated with the privilege of students, doctors, and therapists to use
academic achievements of many centuries and the experience of their predecessors. A medical
education cannot be acquired without the ethical consent of society, as supported by allowing
students to participate in post- mortem examinations (autopsy) of deceased patients or to
participate, during studies or post- graduate internship, in diagnostic or therapeutic proceedings
conducted by their teachers – experienced physicians.
Summary
In light of the growing commercialization of medical services, it appears that the
inclusion of diagnostic and therapeutic activities in the principles of free market brings about
major changes in doctor-patient relations. They also depend on the type of medical specialty
which pertains to a given patient. Particular attention should be paid to specialties associated with
the beginning and the end of life, where the subject receiving care is defenseless, weak, poor, or
lonely, that is when patients are unable to demand their rights and may be easily hurt. Palliative
medicine, which provides care for patients who are in almost every respect dependent on others,
mainly on their family and palliative therapists, is one such specialty.
Commercialized medicine emphasizes the autonomy and freedom of a patient who
becomes a ‘client’ and participates in a healthcare provider-beneficiary contract. Many years of
experience in palliative care have taught us that most of these patients are unable to clearly state
their wishes, are frequently characterized by verbal confusion and even lack awareness. It seems
inappropriate to treat these patients as clients waiting for a service similar to a commercial
transaction. The same is true for newborns, especially those with serious birth defects. Therefore,
commercialization of such medical specialties is our greatest concern [10].
The practice of recent years has shown that commercialization has failed to increase
medical service profitability; on the contrary, it increased the costs of these services. The patientdoctor relationship, which has hereto been based on trust, kindness and the patient’s objective
interest, is now impaired. The waiting time for consultations and planned surgeries has increased,
and so has the number of medical services referred to as for improper medical purposes. Also,
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allegedly scientific arguments for the depersonalization of seriously ill patients as well as for
valuing life based on its quality have occurred.
The clash between personalistic and commercial medicine has resulted in new challenges
for doctors and medical personnel who in addition to treating patients and protecting their health
are also expected to care for patients’ objective interest by protecting them from their own illconsidered, subjective and even irrational decisions. Actions aimed at defending the independent
ethos of clinical medicine, which has been developed and perfected over more than 2500 years,
also seem necessary so as not to regret any hasty decisions or changes resulting from the
economic condition of the state, such as ‘experimenting with’ euthanasia, abortion or eugenics,
etc. In addition to defending ars medica, it also seems essential to protect doctors’ autonomy as
well as their clause of conscience despite a de finite departure from paternalism in the patientdoctor relationship [5]. We believe that the principle of non-participation, under any
circumstances, in deadly activities such as eugenics, cloning, abortion, assisted suicide, etc.,
should always remain the primary responsibility of a physician, regardless of the circumstances,
financial difficulties, promotion of foreign examples and the wishes of patients, their family, or
caretakers [5].
Conclusions
Summarizing the above dilemmas, it is our opinion that:
1. The rapid technological development of medical devices, the acceleration of scientific
research, increased number of medical specialties, as well as the gradual increase in the
number of specialist consultations during a patient’s therapy are all positive consequences
of commercialization.
2. Healthcare service commercialization gave rise to a new type of business and became a
source of new trade corporations.
3. Despite being based on free market principles, healthcare service commercialization not
only did not result in lower costs of healthcare services but it has led to a further increase
in these costs.
4. In addition to standard therapeutic activity, therapists may be financially involved, as
investors, in institutions that accompany the basic healthcare activity, where they may
frequently be employed as consultants or advisors. This in turn may artificially increase
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both the competitiveness and the costs of products or services, which is an obvious
disadvantage for patients.
5. A doctor may in fact become an ‘independent entrepreneur’ or a ‘sales agent’ with goals
other than just medical ethics, which may be limited merely to the legality of his/her
actions and not to his/her virtues, duties, and the patient’s interest. The profits of a
healthcare provider may dominate both concern for the patients’ health and their objective
interest, which may result in a pointless prolongation of life in dying patients who pay for
it on the one hand, and offering euthanasia to poor patients on the other.
6. We therefore believe that making excessive profits by private investors and healthcare
providers using the resources allocated by the national budget for healthcare, which is
achieved at the expense of patients, is likely to be one of the hidden purposes of
commercialization.
7. It should be kept in mind that suffering patients cannot be treated as rational ‘clients’ who
freely acquire products or services. These patients o ften find themselves in a difficult
existential situation, which forces them to seek immediate help. Therefore, the freedom of
choice, searching for advantageous therapeutic offers among those advertised, often
proves to be an illusion.
8. There are serious concerns that the consequences of healthcare service commercialization
may create situations where patients’ health and interests will no longer be treated as a
primary goal and criterion for the actions of healthcare providers as they will have an
opportunity to achieve undeserved financial gains.
9. A steady increase in the number of specialist tests (laboratory tests or consultations), not
always essential for the purposes of treatment yet providing investors and healthcare
providers with additional profit, may serve as an example of negative motivation for the
actions of a healthcare provider.
10. The medical knowledge of a doctor or a therapist can neither be treated only as their
private possession nor can it belong to a company providing medical ser vices. Therapists
and doctors, by benefiting from the experience of their predecessors as well as from
society's consent to gain practical experience during their studies when they assist in
physical examinations, become indebted to their ‘community.’
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11. Peculiar and primitive innovations in medical terminology as well as a steady increase in
documentation are also important. By innovations we mean replacing medical
terminology with non- medical terms: patient becomes ‘client’; hospitals, medical centers,
clinics and physicians become ‘healthcare providers’; and medical errors are referred to as
‘adverse effects.’
12. Postulates which may suggest attempts to depersonalize patients by non-statistical but
functional terms describing a patient as well as the emergence of peculiar terms such as ‘a
future person’ (i.e. fetuses and children) and ‘a past person’, i.e. patients with serious
physical or psychological conditions, lacking consciousness or who are terminally ill, etc.,
are a major concern. This terminology may initiate the legalization of euthanasia or
assisted suicide.
13. Similarly, the co-called ‘philosophy of life quality’, which is associated with utilitarian
medicine, may also be used for the valuation of human life and, in the case of its low
quality, suggest to end it by euthanasia or suicide.
14. Healthcare service commercialization may endanger the independent ethos of clinical
medicine by replacing it with an agreement or a contract. As a result, ars medica will
resemble trade.
15. Promoting ideological neutrality among doctors impairs their autonomy as well as their
clause of conscience. It also may become a source of discrimination, which is
unacceptable in civil societies.
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Cross-border directive introducing in all countries of the European Union cross-border
health care enables citizens of one of the European countries, the implementation of health
services in another country belonging to the European Union. The legal basis for cross-border
healthcare is a directive of the European Parliament and of the Council Directive 2001/24/EU
of 9th March 2011, which entered into force in all the countries of the European Union on 25 th
October 2013. It applies regardless of whether the Member States had to formally deploy in
their area or not. Cross-border healthcare is using health benefits other EU countries if the
waiting time for services in native country is too long. The provision of charge carried out
abroad, will be reimbursed by the Health Fund on the basis of the amount of the rates applied
by the NFZ (NHF). This includes services from the so-called basket of guaranteed benefits.
The guarantor for the refund are to be the appropriate referrals in accordance with the
principles set out in the Act of 27 th August 2004 about health care benefits financed from
public funds.
After the entry into force of the directive has not abolished the existing regulations
already, and the European health insurance card. So why do we need new legislation? The
new directive will not affect the benefits they provide citizens with social security regulations
in force. Though the existing provisions that focus on the agreements on social security, and
not on the rights of the patient- in effect since 1971, further clarification required rights for EU
citizens to make use of healthcare in another Member State. In the case of hospital care, one
of the most important achievements of the new directive is to allow patients to choose service
providers. In the case of care outside of the hospital's patients will be able to take advantage
of benefits abroad without prior permission and formalities are completed, and after returning
home will be able to apply for reimbursement of costs of treatment. The directive includes not
only public service providers, but also private. Patients will have access to information on the
quality and safety benefits to be granted to them, both within and outside of hospital inpatient
care. Using this directive to also solve other practical issues: where can I find information on
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quality standards used by the hospital? What reimbursement to patients? The Court of Justice
confirmed that the right to the use of cross-border healthcare is already enshrined in the
Treaty. In the newly adopted, directive was postponed; however, in a clear way to EU rules
and are given a uniform and coherent legal framewo rk for all European citizens. EHIC and
guarantee a permanent medical assistance, such as the guarantee's directive cross-border. As
we have already written directive can benefit those who plan to in the future to undergo
treatment, and have made efforts to do so. It's all about putting on a particular type of benefit,
and to ensure that the provision of these belong to the basket of benefits guaranteed by the
NFZ. You must also keep in mind that the refund will depend primarily on the permission
from the NHF, but only in some cases listed in the directive, which are, inter alia:


in cases where the service requires a stay in the hospital for one night



in the case of specialized and costly services



in serious and specific situations related to the quality, or safety of care provided by
the service provider.
In these three cases, patients should ask for approval for reimbursement, the national

health authority. Member States are required to present to the public, which treatments are the
subject of such authorization. National health authorities may refuse the authorisation if the
treatment, can pose a risk for the patient or if you can provide health care in their home
country within the limits of the medically justified. However, the Member States will have to
explain why that refusal was necessary, and justify their assessment of what is "medically
justified." That refusal, however, is not the final decision, because the Patients have the right
to request a review of any administrative decision regarding cross-border healthcare.
This Directive shall not affect the benefits already offered to citizens by the existing
regulations on social security, which have their basis in the articles of the EU Treaty on the
free movement of persons. However, explains the patients ' rights, which are the basis for the
free movement of services, and which have been referred to in various judgments of the
European Court of Justice. In the case of hospital care, one of the main achievements of the
new directive is that patients will be able to pick them up with your doctor. Another
advantage of the new directive is that it introduces the wider possibilities in the provision of
services because the directive covers all providers of health services in the EU. Reducing
bureaucracy is another plus of new regulations as in the framework of Directive prior
agreement of the national authority would rather than and not as it was so far the rule. Patients
will receive all the information you need to make an informed choice, for example, on: the
quality and safety of health care through the national contact points, which will be set up in all
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Member States. Furthermore, the directive introduces new measures to help all patients how
best to make use of the rights conferred on the basis of legal acts. The new law introduces
procedural guarantees. The patient has the right to duly justified medical decisions, and to
appeal against them, if it considers that its rights are not respected. All patients have the right
to complain and to claim compensation. The proceeding must be covered by insurance against
civil liability (OC) or a similar guarantee. Every patient has the right to a copy of your
medical records.
What amount will be returned to the patient afte r the provision of ove rseas?
The patient will be returned the same the amount thereof referred to service in his
country. Member States in which the care is free at the place of execution of the provision
must inform the patients about their reimbursement tariffs. If the treatment abroad is cheaper
than in the country of return will reflect the actual cost of treatment. Medical expenses are
usually the patient paying a certain amount in advance, the refund shall be the appropriate
State authority responsible for it as soon as possible. The law also gives Member States the
option of earlier confirmation of return in writing. Member States also have the option of
paying for health care directly, rather than in the form of a refund. Important issues raised At
Medical Board in the post from 22. 02. 2013 year on cross-border healthcare "Foundation of
the Bill provide that the reimbursement of the costs of cross-border healthcare will make the
regional branch of NFZ, and in the event of refusal to return, the insured person will be able
to submit a complaint to the provincial administrative court. The proposed mechanism does
not correspond to the standards of the directive and the nature of the legal case for
reimbursement. The insured person should be able to reference the path to the proceedings
before the Court, since his claim for the reimbursement of expenditure incurred abroad is
wealth and should be entrusted to an ordinary court cognition instead. The proposed law
should at the same time ensure that the carrying case for reimbursement of cross-border
healthcare was released from court costs."
An important problem is the inability to perform in the country and the possibility of it
abroad. It is possible, however, will only be entitled to reimbursement if the data service you
need to cart the health benefits of the patient in accordance with the provisions of laws or
regulations in his country. The national contact point will be able to provide information, how
to check whether the provision should be to your cart health benefits to which he is entitled to
a particular patient.
Another issue is the question of medical records held by the doctor in the native
country, fulfillment of the provision in another country should be sent there. The patient has
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the right to receive a copy of your medical records from their native country before
undergoing treatment in another Member State. The documentation must also communicate to
the service provider in the country where the treatment has been carried out, before returning
to the country.
The Problem of failure of treatment ab road was also addressed in the directive.
Namely, the national contact point in the Member State has an obligation to explain to the
patient what is entitled to his right, and provide information about the laws in force in the
country concerned. Their own patient is obliged to offer the same further treatment, as that
from which the patient could benefit if treatment from the beginning takes place on its
territory. What we do, so rest assured that treatment started abroad will be continued after his
return to the country? Native country has a duty to ensure the same quality of further
treatment the patient regardless of where in the EU a previous treatment.
Another interesting issue relating to the directive on cross-border is a matter of
prescriptions issued in their home country. Recipe published in another EU country should be
in the country of residence of the patient, and vice versa. Thanks to the treatment taken in
another EU country will be continued after the patient's return home. The patient ha s the right
to obtain prescribed medicine, provided that it is approved for sale and available in the
country where it wishes to buy. Although these rules are not new, in practice, there are
difficulties in implementing the prescription. The provisions of the directive, although it
certainly did not kill the problem right away, should help a community pharmacists '
intervention in a better understanding and implementation of the prescriptions issued in
another Member State.
The national contact points.
Cross-border healthcare any Member State of the European Union shall appoint at
least one national point for cross-border healthcare.
The task of national contact points provide patients information:
1.

services, including information about permissions specific to a service provider to
provide services or of any restriction imposed on his practice;

2.

standards and guidelines for quality and safety laid down by the Member State of
treatment, including arrangements for the supervision of service providers and their
evaluation, information on service providers who are subject to the standards and
guidelines and information about the availability of hospitals for people with
disabilities;
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3.

on the rights of the patients, procedures and complaints investigation mechanisms
corrective measures, in accordance with the legislation of that Member State, as well
as on existing legal and administrative options for the settlement of disputes, including
in the case of damage caused in connection with the provision of cross-border
healthcare;

4.

rights and privileges of patients in relation to cross-border healthcare, procedures for
accessing those entitlements and how they determine the conditions for the
reimbursement of the costs of cross-border healthcare, procedures for appeal and
redress, in cases when patients feel that their rights are not respected.
The above information to patients, for which coverage is country, Poland will provide

provincial branches of the national health fund.
Point in the country, in which the patient treatment plans to inform the health care
system in this country and how it guarantees the quality and safety of treatment, including:


who sets the standards in this field and what is their scope



who oversees compliance with the standards



what are the consequences if the health care facility does not comply with the
standards in force



or a specific medical facility is registered and whether it has permission to offer a
particular type of treatmentas well as the extent to which the quality control syste m
and safety is covered by



on the rights of the patient in this country and about what you can do if something
goes wrong, or if you will not be satisfied with the treatment.

What scale of cross-borde r healthcare are we talking about?
Patients prefer to receive healthcare in their own country. That is why the demand for
cross-border healthcare represents only around 1% of public spending on healthcare, which is
currently around €10 billion. This estimate includes cross-border healthcare which patients
had not planned in advance (such as emergency care for tourists). This means that, at present,
considerably less of that 1% of the expenditure and movement of patients is
for planned cross-border healthcare, like hip and knee operations or cataract surgery.
As I wrote in the introduction, the development will be done on a plane yet littleknown medical tourism, not yet widespread enough. More fashion in Poland is the spa
tourism, which involves the conscious and voluntary visiting any on a period of having the
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status of a non-working time, with a view to maintaining or improving the current state of
health through physical and mental relaxation.
Spa tourism, despite the fact that more developed in terms of health tourism. Thanks
to the directive on cross-border effects can be combined with the medical service some
tourist. It will bring to both the tourist plane gains, financial and health.
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Introduction
With the development of capitalism, the existence of factors that are independent of
employers and employees, and may adversely affect their health and life. Hence there is a
need to protect the society in case of unforeseen occurrences, which included, among others:
illness, accidents, unemployment or old age. Diagnosis of currently functioning system,
whose plan was developed by Lloyd George, revealed that reforms implemented in 1911
addressed only individual solutions and did not form a coherent system of social security [1].
The National Insurance Act accepted by the Parliament ensured the introduction of
"insurance in case of loss of health, the prevention and treatment of diseases, the prevention
of unemployment and the effects of accidents" [2]. Such responsibilities of the state in social
issues proved to be insufficient. The system protected the citizens from the effects of social
risks, but it lacked universal health care insurance in case of maternity and funeral costs [1].
Therefore, in the process of insurance systems formation, particular attention began to be
paid to the stakeholders. Among the participants in the system were both insured, employers
and the state [1]. The view that the poor conditions of the working class concern not only
themselves, but they have a huge impact on the whole society became more common.
Explication
Causes of the Beveridge Report
In 1942 Committee on Social Insurance and Related Benefits was created under the
direction of William Beveridge. The aim of the Committee was "to examine, with special
emphasis on internal relationships, existing patterns of social insurance and related benefits,
including the system of benefits associated with the consequences of accidents at work and
occupational diseases and to make appropriate recommendations" [3].
The main disadvantages of the fuctioning system included the exclusion of certain
occupational groups from the social security system and the lack of universal c riteria for all
insured. In addition, the content of the report indicated that the current system is managed by
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a complicated and uncoordinated administrative apparatus absorbing significant financial
resources [1].
All of these weaknesses of the current system were particularly enhanced during the
Great Depression and World War II [4]. Rising unemployment, poverty and political reasons
called for carrying out fundamental reforms. Beveridge believed that the lack of response to
deteriorating conditions of life during the war could result in a threat of revolution.
The three main rules for the implementation
Beveridge report foresaw the introduction of many revolutionary changes in the field
of social and health care in the UK. Therefore William Beveridge distinguished three main
hints that were the basis to develop further recommendations on the proposed changes.
The first principle was that in case of planning any proposals for the future the
expertise and experience gained in the past must be taken into considerations and that these
proposals should not be limited by the group of interests. Beveridge said that " now, when the
war is abolishing landmarks of every kind, is the opportunity for using experience in a clear
field. A revolutionary moment in the world’s history is a time for revolutions, not for
patching'' [3].
The second principle was that the organization of social insurance should be seen as
one of the important parts of a complex policy of social progress. It spoke also about the
security of income that would be a natural consequence of the universal insurance
introduction. Moreover Beveridge distinguished five major obstacles - the giants on the road
to reconstruction. Among them there were: disease, ignorance, squalor, idleness and want [3].
The third principle clearly states that the only way to create a social security system is
the cooperation between the state and the individual. State should protect the contribution of
funds from payers - defined as an interest in the report, as well as provide the service.
Beveridge postulated “not to block initiative, opportunities and responsibility of citizens" [3]
in the process of organizing social security. He stated that individuals should be encouraged to
autonomous action ensuring themselves and their families more than the minimum guaranteed
by the state.
Social security plan
In the face of worsening of the social situation of many people in the UK, Beveridge
presented in his report a series of reforms that were supposed to eliminate poverty from social
life. The uniform system was to ensure safety in the case of job loss and lack of funds for
maintenance. This goal was to be achieved by a dual income redistribution. Vertical
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redistribution was to be implemented by the tax system, which would include social
assistance, child allowances and partly healthcare and rehabilitation. In turn, the horizontal
redistribution would oscillate between the insured during periods of better and worse financial
situation, health and disease, as well as the working age and old age, and its implementation
would be provided by the social insurance system [1].
Project of the social security system proposed by Beveridge also provided other
methods of social protection for the citizens of Great Britain, including the introduction of
benefits for children, social assistance and protection from unemployment. Another important
element of the plan was the introduction of free, universal healthcare and rehabilitation.
Because "health is a dimension of both individual and social nature, high mortality and
treatment deficiencies lead to higher social security costs, prolonged inability to work while
diseases in addition to the losses that have been brought directly to individuals, causing loss
of production” [1]. In addition, Beveridge proposed solutions for social life, both for the poor
strata of society, as well as the middle class [5]. Anticipating the growth of middle-class
prosperity, Beveridge included a prerequisite for achieving objectives, which was voluntary
insurance. The purpose of the voluntary insurance was to provide higher means than those
guaranteed by the social security and to ensure the financial security of the situations
uncovered by these insurance [1].
Assumptions
In order to ensure equal access to social security benefits to all citizens, essentials of
system functioning was enhanced. These include:
1) Universality - understood as social security coverage for all citizens, regardless of
economic status, gender or age.
2) Classification - due to the diversity of exposure to different risks of various occupational
groups, there were distinguished six classes of insurance, which include:
a. employees;
b. self-employed;
c. married women - distinguishing of the class let for inclusion of both marital and
professional status of women [1];
d. other persons of working age, i.e. students;
e. persons beyond retirement age;
f. persons in the pre-productive age.
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3) Uniformity of insurance benefits - expressed in the equal amount of benefits, regardless
of income.
4) Uniformity of insurance subscription - meaning an equal value of the contributions,
excluding income. The only exception from this rule would be a greater burden on
employers in vulnerable sectors of the economy.
5) The sufficiency of insurance benefits - both with regard to the value of benefits paid, as
well as the payment period.
6) The harmonization of administrative responsibility - which should reduce administrative
costs and increase the efficiency of insurance [1,6].
Functioning rules
The report indicated Ministry of Social Security as a major institution, which would
administer the activities of the social security system. The newly formed entity would be
responsible for the creation of regional and local offices as well as coordination of their
activities at the central level. The appointment of the Statutory Committee of Social Security,
which would work for the Ministry was also proposed. Its tasks would include: control over
the Social Insurance Fund, recommending the amount of collected premiums and the value of
paid benefits.
As to voluntary insurance, entrusting Trade Unions coordination of unemployment
insurance was considered, while the Mutual Aid Societies was to be responsible for sickness
insurance - all under the condition of operating under the social supervision in the form of
state agencies and the exclusion of profit as the main aim in business.
The Beveridge’s project assumed delegating issues of healthcare and rehabilitation to
the Ministry of Health. However, the establishment of a special committee to ensure
appropriate coordination of the two units was proposed.
Besides, as the unit of appeal in all matters of social security, working for the citizens,
they proposed the institution of arbitration. It was also to act as a control over the functioning
of the Ministry and its field units. As the supreme court defined Superreferee constituted by
the Crown, whose decision would be final [1].
Conclusions
Reform plans initiated by William Beveridge have significantly contributed to the
emergence and development of the social security system of UK citizens. Many of the
solutions from the report are still operating today, or they created a solid foundation for
building social security systems in other countries. So in addition to the historical value of the
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report, the practical value of this document should also be emphasizing. In the face of
progressive social changes after World War II, it became a determinant of building a welfare
state. In the postwar period, the United Kingdom, like many other countries, was struggling
with serious financial problems. Therefore, in the proposed system of insurance division
partition of costs between employees, employers and the State was so impo rtant. In the future
it accounted for revenue protection for both citizens and government.
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Introduction
Muslim ethics is of a thoroughly juridical character, which means that all moral
standards take the character of the ‘spiritual law’, that is shari’a. [1,2] Shari’a (its literary
meaning is ‘the way to water’) is a Muslim legal system (‘the spiritual law’) which includes
practical rules explaining and applying the precepts of Quran to everyday situations. Shari’a
regulates the duties of Islam followers in all aspects of their lives, that is their duties toward
God and religion, but also toward themselves and others. Shari’a is the law that is described
by such qualities as infallibility, immutability, indisputability and universality. Apart from
Quran, the following sources have affected the ‘spiritual law’: sunnah (the tradition
transmitting Muhammad’s words and teachings), ijma (the agreement among the scholars of
the Muslim community), and qiyas (the process of deductive analogy).
Islam believes in absolute divine omnipotence [3]. That is why, in accordance with
the explanations presented in Quran, suffering exists only in accordance with God’s will [3].
However, God never makes people to carry intolerable burden. Islam is against excessive
severity which weakens the body and limits natural instincts.
Illness and suffering have their share in atonement for sins and give rise to a more
positive and cheerful attitude towards suffering, which is not perceived as curse or a
meaningless experience anymore.
Islam exhorts the faithful to be sensitive to the ill and to take care of them in order to
avoid the possible desire for death [3]. Society has the moral and religious duty to contribute
to the costs of caring for a patient, stepping in for relatives who are unable to bear them; this
action represents a post-mortem investment, and virtue has no price. Apologetically it is
recalled that in Muslim societies, the seriously ill or terminal patient can still enjoy, socially
and psychologically, a network that does not leave him unprotected and having to fend for
himself as is the case in the West. However, if the Koran recommends perseverance in the
face of pain, the absence of perseverance is not punished as Koran 2.45 recognizes that each
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individual possesses different capacities of suffering and therefore, also a different resistance
to pain.
However, the unitary conception of the human being, who is made up of the physical
and spiritual dimension, has become the central idea of Muslim medical anthropology. The
dualism of the soul and body, which characterizes the Muslim philosophical tradition, is the
result of the influence of the Western philosophy, especially Plato’s philosophy. For Plato, the
soul and body are irreducible; the soul is the body and constitutes a separate and distinct
entity. [3].
This is an inevitable consequence: both illness and health are not exclusive to the
physical-biological sphere but also include the psychological-spiritual sphere. Both wellbeing and physical illness are eventually, in some way, well-being and illness of the whole
organism and the whole person. As healing is, to some extent, simultaneously physical and
spiritual and as the mind and body are complementary to one another [3].
In the world of Islam in relation to the doctor-patient relationship, the principle of
public good and of help and care for the needy and ill is in effect [3]. It has taken on
preponderant importance, deeply affecting values and medical practice. As a result, in Islam
medicine has become a social and moral practice and this activity has been conveyed above
all by the hospitals.
The contrast between Islamic medical ethics (and practice) and the Muslim law in the
(Muslim)doctor-(Muslim-non-Muslim)patient relation
In the times of the Prophet there were no hospitals in Arabia [3]. These were
established on a wide scale in the Abbasid period. The first Muslim hospital director was Bakr
al-Razi. The Muslim hospitals existing in the period from 9th to 12th century were the largest
and best organised in the world. A description of the aims of the activity in the most important
Egyptian hospital of those centuries, the Mansuri hospital, is presented in one of its founding
documents. It was a place of treatment for the ill, independently of their gender, economic
conditions, region of residence, race and religion. Major or minor disorders were treated there,
including both physical or mental problems, as the protection of mental health is one of the
aims of the Shari’a. The greatest attention was to be devoted to those who had suffered from
the loss of their minds and honour, and individuals were to be admitted as well as entire
groups until they were perfectly healed. All the costs were borne by the Hospital. The
insistence on mental illnesses is to be underlined with the connection to physical disease,
showing the importance of psychosomatic medicine in classic Islam. No patient could be
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rejected on the basis of race, religious faith, gender, etc.; there was a mosque and also a
chapel for Christians.
This “egalitarian” trend for patients of different faiths can be accompanied by a
different attitude well rooted in Muslim law, according to which the dhimmis, whilst
protected, remain in a state of juridical inferiority compared to Muslims. This can be found in
a historical episode. The head of the doctors of Baghdad, Sinan Ibn Thabit, questioned the
Grand Vizir or Plenipotentiary Minister or lieutenant of the Prince, on the conduct to be
followed by doctors concerning the majority of the inhabitants of Sawad who were Jews,
recalling that in Baghdad Muslim and non-Muslim patients were treated in the same way. The
Vizir replied that animals, Christians and Jews have to be treated but following a specific
order: first Muslims are treated, then non- Muslims and lastly animals. Following the strictly
juridical order, the Muslim doctor could first protect the faithful of the “true religion” [3]. For
example, according to al-Qaradawi, “if there is a Muslim and a non-Muslim and both are in
need of organ or blood donation, the Muslim must be given priority for Allah Almighty says
in the Koran 9.71: ‘The Believers, men and women, are protectors one of another’” [4].
Obviously, this juridical approach may go against the medical ethical approach, for example
art. 3 of the last Islamic Code for Medical and Health Ethics of the IOMS (2004) which
maintains that the physician should treat all his patients “without any discrimination based
on . . . their religion . . . or their gender, nationality, or color” [3].
These aspects highlight a contrast between Islamic medical ethics and Muslim law,
which in turn is rooted in the Koran where both interpretations are present at the same time:


the equality of the faithful and/or men before God



the structural juridical distinction between Muslims, dhimmis and infidels.

The Muslim-doctor vs. the incurably and/or terminally ill Muslim patient
In Muslim law, the individual affected by a fatal disease is seen as equivalent to:


a woman close to childbirth, i.e. who has reached the sixth month of pregnancy or,
according to more recent opinion, the woman who is suffering labour pains



the soldier in battle



the prisoner condemned to death



a person injured in an accident is the injury implies a danger of death [3].
The Muslim doctor has the task of making every effort to give the incurable patient

moral support and relieve physical and psychological pain, i.e. acting on the whole sphere of
the person [3]. Every attempt to save a dying person, if the probabilities of success appear
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significant, should be made. On the contrary, artificially prolonging the vegetative state of a
patient who is definitively unconscious is unlawful as it is consciousness that makes an
individual responsible; otherwise dignity is violated beyond the divine will. If it is certain
that a person will not live, it is useless keeping them in a vegetative state with heroic attempts
at resuscitation or other artificial equipment.
In all developing countries, the majority of patients with serious pathologies seek
treatment when the pathology is too advanced and incurable. In Muslim countries it is still
likely that the incurable patient will die in his own home, where several generations may live
together and where the impression is that the terminal patient can tolerate his suffering better.
This inclination is not without problematic consequences, when hospitals have modern
clinical equipment. In fact, “letting the patients go home” often means forgoing direct care by
doctors and medical staff and hospital equipment and, at the same time placing a considerable
“burden” on families that are not always in a position to take on a similar commitment, either
on the material or psychological level. The law in many Muslim countries allows transferring
a patient whose life is in danger to his home if he himself or his family so request.
Palliative care
Speaking of care for the terminally ill patient means speaking of palliative care, i. e.
what to do when no more can be done for the patient [3]. Recourse to hospices in the Middle
East and North Africa is hindered by multiple reasons: in the first place those of an economic
and social order as they require a complex and expensive structure; the inefficiency of nurses
and the poor qualification of health personnel; the low salaries of the latter and, lastly, the
general preference for home care.
Since the early 1990s, a palliative care department has been active in Saudi Arabia at
the KFSH in Riyadh for the purpose of providing physical, psychological and social care to
the terminally ill patient and his or her relatives either at home or in hospital by an interdisciplinary team of professionals and expert nurses. This is believed to be the most complete
Palliative Care Service in the whole of the Arab world.
In Europe and North America, care for the patient for whom therapy is useless is
increasingly evaluated as a specialisation exercised by health personnel competent in clinical
pharmacology and the specific pathologies. In the dominant social environment in Saudi
Arabia, the strong family unity and the strong religious bond are some of the factors that help
the patient to die at home, accompanied by relatives [3].
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Numerous socio-cultural obstacles oppose the programmes of palliative care in these
countries [3]. In the first place, there is a widespread lack of knowledge of modern
pharmacological instruments to control and reduce pain.
Information and consent of the seriously and terminally ill patient
By quoting the Muslim law, Islamic bioethicists invoke the rule according to which
the subject optimo iure of rights and duties is the free, pubescent male who is healthy in mind
and body and with an irreproachable life [3]. Only the possession of these requisites gives
full juridical capacity. The absence of one or more of them entails the diminution of the right
of disposal. These limitations are called “impediments” or “restraints”. In the Muslim law
there are several categories of such limitations, including: sex; age; illness and certain
pathological, physical and mental conditions; special and transitory circumstances; apostasy
and other deprivations that suppress juridical capacity [3]. Therefore, the psychophysical
infirmities cause limitations of the capacity to act. Some infirmities are temporary, others are
chronic. The individual affected by a fatal illness is “bound” or “impeded”, i.e. he has a
limited capacity because it is believed that his psychophysical state does not allow him to be
fully aware in providing for his own interests.
In Muslim countries the patient is first and foremost a member of the family which
feels responsible for him; the consent of the seriously ill and/or incurable patient is easily
taken over by that of the family in order to avoid emotional problems for him [3]. Similarly,
in Muslim countries it is preferable to avoid any negative consequences for the patient at the
psycho-physical level that can be caused by the information about the state of health. The
serious illness of one member of the family tends to emotionally involve all the others. For
this reason the Doctors prefer to communicate with chosen members of the family.
An interesting study was carried out in the Arab Emirates in 1995 with the purpose of
examining the information to be given to a terminally ill patient on a sample of 100 citizens
and 50 local Doctors [3]. Two cases were analyzed:


The death of the patient within six months is almost certain: Should the doctor tell
him?



A patient has a 50% chance of dying in the next six months: Should the doctor tell
him? There were three possible answers: Yes, No, It depends.
Case 1. Forty-two per cent of citizens and 38% of Doctors answered NO; 27% and

8%, respectively YES; and 31% and 54%, IT DEPENDS. If the patient asks expressly for the
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truth then 38% of citizens and 36% of Doctors answer NO, and 59% and 42%, respectively,
answer YES.
Case 2. Seventy per cent of Doctors answer NO, 0% YES and 30% IT DEPENDS. If
the patient expressly asks for the truth only 28% of Doctors say YES and 54% continue to say
NO. The majority of citizens are also contrary: NO 43%, YES 30%, IT DEPENDS 27%. In
the case of explicit request, 59% of citizens answer YES and 54% NO.
Comment. When asked for the reasons for their choices, no citizen mentioned the
patient’s right to know the truth about his health or the duty of the doctor to tell him, but
practical reasons were given, e.g. making a will or allowing the patient to seek treatment
abroad. Religious reasons justified both silence and revealing the truth. In general, the
Doctors seem much less in favour than the citizens of telling the truth. Amongst the
consequences, 90% of citizens revealed that they did not completely trust what Doctors tell
them about their state of health. Lastly, the majority of Doctors maintain that Western patients
seem more inclined to want to know the truth about their condition.
The living will
The expression living will indicates a declaration made by a person in possession of
his mental faculties, in which he specifies the limits within which he wants to be treated in the
event of being in an extremely critical condition, without the possibility of recovery [3].
The term al-wasiya in Muslim law indicates the last wishes and, by extension, also a
will. Their regulation is present in Koran 5.106: “O ye who believe! Let there be witnesses
between you when death draweth nigh unto one of you, at the time of bequest - two witnesses,
just men from among you, or two others from another tribe, in case ye are campaigning in the
land and the calamity of death befall you. Ye shall empanel them both after the prayer, and, if
ye doubt, they shall be made to swear by Allah (saying): We will not take a bribe, even though
it were (on behalf of) a near kinsman nor will we hide the testimony of Allah, for then indeed
we should be of the sinful!” [4].
The living will cannot be included in the will as what is included in a will can be
executed only after the death of the testate [3]. For example, art. 184 of the Algerian Law on
the Family no. 84-11 states that the wasiya is a transfer of property free of charge that takes
effect after death.
However, according to some lawyers, a Muslim can draw up an alternative living will,
without a binding value and which can be defined a wasiya mubahah and includes the
following elements :
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Request to suspend treatment if this does not improve the quality of life according to
the principle “la darar wa la dirar” (no harm and no harassment). In this case death is
not accelerated as only excessive treatment is refused. However, hygiene and nutrition
should be maintained



Instructions to switch off life-supporting equipment after brain stem death has been
diagnosed. This was allowed by the Council of the Islamic Jurisprudence Academy of
the OIC in Amman, 1996, 5th Resolution



Inclusion of the wish to donate organs according to the principle of public benefit
(maslaha)



It is worthwhile appointing an attorney, Arabic wakalah (pl.), to be expressly
mentioned. When the patient’s mental faculties are compromised, his legal
representative (wakil) is morally obliged to communicate the dying patient’s wishes to
his relatives and Doctors.
According to Koran 2.282: “The witnesses should not refuse when they are called on”

[4]. If none of the requests contained in the living will contradicts the teachings of the Shari’a,
there is no justification for ignoring the directives it contains.
Islam vs. euthanasia: for or against?
For Islam, man is not his own master, therefore the termination of the treatment of a
living individual on his request or on the request of his relatives in the event that the patient is
unable to distinguish between right and wrong is prohibited [1,5].

From a religious

perspective, the patient who shows strength of mind in facing up to, accepting and
overcoming his suffering earns credit with God; euthanasia - amongst other things - would
prevent him from obtaining this credit [3]. Again from a religious standpoint, it must be
remembered that where there is life there is hope and a miracle can always happen.
A person is considered legally dead and all the Shari’a’s principles can be applied
when one of the following signs is established:


complete stoppage of the heart and breathing, which is deemed irreversible by doctors



complete stoppage of all vital functions of the brain, which is deemed irreversible by
doctors, and the brain has started to degenerate [6].

Under these circumstances it is justified to disconnect life-support systems even though
some organs continue to function automatically with these devices.
Euthanasia could be defined as an act which hastens the death of a human being or removes
the obstacles that, for example, remove pain [3]. The modern fatwas do not dwell on the
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different types of euthanasia and generally do not go beyond the distinction between active
and passive euthanasia, condemning them both as murder [6]. Active euthanasia (also known
as positive euthanasia) is an action that aims to cause or speed up the patient’s death. Passive
euthanasia (also known as negative euthanasia), on the other hand, consists in not using or
ceasing to use medical treatment to cause or speed up the patient’s death [7]. However, it
needs to be highlighted that the definitions and distinctions between suicide, murder and
euthanasia are often confused and/or vary depending on their authors [3]. The traditional
Islamic position on euthanasia was confirmed during the First International Muslim Medical
Conference in Kuwait in 1981 [8].

However, according to a rigid approach, the Muslim doctor should not intervene
directly to voluntarily take the life of the patient, not even out of pity; he must see whether the
patient is curable or not, not whether he must continue to live [3]. Similarly, he must not
administer drugs that accelerate death, even after an explicit request by relatives; acceleration
of this kind would correspond to murder. Koran 3.145 states: “Nor can a soul die except by
God’s leave, the term being fixed as by writing” [4]; Koran 3.156 continues “It is God that
gives Life and Death, and God sees well all that ye do” [4], resulting that God has fixed the
length of each life, but leaves room for human efforts to save it when some hope exists [3].
The patient’s request for his life to be ended has in part been evaluated by juridical
doctrine in some aspects. The four “canonical” Sunnite juridical schools were not unanimous
in their pronouncements. For all, the request or permission to be killed does not make the
action, which remains a murder, lawful; however, the disagreement concerns the possibility of
applying punishments to those that cause death: the Hanafites are in favour; the Hanbalites,
the Shafi’ites and the Malikites are partly in favour and partly contrary to penal sanctions.
Following the traditional approach, contemporary juridical-religious documentation
asserts that the spread of euthanasia in the West is the result of rife materialism, the
dissolution of the family accompanied by the absence of affection between relatives therefore
the seriously and terminally ill patient risks being left to fend for himself [3].
In the case of the suspension of treatment aimed exclusively at delaying inevitable
death by means of a decision of the patient himself or of the Doctors or relatives, this attitude
does not seem contrary to the principles of the Shari’a. Artificially delaying an inevitable
death by means of support therapies is contrary to the interest of the patient, hindering the
natural process of dying.
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This principle is clear in the fatwa issued by the Fatwa Department of the South
African Jamiatul Ulama, which states as prohibited active euthanasia where patients can end
their lives, for example, by means of a lethal injection; vice versa, passive euthanasia where
patients may withhold treatment or artificial life-support is only permissible if a trustworthy,
reliable opinion and specialist feels that there is no hope of survival.
In June 1995 the Muslim Medical Doctors Conference in Malaysia (Kuala Lumpur)
reasserted that euthanasia goes against the principles of Islam; this is also valid in the military
context, prohibiting a seriously wounded soldier from committing suicide or asking other
soldiers to kill him out of pity or to avoid falling into enemy hands [3].
The Islamic Code for Medical and Health Ethics (IOMS, 2004) in art. 62 does not
consider as euthanasia the termination of treatment “when its continuation is . . . useless, and
this includes artificial respirators . . . ”; similarly, giving drugs to reduce severe pain does not
come within the scope of “mercy killing” even if this drug may accelerate the patient’s death
[3],
Muslim law does not prohibit the refusal of useless and disproportionate treatment
following the consent of relatives. Ajatollah Muhammad Hussain Fadlallah and Ajatollah
Makarem Shirazi express their opinion on this matter in such a way. The former says: “Killing
someone because of unbearable pain or because of lack of resources for treatment is
unacceptable. However, if the patient is in a coma and, technically speaking, is dead and it is
impossible to restore them to their normal condition, there is not a duty to sustain their life.
This decision should be made by the patient’s family or guardian after receiving the doctor’s
approval”. Ajatollah Makarem Shirazi, on the other hand, admits that: “killing a man is
forbidden, even if it is made out of pity and even if it is at patient’s request. Discontinuation of
treatment which results in death is also forbidden. However, it is impossible for a patient who
has been unconscious for years to regain consciousness and in such a case it is allowed to
stop keeping the patient alive” [9].
Death would not be attributed to the termination of the “therapies” but to the
inexorable progress of the disease. Therefore, any comprehension seems reserved for the socalled passive euthanasia which may not be considered a crime if not considered equivalent to
suicide; according to some authors passive euthanasia contributes to protecting the dignity of
the life and death of the suffering patient. Koran (2.45) recalls that men show different
capacities of perseverance even in the face of suffering in life. It is therefore conceivable that
in specific cases a person suffering beyond every limit may choose to die to defend his dignity
as compelling him to live has no positive effect on society or on the individual.
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The law in some Muslim countries explicitly states what has been said so far about
euthanasia. On the other hand, the social debate is at times more articulated.
The Penal Code of Turkey describes euthanasia as a crime. Article 14 of the
Regulations of 1998 of the Ministry of Health on Patients’ Rights prohibits euthanasia and
specifies: “It shall be prohibited to take life, by medical methods or in any other manner
whatsoever”. This is prohibited both on the request of the patient and of others. Passive
euthanasia seems to be a widespread practice. It is easy to discharge from hospital a
terminally ill patient who is not informed of his condition and without his consent; the
prescription of fatal doses of anaesthetics seems common. A study of 1995-1996 on 524
Doctors operating in the Ankara area showed that more than half were in favour of some form
of passive euthanasia. The majority of those in favour limited this consent to those patients
who consciously ask for it; moreover, precise rules and protocols on the subject were
requested. 38.9% were against passive euthanasia.
Article 552 of the Lebanese Penal Law of 1943 can punish by up to 10 years
imprisonment those who, out of compassion, put an end to a person’s life on the latter’s
request. Article 27 (10) of the Code of Ethics (1994) specifies that, if the patient suffers from
an incurable disease, the doctor must limit himself to relieving psychophysical suffering with
treatment compatible with keeping the patient alive. The doctor does not have the right to
voluntarily cause death but, it is added, it is preferable not to use excessively technical
methods which prolong the patient’s agony. The doctor must treat the patient until his death
but without violating his dignity. In fact, there are indications of Doctors who have performed
forms of active or passive assisted suicide with or without the consent of relatives or the
patient [3]. This seems to respond to a less rigid attitude of society to the problem of
euthanasia, an attitude shown by the approach of 135 judges in Beirut to hypothetical cases
concerning withdrawal or withholding of life-sustaining devices and physician-assisted
suicide. Fifty- six per cent of the judges express a different opinion from art. 552 of the Penal
law and are in favour of the doctor assisting the terminal patient if the latter asks for death.
The younger judges and the lawyers training to become judges seem to be the most in favour.
However, there are numerous examples of unanimous opinion of doctors-opponents of
euthanasia. These are: In Sudan, a study was carried out on the attitude to euthanasia and
assisted suicide on 248 doctors in the two main hospitals of Khartoum, all the Doctors who
graduated in Sudan were strongly against both solutions, especially for religious reasons
(90%) or as actions contrary to their duties as a doctor (85%) and similar considerations.
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Ministerial Resolution no. 288/17/L of Saudi Arabia of 23 January 1990 in art. 21,
dealing with the patient’s consent, states that under no circumstances must a doctor put an end
to a terminally ill patient’s life even if requested by the patient himself or by his relatives.
Law no. 17 of the Libyan Jamahiriyya of 3 November 1986 on the responsibility of
the doctor maintains that no patient’s life may be taken, not even on his request, for the reason
of deformity, incurable or terminal disease or acute pain, even when the patient’s life depends
on artificial life-support equipment.
Islamic bioethics on dying and death
Islamic bioethics places emphasis to the need to ensure that the dying patient receives
all the necessary religious services [3]. Relatives and closest friends should be at the
patient’s side [10]. It is important to adapt, if it is possible, the hospital room to the religious
culture of terminally ill Muslim patients in a non-Muslim environment [3]. A quiet prayer is
permissible, but one should avoid crying, sobbing and making noise [10]. The dying patient’s
head should be turned towards Mecca, modifying the position of the bed at whose side the
family and close friends gather [3]. The terminally ill patient is exhorted to pronounce the
Shahada or the “profession of faith” and, if this is impossible, he must be made to repeat it
slowly. If this is also not possible, the invocation of the name of God is sufficient. An imam,
although not obliged, may be present at the death of a Muslim and officiates at the burial, the
prayer is whispered in the ear of the deceased. Shrouds for the deceased should not be
elaborate. According to the Shari’a, infidels may touch the corpse only with gloves and it
should be the family that washes and lays out the body. The deceased must be buried as soon
as possible whilst cremation of the corpse is traditionally prohibited.
In the Koran and in the Sunna there is no specific definition of the end of life, which is
left to scientific study, human experience and inevitably reflects the medical knowledge
available at the historical period of the various authors. When asked by the Iranian Ministry of
Health what the criterion of death is according to the Shari’a, the ayatollah Tabrizi replied
that it is essential to refer to a specialist to decide whether the first or second criterion
corresponds to the definition of death adding, however, that it consists of the separation of the
soul from the body [3].
Conclusion
The stimulus and impact of contemporary Western models are above all the factors
that lead to a reinterpretation of Muslim medical ethics with the Holy Texts, especially Quran,
as regards the doctor-patient relation. The new position can be summarized as follows:
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Illness always concerns the whole person and includes all dimensions of patient’s
suffering, that is the physical, mental and spiritual dimensions.



The patient must be treated by doctor with respect and compassion.



The physician understands the duty to strive to heal, acknowledging God as the ultimate
healer as well as the Lord of life and death.



The patient should be the doctor’s guide and vice versa.



The doctor’s role should not be limited to the treatment alone.



The doctor should not only treat, but also prezent ilnesses.



The doctor has the duty to inform patient – if it is possible – about their state of health
and at the same time respect their autonomy, decisions and whishes.
The protective attitude of society and the family to the seriously ill or terminal patient

is accompanied by the paternalistic role of the doctor. Nevertheless, the trend by Doctors to
inform the patient of his state of health is gaining ground in Muslim countries.
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Introduction
Ability to communicate with a patient at the end of life is often blocked by the medical
staff using generalities like: we’ll manage somehow; it will be better. Undoubtedly, this is a
form of consolation, but it does not replace with reliable information on the actual condition
of a patient. Patient may receive such information as underestimating his or her problems,
lack of subjectivity, and his or her problems are beyond the professional opportunities of
nurses, who do not know, what is a real state of patient and do not know how to deal with
patient and how to give professional help. Another mistake of proper communication is
instructing patients how to live and act. Terminal stage is not a good time to change the
patient's views. It is best to tolerate and accept them [1].
Both medical staff and patient confirm knowledge of impending death by their
behaviour. The staff are generally better realized in what patient is still waiting on until the
end of life. They know the more data that are not available to patient. When the relationship
with a patient becomes more open, the role of a patient from treated into dying one has been
changing. The main objective will be the acceptance of this condition by patient, calming him
or her and reducing physical suffering. In the context of open awareness, the ill is not alone,
and he or she can prepare for death [2].
Patients with unfavorable prognosis suffer more because of communication problems
associated with the disease than from any other cause except pain. They attempt to
communicate in different ways, using ordinary communication, nonverbally or verbal
language of symbols. In the first case, patients formulate a message directly on a conscious
level. In the case of non- verbal communication, they demonstrate needs and concerns by their
behaviour, rather than asking for something directly. The third method is included in symbols.
Patient uses the images or symbols and checks the willingness of nurses to listen [3].
Attitude towards any object (thing, event, idea, another person) is called a constant
tendency to human being’s positive or negative behaviour towards this object [4].
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De Walden-Gałuszko distinguishes positive and negative attitudes, which most often
prevail among medical personnel:
 Negative – attitude of antipathy, indifference, protectionism. It is characterized by
negative behaviours and emotions, that is instrumental treatment of patient, ignoring
his or her needs and opinions.
 Positive – this attitude is partner and religious. Positive meeting the needs of patient,
respect for his or her rights. Staff respects his or her decisions and opinions on matters
of health [5].
In the Independent Ethics by Kotarbinski, the main role is played by the ideal of a
reliable guardian [6]. This is a person genuinely considerate and caring, at that time when he
or she inspires confidence, does not retreat in danger and is a strong support. In all
circumstances, you can always count on his or her help. The basic principle of such a
guardian is the maxim: first of all, do no harm (Primum non nocere). Such a guardian can be
only a human being with a good heart, sensitive to the needs of others, willing to provide
assistance, courageous, fair and kindly oriented toward his or her charges [6].
If the patient is in a terminal stage, the structure of the hierarchy of needs and values is
reversed. The most important are the biological needs such as food, sleep and physical
comfort. The main need is to eliminate discomfort. Another very important necessity is the
need of self- worth, which is associated with showing respect and emphasizing the subjectivity
of patient and his or her dignity. Social needs of patient are often manifested by self-centered
attitude, awaiting acceptance, fondness and love from the environment. While the needs for
beauty and justice are decreased. An exception are religious needs, which in the case of illness
become meaningful. In human being’s spiritual sphere there are cognitive-evaluative
assessments, which express desire for intangible things (truth, goodness, beauty) and the need
for contact with the Highest Value called the Absolute or God. No satisfying these needs
mainly results in sense of guilt, lack of impact on own lives and a sense of meaninglessness
[7].
The terminally ill wants to be treated as a partner, needs respect for own person, and
does not desire showing mercy. Dying patient should feel that he or she is among devoted
people. During the talks one should remember that words are not so important as gestures,
symbols, attitudes and looks. Any attempts to satisfy the needs of patient, based on his or her
behaviour, are a basic skill of showing psychological help. One needs a lot of effort to gain
patient’s confidence and become a trustworthy person for patient who will be willing to talk
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about such important matters as forthcoming death. Ability to listen, inner peace, kindness
and maturity play a big role in this case [8].
The aim of the study.
The main aim of this research is to know the opinion on the attitudes of nurses towards
people at the end of life, and the determinants of these attitudes. To achieve such defined
purpose, the following specific issues were formulated:
1. What emotions and feelings are experienced by nurses when dealing with death?
2. What are the expectations of patients and their families towards people who take care
of the sick?
3. What is the role of support to the dying and family?
4. Does the age of the respondents have an impact on the attitude towards death?
Materials and methods
The questionnaire survey was conducted among 117 nurses working in different wards
in the Holy Spirit Specialistic Hospital (Szpital Specjalistyczny Ducha Świętego) in
Sandomierz.
The diagnostic survey was used as a research method, the questionnaire was used as a
research technique and the questionnaire of survey – as an author's research tool.
Questions in the questionnaire of survey were compiled so that respondents could
choose responses and also have the possibility of adding their own.
Results
1. Characteristics of the study group
Most of the respondents were at the age of 40-50 years old, i.e. 58.26%. Seniority in
the profession over 20 years had 55.56% of respondents. Among the study population, the
largest group were people with secondary medical education, i.e. 41.88% (Table 1.)
Table 1. Characteristics of the study group
Age

%

n

20-30

4,35%

5

The
seniority
5 lat

%

n

30-40
40-50

22,61%
58,26%

26
69

10 lat
15 lat

12,82%
26,50%

15
31

More than 50

14,78%

17

More than
20

55,56%

65

Total

100.00%

117

Total

100.00%

117

5,13%

6

Level of
education
Secondary
med ical
Bachelor
Master's degree
in nursing
Master's degree
in different
discipline
Total

%

n

41,88%

49

37,61%
8,55%

44
10

5,98%

14

100.00%

117
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2. Emotions and feelings experienced by nurses when dealing with death
When asked about the emotions when dealing with death, greatest number of
respondents because as many as 58 persons, i.e. 16.52% of the responses were related to
sadness and depression when dealing with death. 56 respondents, i.e. 15.95%, responses
concerned the possibility of additional time off work to be able to relieve the stress associated
with the death of patient (Table 2)
Table 2. Emotions experienced by nurses when dealing with death
Emot ions experienced when dealing with death

Nu mber of
responses*

I am sad and depressed
I do not want to continue to work
I would like to have an extra break to be able to release
Without negative emotions I do the follo wing activ ities
I have a depressed mood and transfer it outside work
I ad mit failure
I feel relieved
I feel calm and belief in life after death
I believe that I am a witness to the mystery
* the surveyed nurses had possibility to choose more than one response

58
32
56
30
30
34
26
51
34

%
16,52%
9,12%
15,95%
8,55%
9,69%
7,41%
15,53%
14,53%
9,69%

The nurses, participating in the research, indicated that dying patient is a suffering
human being that requires assistance and greater commitment on their part. Such responses
were overwhelming majority – 94 nurses, which represented 40.17% (Table 3).
Table 3. The perception of the dying person by nurses
The perception of the dying person by nurses
The suffering person in need of assistance
The subject of my actions
I treat all patients equally
I can not devote my time to only one patient
Others
*respondents could give two responses or add other own

N*

%

94
72
31
32
5

40,17%
30,77%
13,68%
13,68%
2,14%

For the examined persons, the contact with dying people, is a severe emotional
experience. It causes that we take various views of the problem of dying and often think of the
end of life. When asked about the feelings associated with death, greatest number of persons –
54 i.e. 46.15%. respondents answered that death is a natural part of life. 50 nurses, ie 42.74%
of the respondents answered that they often think about their own death and appreciate every
day of life (Fig. 1).
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50,00%
45,00%
%
40,00%

42,74%

46,15%

35,00%
30,00%
25,00%
20,00%
15,00%
5,13%

10,00%

4,27%

1,71%

5,00%
0,00%
o I am thinking
more about my
ow n death

Death is a
natural part of
life

, Death concerns
others, I do not
think about it

I deny because I do
not accept the
death

Others

Fig. 1. Nurses' feelings associated with death

3. Expectations of patients and their families towards nurses caring for the terminally
ill.
The vast majority – 90 persons, i.e. 25.64% of the responses indicated that the most
desirable character trait is patience with people in terminal sta ge (Table 4).
Table 4. Character traits of persons caring for the terminally ill
Character traits of persons caring for the terminally ill

N*

%

Empathy
Holism
Patience
Altruism
Forbearance
Kindness
Co mmunicat ion skills
Sympathy
Others
* the respondents had possibility to choose more than one response

45
12
90
8
60
70
37
28
1

12,82%
3,42%
25,64%
2,28%
17,09%
19,94%
10,54%
7,98%
0,28%

Patient in terminal stage mainly expects respect for personal dignity from nurses, as
reported 79 respondents i.e. 33.76% answers. Another important element, pointed out by
investigated nurses is to provide peace and quiet for patient, such answered 65 respondents
i.e. 27.78% of the responses. (Table 5).
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Table 5. Expectations of the dying patient and family in the mental area
Expectations of the dying patient and family in the mental area
Providing peace and quiet
Ensuring intimacy
Respecting for personal dignity
Subjective treat ment
Constant presence of nurse
Others

N*
65
30
79
29
31
0

%
27,78%
12,82%
33,76%
12,39%
13,25%
0,00%

* the respondents had possibility to choose two responses

Expectations connected with support for the terminally ill and to the patient’s family,
before all, express the care and concern, what admitted 63 persons i.e. 26.92% of the
responses. On a constant presence near the sick person, indicated 50 respondents, i.e. 21.37%
of the answers.
4. The role of support for the dying and the family.
Expectations, concerning support for the terminally ill and to the patient’s family,
above all, mean the expression of care and concern, as said 63 persons ie 26.92% of the
respondents. 50 respondents, i.e. 21.37% of the answers, indicated the constant presence of
nurse near the sick person. For 47 respondents, i.e. 20.09% of the responses, it is important to
ensure safety and to clarify the doubts regarding the disease and the current state of the
patient’s health. The least of nurses pointed out that the family and the patient expect support
of hope from them. This answer was given by 24 surveyed nurses i.e. 10.26% of all responses
(Fig. 2).

30,00%
25,00%

26,92%
21,37%

20,94%

20,09%

20,00%
15,00%

10,26%

10,00%
5,00%

0,43%

0,00%
It is an
The constant
ex pression of presence by
care and
the ill
concern

Ensuring
the
safety

Sustaining
hope

Clarification
of doubts

Others

* the respondents had possibility to choose two responses

Fig. 2. The role and kind of support for the terminally ill and family by nurse
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Almost half of the 58 nurses, i.e. 49.57%. respondents stated that they understood
patients, because they were once in a similar situation. One should show compassion to
patient and his or her family, this is professional approach, as considered 51, i.e. 43.59% of
the surveyed nurses. Showing compassion is very difficult only for 5 persons, i.e. 4.27% of
the respondents ( Fig. 3).

49,57%
50,00%
45,00%
40,00%
35,00%
30,00%
25,00%
20,00%
15,00%
10,00%
5,00%
0,00%
I understand
how they feel
because I w as
once in a
similar
situation

43,59%

4,27%

Compassion is
the lev el of my
knowledge in a
particular
situation

I can not
show
compassion
to people
who are
strangers

2,56%

Others

Fig. 3. Showing compassion to patient and family
Faith helps explain the dilemma that the death is not the end of everything, what was
said by 48 nurses i.e. 41.03% of the respondents (Fig. 4).

45,00%
40,00%
35,00%
30,00%
25,00%

41,03%

25,64%

29,06%

20,00%
15,00%
10,00%
5,00%
0,00%

4,27%

Faith helps
ex plain the
mysteries of death

It giv es
strength in
crisis situations

It giv es hope
for life after
death

Others

Fig. 4. The attitude towards death and professed faith
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Age has a significant impact on the perception of death and attitudes of the surveyed
nurses towards people at the end of life (Table 6).
Table 6. Determining the correlations between selected variables
Excitements when dealing with death
Character traits of persons caring for the
terminally ill

Age
Age

df=8
df=8

Correlation found
Correlation found

Preparing nurses to accompany the patient at
death
The most common prob lems in the care of the
terminally ill
The role and kind of support for the terminally ill
and family by nurse
The perception of the dying person by nurses
Assessment of the care level provided by nurses
to terminally ill patients

Age

df=4

Correlation found

Age

df=6

Correlation found

Age

df=5

Correlation found

Age
Age

df=4
df=5

Correlation found
Correlation found

Discussion
The results of the research related to the attitudes represented by the nurses in contact
with a human being at the end of life allow to draw conclusions, that there are different types
of behaviour: a strong fear in contact with dying person and his or her family (in response to
questions, looks, request of the patient); avoiding contact with the dying and his or her family
and avoiding talks about death by medical personnel; denial, which is manifested by a lack of
acceptance of own death, the struggle for life until the end, regardless of the incurred costs
(denial of the negative feelings of patient and only giving information building hope ); the
mature acceptance of death as a natural phenomenon that must be taken into account and with
whom one have to fight as long as possible, but at some point you have to also accept it if it is
approaching inevitably [9].
The research, conducted on self-esteem of nurses towards death, show that during
contact with the dying persons, the respondents mostly felt sadness and helplessness. They did
not avoid contact with the dying, they did not feel fear. They manifested an attitude of denial
associated with a complete lack of acceptance of death and the absolute struggle for life to the
end. They maturely accepted death as a natural phenomenon that must be taken into account
and with whom you have to fight as long as possible, but it also must be accepted, if it is
inevitably approaching [10].
Another aim of the study was to investigate the types of attitudes related to the
emotions experienced by the nurse in contact with the death of patients. Three types of
attitudes were selected: 1) emotional type – persons highly experienced the death of patients,
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negative emotions of high intensity accompanied them and these emotions influenced the life
and work; 2) distanced type – the tested presented indifferent attitude to death, arguing it
longtime work experience, and they considered that the experience of negative emotions
associated with death is an unprofessional behaviour; 3) neutral type – persons felt the
negative emotions associated with the death of the patient but they controlled them and did
not relocate them to private life. In this type, religion played a significant role, because it
could be a kind of defense mechanism in discharging negative emotions [11].
Conclusions
The conducted research allowed to formulate the following conclusions:
1. Frequent contact of nurses with dying patients and their families makes them
vulnerable to experiencing stress and destructive influence of negative emotions ; they
usually feel regret, sadness, depression, guilt, bitterness and despair.
2. The most desirable characteristics of nurses who care for the terminally ill are:
expressing patience towards patient, his or her family, forbearance, kindness and
empathy.
3. During the terminal stage, the patient feels many somatic disorders associated with
dying. He or she mainly expects relief in pain, the abolitio n of breathlessness and from
the staff he or she expects take care of the hygiene of the body as well as the need for
change of position. In the mental sphere, above all, the patient expects respect for
personal dignity, peace, quiet, intimacy, subjective treatment, and the constant
presence of nurse.
4. Age has a significant impact on the perception of death and attitudes of the surveyed
nurses towards people at the end of life.
References
1. Bańkowska-Polak D.: Relacje między lekarzem a pacjentem w stanie terminalnym.
Nowa Medycyna, 2007, 1, 6-7.
2. Ostrowska A.: Śmierć i umieranie. Oficyna Wydawnicza Aknapress, Warszawa, 1991.
3. Keirse

M.:

Psychologiczne

aspekty

opieki

paliatywnej.

Polskie

Wyd.

Encyklopedyczne, Radom, 2007.
4. Wojcieszke B.: Postawy i ich znaczenie. Gdańskie Wyd. Psychologiczne, Gdańsk,
2005.

203

The attitudes of nurses towards people at the end of life

5. de Walden-Gałuszko K.: U kresu. Opieka psychopaliatywna, czyli jak pomóc
choremu, rodzinie i personelowi środkami psychologicznymi. MAKmed, Gdańsk,
2000.
6. Kotarbiński T.:

Medytacje o życiu godziwym. Wiedza Powszechna, Warszawa,

1986.
7. de Walden-Gałuszko K, Kaptacz A.:

Pielęgniarstwo w opiece Paliatywnej i

Hospicyjnej. PZWL, Warszawa, 2005.
8. Krakowiak P.: Hospicjum to też Życie. Biblioteka Fundacji Hospicyjnej, Gdańsk,
2008.
9. Muraczyńska B.: Problemy zawodowe pielęgniarek w opiece paliatywnej – wybrane
zagadnienia. Ann UMCS Sect. I, 2001, 26, 202-206.
10. Krajewska-Kułak E., Mickiewicz J., Łukaszek C., Van Damme-Ostapowicz K.,
Bielmuk A., Rozwadowska E.: Samoocena postaw

pielęgniarek wobec śmierci.

Pielęg. XXI w., 2010, 1-2 , 43-49.
11. Dębska G, Merklinger-Soma M, Cepuch G.: Emocje jako element postawy
towarzyszący pielęgniarce w kontakcie z pacjentem umierającym. Pielęg. XXI w.,
2010, 1-2, 65-70.

204

The history of window of life idea - a place for leaving secretly an unwanted baby to protect his/her life ..

The history of window of life idea - a place for leaving secretly an unwanted baby to
protect his/her life and to provide him/her deserving conditions for the development

Bajek Anna1, Marcinkowski Jerzy T.2, Galewska Irena1

1.
2.

Ludwik Perzyna Regional Hospital in Kalisz
Department of Hygiene, Chair of Social Sciences, Poznan University of Medical Sciences in Poznan

The media very often inform about leaving babies in a rubbish container, staircases or
in the forest. There are many reasons for such decisions, e.g. a lonely parenthood, difficult
financial situation, homelessness, child disability, the lack of support for under-aged parents,
life helplessness but the question is whether such decision approves of human’s dignity?
The right to live of each human being is the most important right. The windows of life
were created to draw attention to the problem of abandoned children. In the windows of life a
baby can be left safely without putting him/her in the jeopardy of death or other dangers. In a
very short time it is taken under care of professional help and love of new parents.
What is the ‘window of life’?
The window of life is a specially prepared place that allows those mothers who cannot
or do not want to take care of a newborn baby to leave it safely and anonymously inside it [1].
Are windows of life an invention of modern times?
The windows of life are not new, they have existed before, though in a different form.
The idea of taking care of so called ‘foundling’ was applied in Medieval Ages. It was initiated
by a French - blessed Gwidon from Montpellier. He was born in 1140 in France. He came
from a rich ducal family of the Guillems. He was the youngest son of ten children of Guillem
VI and Matilda - the countess from Burgundy. He sold all the properties he inherited from his
parents and he spent this money to buy a hospital in the suburbs of Montpellier in 1175 in
which he provided shelters for abandoned children, pregnant women, ill and poor people
where he took care of them himself. His activity he devoted to the Holy Spirit and the Holy
Trinity. He took a double cross with branches and a dove as a coat of arms for his community.
The Pope Innocent III in Breve: His praecipue from 22 April 1198 approved the new
community as Ordo. The pope wanted for the act of compassion to flow from Rome and that
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is why he built the hospital dedicated to the Holy Spirit and bulla Inter opera pietatis from 19
June 1204 in Saxia by the river Tybrus and he gave it to Gwidon and his brothers under their
care. This hospital became the main house of the order and Gwidon became the supervisor of
‘holy ghosts’. He died in Rome in 1208 [2].
In the hospital of Holy Spirit there was the first window of life created which was then
known as ‘the circle’ (fig. 1). In the wall of the hospital there was a wooden drum layed-in
that resembled a barrel. The person who carried the baby was able to put him/her inside and
then to turn it this way signaling by a special ring to a person who was on night duty. The
baby after being taken out from the drum then undertook some registration procedures which
meant cutting a small double cross on his/her foot with a lance. It was the symbol of the order
and the Holy Spirit Hospital. These procedures had two meanings as they emphasized
belonging to hospital community and also they prevented such abuse as child trade or using
them for earning money. After the registration procedures the child was carried to another
cycle and it was given to a wet- nurse, who was taking care of the baby : washing, dressing up
and feeding and then putting into a cradle with a holy name on it. There were also musicians
employed to play the pipes in children’s rooms so that they did not cry. Each abandoned baby
was recorded in so called ‘Wet-nurses’ book’ and in the other book, confident, not available
to the hospital staff, so called ‘Secret Book’ in which there were some details concerning the
baby’s appearance or the things left with him/her. If there was not a birth certificate along
with the baby, he/she was taken to hospital church after the registration procedures and it was
baptized there. The children left in this window of life got to families, today referred as foster
families. These families were supervised by the brothers of Holy Spirit Order, called ‘holy
ghosts’. These children at the age of 10-12 came back to hospital school to ‘obtain due to
hospital effort their own place in the society after a few years’ [3].
‘Socialization of the foster children was done inside the hospital by inculcating moral
and religious code creating the sense of community. It was also of great economic and social
significance that the children worked in the hospital [3].
Those children who did not get to foster families or who were not under adoption,
stayed to grow up in hospital. After becoming adults, the children took jobs as the staff and
the girls were getting married [3,4].
It is an interesting fact that at those times in Rome there had been meetings organized
a few times a year in which girls from the Hospital of the Holy Spirit took part. The girls who
wanted to get married wore blue dresses and those who wanted to become nuns were dressed
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in white. From the surroundings of London young men were coming who could find their
chosen heart love. If this choice was taken together with their parents, they had to go to
special matrimonial department in the hospital. After checking the reliability, the young men
was sent to the girl with a bouquet of roses. She also had the possibility to choose, she could
accept him or not. Once a year, around the time of the Pentecost there were wedding
ceremonies held. Rich citizens of Rome donated some dowry to the girls. The Holy See
assigned special privileges for the abandoned children in Holy Spirit Hospital. It was gaining
automatically the citizenship rights.
The scale of this phenomenon is confirmed by the number of 100 thousand
‘foundlings’ who were registered in the Hospital of Holy Spirit in 17th- 18th centuries [3].

Fig. 1. The first window
wiki/Okno_%C5%BCycia]

of

life

in

Rome

[Source:

http://pl.wikipedia.org/

The windows of life are also applied in Germany, Czech Republic, Lithuania,
Slovakia, Russia, Switzerland and Belgium [5].
In Poland there were also the Hospitals of Holy Spirit founded. The first one was
established in Cracow, then in Sandomierz, Kalisz, Stawiszyn, Sławków, Wisznica near
Kłodawa [4].
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Windows of life in Poland
In Poland windows of life has been established since recent time. The first window
was created on 19th March 2006 in Cracow in Nazareth nuns in Przybyszewskiego street 39. It
was honoured with John Paul II coat of arms and Caritas logo [1]. At present in different
Polish cities there are 51 windows of life (fig. 2).

Fig. 2. Windows of life in Poland [6]. [Source: http://www.caritas.pl/caritas-w-diecezjach/4okna-zycia]
Window of life in Kalisz
The window of life in Kalisz was opened on the celebration of Saint Joseph’s Day on
19th March 2009. It is located in Nazareth Nunnery, and more precisely in the kindergarten
building that is run by the Nazareth nuns in Harcerska Street number 1. There were Kalisz
government and the representatives of many institutions present at the celebration such as:
Caritas of Kalisz diocese, a representative of Children’s Hospital Department and the
adoption centre. In Kalisz window of life there have been two babies saved so far.
What happens to a baby left in the window of life?
When the baby is left in the window, the alarm starts ringing. The nuns take care of
the baby and they inform the hospital about this fact. The baby is transported to hospital.
There he/she is being examined or treated if necessary. Then the hospital informs the court,
which gives the decision for this baby to be given under care of a foster family or care centre.
Meanwhile there are also run the procedures connected with issuing the birth certificate and
giving identity to this baby. Afterwards the adoption procedure starts. The adoption centre
applies to the court for pre-adoption. It usually happens that the court decision is made very
quickly and the baby is placed in the family, waiting for the adoption decision [7].
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Conclusion
Windows of life do not encourage abandoning children but they are a message that if
for any reasons mother is not able to take care and bring up her baby, there is an alternative
for them. If there were not for such places, then those 50 saved children in Poland would not
have had the chance for development. The window of life is above all the chance to save
baby’s life so that he/she could be alive, to let him/her grow up. Even if he/she discovers the
truth about his/her life he/she will try to justify his/her mother’ act as being caused by love
and caring for her child’s future which she was not able to provide for her baby. The windows
of life should be used in necessary situations, not serving as an escape from responsibility.
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Nowadays there is much publicity given to organizing animal’s life condition applying
to animal dignity, there are regulations made in this matter. The institutions responsible for
applying these regulations are monitoring the way they are introduced. There is a paradox
however, that unfortunately not always human poverty, difficulties and problems of the
families are not noticed until a tragedy takes place, then the problem is given much media
coverage, though it is usually too late.
The mass media inform from time to time about human’s life as not being fully
protected or that there has been a tragedy. There are various reasons for such behavior. It
should be remembered that to every difficult situation there is a possible solution, a way out.
The children whose parents are not able to provide care for, must be given a chance to live.
The windows of life are such a chance to survive.
The authors of the article has interviewed sister Gabriela from Nazareth Nunnery in
Kalisz who takes care of the window of life. She presented the way that the window works
and the chance it gives which should not be taken away.
God bless you, sister!
God bless you. I’m pleased to meet you, too.
At your nunnery and assembly there was the window of life created. Today we want
to talk about it with you.
All right.
Could you tell us why you entered the nunnery and how your calling had started?
The God called me and how it happened remains the God’s mystery. I was thinking
about entering the nunnery before, though my life used to be the same as every ordinary girl.
How many years have you been in the nunnery?
I have been there for 28 years.
What name have you chosen?
My nun’s name is sister Gabriela.
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Why did you choose this particular nunnery?
I was delighted that here in this assembly everything is done for the family, that you
move all that is beautiful in people’s family, the God’s family into nunnery grounds and our
family, that we form one, common nuns’ family.
Who decided on that and when the decision was accepted that at your nunnery was
created and opened the window of life.
Our window of life was not one of the first windows. In Poland it was just another
window of life. It was not my decision. I provided the place in the kindergarten to create the
window of life. The idea and the decision belongs to sister Iwona and priest Ryszard
Krakovski from Caritas House. It is worth mentioning here that the windows of life are
mainly created under the patronage of Caritas.
What ‘the window of life’ means, what this place is and what function it serves?
The window of life is the specially prepared place enabling those mothers who due to
various life situations cannot take care of their new born babies. This is an anonymous place.
The baby can be left there being aware that he/she will be safe and that it will be given to
adoption.
What did the preparation of the window look like?
To start the window of life it was necessary to find a proper place first of all, so that it
could be accessed from the street, then it was needed to buy the equipment, install an alarm
which informs that the window has been opened, that a baby appeared in it.
I know that along the opening of the window there was the celebration held to
consecrate it. Do you remember that day?
This event was held a few years ago, it is hard to remember all the details because
different situations had already taken place. However, it was a solemn celebration in Kalisz
diocese. The opening of the window was performed in a celebrated way by the priest bishop
Stanisław Napierała. There were many guests that took part in this celebration, above all the
president of Kalisz – Janusz Pęcherz, Radio Family, Kalisz media and Kalisz citizens. I was
taking part in it as a guest not the person who organized this opening.
From the facts that appeared in the mass media I got to know that there were two
children left in the window. Do you remember those days?
It does not happen frequently but I often recall those days.
What is your view on parent’s decision to bring their baby to the window of life?
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I do not make my views on parents. It is difficult to estimate the situation in which we
do not take part. It is definitely a difficult situation to leave your baby. I do not blame this
decision. Thank God those children were saved.
Were the local media interested in those events?
Obviously, they were. Each time the baby had been left, the media appeared asking
about child’s personal details. We mustn’t give any information about the baby’s details.
What message would you like to give to young people, to mothers and fathers?
Be good people. Be the good ones. It seems to me that it is the best message. If we
look at the Holy Family and we would see them as a model, then we would make such a
family ourselves, too. We would feel safe, a wife, a husband and he children who will appear
in the family.
What can we make for the window of life?
It is a difficult question. The window of life is just a place, it exists, there is nothing to
be done there. It is necessary to shape your life to make it a good life, to use it in a good way,
so as not to be ashamed of what I did in my life.
Can we ask you to explain the way it works in practice?
The window of life works in a way that from the outside it can be opened. The
opening itself starts an alarm signal which some people have in their phones. My telephone
rings as well and I am obliged to enter the place to see what is going on there, if there is
anybody who looked into there just because he/she was curious or if something more
important happened. There have been many openings, but mainly it happens due to people’s
curiosity,
At the end of our conversation I would like to ask you for the common prayer for
our families, mothers, fathers, young people…
I will say the prayer that we, Nazareth nuns pray every day for all the families in the
world, for our families, for yours: The Holiest Family, bless and guard all the families in the
world. Preserve them connected by unbreakable knot of love, faithful to their duties an
calling. Make them live according to the God’s rules and commandments, so that their life
was the reflection of Your life on the Earth and let them enjoy your happiness in heaven.
Amen.
Thank you, sister. This meeting convinced us about the gift of human life and that it
should be protected since the conception until natural death. The windows of life are
located in different parts of Poland, there are 50 of them. Until December 2012 fifty babies
have been saved thanks to these windows of life. We approve of the need to create such life
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windows not only in Poland but in the world as well. God bless you sister on your further
life and service in Kalisz window of life.
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Introduction
Blood transfusion and blood components have been associated with certain adverse side
effects. Blood is one of the most powerful remedies available to twenty-first century
medicine. Determining of identified complication risk groups which can arise during or after
this procedure is extremenly important. Different side effects can arise depending on the type
blood component being administered. The sooner they will be observed the faster appropriate
treatment can be started.
Any transfusion procedure has appropriate rules for the preparation and
administration of blood or its components [1].
People of all ages require treatment with blood or its components. Especially heavy
bleeding occurs after accident associated trauma. These kinds of the blood loss and
coagulation disorders are most dangerous. Depending on test results whole blood , plasma,
fibrinogen, or blood clotting factors are used [2,3,4].
Blood donation in Poland is voluntary and noncompensatory.
Despite the highest standards blood transfusion carries a risk of adverse reactions
ranging from mild and febrile, to heavy, and life threatening (such as acute hemolytic
reaction) [5,6].
Nowadays proper verification of risk factors for adverse reactions allows to reduce the
risk of complications [7].
Before starting the transfusion it is necessary to determine the benefits and risks
associated with administering of blood or its components. They can activate a dangerous and
irreversible mechanism of immunization in the body o f the recipient.
If during or after the transfusion symptoms appear, which may indicate the occurrence
of adverse reaction associated with it, applicable procedures should be followed. Information
about the occurrence of adverse reaction should be put into the patient records and adverse
reaction reporting form which should be sent to the Regional Blood Center in Warsaw.
215

The most common co mp licat ions of blood transfusion and its risk factors based o n cases of adverse reactions…

Complications are a group of adverse reactions to transfusion of blood and blood
components. They generally occur during transfusion or shortly thereafter. Some of them are
chronic and can occur after months or years following the procedure [8,9].
Materials and methods
The groundwork consists of data obtained from the forms of blood transfusion
complications which were collected in 2011 by the Regional Blood Center in Warsaw. The
data involved adverse reactions after the transfusion of blood or its components in hospitals
which treated patients with indications for treatment with blood or its components.
Data were collected in the period from 01.01.2011 to 31.12.2011.There were 174,021
transfusions of blood components in year 2011 in Masovian Voivodeship. Overall in 2011, 320 adverse reactions after treatment with blood or its preparations were reported. During the
initial analysis of the data three cases were discarded on the basis of incomplete description.
Ultimately 317 procedure related complications were qualified for testing.
In the collection and processing of data following documentation was used:


Form (Application for complications after transfusion) filled in by the physician
supervising transfusion in health care units, which held patients with indications for
treatment with blood and its components,



Form filled in by the staff of Regional Blood Center in Warsaw, which based on the
results of immunological evaluation analyzes the relationship between the an adverse
reaction and the transfusion of blood or blood component
Taking into account the age of people who during or immediately after blood

transfusion or its components had a various severity of transfusion-related complications,
suggests that patients of age 47 and older account for the most cases in the study (Table 1).
Table 1. Reported adverse reactions taking into account the age of the recipients
Specification

Frequency

Percent

1920-1942
1943-1965
1966-1988
1989-2011
Total

112
107
58
40
317

35,3
33,8
18,3
12,6
100,0

Percentage
important
35,3
33,8
18,3
12,6
100,0

Cumulative
percent
35,3
69,1
87,4
100,0

A similar proportion of patients were born in the periods between 1920 - 1942 (35.3%)
and 1943-1965 (33.8%). The smallest, and the youngest group (40 recipients) are people born
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between 1989 to 2011, (12.6%). The collected data suggests that the need for blood
transfusion is clearly dependent on the age of the patient.
Turning to the assessment of the changes observed in the measurement of the body
temperature of patients during transfusion or immediately after its completion, it should be
noted that in six cases out of 317 analyzed there was an absence of information on the subject
in the patients form of transfusion related complications. As the results suggest more than
61% of patients did not show any change of the body temperature. In 37.0% of patients the
temperature increased. Only 6 patients reported a decrease of temperature.
In comparison to the results presented above reactions associated with an increase or
decrease in blood pressure in the recipients were formed differently (Table 2). A similar
proportion of recipients (37.9%) showed an increase in blood pressure. Its decrease was
observed in 43 cases (13.8%). No changes were reported in almost half of patients (48.2%).
Table 2. The patient's blood pressure afte r the transfusion of blood components with
respect to the baseline before the transfusion
Specification

Frequency

Percent

No change
Fall
Height
Total
No data
Total

150
43
118
311
6
317

47,3
13,6
37,2
98,1
1,9
100,0

Percentage
important
48,2
13,8
37,9
100,0

Cumulative
percent
48,2
62,1
100,0

Another of the analyzed parameters was the change of heart rate. The structure of the
study group in this respect is formed similarly as in the previous two cases. After the
transfusion of blood or blood component increase in the heart rate was recorded in 37.3% of
cases, (116 people), and its decline in 26 patients (8.4%). More than 54% of the study
population showed no changes in the values of the analyzed factor in relation to the data prior
to transfusion.
As indicated by the data collected on transfusion recipients, adverse events reported
after transfusion of blood or its components are dominated by shivers 46.9% of cases, and
feelings of anxiety - 44.7% . Subsequently, 81 patients (26,9%) complained on shortness of
breath and in 76 recipients (24.4%) body rashes were observed (Table 3). One in five patients
(20.6%) pointed out the redness around the injection site, and the similar rate (19.3%)
reported the occurrence of itching.
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Table 3. symptoms reported by patients during the blood component transfusion or
after
Those indicated
Chills
Anxiety
Dyspnea
Rash
Redness
Itching
Nausea and vomiting
Chest pain
Shock
Abdominal pain
Loss of consciousness
Feeling hot
Urticaria
Swelling of the lips and nose
Pain in the lumbar area
Headache
Pain vein shunting
Acute respiratory failure
Feeling cold
Scotoma
Shaking hands
Respiratory arrest
Cough
Jaundice
Seizure
Red spots on the body
The increase in bilirubin
Skin marbled
Pain in the thighs
Peripheral cyanosis
Sore throat
Renat failure
Orthostatic
Weakness
Visual disturbances
Tinnitus
Itching right eye soced
Convulsions
Tingling tonque
Taking into account the

Yes

Frequency

No

% important

Total

Frequency % important

146
46,9
165
53,1
139
44,7
172
55,3
81
26,0
230
74,0
76
24,4
235
75,6
64
20,6
247
79,4
60
19,3
251
80,7
27
8,7
284
91,3
19
6,1
292
93,9
11
3,5
300
96,5
10
3,2
301
96,8
9
2,9
302
97,1
7
2,3
304
97,7
5
1,6
306
98,4
5
1,6
306
98,4
5
1,6
306
98,4
4
1,3
307
98,7
4
1,3
307
98,7
3
1,0
308
99,0
3
1,0
308
99,0
3
1,0
308
99,0
2
0,6
309
99,4
2
0,6
309
99,4
2
0,6
309
99,4
2
0,6
309
99,4
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
1
0,3
310
99,7
changes in the vital signs of patients in relation the type

100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
100,0
of

blood component transfused it should be noted that the highest percentage of recipients who
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have not showed changes in the body temperature (78.4%) was observed in patients who
received platelet concentrate (PLTC) and fresh frozen plasma (FFP) (Table 4).
Table 4. The body tempe rature of the patient in relation to the type of blood component
transfused
Description
No change
Decrease
Height
No data
Total

RBCC
Frequensy
127
6
99
4
236

PLTC
Percent
53,8
2,5
41,9
1,7
100,0

Frequency
40
0
10
1
51

Percent
78,4
0,0
19,6
2,0
100,0

FFP
Frequency
23
0
6
1
30

percent
76,7
0,0
20,0
3,3
100,0

Thus, as the data suggests, the highest percentage of recipients who have seen an
increase or decrease in temperature (44.4%) was recorded among patients to whom red blood
cells concentrate (RBCC) was administered. The temperature increase was observed in 41.9%
of people. Only in 2.5% of patients receiving RBCC transfusion had a significant decrease in
body temperature compared to pre-transfusion state.
Analyzing data on observed changes in blood pressure in patients receiving
transfusions of various blood components it should be noted that the highest proportion of
patients in whom there was no change observed in this respect were patients receiving fresh
frozen plasma (FFP) - 73.3% (Table 5).
Table 5. Blood pressure of the patient in relation to the type of blood component
transfused
Description
No change
Fall
Height
No data
Total

RBCC
Frequency
94
36
102
4
236

PLTC
Percent
39,8
15,3
43,2
1,7
100,0

FFP
Frequency Percent
Frequency
34
66,7
22
3
5,9
4
13
25,5
3
1
2,0
1
51
100,0
30

Percent
73,3
13,3
10,0
3,3
100,0

Next were the recipients, of the transfusion of PLTC (66.7%) and RBCC (39.8%).
Thus, as in the case of temperatures, the highest percentage of patients (43.2%) who had an
increase in blood pressure was observed in the population which received red blood ce ll
concentrate (RBCC). The same condition was reported in every fourth person administered
with PLTC and in every tenth patient receiving FFP. Hypotension occurred in 15.3% of
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patients after RBCC transfusion, in 13.3% of patients after administration of fresh frozen
plasma (FFP) and in 5.9% of recipients having platelet concentrate (PLTC) transfusion.
In regard to the third vital sign observed in patients who underwent blood or its
components transfusion it should be noted that the changes we re reported in half of recipients
being transfused with RBCC and 40.0% after administration of FFP (Table 6).
Table 6. The pulse of the patient in relation to the type of blood component transfused
Description
No change
Decrease
Height
No data
Total

RBCC
Frequency
115
20
97
4
236

PLTC
Percent
48,7
8,5
41,1
1,7
100,0

FFP
Frequency Percent
Frequency
37
72,5
17
3
5,9
3
10
19,6
9
1
2,0
1
51
100,0
30

Percent
56,7
10,0
30,0
3,3
100,0

People who have not showed changes in baseline heart rate took up 72.5% in the
group transfused PLTC. The increase in heart rate was observed 41.1% of patients who
received RBCC and in 30.0% after administration of FFP, and in every fifth patient after
PLTC transfusion. The highest percentage of cases, with a reduction in heart rate was
observed after administration of FFP (10.0%) and RBCC (8.5%). The group, which had PLTC
transfused, thise direction of change was found in 5.9% of people.
After the analysis of data it should be noted that in the majority of cases (62.6%) the
recipients showed the occurrence of adverse reactions during transfusion. Complementary to
this fact transfusion recipients showed no adverse side effects in 37.4% of cases.
Results and discussion
The development of transfusion creates more and more treatment options with blood.
Transfusion complications still remain an unresolved problem and there are a variety of
adverse reactions to transfusion of blood and blood components, which generally occur during
transfusion or shortly afterwards. Some adverse reactions which have a chronic character may
occur after a few months after the procedure or even after many years. It should be assumed
that all undesirable symptoms occurring during transfusion or after , if there is no other
evidence of their origin , should arise a suspicion of a transfusion reaction . The intensity of
reaction

depends on the type and volume of blood component being transfused, the

immunogenicity of the antigen, the type of non-compliance, the general condition of the
patient and the time elapsed since the start of transfusion [8,9,10].
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For the proper conduct of transfusion of blood components it is important to decide on
the need of transfusion basing not only on appropriate justifiable medical indications, but also
on adverse reactions which should not be a surprise for the personnel involved in the process.
Specialized preparation, knowledge and understanding of the causes and mechanisms of
reactions allows for the effective exercise of professional patient care [9,10].
In the group of 317 analyzed reactions, only 36 patients had an immediate reaction
after transfusion that directly threatened the life of the recipient. The remaining 88.3% of
patients did not show any adverse effects which would endanger their life.
The analysis of data contained in the Protocols of complications after transfusions shows that
an overwhelming number of reported adverse reactions occurred during the t ransfusion of
blood components - 61.8% and have been described as early transfusion complications.
Similar studies conducted in 2007, by Dorota Król clearly indicated that 99.6%
reported complications were early transfusion reactions [11].
In the available literature discrepancies were observed, as for the level of values of
hemoglobin and hematocrit at which transfusion of blood components should begin.
Literature does not provide the criterion concentrations of these indicator s, which should be
achieved by transfusion [12,13,14].
Another important issue that arise in connection with complications after transfusion
is the relationship between the frequency of adverse reactions and the type of blood
component that has been given.
The majority of reported adverse reactions, as many as 74.4% occurred after RBCC
transfusion at a frequency of 1 case per 443 units transfused. Transfusion of PLTC - 16.1%
resulted in 51 related complications, which is one complication to 244 platelets transfusion.
Noteworthy is the fact that, that in contrast to the PLTC smaller number of adverse reactions
caused greater number of transfused units of FFP therapy.
Observations indicate that PLTC transfusion is associated with twice the risk of
related complications than RBCC transfusion (0.4% vs 0.2%).
The analysis of the FFP transfusion complications shows that a greater number of
units transfused resulted in fewer complications.
It is good to remember that the heavy clinical condition of many patients in the
treatment process requires transfusion of different formulation/drugs at the same time. The
doctor supervising transfusions of blood components in the protocol of complications after
transfusion component gives the number of donations during the transfusion, the observed
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side effects, which may not be clear from the fact that it happened this formulation is the
reason for their occurrence.
The analysis of the obtained research material shows that in 2011 there were 174021
patients which resided in health care units in the Masovian Voivodeship which were indicated
for the treatment with blood and its components. Out of those 174021, 317 recipients have
shown various symptoms of adverse reactions. To sum up the studies, I can say that all the
complications of transfusion of blood components account for 0.18% of cases.
Data on this issue, which can be found in the literature are diametrically contradictory.
Most authors agree that complications after transfusion of blood components are rare from
and account for 0.5% to 3% of all transfusions [15,16,17,18,19].
Conclusions
After analyzing the research material obtained from the submission of protocol related
complications we put forward the following proposals:
1. The most common of the adverse reactions reported to RCKiK in Warsaw in 2011,
were those observed in the course of RBCC and PLTC transfusions.
2. The need for RBCC transfusion is clearly dependent on the value of hemoglobin in
patient.
3. The need for transfusion of blood components is related to the age of patients and
increases for patients after 47 years of age.
4. Shivers and anxiety are the most common symptoms reported by patients as response
reactions occurring during or after the transfusion of blood components.
5. The previous immunization of the recipient increases the likelihood of complications
during or after transfusion.
Risks associated with blood transfusion and / or its preparations depends on:


type, volume and speed blood component transfusion



gender and health status of the donor and recipient,



organization of work and the time of day carried transfusion,



blood component manufacturing methods,
Precise examination of all adverse reactions and events at every stage of the

transfusion allows in many cases, to find a probable cause that existed to explain the response
and the immediate implementation of appropriate corrective and preventive procedures that
have direct impact on the improvement of the whole process of treatment with blood. The
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final determination of the causes is performed in the Regional Blood Center in Warsaw. after
receiving a full report of the healthcare facility and the results of serological tests.
In summary, the picture that emerges from the research seems to show the quality of
the practice of blood transfusion for example Regional Blood Center in Warsaw is generally
good. The aim is to further close grouping recipients among patients, and the indications for
transfusion by audit and a thorough analysis procedures in modern transfusion
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Introduction
Transplantation of organs and tissues is one of the newest and most effective methods
of treating end- stage organs’ insufficiency. The development of this method of treatment has
been possible as a result of passing in Poland an Act About Taking and Transplantation of
Cells, Tissues and Organs. However the act itself had not enough power to level the barriers
of extracting the organs for transplantation. Persuading the public opinion to such a method of
treatment has proved to be a relevant aim. Most of the society has accepted the implantation
of organs when it came to their ill parts of the body. A lack of understanding and suspicion
have been noticed when it was necessary to agree self- consciously for taking their or their
relatives’ organs after death. It is not easy to understand that what is necessary is the alive
organ of a dead person. The society concern this method of treatment with mistrust and full of
suspicion which especially refers to:


recognizing death on the grounds of the criteria for brain death



the problem of agreement (or disagreement) for taking the organs of dead person



the rule of choosing a recipient of each organ



concern for commercialization (suspicion of the organs’ trade)
It has proved to be a social interest to make an immediate full perspicuity of all

transplantation procedures. For that reason the rules of recognizing death of a person, a
method of selection of a proper organ for a proper recipient has been included in “A new
transplantation act” in 2006, complying with the EU Directive referring to the transplantation
of tissues and cells (2004) [1].
Amplification
The important task is to solve the suspicions increasing in the society and questions
concerning issues of the organs transplantation and the belief that this is the only method of
treating the ill with end- stage organs’ insufficiency. Here, necessary is the help of the media,
however the problem has to be introduced reliably, not as a cheap sensation, because such a
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statement contributes to more damages than benefits in the development of polish
transplantology.
Polish Medical Transplantation Union, in order to

make the problem of

transplantology more common in the society, takes lectures for youth in schools, organizes
transplantation picnics, cooperates with the associations of patients after the organs
transplantation, has recorded a series of radio broadcast; “The secrets of organs
transplantation” and exports it in other radio broadcast and transplantation centers [2].
Polish society is a catholic one, therefore it is necessary to introduce the stance of the
Catholic Church in case of transplantology. The Pope John Paul II claimed that the Church
accepts the idea of the brain death, assuming that a human being is dead when his brain is
dead, as a whole part. A very valuable aspect is the witness of the hospital chaplains and the
parish priests referring to the Church stance in case of the organ donation of the congregation
[3].
In Poland, the law allows taking the organs from dead persons, provided that as alive
they did not express their opposition- there are allowed three forms of this opposition:


“an entry in the central registry of opposition for taking the cells, tissues and organs
from the human cadaver;



written statement provided with the autographic signature;



the oral statement handed in the presence of at least 2 witnesses and signed by
them”[4]
Despite the fact that in Poland, there does not exist a regulation in that case, a talk with

the family of a potential organ donor is a common aspect. Doctors ask for the agreement for
taking the organs in order to transplant them. If the members of the nearest family express
their opposition for making their dead relative an organ donor, the begun procedures stop and
doctors derogate from taking the organs [5]. It should be taken into account, that such an
opposition always means death sentence for a few persons. The highest amount of organs is
taken from the dead donors.
An independent medical board consisting of three specialists in the field of medicine;
Anaesthesiology and Intensive Therapy, Neurology, Neurosurgery and Forensic Medicine
recognizes the death of a person in accordance with strictly determined procedures [6]. None
of the specialists affirming the death takes part in the act of taking or transplanting the organs.
After the death has been affirmed, the “POLTRANSPLANT” is announced which coo rdinates
the further process of taking the organs and choosing a proper recipient. The choose of the
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recipient is set in accordance with strictly determined medical criteria and it is not possible
that an organ would be received by a person who is not on the list of the expecting ones. Acts
referring to transplantation and their amendments are likely to eliminate any mistake and
make a profession of a proper process of actions.
A big influence on the quality of taken organs have the consequences of the brain
death. In the period of the brain indentation, sinus bradycardia can be noticed, as well as
additional supraventricular boosts, cardiac arrest and the hemodynamic symptom of these
occurrence is hypotension.
The next symptom of so called “vegetative storm”, here occurs the release of
catecholamines from adrenergic glands. As a result of the “vegetative storm”, we will observe
an increase in the peripheral vascular resistance and mean arterial pressure. Such a
phenomenon may This phenomenon may lead to an increase in heart rate and oxygen
consumption, cardiac output is reduced, a large volume of blood vessels is moved capacitive
vessels and bearings pulmonary. Cardiac hypoxia can be noticed, acute mitral valve
regurgitation, increased pressure in the left atrium, which has the consequences of pulmonary
edema. After some time, the lesions recedes but subendocardial necrotic lesions similar to
heart attack lesion can stay.
On the cell level lesions can also occur and they can lead to the disintegration of cell
structure. Disintegration of cell structure may occur in such organs as heart, lungs, kidneys,
liver. These disintegrations considerably decrease the value of the taken organs or even
disqualify them at all.
The death of the brain has an influence also on the functioning of the hypothalamicpituitary axis. The most common symptom is the diabetes insipidus caused by a lack of
antidiuretic hormone. Diabetes insipidus is recognized on the basis of polyuria, which leads to
the hyperosmolality of the plasma, hyponatraemia, hypocalcaemia, hypomagnesaemia,
hypercalcaemia. The occurring hypovolemia and the concomitant increase of the osmolality
and the changes in concentration of electrolytes lead to circulatory disorders in organs taken
for transplant and adversely affect their quality.
The center of the body temperature control is the hypothalamus and the effect of its
damage is the hypothermia. The persistent hypothermia can cause:


cardiovascular instability;



clotting disorder;



acidosis;
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arrhythmia (ventricular fibrillation resistant to therapy can occur);



abnormal urination;



shift left hemoglobin dissociation curve [7].

Staff of the Intensive Medical Care is struggling with these problems, which can affect
the proper functioning of the donor’s organs and limit their suitability for transplantation.
A big role plays staff knowledge about transplantation, including the conducting of
donors since the declaration of brain death to organ donation.
Conclusion
Taking up the issue concerning transplantation and care of potential organ donor, it
should be emphasized that the goals of care nursing with the change in patient status from a
living donor organs for dead - do not change.
Despite the short time of planning and implementing the nursing process of potential
donors, it takes a very important place in the treatment of recipients of various organs.
Statistical data from Poltransplantu indicate that the largest amount of collected organs
come from donors who have had vascular death of brain disorders. With the change of status
of the patient on the deceased donor living organs - the nursing process has not changed.
Nursing interventions are maintained until the removal of organs, but definitely with changing
of their purpose. The care of the living patient and dead donor is identical. In both cases, the
reliability and conscientiousness in carrying out nursing is important for the health of the alive
patient as well as for the potential organs recipient.
It should be emphasized that the care of the sick, who is presumed dead, drains
mentally the nursing staff. At least the fact of the failure of the therapy and the patient's death
is aggravating the contact with the family of the deceased (talks, the observation of their
sorrow and despair) as well as acting in the same way as in case of the alive patient. Nurses
caring for organ donors must have a broader look at the issue of transplantation. On the one
hand they see the human body, to which they treat with respect, they perform all nursing tasks
and ask themselves "what if he is not dead" - they see only suffering and pain. At this point,
they need to see the other side of the coin - the people are suffering, fearing for his life,
waiting for a healthy organ. They will never see the results of their hard work in the care and
preparation of donor organs, but this effort will certainly result. Poltransplant always informs
the staff working in the ICU and Operations Block about the further history of the taken
organs. It thanks in a written statement the staff who participates in the care and preparation
of the donor for the organ donation, which raises the morale of the staff.
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Introduction
A sudden out-hospital cardiac arrest (SCA) is still a very difficult to treat clinical
problem, saddled with high mortality. Percentage of obtaining the return of spontaneous
circulation in the scene is still small. SCA is defined as the sudden cessation of the state of
cardiac arrest which will lead to blood and secondary respiratory arrest. It Applies to about
700 000 people per year and is the leading cause of death in Europe. In some cases, it is
possible to prevent death by urgently implementing resuscitation and lifesaving specialist
treatment [1].
The basic criterion for patient survival from cardiac arrest in defibrillation rhythm is
the time of performing the defibrillation. Every minute of delay in defibrillation performed
results in 10% -12% reduction in the chance of survival. Therefore, in addition to good quality
of chest compressions and ventilation defibrillation is the primary intervention in cardiac
arrest in defibrillation rhythm [2].
Amplification
One of the major challenges of modern emergency medicine is still a necessity to
improve the unsatisfactory results of cardiopulmonary resuscitation (CPR). Prognosis depends
on the initial cardiac rhythm in cardiac arrest, the presence of the occurrence witnesses, their
actions (BLS), emergency system and the time to reach qualified help (ZRM). The literature
relays that during the first 2 minutes of cardiac arrest, two thirds of patients are found in the
heart rhythm recording the defibrillation rhythm. Therefore, early defibrillation is an
independent prognostic factor of survival after SCA [3].
The sudden and unexpected death is still a serious and difficult to solve social
problem. This is due to the fact that, inter alia, its unexpected nature as well as the lack of
effective methods to identify a group of patients of the most risk. It was assumed that a
quarter of all deaths occur suddenly. Often they are the first symptom of the disease.
Generally accepted definition defines "death as sudden if the death occurred unexpectedly
within one hour of the onset of symptoms" [4]. The most common causes of SCA include
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ventricular arrhythmias, especially ventricular fibrillation resulting from the coronary artery
disease. Patients with such a history are at risk 10-fold more than those without incidents of
heart disease. The literature says that about 80% of the events of the cardiac arrest occurs at
home, and in 40% of cases there are no witnesses to the incident [4].
Survival of the out hospital cardiac arrest victims is still small. Numerous studies
conducted in this group of patients indicate that people who experienced cardiac arrest at
home were usually the elderly, and the ECG showed lack of defibrillation rhythm. Among the
people who came into cardiac arrest in a public place, the starting rhythm was ventricular
fibrillation cardiac arrest. In this group, the bystanders more often gave first aid in the form of
a BLS (basic life support operations), which significantly improved the performance of CPR.
These patients compared with the other groups showed more than twice the chance of
admission to hospital and about four times higher in the extract into the house. Patients whose
initial rhythm included defibrillation had four times higher chance of successful resuscitation.
Numerous reports indicate a significant difference in the effectiveness of interventions
dependent on the time of the first defibrillation. In the group of patients whose time of
diagnosis of cardiac arrest and performance of the first defibrillation was less than 7 minutes,
a higher percentage of successful resuscitation. Numerous reports suggest that in addition to
the arrival time of emergency medical team, resuscitation undertaken by witnesses on the
spot, early defibrillation is an independent prognostic factor that has an impact on survival
after SCA outside hospitals.
The after- resuscitation team is a condition that we can observe in survivors of SCA.
"It includes the changes resulting from ischemic brain injury, myocardial dysfunction
generated from the cardiac arrest, systemic response to the generalized ischemia and
reperfusion and the potential persistence of the process that caused the SCA" [1].
Differentiation of the clinical picture is influenced by: time without perfusion, causes of SCA
and comorbid conditions.
In 75% of the out-hospital cardiac arrest was observed damage to the CNS. There are
several reasons that have an impact on such a high percentage of complications from the
CNS. These include a small-cell tolerance to ischemia of the brain and specific response to
reperfusion.
In comparison with other tissues of the body the brain has 5 - fold higher energy
requirements. SCA, and thus decrease organ perfusion triggers compensatory mechanisms
(centralized circulation, release of brain glycogen and glucose). Literature reports that SCA
lasting more than eight minutes causes permanent and severe brain damage. Excessive blood
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viscosity and the effect of stagnation in microcirculatory cause minor heart attacks. One of the
most common result of SCA is a type of, Korsakoff amnesia syndrome, characterized by
backward and afterward amnesia, confabulations and / or pseudo- reminiscence.
"The medical success in the form of rescue of life after cardiac arrest does not always
mean success in the process of healing and therapy, providing rescued independent existence
and functioning in society" [1].
Due to the fact that witness of the event, which is the SCA, rarely undertakes rescue
activities, the promotion of first aid it becomes purposeful in the community, in each age
group. Already dispatchers provide advice and tips on how to carry out rescue activities until
the arrival of the medical rescue team [5].
The ideal situation would be to train the entire population in CPR (cardiopulmonary
resuscitation - respiratory). There is no scientific evidence both for and against the teaching of
first aid to the people at high risk of SCA. However, such training can reduce the concerns of
the patient and his family, give sufficient emotional acceptance, which in situations of high
stress, will mobilize forces and take resuscitation steps [6].
CPR trainings are necessary for the people without medical education, as well as the.
The problem of training should be tailored to the needs of the trainees, and the method of
teaching should provide acquire and store knowledge and practical skills.
Conclusion
There are several reasons why the SCA witnesses shall not take any action. These
include panic, fear of infection, fear of the consequences of properly performed CPR, fear of
harm to the person being rescued.
It was found that the systematic training of people not related with the medicine,
definitely increases their willingness to take CPR. All groups should be trained standard CPR
(compressions and ventilation ratio of 30:2). In the situation of an emergency such as mass,
telephone, instructing the witness, public awareness campaigns, teaching should focus on the
exclusive external chest compression. "Teaching citizens CPR should be widely promote.
However, the lack of training should not be an obstacle in performing CPR with chest
compression-only, which is best done with a telephone instruction dispatcher” [7].
Another method significantly increasing the chance of survival from SCA are
programs of public access to PAD defibrillation. The premise of the program is to place in the
in public places such as shopping malls, sports centers, casinos, cinemas, where in the past
two years there has been a place of SCA, AED - automated external defibrillators.
Information about their availability and CPR training is important in situations of cardiac
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arrest . The average time examined to reach the victim is 8 minutes, often longer, because
without the help of witnesses and the use of AED chances of survival are slim. Therefore, it is
so important to know by ZRM as well as witnesses, the presence of the AED " which in a
completely automated and reliable, recognizes arrhythmias and defibrillation decide ." Very
important is the fact that they are device safe for rescue and victim, and that they should be
used in every case of suspected cardiac arrest [8].
The Act on State Emergency Medical Services points at the nurse of the system next
to the emergency worker and system doctor, to implement a training program for children and
youth of education in first aid. "Implementation of the training is important in preparing
people to take emergency action to reduce mortality in the so-called golden hour " [9].
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Introduction
Definition of obesity
The definition of the World Health Organization (WHO) defines the discussed problem
of obesity very accurately. It is stated that obesity is the pathological accumulation of adipose
tissue in an organism, exceeding its physiological needs and adaptability, which may lead to
adverse health effects. In men it is over 25% of body mass, and in women – over 30%.
According to the WHO, there is about 1.6 million people with overweight, and over 522
million people with obesity in the world. Obesity is not only a medical problem, which
directly contributes to 10-13% of premature deaths in the European region, but it is also an
economic problem – obesity-related costs account for about 5% of expenditures on health care
in Great Britain, and in Europe they range betwee n 2 and 7% [1].
Epidemiology of obesity
Polish society has started to perceive obesity as a global health problem of the 21 st
century. Its incidence in Poland and in the world has been continuously increasing for many
years. The optimum body mass depends on many elements, such as: genetic and
psychological factors, age, sex, body build, lifestyle, physical activity, as well as consumed often high-calorie - products. Excessive weight gain is a problem in developed and
developing countries. In regions undergoing economic and cultural revolutions overweight
and obesity coexist with malnutrition. The problem concerns all age groups, irrespective of
their race and sex [2].
According to the research conducted in 2002, overweight (BMI > 25 kg/m2) afflicted
1.4 billion people in the world, whereas obesity (BMI > 30 kg/m2) – 365 million people. In
2007 a significant increase of those indexes was observed by 1.5 billion and 523 million,
respectively. Due to this upward trend specialists estimate that in 2015 there will be 2.3
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billion people with overweight and 704 million people with obesity. Epidemiological data
from the last twenty years in the USA indicate that the incidence of obesity has doubled, and
in case of children and adolescents, the number has increased three times and amounts to 17%
[3].
Over 50% of the European population is overweight, and 30% have been diagnosed
with obesity [4,5]. The highest rates are in Greece, where 51% of men and 37% of women are
overweight, and 28% of men and 38% of women are obese. Countries with the lowest
incidence of overweight and obesity are France, Sweden, Denmark and Norway. Overweight
afflicts 35-41% of men and 20-24% of women, whereas obesity is observed in 7-9% of men
and 6-8% of women. High rates of overweight and obesity can also be observed in European
children. In girls and boys at the age of 4-6 it is 9-27% and 8-24%, respectively. The highest
rates are observed in girls at the age of 10-14 in the Spanish population and in boys at the age
of 7-9 in the Italian population (36%) [5].
Overweight and obesity have become a serious problem also in Poland. The research
conducted in 2000 by the Institute of Food and Nutrition showed that overweight occurred in
41% of men and 28.7 of women, whereas obesity occurred in 15.7% of men and 19.9% of
women [6,7]. In the research of WOBASZ (Wieloośrodkowe Ogólnopolskie Badania Stanu
Zdrowia Ludności – the Multicentre Polish Studies of Population Health Status), conducted in
2003-2005 among adults at the age of 20-74, the occurrence of overweight in men was
estimated to be 40.4% and 27.9% in women. Obesity afflicted 21.2% of men and 22.4% of
women [8]. Whereas, in the research of NATPOL overweight was diagnosed in 34% of adults
(39% of men and 29% of women), and obesity in 19% (19% of men and 19% of women) [9].
It shall be noted that in Poland, as well as in other countries, an upward tendency of the
discussed phenomena can be observed. On the basis of the stud ies of the Institute of Food and
Nutrition it was estimated that in 1991-2000 the occurrence of obesity in adults under the age
of 60 increased by about 5% [10].
Apparent increase in the incidence of overweight and obesity among children and
adolescents has also become a serious problem. On the basis of the research of the Institute of
Food and Nutrition it has been estimated that overweight afflicts 15.9% of boys and 11.1% of
girls, and obesity – 4% of boys and 3.4% of girls [7].
Division of obesity
In practice we distinguish two divisions of obesity:


Due to its causes:
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 Simple obesity (also called primary or alimentary obesity) is caused by positive
energy balance. Mostly, it is caused by environmental factors related to excessive
consumption of processed food with a high content of animal fats and simple
carbohydrates, but also by almost non-existent physical activity. This type of
obesity is most commonly diagnosed in developing populations. It is found in over
98% of children that are diagnosed [11,12,13].
 Secondary obesity is a symptom of endocrinological diseases, e.g. hypothyroidism,
Cushing’s syndrome and Cushing’s disease, growth hormone deficiency,
hypogonadism; genetically conditioned syndromes, e.g. Prader-Willi, LawrenceMoon-Biedl, Turner, Klinefelter; damages to hypothalamus by inflammations,
malformations, injuries of the central nervous system and chronic use of some
medicines, such as: corticosteroids, derivatives of phenothiazine, antidepressants
and anti-epileptics, insulin etc. [13].


Due to anthropometric measurements:
 Android obesity (also called central abdominal, “apple”), the accumulation of
adipose tissue in the abdominal cavity and abdomen. It is related to greater risk of
cardiovascular complications, as well as metabolic syndro me and some tumors.
This type of obesity occurs mostly in men.
 Gynoid obesity (also called peripheral, waist-hip, “pear”) the accumulation of
adipose tissue in the area of bottom, hips and thighs. This type of obesity is
characteristic for women.
Particular attention shall be paid to the early identification of people with a

predisposition or developing obesity, due to a possibility of future occurrence of dangerous
complications [11,13].
Causes of obesity
The phenomenon of obesity is caused by many different factors, such as: genetic,
hormonal, mental, environmental, biological, pharmacological, cultural, economic and ethnic
factors. However, the most common cause still consists in eating too much greasy and highcalorie food, lack of physical activity, sitting lifestyle, devices facilitating professional work
and house works, cars used even for small distances and change of the way of spending free
time. Consumed alcohol provides us with empty calories and is toxic for many organs. People
who have quit smoking are much more prone to gaining body mass due to an increased
appetite occurring after quitting smoking. Continuously, obesity becomes the way of life, a
possibility of explaining all failures for many people. Food becomes a form of consolation, a
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possibility of relieving anxiety, failures, anger or boredom [14]. Hereditary conditions are also
significant. In a study of identical twins, being brought up in different families, it was shown
that they reached similar body mass as adults, irrespective of eating habits or other
environmental factors [15].
Obesity complications
Obesity has become a huge problem, which contributes to falling for particular diseases
that, in consequence, may cause death. The World Health Organization qualified obesity as a
chronic non- infectious disease. Obesity accompanies such diseases as: cardiovascular system
diseases, diabetes, tumors and some gastrointestinal tract diseases. In the majority of
developed countries, as well as developing ones, these diseases are the major cause of death,
they afflict life expectancy and quality, and are related to high costs of treatment [16].
Epidemiological studies showed that with increasing BMI, the risk of death increases.
Mortality connected with obesity results from such cardiovascular diseases as: arterial
hypertension, cardiac failure, coronary artery disease, pulmonary heart disease, pulmonary
embolism, stroke and varicose veins. Diabetes and tumors are other dangerous complications
associated with obesity [17,18]. Abdominal obesity is most often accompanied by metabolic
complications [19,20].
Overweight and obesity are responsible for the occurrence of diabetes type 2, coronary
artery disease, and hypertension. Osteoarthritis, gastrointestinal tract diseases, gallstones, fatty
liver, cirrhosis, obstructive sleep apnea, reproductive system dysfunction, skin changes, and
urologic and renal complications are the other health consequences, resulting directly from
obesity [21,22].
Diagnostic methods used for diagnosing obesity
The occurrence of obesity cannot be simply stated on the basis of body mass. An
important element is the presence of adipose tissue in the amount exceeding the allowable
standard. Obesity and overweight can be diagnosed using the body mass index - BMI, which
is essential for that purpose. Measurement of the index is made by dividing body mass by
squared height. If the result is 18.5-25kg/m2 , it is proper. But if it is 25-30kg/m2 , we can speak
of overweight. The result above 30kg/m2 indicates obesity, and the result above 40kg/m2 –
morbid obesity. The index reflects a relation between body mass and height. A separate group
consists of pregnant women, elders, fast growing children - in case of which it is difficult to
make measurements, people with osteoporosis - due to reduced bone mass, and sportsmen,
whose body mass consists mostly of muscles.
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In diagnosing obesity, measurement of content and decomposition of adipose tissue in
particular organs and in the retroperito neal space is much more important. Here, specific
application is found for Magnetic Resonance Imaging (MRI), Computer Tomography (CT),
and Bioelectrical Impedance Analysis (BIA) which is used for measurement of hydrated,
fatless tissue. Due to its non-invasiveness and ease of use, it is widely applied.
DEXA, dual-energy X-ray absorptiometry was described as “gold standard” of
assessing the amount of adipose tissue. It makes accurate measurement of adipose tissue, and
indicates the exact location of fat.
There are also anthropometric examinations conducted. They consist in measurements
of body mass, girth of waist and hips. On that basis one can calculate anthropometric index
adapted to the age and sex of the examined person. However, anthropometric examination is
connected with some difficulties, which forced the need to create different reference systems
in a form of growth charts and scales.
Because of ethnic differences there are still no graphic values defined, which would
help to describe the problem of overweight and obesity of population. The most often
determined parameters are: skin- fold calipers, Least Mean Square (LMS) – Cole’s index used
for measurements in younger children, previously mentioned Body Mass Index (BMI), Waist
Circumference (WC), Waist to Hip Ratio (WHR), Waist to Height Ration (WtHR). Body
Adiposity Index (BAI) is one of the latest indexes; it was introduced in 2011 and it is
calculated on the basis of formula: hips circumference/ height1,5 – 18, and it has become an
alternative for BMI that has been used for hundreds of years. Family history also plays an
important role in diagnostics; we shall also pay attention to the need for additional laboratory
tests [23-28].
Consequences of obesity
An increased incidence of the discussed problem is connected with an increased
incidence of ailments that are directly associated with it. Younger and younger people are
afflicted with their first problems related to obesity, which lead to serious problems in the
future [29].
The problem is followed by numerous consequences, starting with the risk of premature
death to the occurrence of many non- infectious diseases. The most serious health problems
are: hypertension, diabetes type 2, hyperlipemia, stroke, cardiac failure, coronary artery
disease, cholecystolithiasis, osteoarthritis, respiratory tract diseases, mental problems, tumors
(endometrial cancer, cervical cancer, ovarian cancer, gallbladder cancer, prostate cancer,
colorectal cancer), varicose veins, as well as infertility in men and women, and pregnancy
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complications (such as pregnancy diabetes, the need for caesarian section). The degree of risk
depends on the amount of adipose tissue, its location and physical activity [30].
Obesity is also associated with lack of self-acceptance connected with low self-esteem,
reduced quality of life, and in many cases, tendency for depressive and anxiety states [13].
Prophylaxis and treatment of obesity
In order to prevent and treat obesity effectively, one sho uld find its causes. All steps
should be directed at prophylaxis and prevention of the problem. Despite development of
medicine and methods of treating obesity, they often turn out to be ineffective. Methods of
treatment are properly and reasonably adapted to the severity of obesity, as well as the
coexistence of accompanying diseases. Here, we can distinguish: increasing physical activity,
behavioral therapy, changing lifestyle and bad eating habits, pharmacological and surgical
treatment. Slow weight loss and keeping it at a constant level are necessary to maintain the
long-term treatment effects. Loss of 5-10% of weight within six months is the most beneficial.
Then, the patient should keep body weight at a constant level and adhere to new behavioral
habits. One should effectively follow low-calorie diet and pay attention to consumption of
vitamins and larger amount of vegetables and fruit. It is important to match the right amount
of meals per day to the needs of one’s body [31].
Summary
The discussed question is one of the most significant problems of society. It is indicated
by high rates of its incidence, upward tendencies and most of all, complications that are
directly connected with obesity. These factors affect the health status of population, which
deteriorates with remarkable rapidity. Another important factor is consumption of large
amounts of high-calorie food and non-existent or minimal physical activity. To reduce the
adverse effects of obesity, we should promote a healthy lifestyle at any a ge. People afflicted
with overweight or obesity require constant specialist care, diet, pharmacological treatment
or, if necessary, a surgery. By reduction of body mass and simultaneous improvement of
metabolic index one improves one’s health and frame of mind. Despite all the efforts, there
has not been invented a golden mean allowing to eliminate overweight and obesity, yet.
Therefore, it is right to say that obesity has already become a disease of the 21 st century.
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Introduction
Multiple myeloma Kahler's disease or Myelocytoma or multiple myeloma [1].
Multiple myeloma or plasma cell myeloma is a malignant, nonmatrix-forming ,, round cell”
bone marrow tumor usually affecting the entire skeleton. Kahler's disease is a cancer of
plasma cells, a type of white blood cell normally responsible for producing antibodies [1].
Myeloma multiplex develops in 1–4 per 100,000 people per year [1].

The

contemporary diagnosis is based on imaging with the use of Digital X-rays. Multpilex
myeloma may appear as an isolated entity, but usually there are multiple foci of involvement
in many bone of the body with predominant affection of the skull, spine, pelvis, femora,
humeri, sternum, ribs. It is unusual to see myelomatous foci beyond the elbow or knee.
Noteworthy that these are also the sites of hematopoiesis in the adult [1].

NUMBER OF BONE
DEFECTCS WITHOUT
REACTIVE SCLEROSIS

Figure 1A. Drawing showing related roentgen pathology (own drawing).
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B
Normal

Kahler's disease

Figure 1B. Vertebral in bony textures (own drawing).

Figure 3. Multiple Myeloma- discrete punched out areas-no reactive sclerosis.

Myeloma is diagnosed the contemporary diagnosis is based on imaging with the use of
X-rays of commonly involved bones. Myeloma is generally thought to be incurable but highly
treatable. Remissions may be induced with steroids, chemotherapy, proteasome inhibitors,
immunomodulatory drugs such as thalidomide or lenalidomide, and stem cell transplants.
Radiation therapy is sometimes used to reduce pain from bone lesions [2].
Material and methods
20 patients with Multiple Myeloma (10 women and 10 men between 50 and 80 years
of

age) who underwent x-ray bone were included in this study. Each patient had a bone

digital X-rays: chest, skull, long bones, spine (cervical, thoracic, lumbar).
Digital X-rays of the spine were performed in two projections: anterior-posterior and
lateral.
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A
B
Figure 4. Digital X-ray skull of the patient with multiple punched out areas-no reactive
sclerosis , A. P-A B. Lateral.

A

B

Figure 5. X-ray spine C .A. Anterior-Posterior B. Lateral.
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A

A

B
Figure 6. X-ray spine Th .A. Anterior-Posterior B. Lateral.

B
Figure 7. X-ray spine L .A. Anterior-Posterior B. Lateral.
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Figure 8. X-ray pelvis A-P

Figure 9. X-ray femora A-P

Results
Multiplex plasmocytoma demonstrated in 60 per cent of the cases. Most frequently
80% of patients had bone lesions.Three patients had a neurological complications in relation
to the pathologic fractures in the lumbar spine with bone pain frequent.Pathologic fractures at
the site of involvement are frequent. Vertebrae which are involuted have a particular
propensity toward collapse and even when collapsed retain the bubble-like apperance
characteristic of this disease.

Figure 10. Pathologic fracture vertebra.
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Discussion
Radiographically, one sees numerous sharply circumscribed defects throughout the
bones with no reactive sclerosis. In many cases also be a diffuse osteoporosis with no
particular punched-out area. Usually there is no periosteal reaction. Bone pain affects almost
70%of patients and is the most common symptom. Myeloma bone pain usually involves the
spine, mainly in the lumbar spine.
Persistent localized pain may indicate a pathological bone fracture. Pathologic
compression fractures of the vertebrae are common, particularly in reaction to osteolytic
metastases and the osteolitic marrow type tumors such as myeloma, neuroblastoma,
lymphoma. Although the exact primary nature of the tumor is usually not recognizable, the
vertebral architectural obliteration or other trabecular alteration usually provides a clue as to
the nature of the primary cause of the wedged appearance of vertebrae so affected.

Figure 11. X-ray pelvis A-P.
Sutural diastasis

Osteolysis lesiosn

Sutural
diastasis
Osteolysis, cortical expansion

Figure 12. Salient roentgen pathologic fractures of neuroblastoma (own drawing).
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Multiplex myeloma differentiated, for example, neuroblastoma, where changes are
osteolysis - slight cortical expansion layer-like subperiosteal.
Kahler's disease numerous sharply circumscribed defects throughout entire bone, no
relative sclerosis.
Conclusions
Diagnostic X-rays of the pelvis limit artifacts of the digestive gas in the intestines.
However, the patients receive a dose compared to CT is much lower. Therefore, necessary to
repeat diagnostic radiology (X-rays) in the course of the disease.
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Introduction
Interpersonal communication is a very complex process which is used by people to
communicate with each other. In general it is defined as gaining and exchanging information,
rather than a common phenomenon that accompanies people in daily life (animal as well), a
kind of condition of individual and social life. Usually it is processed by oral and written
language and also non-verbal communications that can appear with those verbal
communications at the same time [1].
Communicating is a basic factor of nursing care and one of condition of patients and
their family satisfaction. Having the ability of making correct communication is necessary to
create proper human relationships and is important to reach satisfactory life comfort, selfrealization, self-development, self-motivation of acting. Communicating is not a method of
treatment but a psychological reaction used as a useful aid [2,3].
Communicating is one of the basic needs, especially of the ill and suffering people.
The responsibility for the quality for communicating with a patient lies on the whole
therapeutic team in which a nurse is also included. Communicating consists of every positive
contact with patient that has impact on patient's physical condition and general frame of mind
as well as support of nursing care, treatment and rehabilitation of patient that is carried out by
skilful and carefully planned holding of the conversation [2].
A medical team have the very first contact with the patient during the inquiry. Patients
that are satisfied with their communication conducted with the medical team assess better the
received treatment. They are more satisfied with nursing care and moreover are gaining better
effects in their therapy. And these are the reasons why communication between the whole
team - in which the nurse is included – and the patient has a significant importance in a caring
and healing process [3]. It is impossible to successfully conduct the treatment and nursing
care without making proper contact with the patient who leads to satisfactory cooperation
between a patient and a therapeutic team [4].
The aim of nurses' communication with the recipients of their services should be bothsides understanding, creating proper relationships and giving effective counsel. The main
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factor that determines the proper process of communicating between a nurse and her patient is
that the value of both sides should not be against each other, e.g. patient's health is a nurse's
value, however for the patient who is not willing to live, and this is not valuable at all [5].
Communicating in nursing care very often puts therapeutic meaning on the
conversation.Correct therapeutic relation should be known for its acceptance, empathy,
assertiveness, diplomacy which in one word is a called professionalism. Thanks to that it is
possible to get familiarize with patient's problem and being able to give the needed help,
which is expected from the whole medical team. Touch could be another form of
communication. Therapeutic touch strengthens positive relations, calms down, makes patients
feeling safer and helps in healing their souls [6].
To establish a high level the quality of communicating process all communicating
boundaries that harden creating the wanted relationship nurse-patient should be removed.
They are not consciously controlled, so that means the nurses usually are not aware of making
it. The most common communicating mistakes that occur in communicating process with a
patient are unconsciously made by nurses: prescribing/ordering, rebuking, moralizing,
assessing/judging as well as blaming, ignoring and interrupting. Disadvantageous influence
on quality of communicating process for sure has blockades - non-verbal communication that
is strongly connected with body language. It should be remembered that 65% of information
(especially at the very first meeting) are shown in a non-verbal way (gestures, mimicry, voice
ton and outfits) [5]. The most happening communicating blockades that are unconsciously
made by nursing staff are behaviour like: avoiding eye-contact by excessive studying medical
documentation, pen play etc. This previously mentioned specific patterns of behaviour
increase the distance between a patient and medical staff which, on the other hand, makes a
proportionally inverse situation from the expected one [4].
The aim of this survey was to get to know the quality of communicating process
between a nurse and a patient and to define which one of nurses' attitudes and behaviour is a
major factor in such communicating process. During researches defining what kind of
problems nurses find in communicating with patient was also taken into account.
Materials and methods
150 nurses working in Provincial Specialist Hospital (Specjalistyczny Szpital
Wojewódzki) in Ciechanów in a period between December and March 2013/2014 participated
in the researches. Among the surveyed nurses were 150 women (100%). The group consists
of females aged between 25 and 60 (the average age is 43 years old); (SD=7.47). The average
of the questioned nurses' working years is 21 years (SD=8.37). Most of the questioned nurses
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have higher education- 91 women (60.7 %), however 59 women (39.3 %) have only
secondary education.
65 nurses of the group (43.3%) mostly worked with children and 64 nurses (42.7%)
worked with adults. For the rest 14% of surveyed the typical patients were the elderly.
Most of surveyed nurses declared participation in interpersonal communication
training. A hundred of the questioned nurses in the last 5 years attended the interpersonal
communication training, while 50 nurses (33,3%) claimed that they had not taken part in any
interpersonal communication trainings.
In researches were used methods of diagnostic survey, survey technique. As a research
tool was used a Self-esteem and Quality of Pro-social Communication application. The
application consisted of 17 closed questions referring to the nurses' attitudes and behaviour
during the process of communicating with the patient. The questions from the application
were closed, so the respondent could only choose one of the given answers. The questions
were capturing the knowledge of openness and readiness to accept the patient, initiating the
conversation with the patient, ensuring patient's dignity, the quality of listening to the patient
and forwarding the information, the positive attitudes to the way of solving the problems,
explaining the rules and procedures of healing in a pro-social way as well as the checking and
controlling the process of communicating with the patient.
Psychometric properties of the researching tool were good. The reliable indicator
measured by alfa Cronbach method was 0,810.
The obtained results were given into statistic analysis and statistic verification of the
hypothetic statements. To the average comparison was used t-Student test, U Manna-Whitney
test was used to the independent sample group and Spearman correlation. The importance
level of statistic resulting was told to be at p<0.05. 150 completed and correctly filled
applications were received during the surveying process.
Results
The average result in a communicating scale was 69.25 (x=69.25) (SD=7.85). The
results schedule is not a usual schedule (Z Kołmogorov Smirnov =1.557, p= 0.016 ). Among
the results those higher are dominating.
The communicating process plays the basic role in creating the relation nurse-patient,
which has impact on the quality of listening to the patient, quality of transferring and ensuring
the dignity for the patient. The results for ensuring by the nurse the patients' dignity were
placed in the scale at the point 4.45 the average of the quality of the transferring process was
4.36 whereas the score in the quality of listening to the patient on a self-esteem scale was
252

The quality of a process of a communication between a nurse and a patient

pointed at 4.34.
The most numerous group of the questioned nurses – 83 women (55.3 %) always treat
their patients with honour, sensitively asking about their private affairs, accepting their
emotions both positive and negative. They do not avoid questioning what patient says or tries
to say and find it obvious and also they do not diminish it. Another 54 women (36%) said that
they often ensure their patients' dignity. However 11 asked nurses (7.3%) ensure their patients
dignity sometimes. The smallest group of questioned consisting of 2 people (1.3% ) said that
they never ensure their patients' dignity (Tab.1.).
Table 1. Self-esteem of ensuring the patient’s dignity.
Ensuring patients' dignity
Never
Rarely
Sometimes
Often
Always

The amount of
surveyed
2
11
54
83

Interest rate (%)

1.3
7.3
36.0
55.3

74 women (49.3%) of the questioned group always transfer the information to patients
in the most friendly, clear and suitable to patients' personality, culture, age, abilities and
limitations way. 58 nurses showed that transfer of information is made in an understandable
way. 17 nurses stated that sometimes their quality of transfer of information is understandable
for the patient although 1 questioned nurse (0.7%) explained that rarely their transfer quality
is adapted to patient's abilities (Tab.2.).

Table 2. The quality of transfer of information.
The quality of transfer of information
Never
Rarely
Sometimes
Often
Always

The amount of
surveyed
1
17
58
74

Interest rate (%)
0.7
11.3
38.7
49.3

A very similar number of those questioned: 69 nurses (46.0%) and 68 nurses (45.3%)
showed that always or at least very often try verbally and non-verbally to make patient feeling
to be listened to. 10 nurses (6.7%) stated that only sometimes listen to their patient carefully
whereas the least numerous group of 3 nurses (2%) marked that they rarely listen to their
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patient (Tab.3).

Table 3. The quality of listening to the patient.
The quality of listening to the patient
Never
Rarely
Sometimes
Often
Always

The amount of surveyed
3
10
69
68

Interest rate (%)
2.0
6.7
46.0
45.3

The most numerous group of respondents- 66 nurses (44%) admitted that very often
they wonder and check if the communication with patient is successful and they adjust if
patients do understand the questions and recommendations and they assure themselves if
patients are aware of meaning of the medical terms that are used by them. An equal number of
surveyed – 39 nurses (26%) answered: sometimes and always verify and control the process
of communicating with patient. Although 6 nurses (4%) rarely control the communicating
process.

Table 4. Verifying and controlling the process of communicating.
Verifying and controlling the process of
communicating
Never
Rarely
Sometimes
Often
Always

The amount of
surveyed
1
5
39
66
39

Interest rate
(%)
0.7
3.3
26.0
44.0
26.0

63 nurses (42%) of the questioned group explained that before they passed on the
diagnose and suggested a method of treatment or just other difficult information, they had
checked patient's emotional state, spatial and time conditions so they were suitable for the
patient. 48 nurses (32%) declared that they always start a conversation with patient. 29 nurses
(19,3%) sometimes check if the conditions to start the conversation with patient are
appropriate. However, 5 nurses admitted that they rarely and never check and/or control the
communication process.
Openness to revealing nurses' emotions was scored at the lowest level in this research,
an acceptance what is seen as negative aspects and putting off those negative thoughts and
emotions during the conversation with patient. Scores in a scale of removal of other thoughts
and emotions during the communicating process between a nurse and a patient were 3.87, the
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average in acceptance which is seen as a negative by a patient was 3.64 but the lowest score
in this scale of nurses' self-esteem concerned an openness to revealing emotions by nurse and
was pointed at 3.42.

Table 5. Openness to revealing emotions.
Openness to revealing nurses' emotions
Never
Rarely
Sometimes
Often
Always

The amount of surveyed
9
16
47
59
19

Interest rate (%)
6.0
10.7
31.3
39.3
12.7

The group of 59 nurses (39,3%) say that they very often show their emotions (worries,
doubts and joy) to their patients and their expectation of problems that might occur. 47 nurses
(31,3%) said that their emotions are expressed during the conversation with patient. And 19
nurses (12,7%) claimed that they always show their emotions and feelings to their patient.
However 9 nurses (6%) of this questioned group never reveal their emotions to their patients.

Table 6. Acceptance of those aspects which are seen negatively.
Acceptance of those aspects which are seen
negatively
Never
Rarely
Sometimes
Often
Always

The amount of
surveyed
2
8
51
70
19

Interest rate
(%)
1.3
5.3
34.0
46.7
12.7

The majority (70 nurses – 46.7%) often accept those negative features that might be
seen by patients and the negative features that are already noticed by themselves. 51 nurses
agreed that sometimes accept what might be regarded as negative feature. However, it seems
to be always accepted by only 19 nurses (12.7%).

Table 7. Removing feelings and thoughts.
Removing feelings and thoughts
Never
Rarely
Sometimes
Often
Always

The amount of surveyed
11
33
70
36

Interest rate (%)
7.3
22.0
46.7
24.0
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It is shown that the most numerous group of the questioned nurses – 70 nurses (46.7% )
very often can remove their feelings and worries to be in a 100% ability to pay attention only
to the patient, less numerous group of 36 nurses claimed that they always put away their
private affairs while they are with patients. 33 respondents (22%) state that only sometimes
can remove the emotions and thoughts. Although only 11 nurses (7.3%) are rarely able to
clean their minds from private thoughts and feelings during the process of communicating
with patient.
Age does not significantly influence nurses' self-esteem (Rho Spearmana=0,157,
p=0.056). But it is possible to notice that dependence of the bond between age and individual
components. Older nurses make definitely better assessment in self-esteem of the information
transfer quality (Rho=0.201*, p=0.014) and in self-esteem of the verifying and controlling the
quality of communication process (Rho=0.249*, p=0.002).
Education does not have an impact on the nurses' self-esteem of interpersonal
communication (at Mann Whitney's = 2585.0, p=0.701).
The working years influence the level of self-esteem (Rho=0.185, p=0.023). This also
positively correlates with: beginning a conversation with patient, self-esteem of the quality of
listening to the patient, self-esteem of the information transfer quality as well as with
verifying and controlling the quality of the communicating with patient process. This
correlation relies on the fact that nurses with longer work experience make better assessment
of the components mentioned before.

Table 8. Workload.
How do I feel about it?
Definitely I do not agree with this-I am not
overloaded
I rather do not agree with this
Neither I do not agree nor I do agree
I rather do agree with this
Definitely I do agree with this-I am overloaded

The amount of
surveyed
3

Interest rate
[%]
2.0

6
20
56
65

4.0
13.3
37.3
43.3

The most numerous group of the questioned- 65 nurses (43.3%) definitely agreed with
the statement that they feel to be overloaded and burdened with work responsibilities. 56
nurses (37.3%) said that they rather feel to be overloaded with work. Less numerous groups of
nurses in number of 20 people (13.3%) do not have precisely defined feeling about this case they did not find them to be or not to be overloaded with work. Only 6 respondents (4%)
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rather do not feel like agreeing with this statement. The smallest numerous group - 3 nurses
(2%) definitely claimed not to be overloaded with work.
There is statistically important dependence between work overload and self-esteem of
communicating with patient. The questioned nurses are showing higher self-esteem while
they are overloaded with work (Rho=0.185, p=0.23). Older respondents estimate themselves
better in a field of ensuring patients' dignity, self-esteem of the quality of listening to the
patient as well as in verifying and controlling the process of communicating with patient.
Discussion
Communication is a network of interaction between a nurse and a patient. It is an
ability that should be learned, improved and successfully used. During the relationship with
patient all conditions ensuring patient the feeling of comfort and safety should be provided.
Using the rules of proper communication skills and therapeutic techniques by a nurse allows
reliable gathering of essential information about the patient as well as giving the patient the
possibility for experiencing the feeling to be understood and able to express their feelings,
worries, hopes, thoughts, very often connected with relief and better mood [7].
One of the most important people that play educational role in society is the nurse. She
is responsible for explaining medical terms referring to health care, personal hygiene, puberty,
etc [8].
As a result of still happening changes in health care system there is bigger need of improving
the quality of all medical services. The nursing care on the patient should be based on
standards that are developed and implemented in a process of nursing [9].
Bio-psychosocial attitude that sometimes appears in modern medicine which is also
characteristic for modern nursing clearly indicates the necessity of linking the methods of
treatment and nursing with a practically oriented psychology. This linking fully expresses
itself in a therapeutic communication with patient[10].
According to the researches done by psychologists, about 75% of all medical
diagnosis consist of information gathered from interpersonal communicating process that is
done in a form of enquiry with a patient [4].
The results of the surveys state that the nurses' self-esteem is locked on a high level
and was referring to ensure the patient's dignity by the nurse. The level of the self-esteem was
(4.45) the average of the quality of the information transfer was (4.36). The result in selfesteem scale of the quality of listening to the patient was (4.34). Defining nurse's personal
traits, e.g. self-consciousness, sensitiveness and openness is important and helpful in building
relationship and the average result was (4.08).
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The major problem in interpersonal communication with patient except the already
mentioned case of individual interpretation of received signals, is the fact that this process is
still in progress of happening and changing as well as dynamic, and a situation that
additionally is influenced by lots of factors is difficult to capture in that moment and
furthermore is dependent on patient's personality, their expectations, emotions, a type of
disease and its level of advance as well as used methods of treatment, their invasiveness and
moreover, the moment of conversation beginning. So as it is seen this process requires
flexible adjusting to the situation with its circumstances, so it means that the rules of this
process have to be flexible as well. Talking about effective communication can be done when
in this conversation communicates appear that are suitable to needs caused by specific
situation. On the other hand patients are vulnerable to be treated by doctors and nurses like a
diseased organ that needs to be healed or removed rather than an ill person. But psychologists
focus only on patient’s experiences and expectations. To be able to effectively and
professionally communicate with a patient we need to be aware of the fact that this process is
completed once it has those two features. Also we cannot let us forget what should be done
with patient's body but we cannot forget about all patient's feelings and thoughts concerned
with their health, treatment and decisions that they might experience [11].
Helena Motyka during her researches noticed that some people from the therapeutic
team are showing no respect to patient's body and present very instrumental attitude towards it.
This might arise from her respondents' low self-esteem and unawareness of importance of
ensuring patient's dignity [4].
Conversely in proportion to Motyka's researches the surveyed nurses in Hospital in
Ciechanów present a different perspective. The most numerous group of surveyed from a
nursing team (55,3%) always honours and respects their patients as a human being, sensitively
asking about their private affairs and showing acceptance to their emotions both positive and
negative. They do not avoid questioning about things said or tried to be said by patient,
finding it obvious and are unwilling to diminish it. Another 54 women (36%) said that they
often ensure their patients' dignity,11 asked nurses (7,3%) just ensure their patients’ dignity.
The smallest group (1,3%) said that they never ensure their patients' dignity.
Another conclusion of this researches that can be drawn is that the good
communication between a nurse and a patient requires great and conscious abilities. Usually
they are gained during the working years and gaining experience and mostly by the lessons
that are based on mistakes that are made. Communicating abilities can be developed by
participating and practising in specific trainings as well as our activeness [12].
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High self-esteem level of the interpersonal communicating quality also might be
connected with the fact that most of the questioned nurses attended trainings regarding
interpersonal communication and are aware of importance of this issue. However 1/3 of
questioned nurses have never taken part in similar trainings regarding proper communication.
Providing the safety feeling is one of the satisfaction's determinants, whereas
satisfaction determines the quality of health care. Taking into account the fact that European
Committee WHO admitted that the improvement of health care quality is one of the priority in
a field of health care actions, where ISO 9001 norms makes ZOZ (clinics and hospitals)
managers obliged to try to increase patients' satisfaction, it is worth noticing what types of
medical staff’s attitudes influence and shape patients' feeling of safety [13].
The questioned nurses reached a satisfactory for patient level (the average/mean was
4,2) in area of explaining the rules and procedures in a pro-social way. The vast majority of
the respondents (70,2%) tries to explain patient the rules of treatment and caring.
Conclusions
1. Most of the questioned nurses do not have any difficulties in communicating with
patient. Nurses’ self-esteem of the quality of communicating process is quite high.
2. In the questioned nurses’ opinion, the gained education and patients' age do not have
an impact on the quality of communicating process.
3. According to the researches participation in specific trainings of good communication
skills does not influence nurses' self-esteem in a field of communication.
4. The nursing staff is known for serving high standards of quality of listening to the
patient, transferring information, being open and showing readiness to accept the
patient as well as starting the conversation.
5. There is statistically important dependence between work overload/burdening and the
self-esteem of communication with patient. The questioned nurses usually have higher
self-esteem when they are overloaded with work.
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