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BALANCING EQUITY AND EFFICIENCY THROUGH HEALTH
CARE POLICIES IN SLOVENIA DURING THE PERIOD 1990-2008
ISKANJE RAVNOTEZJA MED PRAVICNOSTJO IN
UCINKOVITOSTJO V ZDRAVSTVENI POLITIKI V SLOVENIJI V

OBDOBJU 1990 — 2008
Tit Albreht', Niek S. Klazinga?

Prispelo: 30. 9. 2009 - Sprejeto: 29. 12. 2009

Original scientific article
UDC 614(497.4)

Abstract

Background: Slovenia’s 1992 health reform set the following five goals: introduction of social health insurance
system and a system of co-payment for a range of health care services; introduction of private practice in health
care; devolution of planning and control functions from the State to professional associations and municipalities,
and introduction of licensing and recertification for health professionals.

Methods: A descriptive and explorative analysis was done of general demographic, economic and health financing
data and the reported data on financing structure. The general population health indicators for the observed period
are presented. A broad health policy context was assessed through participatory observation during the whole
period and using semi-structured interviews with key national health policy-makers in 2001, which served as a
mid-term review.

Results: Transformation of health care system in Slovenia led to sustainable health care financing at a level of
approx. 8.5% of GDP. This result was achieved at the expense of reduced public funding, which was partially
compensated for by the supplementary health insurance and partially by an increase in out-of-pocket expenditures.
Private expenditures increased the system’s regressivity, which was corrected through risk-equalising schemes
and by subsidising supplementary health insurance to the least well off.

Conclusions: Slovenia’s health care transition took place during a period of economic growth, which afforded stable
financing of the system and restricted the capacity of health care providers. This environment had a favourable
impact on the general health situation of the population, and thereby reduced pressures on the new system. The
previous system was transformed into a mixed social health insurance based system, based on a strong central
insurer. The present financing scheme is unlikely to remain sustainable because of demographic trends and other
drivers increasing unmet health care needs.

Key words: health system reform, health care financing, health insurance

Izvirni znanstveni ¢lanek
UDK 614(497.4)

Izvlecek

Ozadje: Zdravstvena reforma v Sloveniji leta 1992 je imela pet glavnih ciljev — uvedbo sistema socialnega
zdravstvenega zavarovanja in sistema doplacil za razlicne zdravstvene storitve, uvedbo zasebnega dela v
zdravstvenem varstvu, prenos funkcij nacrtovanja in nadzora z drzave na zbornice in obcCine ter uvedbo licenciranja
in obnavljanja licenc za zdravstvene delavce.

Metode: Zaradi osredotocenja na reforme sistema financiranja smo opravili opisno in eksplorativno analizo
splodnih demografskih, ekonomskih, splosno- ter zdravstveno-financnih podatkov. Predstavili smo tudi splosne
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populacijske kazalnike zdravja za celotno opazovano obdobje. Siri zdravstveno politiéni kontekst smo ovrednotili
s pomocjo metode opazovanja ob sodelovanju skozi celotno obdobje ter z uporabo polstrukturiranih intervjujev
s kljucnimi oblikovalci zdravstvene politike v letu 2001 kot vmesno analizo stanja.

Rezultati: Pretvorba zdravstvenega sistema v Sloveniji je privedla do stabilnega financiranja zdravstvenega
varstva na ravni okrog 8,5 % BDP Tak rezultat smo dosegli na ra¢un zmanjsanja deleZa, financiranega iz javnih
sredstev, kar smo delno nadomestili z dopolnilnim zdravstvenim zavarovanjem, delno pa z zasebnimi izdatki.
Zasebni izdatki so povecali regresivnost sistema, kar smo delno zmanjsali z izravnalnimi shemami, delno pa s
subvencioniranjem dopolnilnega zdravstvenega zavarovanja za najbolj finan¢no ogrozZene.

Zakljucki: Tranzicija zdravstvenega sistema v Sloveniji se je odvijala v obdobju ugodnih ekonomskih razmer, kar
je omogocilo stabilno financiranje sistema zdravstvenega varstva in omejilo zmogljivosti izvajalcev zdravstvene
dejavnosti. Tako okolje je pomembno vplivalo na izboljSanje splosnih razmer za zdravje prebivalstva in je zmanjsalo
pritiske na nov sistem. Prejsnji sistem se je pretvoril v mesani sistem socialnega zdravstvenega zavarovanja,
zasnovan na moc¢nem osrednjem zavarovalcu. Sedanja shema financiranja ne bo zdrZala dolgo zaradi demografskih

trendov in drugih dejavnikov, ki povecujejo nekrite potrebe po zdravstvenem varstvu.

Kljuéne besede: zdravstvena reforma, financiranje zdravstvenega varstva, zdravstveno zavarovanje

Background

Transformation of Slovenia’s health system over the
past 18 years followed the reform guidelines adopted
in 1992. A series of health policy reform attempts,
strategy and planning designs, and related initiatives
taken over the following years failed to change
significantly the concept formed in 1992. Steered by
the political arena, health policies followed the pattern
of reducing the role of the State through delegation of
different tasks to other - old and new - stakeholders
in the system. The specific goals of the 1992 reform

included the following : (see also Table 1.)

1. Introduction of a Bismarckian health insurance
system with a single insurer for compulsory health
insurance (CHI)

2. Introduction of co-payments for various health care
services, subsequently covered by the compulsory
insurance to a varying extent

3. Legalisation of private (independent) practice for
health professionals

4. Devolution of a set of planning and control functions
from the State to the professional associations
(“Chambers”) and to the municipalities

5. Introduction of licensing and compulsory continuous
education of health professionals

Each of these action had its own pace and its

own - desired and undesired - effects in the health

system. Experience from the previous system defined
the political choice to move away from a model
characterized by a predominant state control towards

a system delegating the most important powers and

tasks to different stakeholders in the system. The

principles of these processes were:

1. to protect the budget allocated to health care from

the direct intervention by the Government,

2. to involve key partners in the system (payers,
professional associations, providers associations),
and encourage them to participate in the negotiation
process and assume more responsibility in the
contracting process,

3. to liberalise the entire process of health care
delivery.

The main aim was to increase transparency of the
system and to ensure that key decisions are taken
by consensus by those directly involved in health
care delivery. At the same time, lesser direct State
involvement and more entrepreneurship were
expected. Following the political process, the role of the
State was to be reduced to the level of co-ordinating
some of the planning and control mechanisms
within the health sector. The State would maintain its
stewardship role and give away many managerial - and
even regulatory - functions. This was done through
the supervisory role over the stakeholders to whom
the State appointed its previous tasks. These options
followed the predominant pattern of reforms across
the central and eastern European area.

This papers focuses on and is limited to the

developments in the field of health care financing

in Slovenia and analyses the areas of compulsory

and supplementary health insurance systems and

their implementation between 1992 and 2008. We

formulated the following research questions:

- What were the key issues related to the introduction
of social health insurance in Slovenia?

- What were the issues and problems related to the
introduction of co-payment and supplementary
health insurance (SHI) in Slovenia?
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Table 1. Organisational changes taking place in the course of the 1990s.
Tabela 1. Organizacijske spremembe v devetdesetih letih prejsnjega stoletja.

Process /
proces

Responsible institution /
odgovorna ustanova

Regulation /
Nadzor

Before 1992/
pred letom 1992

After 1992/
po letu 1992

Health care budget holder /

Nosilec proracunskih sredstev
zdravstvenega varstva

Ministry of Health (MoH) —
Natl. Adm. for health care /
Ministrstvo za zdravje (MZ)
— RepubliS§ka uprava za
zdravstveno varstvo

Health Insurance Institute of Slovenia (HIIS)
/

Zavod za zdravstveno zavarovanje Slovenije
(2ZZS)

Additional payments/insurance /

Doplagila/zavarovanje

MoH — “participation fees” /

MZ - participacija

HIIS + commercial insurers until 2001 and
later only specially regulated commercial
insurers /

ZZ7S + komercialne zavarovalnice do 1.2001,
kasneje le zavarovalnice, ki izpolnjujejo
zakonsko dolo€ene pogoje

Registration of providers /
Registracija izvajalcev

MoH
Mz

Public — MoH /

Javno — MZ

Private — Professional Chambers /
Zasebno — Strokovne zbornice

Private practice /

Zasebna praksa

Non existant /
Ne obstaja

Physicians and dentists — Medical Chamber
of Slovenia (MCS)

Pharmacists — Chamber of Pharmacy of
Slovenia (CPS)

All other professionals — MoH /

Zdravniki in zobozdravniki —Zdravniska
zbornica Slovenije (ZZS)

Farmacevti — Lekarniska zbornica Slovenije
(LZS)

Vsi drugi zdravstveni delavci - MZ

Postgraduate training /

Podiplomsko izobrazevanje

MoH /
MZ

Physicians and dentists — MCS
Pharmacists — CPS /

Zdravniki in zobozdravniki — (ZZS)
Farmacevti — (LZS)

What are the present benefits and shortcomings of
the goals set by the reform of 1992 in health care
financing and how are they related to the equity
and efficiency of the system?

Material and methods

1.

Background data on general demographic and
health indicators (infant mortality, life expectancy;
data on the number of providers) for the period
1990-2008

2. General economic data (health accounts and the

financing structure data) and indicators for the
observed period, focusing on the period 1995-
2007.

. Report on social issues prepared for the entire area

of expenditures in the social sector by the Institute
for Macroeconomic Analyses and Development in
2009

. Participatory observation over the whole period

and a series of semi-structured interviews with
representatives of the main national institutions
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involved in policy- and decisionmaking processes

in 2001.
Background data were obtained from the databases,
reports and national indicator databases of the Institute
of Public Health of the Republic of Slovenia and the WHO
Health for All database. In 2001 a series of interviews were
carried out with the representatives of key stakeholders
at the national level and the material obtained was used
in the preparation of this analysis as a “mid-term” review
of the system changes. Finally, financial data from health
accounts for the period 2002-2005, together with some
basic financing structural data for the period 1995-2004
were used to assess the changes occurring in the most
important streams of health expenditures in Slovenia
during the observed period.
We performed an explorative assessment, based on
the data available from the routine statistical databases
as well as those provided by the special annual reports
on CHI (with the Health Insurance Institute of Slovenia)
and by the task force on health accounts, set up in
2005 in order to implement the OECD methodology for
health accounts (1) in Slovenia. Wherever available we
focused on the comparison between the data from the
start of the reform and those indicating the situation in
2007/2008. Financial data were unstable before 1995
due to the high inflation rate (over 20% annually), and
the health accounts data are available only for the
period after 2002. The first author of this paper lives
in Slovenia and was in a position to observe the policy
debates over the whole period.

Results

l. The context

The main laws of the period were prepared in
1990/1991 (2, 3, 4). On the basis of the accompanying
materials and interviews the following aspects were
identified as crucial in setting the direction of these
laws:

- responsibility of all citizens and inhabitants of
Slovenia, employers and the State to actively
contribute to health care costs through a CHI
scheme, based on the principles of social health
insurance,

- health care and health insurance, which is
compulsory by law and covers the entire population,
is a public and not-for-profit service,

- introduction of supplementary (SHI) and voluntary
insurance for increased risks going beyond
the legally described rights of the compulsory
insurance,

- a negotiation process among the representatives
of equal partners determines the extent of
programmes of health services at all levels and
types of care — “the partnership model”,

- CHI to be managed by a public institution and
administered by representatives of the insured,
certain interest groups (e.g. pensioners, disabled)
and employers,

- retaining all the important achievements of the
past and gradual introduction of the principle of
cost sharing between public finance and private
sources.

Il. Developments in economic and demographic
indicators — the socio-economic background

Between 1990 and 2002 there was only a minor
reduction in the total population size. This trend
changed after 2004 with a constant increase in the
total population due to immigration and, most recently,
as a result of a rise in fertility, attributable to the fertility
of “babyboomers” grandchildren. The total fertility rate
was in decline between 1990 and 2003 (dropping
from 1.46 to 1.20) and reincreased to 1.38 in 2007
(5). The most recent increase in birth rates resulted
in the first net natural increase after 1993. GDP per
capita in PPP$ reached an estimated 26,910 in 2007
(rank 46 according to the World Bank (6)) and already
by the time of Slovenia’s accession to the European
Union surpassed the mark of 70% of the EU average.
Health expenditure per capita reached PPP$1800 in
2005, three times the amounts in Bulgaria or Romania,
and roughly 50% more than in the Czech Republic or
Hungary. These data, together with a steep increase
in the share of young people enrolled in the tertiary
education, brought Slovenia to the rank 26 measured
by the value of the Human Development Index (HDI)
- 0.923 (7). The extension of life expectancy at birth
was due both to reduced infant mortality and lower
adult mortality (Slovenia lagged behind the average
of EU-15 in life expectancy at the age of 65 by 1.41
years in 1985 and by 1.09 years in 2005). The gap in life
expectancy between Slovenia and the average of the
new EU member states widened in favour of Slovenia
in less than 20 years (3.6 years in 2005 compared
to 1.6 years in 1987). Premature mortality remains
an important public health issue in Slovenia with the
probability that one male in four and one female in ten
will die before the age of 65 (8).

From mid-1990s onwards Slovenia has had a rather
consistent growth of GDP per capita, as well as of life
expectancy. Figure 1. shows the correlation between
the two variables. Figure 2. indicates the relationship
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Table 2. Selected mortality-related indicators for Slovenia 1985-2007.
Tabela 2. Izbrani indeksi umrljivosti za Slovenijo 1985-2007.

1985 | 1990 | 1995 | 2000 | 2005 | 2007
Infant mortality (deaths per 1,000 livebirths) 13.08| 8.36| 5.53| 4.90| 4.15( 2.78
Umrljivost dojenékov (St.umrlih na 1000
Zivorojenih)

Life expectancy at birth (years) 72.19(73.99|74.79(76.27 | 77.58 | 78.53

Pri¢akovana zivljenjska doba ob rojstvu (leta)
Life expectancy at 65 years (years) 14.81(15.66(16.14| 16.97| 17.60| 18.46

Pri¢akovana zivljenjska doba pri 65 letih (leta)

Source: Statistical Annual 2008, Statistical Office of the Republic of Slovenia (9).
Vir: Statisti¢no letno porogilo za 2008, Statisti¢ni urad RS.

between trends in THE growth and real GDP growth. Slovenia also shows a low level of social inequality
A gap between the two widened after 1999. Between as measured by the Gini coefficient. Slovenia has
2000 and 2007 the growth in THE was 63.8%, and maintained a relatively low level of inequality with its
the growth of GDP per capita, 56.6%. In the same value of 24 in 2005 - compared with 26 for Austria,
period the number of employed in health care grew 23 for Sweden, 28 for Germany and 30.9 for the
only by 15%. Netherlands (10).
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Figure 1. Correlation between GDP per capita (EUR) and life expectancy at birth (years), 1995-2007.
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Figure 2. Relationship between trends in real growth of GDP per capita, employment growth in
health care and the total health expenditure (THE) for the period 1995-2007.

Slika 2. Razmerje med realnimi trendli rasti BDP na prebivalca, rastjo zaposlovanja v zdravstvenem
varstvu in celokupnimi stroski za zdravstvo za obdobje 1995-2007.

lll. Reform goals, processes and outcomes

The reform process was running through the five goals,
but in this paper, we focus only on the two concerning
CHI and SHI. These were the specific issues related
to the two health insurance developments:

1. Full population coverage by a uniformly prescribed
compulsory insurance.

2. Replacing a state-run and state-dominated decision
making system by partnership negotiations within
the Bismarckian health insurance scheme.

3. Increased transparency of insurance contributions
through linkages between employment and/or
social status and entitlements.

4. Increased share of own (private) participation in
health care costs through the introduction of a
supplementary health insurance.

Introduction of a Bismarckian health insurance
system with a single insurer for CHI

Reinstituting the Bismarckian social health insurance
system was one of the cornerstones of the 1992 reform.
It was intended to preserve equity and accessibility, while

at the same time ensuring transparency of obligations
for payment of contributions. This way Slovenia followed
the pattern of other countries of central and eastern
Europe (CCEE). Health professional associations were
also hoping they would disentangle an important part
of the negotiation process on tariffs and budgets from
the political level (11).

The Health Insurance Institute of Slovenia (HIIS) is
legally defined (3) as the sole provider of CHI since
1992, and they started contracting providers on 1
January 1993. The contribution rates for the active
population (i.e. those actively contributing to the
CHI from their gross incomes) are split in a typical
Bismarckian fashion between employers (paying off the
total payroll sum) and employees (paying off their gross
salary). The old deficits and debts were consolidated
by setting the total contribution rate initially and
temporarily (for one year) at 18.25%. Table 3. shows
trends in total contribution rates over the period of 16
years (the 2002 rates are still in force), while Figure 3.
indicates trends in incomes and expenditures of the
HIIS compared against the growth of GDP.
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There were serious concerns about the Bismarckian
system becoming negatively selective against all those
population categories which have difficulty coping
with complex administrative systems. In spite of these
concerns, the system provided for a large degree of
universality as in 2008 only 7570 persons (12) (0.37%
of all eligible) were not integrated in the compulsory
health insurance system and thus were formally not
insured (compared to around 26,000 in 2003 (13)).

In comment to Table 3. we need to stress that the split
is not 100% equal between the two sides due to the
following reasons: Employees and employers pay a
similar percentage for coverage against diseases and
injuries out of work (employees 6.36% vs employers
6.56%). However, employers additionally have to pay

0.53% off the payroll for coverage against injuries at
work and occupational diseases.

Demographic transition is one of the important long-term
pressures on the CHI with pensioners and their family
members accounting for 26.6% of all the insured in
2008. Other, less predictable factors included: increases
in salaries of health professionals between 1996 and
1999, increases in pharmaceutical expenditures and
the introduction of VAT for medicines and medical aids
(reflected in the increases of 2001).The Parliament
consequently decided to increase the contribution rates
from 1 January 2002 by 0.2%. Over the next years the
share of CHI in GDP started to decline (see Figures
4. and 5. below). The trade-off was supposed to be in
optimistic outlooks for the GDP growth.

Table 3. Contribution rates from salaries for employers and employees between 1993 and 2007.
Tabela 3. Prispevna stopnja iz dohodkov za delodajalce in zaposlene med letoma 1993 in 2007.

1/3/1992 | 5/2/1993 | 6/3/1993 | 1/4/1994 | 1/1/1995 | 1/2/1996 | 1/1/2002
Total 18.25 13.80 13.25 12.78 12.70 13.25 13.45
Skupaj
Employees n/a 6.60 6.36 6.14 6.10 6.36 6.36
Zaposleni
Employers n/a 7.20 6.89 6.64 6.60 6.89 7.09
Delodajalci

Source: Annual reports of the HIIS 1993-2007.
Vir: Letna porocila ZZZS 1993-2007.

The issues and challenges of CHI set up in 1992

include:

1. Equity concerns — raised by the fact that co-
payments were introduced, partly reduced due
to the maximising of co-payments at an annual
level.

2. Specific protection against personal costs lies in the
full coverage for population groups at higher risk
- e.g. children and youth, women for all services
related to reproduction - and for certain diseases
— e.g. diabetes, cancer, communicable diseases.

3. The Health Care and Health Insurance Act
(HCHIA) introduced co-payments for all medicines
(except for those directly related to point 2.) at the
levels between 25% and 75% (depending on the
classification in different lists).

4. All emergency services and treatments for life-
threatening conditions are excluded from co-
payments.

The clear downward trend in public expenditures for

health care can be seen from Figure 5. below. Between

2003 and 2006 the average nominal annual growth of

health expenditures was 5.7%, while the GDP rose on
average by 7.3%.

Introduction of co-payments for a range of services,
covered to a different extent by the compulsory
insurance

An important characteristic of the system of 1992
was the introduction of co-payments for a range of
services. This controversial idea was meant to enhance
private expenditure and in this way contribute to a
different distribution of health expenditure sources.
Co-payments existed before 1992, when a system of
“participation fees” yielded only around 2% to the THE
(14). As indicated by Figure 6. above, co-payments
ranged from 0% to 50%. There are no co-payments for
certain conditions for which law ensures full coverage,
such as communicable diseases, including sexually
transmitted diseases, cancer, diabetes and some
neuro-muscular disorders. High co-payments would
apply only to non-acute services, such as rehabilitation
and physiotherapy services, or dental prosthetics, for
the rest they account for 5% to 25% of the service fee.
The legislator provided for two additional buffers based
on population categories, i.e.children, for whom all
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Figure 3. Annual growth of incomes and expenditures of the HIIS and the respective growth of GDP between
1997 and 2001.
Slika 3. Letna rast dohodkov in odhodkov ZZZS in ustrezna rast BDP med letoma 1997 in 2001.
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Vir: Letno porocilo ZZZS 2008.
Figure 4. Share of the health care expenditure by source of finance of the total GDP.
Slika 4. Delez stroskov zdravstvenega varstva glede na vir financiranja celotnega BDP.
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Slika 5. Odstotni delez obveznega zdravstvenega zavarovanja in BDP v Sloveniji med letoma 1993 in
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Figure 6. Categories of CHI coverage and the resulting share of co-payments in the price of services.
Slika 6. Kategorije obveznega zdravstvenega zavarovanja in ustrezni deleZ doplacil v ceni zdravstvenih
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diagnostic and treatment procedurs are free of charge
(including medicines), and adults over the age of 75
years. Co-payment was supposed to deflect some of
the “unnecessary” use of services and was originally
uninsurable. Concerns about its impact on equity in
charging the sick led to a small legal niche in the HCHIA
providing for the introduction of a supplementary health
insurance (SHI) (also called “voluntary”) against co-
payments. Successful promotion of this insurance
resulted in the inclusion of a vast majority of the eligible
population in the supplementary insurance schemes.
Between 1992 and 2001 these were run only by two
insurance companies; a department of the HIIS dealing
exclusively with SHI, and a branch of a commercial
insurance company. In the first years, most insured
did not feel the burden of the premiums since at first
employers were paying individual premiums (even
in the public sector!). In 1994, the Court of Accounts
(slov. Radunsko sodiS¢e) issued an audit report (15),
which in the case of the National of Institute of Public
Health clearly stated that the employer’s paying of SHI
for its employees in the case of a public institution paid
out of public funds would be against the principles of
sound management of public funds. After this ruling
of the Court of Accounts the employed in the public
sector had to pay their own premiums.

The introduction of co-payments and the subsequent
co-payment insurance schemes had two important
consequences — cream-skimming that began in 2002
(which was stopped upfront by the establishment
of risk equalising schemes in the HCHIA) and, the
redistribution of expenditures in favour of private and
out-of-pocket. After the separation of the SHI from
the HIIS, three companies dominated the market.
As indicated by the graph above, the share of GDP
for SHI remained rather stable. The increase in the
share of private expenditures in the THE from 22.3%
to around 28% was the result of a decline of CHI
share in GDP (16). Insurance companies offering SHI
are not bound to invest in the provider infrastructure
as they do not commission services from them but
reimburse their insurees. Furthemore, SHI companies
produced surpluses over the last 5 years (17) without
rethinking the premium levels, which is partly the
result of an obligatory reserve that they had to create
by law. Waiting lists are still an important issue and a
political priority . The problem is being resolved within
the publicly financed providers with public funds. It is
true that waiting lists have been shortened in cataract
surgery with waiting time reduced to less than a month
(2 years in 2002 — data of the MoH) and in acute
cardiac surgery. But other problem areas remain, for

example, different outpatient consultations with over
6 months waiting time and major orthopaedic surgery,
such as hip replacement with over one year, and knee
joint replacement with over two years waiting list (latest
data of the MoH and Institute of Public Health of the
Republic of Slovenia).

Discussion

“Health and wealth”

In Slovenia, unlike in other countries in socio-economic
transition, economic changes enhanced positive
developments in the population health status, such as
positive changes in life expectancy (both at birth and at
age 65). Even if Slovenia managed to reduce the gap
separating it from the EU-15 to a greater degree than
any other new member state, there are other warnings
against complacency. As Jagger et al. (18)report,
Slovenia stands behind EU-15, Cyprus and Malta and
has a smaller relative share of healthy life years in life
expectancy at the age of 50 than Poland. This may be
related to the fact that Slovenia has one of the lowest
effective ages at retirement for both women and men
in the EU (55.2 and 59.5 years respectively) (19).
Maintaining good health through the middle period of
life becomes important for the future. Improved wealth
may have also had a positive impact on the recently
increased birth rates.

The cost of health workforce (60% of the THE) financed
from the public sources grew much faster than the
overall GDP. This gap has widened very rapidly since
1999 as a result of incentivising salaries in health
care in response to the physicians’ strikes in 1996
and 1999. These changes led to the restructuring
of health expenditures. From the available data and
other explorative research we could not conclude with
certainty that patients’ access to services has been
limited as a result. The more likely reason seems to
be the undersupply of physicians observed during
the same period as Slovenia remains one of the EU
countries with the lowest physician/population ratio. This
may become a limiting factor for the future provision
of health care and may cause problems beyond the
presently observed stagnation in primary care (20).
Introduction of a social health insurance system and
of additional sources of funding

Social health insurance seemed to be the best or, in
practice, the only realistic option for all the key actors.
It was introduced through a single central insurer and
thanks to its universality, provided for good population
coverage. Initially, the creation of a “monopoly” with
only one provider granted this status by law was
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criticised a lot. Still, the introduction of the CHI in
Slovenia and its combination with SHI is regarded
as an important achievement (21). Slovenia certainly
avoided some of the problems of fragmentation of the
health insurance markets experienced in some other
countries , such as Poland (22) and Czech Republic
(23)). Stability of health care funding offered room
for reimbursement of new services and new drugs
reasonably quickly. However, on the downside several
controversies remain — strong state control over the
HIIS, the power that the HIIS has in all negotiation
processes and the tiresome process of achieving
a compromise over tariffs in the annual contracting
process. Other partners consider that annual
negotiations for contracting purposes in minute details
year in, year out, constitute an unnecessary process.
Especially so, because nearly all negotiations to date
ended in the Government closing all the open issues
(as prescribed in such cases). The State decides on
the budget cap for the overall yearly budget of the HIIS
as the Ministry of Finance defines for them the same
terms as for the national budget.

It was very important that the principle of fairness in
income distribution and the related social contributions
was applied to CHI. Given there is no upper limit to the
contributions that the insured have to pay, CHI remains
progressive. The sustainability of CHI was challenged
by the introduction of a new salary system in September
2008 (including all salaried personnel in health care)
and by the deepening of the financial crisis, which is
causing a rapid decline in employment. The situation
worsened by the declining trend of public finance over
the past five years in the THE. Financial crisis will in
turn decrease the incomes of the health insurance and
increase the expenditures both in the health and social
sectors. As the current age at retirement is still low,
the Government is planning measures to extenditto a
minimum of 63 years of age. This measure is inevitable
in view of the forthcoming quickly advancing ageing
projections. Future management of these issues at
the national level will define what their impact on the
financial stability of health care may be. To preserve the
current rights, total contributions to the CHI will have to
be increased - either through a higher contribution rate
or, through additional sources, such as raising them on
all types of personal income under the same conditions
as salaries. Otherwise, the only way of coping with
the increased needs may be through higher private
and co-insurance solutions. Another option would
be to redistribute spending through mixed financing
schemes for long-term insurance, similarly as it had
already been done for voluntary pension insurance,
consisting of a compulsory and a voluntary part.

Introduction of co-payments for health care services
from the CHI turned into a very important issue and
added a significant regressive component to the
system. This regressivity was partly reduced by an
almost full adherence of eligible adults to the SHI - the
last official data from 2008 show that around 90% of the
eligible adults hold a valid supplementary insurance.
Nevertheless, this insurance remains a source of
inequality and regressivity. Supplementary insurance
against co-payments, which exists also in some other
countries (e.g. France (24) or Denmark (25)) provided
for a solution to prevent excessive direct expenses.
In the Health Reform of 2003 this situation was to
be resolved by gradual inclusion of supplementary
insurance into the CHI. The State managed to keep
inequalities, at least to some extent, under control as
it introduced risk-equalising schemes to curb the overt
cream-skimming (26). In 2008, about 15% of the THE
(or 1.3% of the GDP) was linked to the supplementary
(“voluntary”) insurance.

Contrary to the highly regulated area of co-payments
and supplementary insurance schemes, the area of
out-of-pocket payments remains unregulated. In the
beginning of the 1990s these payments were estimated
as “minimal”, which was due entirely to the lack of a
monitoring system to structurally capture these data.
As a percentage of GDP, these expenditures have not
changed over the last five years. The last report on the
social situation in Slovenia from 2009 (27) shows that
personal and household expenditures for health and
health care are in decline when expressed in relative
terms and there is no significant gradient across the
three of the four income classes. There are several
reasons for the nominal growth of these expenditures.
One is the unregulated area of long-term care, where
shared responsibility exists between the health and the
social care sector. As long-term care insurance has not
yet been enacted, patients and their relatives depend
partly on cash benefits and partly on own out-of-pocket
expenditure. Another reason for private expenditure
is the rising offer of services for direct payment (e.qg.
queue jumping for outpatient specialist visits). This is
a result of active cost shifting to private expenditures,
but also a result of inefficient resolving of waiting list
problems, where private providers fill in the gaps.

Conclusions

Slovenia’s story of the health care financing reforms
following the socio-political and economic changes
occurring the end of the 1980s and at the beginning of
the 1990s, resembles and differs from the situation in
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other countries in the region. We studied the changes
in the financing of health care over the period of almost
twenty years. In spite of the fact that this research was
limited by the difficulty to obtain good integrated and
high quality data, our main conclusion can be that
Slovenia has successfully introduced a sustainable
and equitable social health insurance system. This has
ensured stability to the functioning of the health care
system and functioned in a favourable socio-economic
context. In parallel with the CHI with its progressivity
and strong state control over expenditure, the system
owes a certain level of stability to the development
of the SHI, which is a regressive component in the
Slovenian health insurance setting.

The main challenge for the future remain the doubtful
prospective sustainability of the present combination
of funding sources. A trend of decreasing public share
in financing of health care is unlikely to continue.
This may be the result of the ongoing financial crisis
and additional sources of equitable funding will be
necessary. The alternative may be in shifting certain
costs to the supplementary insurance that may result
in the classical vicious circle of increased premiums
and consequent opting out of the insurance due to
high premium costs. Additional increases in out-of-
pocket payments are not likely to be socially and
politically acceptable, especially as they may become
a particular burden to the quickly growing population
of the elderly.

A new reform process was launched in 2009, at
the right moment to reflect on the best solutions
for the future. A mixed public and private system of
health care delivery which ensures transparencies
of its efficiency, effectiveness and equity seems the
most likely preferred option. Higher throughput of
the system, which is expected by the citizens and
patients, will depend on the efficient management of
all resources.
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lzvlecek

Problem: Studija odgovarja na vprasanje, katere osebnostne lastnosti izstopajo pri vojakih, ki poroéajo o slabsem
bio-psiho-socialnem blagostanju, dosegajo visje vrednosti izgorevanja in so posledic¢no manj ucinkoviti pri delu in
manj motivirani za delo. Obcutenje lastnega zdravja je okvirno merilo za zdravstveno stanje posameznika, slaba
samoocena zdravja pa je napovedni dejavnik povecane umrljivosti in vecje potrebe po zdravstvenih storitvah.
Uporabljena diagnosticna strategija operacionalizira koncept zdravja, kje bio-psiho-socialno blagostanje, na
eni strani ter prinasa moznost za nove ugotovitve o povezanosti stresa in izgorevanja, (samoocen) zdravja in
organizacijskega ozracja na drugi strani.

Metoda: Studija je potekala med letoma 2006 in 2008. Uporabili smo vprasalnik za samooceno zdravstvenega
stanja, Eysenckove osebnostne lestvice, Folkman-Lazarusovo lestvico Nacini spoprijemanja s stresom in lestvico
izgorevanja Maslachove. Analizirali smo odgovore 390 pripadnikov Slovenske vojske, ki smo jih razdelili v skupino
zdravih (SK1-Z), manj zdravih (po merilu bolniske odsotnosti zaradi bolezni; SK2-B) in skupino udelezencev njihovih
misij. Ti izpolnjujejo vsa merila zdravja (na eni strani), so pa izpostavljeni posebnim delovnim obremenitvam (delo
v tujini).

Za obdelavo podatkov smo uporabili statisticni paket SPSS (v 17.0, SPSS inc.): izvedli smo t-test, Mann-Whitneyev
test, Kruskal-Wallisov test, faktorsko analizo (PC-analiza, rotacija Varimax, Kaiserjeva normalizacija) in korelacijske
izracune.

Rezultati: Rezultate razlagamo na osnovi predpostavke, da so udeleZenci odgovarjali verodostojno, opozorimo
pa tudi na moznost zanikanja in/ali odpora. Kljucni dejavnik razlikovanja med skupinami je izgorelost, pri kateri
najvisje vrednosti dosegajo vojaki na misijah, najniZje pa skupina zdravih vojakov (razosebljenje: x°=21,756;
p=0,000; delovna neucinkovitost: x°=7,088; p=0,029; custvena iz¢rpanost: x°=6,316; p=0,043). Razlike med SK1-Z
in SK2-B pojasnjujemo z osebnostnimi znacilnostmi (zaprtost/odprtost misljenja, nevroticnost) in t.i. psihosomatsko
naravnanostjo. Za udeleZence misij so znacilni cinizem, macizem in nezaupanje. Izgorelost (cinizem, nizka delovna
ucinkovitost) je znak izérpanega/okvarjenega bio-psiho-socialnega blagostanja, ki lahko vodi v absentizem ali
zapustitev poklica/dela.

Zakljuéek: Predlagamo spremembo oz. dopolnitev izbirnega postopka za sprejem v Slovensko vojsko s testom
temeljnih osebnostnih lastnosti ter izlocanje kandidatov, ki presegajo normirane vrednosti za nevroti¢nost in
psihoticnost, kar bi lahko zmanjsalo uporabo manj ustreznih strategij spoprijemanja s stresom, depresonalizacijo
in ¢ustveno izcrpanost ter povecalo delovno ucinkovitost. Ucenje vescin v medosebnih odnosih in prevzemanje
varovalnih strategij (netekmovalne fizicne dejavnosti, konjicki) lahko ublazi delovanje nespremeniljivih delovnih
pogojev in zahtev. Potrebno usmerjenost na custva ob sicersnji macisticni subkulturi bi bilo mogoce doseci s krepitvijo
skupinske povezanosti in kakovosti odnosov v enotah, s ¢imer bi oblikovali socialno podporo znotraj kolektiva.

Kljuéne besede: temeljne osebnostne lastnosti, spoprijemanje s stresom, izgorelost, bio-psiho-socialno
blagostanje, zdravje, ve$€ine v medosebnih odnosih
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Abstract

Problem: The study addresses basic personality traits with soldiers who report lower bio-psycho-social-wellbeing and
burnout and therefore perform poorer working effectiveness and motivation. Perception of one’s health and physical
well-being may be used as a measure of one’s health condition and consequently a predictor of higher mortality and
greater need for health services. Used diagnostic strategy conceptualizes health as a bio-psycho-social well-being
and provides broader insight on interdependence among stress, burnout and organizational climate.

Method: Self-rated health questionnaire, Eysenck’s personality scales (EPQ-Revised), Folkman-Lazarus Ways
of coping questionnaire and Maslach Burnout inventory were administered. Responses of 390 persons were
analyzed. Participants were divided into three groups — healthy (SK1-Z), less healthy (by sick leave criteria, injuries
were not included; SK2-B) and persons on missions abroad. Members of the third group meet all health criteria
and are exposed to special working conditions, since serving abroad.

Data was analyzed by statistical package SPSS (v 17.0, SPSS Inc.): performed were t-test, Mann-Whitney’s test,
Kruskal-Wallis’ test, Factor analysis (PC-analysis, Kaiser's normalization) and correlation coefficients.

Results: Interpretation is based upon presumption about veracity of responses; nevertheless the possibility of
denial is mentioned. Assuming sincere responses, one distinctive key factor burnout is identified. The highest
burnout scores have soldiers serving missions and the lowest healthy group (depersonalization: x?=21,756; p=0,000;
reduced personal accomplishment: x?=7,088; p=0,029; emotional exhaustion: x?=6,316; p=0,043). Differences
between healthy and less healthy persons are explained by personality traits (such as psychosomatic prone
personality, neuroticism and psychoticism). Persons serving missions abroad are cynical, macho and distrustful.
Burnout (cynicism, lower personal accomplishment) is a symptom of destroyed bio-psycho-social well-being and
may develop into absenteeism or quitting the job.

Conclusion: A redefinition of selection process for admission in the Slovenian Armed Forces is proposed, to test
the basic personality traits and release candidates who exceed values for neuroticism and psychoticism, which
could reduce the use of less appropriate coping strategies, depersonalization and emotional fatigue and increase
work efficiency. Learning interpersonal skills and using protective strategies (noncompetitive physical activities,
hobbies) may reduce the functioning of non-changeable (stable) working conditions and requirements. Necessary
emotions-focused coping within macho subculture could be achieved by strengthening group cohesion and quality
of relationships, thereby creating social support within the collective.

Key words: basic personality traits, coping with stress, burnout, bio-psycho-social well-being, health, interpersonal
skills

uvoD

Vsaka sprememba v Zivljenju lahko predstavlja za
Cloveka stres, Ce prilagajanje na nove razmere preseze
njegove sposobnosti (prilagoditvene potenciale). S
stresom ponavadi ozna¢ujemo negativne posledice
zunanijih vplivov, Ceprav je lahko stres tudi pozitiven
(1). Dejavniki tveganja za stres v razli¢nih poklicnih
skupinah so preobremenjenost, vkljuCevanje v razne
prostovoljne dejavnosti (in posledi¢no pomanjkanje
Casa), pretiran nadzor nad opravljenim delom, spolno
nadlegovanje na delovhem mestu, kombinacija
noc¢nega in dopoldanskega dela. Delovanje stresorjev
se sesdteva.

»Samoucinkovitost« zrcali posameznikovo
prepricanje, da lahko uspesSno opravi neko
nalogo. »Samoucinkovitost« in podpora iz okolja

zmanjSujeta stres in izgorelost — pri nekaterih
kulturah je za zmanjSanje stresa pomembnejse
individualno, pri drugih pa skupinsko prepri¢anje
v »samoucdinkovitost« (2). Zas¢itni dejavniki pred
stresom so trdnost, optimizem, samozavest ter
nadzor nad opravljenim delom, ki je vsebinsko
usmerjen k sami ucinkovitosti in je iz njega mo¢
izlusgiti koristne zakljucke (3). Stres, ki je izziv, je
pozitiven, prinasa vecje zadovoljstvo pri delu in
manjso potrebo po iskanju druge zaposlitve. Velja tudi
obratno: stres, ki se zdi nepremagljiv, je negativen
(4). Osebnostni dejavniki, kot je na primer negativno
¢ustvovanje, ne vplivajo statisticno pomembno na
odnos med stresom in obremenjenostjo pri delu.
Pri zaposlitvi za dolo¢en ¢as sta z vegjim stresom
povezana obdutek, da zaposlitev ni zanesljiva, in
manjsi vpliv pri odlo€anju (5).
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Izgorelost je sindrom, ki je posledica dolgotrajnega
delovanja ¢ustvenih in medosebnih stresorjev
pri delu. OpiSemo ga s tremi razseznostmi: to so
dustvena iz&rpanost (Cl), razosebljenje (R) in ob&utek
delovne neuéinkovitosti (DU). Custvena iz&rpanost
je najpomembnejSa dimenzija izgorelosti in pomeni
obcutek preobremenjenosti in izErpanosti lastnih
psihofizi€énih virov. Razosebljenje ali cinizem je
medosebni sestavni del izgorelosti. Gre za negativen,
neobdutljiv in otopel odnos do dela, sodelavcev
in strank. Nizka delovna ucinkovitost so obcutki
pomanjkanja sposobnosti, nizke produktivnosti in
neuspesnosti pri delu (6).

Dejavniki tveganja za izgorelost so vecCje zahteve pri
delu in pomanjkanje podpore (ali negativna podpora)
iz okolja, stres, nevroti¢nost, manj8a avtonomnost
pri delu (za Cl), previsoki cilji, tezave pri usklajevanju
med delom in druzino (zlasti za Cl), institucionalno
usmerjena druzba (za Cl), pomanjkanje obdutka, da je
poklic cenjen.To velja predvsem pri poklicnih skupinah,
ki nudijo razli€ne vrste pomoci drugim ljudem, npr.
medicinske sestre, socialni delavci, delavci na zavodih
za zaposlovanje, delavci v klicnih centrih, skrbniki za
stareje, vojaki ipd. (7). Zascitni dejavniki pri izgorelosti
so »samoucinkovitost« in pozitiven odnos, optimizem,
Custvena podpora iz okolja (pozitivna ali nepovezana z
delom), ekstravertiranost oziroma usmerjenost v zunanji
svet (le za DU) in sposobnost dobrega komuniciranja
(za R in DU). Novej3e Studije odkrivajo izvor izgorelosti
predvsem v prepletu zunanjih (administrativna opravila,
tezki delovni pogoji ipd.) in notranjih (osebnostnih)
dejavnikov (idealizem, narcisoidnost, perfekcionizem,
osebnosttipa A), kot posledico razkoraka med (velikimi)
pri¢akovaniji in resni¢nostjo (8).

Za hudo stresno izkuSnjo sta posebej pomembna
dva obc¢utka: pomanjkanje nadzora in nepredvidljivost
dogodkov, ki so zivljenskega pomena za posameznika.
Dozivljanje t.i. posttravmatskega stresnega sindroma
(PTSM) ima mo¢no osnovo v spremenjeni nevrobiologiji
mozganov: realno je pri¢akovati, da bodo travmati¢na
dozivetja zahtevala davek tako na psihosocialni kot
tudi na bioloski ravni (9). Razli¢ni dejavniki v osebah
samih, v njihovi neposredni okolici in v SirSem sistemu
lahko omilijo posttravmatske stresne izku$nje ali pa jih
poslabsajo (10).

Pripadniki Slovenske vojske na razli¢nih ravneh in
podrocjih opravljajo razlicna dela. Ne glede na to
raznolikost pa je mogoc€e za to poklicno skupino
opredeliti nekaj najpomembnejSih dejavnikov stresa
pri delu. Ocena izhaja iz podatkov Studij, opravljenih
v minulih 15 letih pri razli¢nih in tudi pri primerljivih

poklicnih skupinah (11). Za delovni polozaj mnogih
vojakov sta znadilni preobremenjenost in prenasi¢enost
z delovnimi nalogami. Z delovnim polozajem je povezan
tudi delovni €as, ki sooblikuje celoten nacin Zivljenja
zZlasti tistih vojakov, ki delajo tudi popoldan in ponodi,
oziroma sodelujejo na misijah v tujini. Pomanjkanje
nadzora se kaze v tem, da velik del vojakov nima
delovne avtonomije, moznosti svobodnega odlo¢anja
in ¢asovne razporeditve, neredko nima niti moznosti
soodlo¢anja. nadzor in avtonomija sta povezani z
ravnijo v hierarhiji tudi znotraj sistema vojske. Osebe v
razmerah omejene avtonomije zdrsnejo v pasivnost in
izogibanje odgovornosti. Z nadzorom je do neke mere
povezana moznost svobodnega odlo¢anja in izbire
prosto¢asnih dejavnosti, kar je lahko realna tezava tistih
vojakov, ki nimajo urejenega in povsem predvidljivega
delovnega ritma. Brez dvoma je zaradi takSnega
delovnega ritma okrnjeno oziroma spremenjeno
njihovo druzabno in druzinsko zivljenje, ki je lahko
izpostavljeno dodatnim preizkuSnjam. Ponavljajo¢a
se opravila povzro¢ajo ob¢utke prenasi¢enosti, kar je
povezano s pomanjkanjem nadzora. Prenasi¢enosti
se neredko pridruzita apatija in manjSa obcutljivost
za svet okoli sebe. Odgovornost za druge — dejanska
odgovornost, predvsem pa obcutek odgovornosti za
blagostanje drugih (na primer civilnega prebivalstva)
— prinasa mnoge dodatne napetosti, skrbi in v€asih
tudi tezave v medosebnih odnosih (s sodelavci, tudi v
zasebnem zivljenju). Obcutek odgovornosti za druge
lahko zavira uspe$no spoprijemanje s stresnimi
obremenitvami in tudi odlo¢anje. Konfliktnost vlog
se pojavi, kadar se oseba znajde v primezu razli¢nih
pritiskov s strani nadrejenih, podrejenih in sodelavcev.
TakSno stanje zagotovo poslab$a oziroma zmanjsa
bio-psiho-socialno blagostanje, zato ni dovolj, da se ga
posameznik in ustanova zavedata. S tem se konfliktom
ne bi povsem izognili, najverjetneje pa bi sooblikovali
bolj realna pri¢akovanja (zlasti pri sodelavcih in v
zainteresirani javnosti). Nekatera opravila v vojaskem
poklicu so lahko zelo nevarna. Pri tem je klju¢nega
pomena obdutenje in/ali zavedanije, da je neko pocetje
(delo) nevarno. Ce je takéno stanje dolgotrajno, lahko
pride celo do okvar zdravja — ne zaradi »resni¢ne«,
ampak zaradi zaznane nevarnosti. Med stresorje v
vojaskem poklicu lahko uvrstimo tudi stresorje okolja
(11) — vro€ina, onesnazenost zraka, hrup, prah in
podobno so v nekaterih primerih in pogojih dela
izrazito patogeni dejavniki in povzro€ajo mnoge, tudi
tezje bolezni.

Delo nudi moznosti socialnih interakcij in osebnostnega
napredka (rasti). Mo¢no vpliva na samopodobo in
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obcutek lastne vrednosti ter lahko sluzi kot izziv za
samoizpopolnjevanje. Zastoji in krize so nujni del
razvoja vsake kariere. PreuCevanje stresa in strategij
spoprijemanja s stresom v Slovenski vojski je pokazalo
prevlado nacrtnega reSevanja problemov (12), vendar
je bilo Stevilo vklju¢enih preiskovancev pomembna
omejitev pri posploSevanju te ugotovitve, ter rabo
razliénih strategij pri vojakih, pod€astnikih in ¢astnikih.
Ti se vedidel osredotoCajo na problem (13), medtem
ko se vojaki pomembneje usmerjajo na Custva (14),
kar je razumljivo, saj imajo Castniki in podc¢astniki
mo¢ odlo¢anja (spreminjanja situacije), vojaki pa
ne. Tuje Studije, usmerjene v preucevanje posebnih
obremenitev ali poklicnih skupin (policija, vojska),
kazejo, da so nefunkcionalni (»coping«) obvladovalni
mehanizmi zanikanje problema, pasivnost, beg v
dnevno sanjarjenje, pretirano pripisovanje odgovornosti
izkljuéno sebi ali izkljuéno drugim, izogibanje dolo¢enih
situacij ali ljudi ter uzivanje psihoaktivnih snovi (15
—18). Primoskih se depresivno razpolozenje bistveno
pogosteje kaze s poveano agresivnostjo, prepirljivostjo
in uzivanjem psihoaktivnih snovi (18, 19).

Studija je del cilinega raziskovalnega programa (CRP)
»Znanje za varnost in mir 2006 — 2010«, z nazivom
Studija vedenja, odzivov in poéutja pripadnikov
Slovenske vojske v mirnodobnih okvirih in na vojaskih
misijah z vidika stresa in izgorevanja (oznaka projekta
M3-0178), ki je potekala v obdobju 2006 — 2008.
Analiza je del Studije M3-0178 (17), v kateri smo
zajeli dva klju¢na kompleksa vedenja in dozivljanja
pripadnikov Slovenske vojske: poravnavanje s stresom
in izgorelost pri delu ter poravnavanje s travmo in
obravnava posttravmatske stresne motnje. Zasnovana
je bila, da bi opredelila celokupno polje bio-psiho-
socialnega blagostanja osebe ter predlagala nacine
(strategije) znotraj vojaske organizacije, ki u€inke teh
stanj preprecujejo in/ali zmanjSujejo.

V prispevku izhajamo iz celovitega razumevanja
zdravja kot bio-psiho-socialnega blagostanja, s ¢imer
presegamo parcialne poglede ter analize in odgovarjamo
na vprasanje, katere so tiste osebnostne znacilnosti
ter nacini spoprijemanja s stresom pri pripadnikih
Slovenske vojske, ki razlikujejo bolj zdrave vojake od
manj zdravih. Obe skupini smo primerjali s skupino
vojakov na misijah v tujini, ki je med ostalim izbrana na
podlagi neopore¢nega zdravstvenega stanja.
Prednost nasega dela je ustrezno Stevilo vkljuéenih
preiskovancev (n=390), reprezentativna struktura po
spolu in starosti, ustrezna zasnova primerjalnih skupin
(zdravi (SK1-Z), manj zdravi/bolni (SK2-B), udelezenci
misij (Misija)) glede na izhodiS¢no opredelitev

zdravja ter multivzronega odnosa med zdravjem,
izpostavljenostjo stresnim obremenitvam, strategijami
spoprijemanija ter izgorelostjo kot stanjem sovplivanja
pritiskov, izvajanjem delovnih nalog in pretiranimi
stresnimi odzivi (20).

METODE IN UDELEZENCI

Udelezenci

Podatki so bili zajeti v tistih enotah Slovenske vojske,
kjer so se vojaki prostovoljno odlocili za sodelovanije.
Vzorec je tozadevno pristranski.

Na podlagi presejalne analize smo oblikovali dve
skupini — prvo, ki je manj zdrava in ima visje vrednosti
izgorelosti, in drugo, v kateri so pripadniki Slovenske
vojske z nizjo vrednostjo izgorelosti in boljSim
biolodkim in psihosocialnim blagostanjem. Zdravje na
bioloSki ravni smo nameravali preveriti z vkljuéevanjem
ugotovitev rednih zdravstvenih pregledov. Pregled
zdravstvenega stanja vojakov izvedbeno ni bil mogog,
zato smo komponento preoblikovali in namesto
podatkov z rednih periodi¢nih pregledov izbranih oseb
in ocene njihovega aktualnega zdravstvenega stanja
ter pregleda zdravstvenih kartonov za pretekla tri
leta izdelali vprasalnik za samooceno zdravstvenega
stanja, ki so ga udelezenci izpolnjevali skupaj z drugimi
psihodiagnosti¢nimi instrumenti.

Bolniski stalez zaradi bolezni (ne poskodb) smo
uporabili kot merilodelitve na skupino »zdravi« SK1-Zin
»bolni« SK2-B oziroma »manj zdravi« pri udelezencih,
ki delujejo v Sloveniji (»doma).

Po opravljenem zajemu smo zbrali 448 diagnosti¢nih
zvezkov (paket uporabljenih vprasalnikov), med katerimi
je bilo priblizno 60 povsem praznih. Ko smo iz baze
izloCili podatke udelezencev, ki so puscéali prazne
odgovorne liste, smo v nadaljnjo analizo vkljucili 390
diagnostiénih zvezkov (gl 2.2 Pripomogki). Studija je
trajala med letoma 2006 in 2008, je presecne narave,
udelezenci so vpraSalnike izpolnjevali v voja$nicah,
pripadniki misij po vrnitvi v domovino.

Komisija za medicinsko etiko je odobrila izvedbo
Studije 24.10.2006.

Pripomocki

Koncept zdravja na bioloski ravni smo preverjali
z vpraSalnikom za samooceno zdravstvenega
stanja, ki so ga udelezenci izpolnjevali skupaj z
drugimi psihodiagnosti¢nimi instrumenti. V samooceno
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zdravstvenega stanja je bil vklju¢en tudi pregled
odsotnosti z dela zaradi bolezni (trajanje, razlog),
Slovenska vojska pa je zagotovila merila.
Eysenckove osebnostne lestvice (21) merijo tri
dimenzije osebnosti, ekstravertiranost (usmerjenost
v zunanji svet), nevroti¢nost (Custvena nestabilnost)
in psihoti¢nost (zaprtost/odprtost misljenja), dodana
je lestvica iskrenosti. Usmerjenost v zunaniji svet
meri lastnosti, kot so druzabnost, energi¢nost,
aktivnost, impulzivnost, veselost, dinami¢nost na eni
in tihost, vase zaprtost, introspektivnost, zadrzanost
ter previdnost na drugi strani. Custvena nestabilnost
meri zaskrbljenost, emocionalnost, obdutljivost,
razdrazljivost oziroma Custveno nestabilnost na eni
strani ter mirnost, razumnost, ¢ustveno stabilnost
na drugi. Zaprtost/odprtost miSljenja oznacujejo
samotarskost, agresivnost, dominantnost, asocialnost,
tezavnost, neobcutljivost na eni in prijaznost,
empati¢nost, altruizem, rahlo€utnost na drugi strani.
Vprasalnik o nacinih spoprijemanja s stresom
(WCQ; 22) meri procese, strategije spoprijemanja in
ne relativno trajnih potez. Spoprijemanije s stresom so
kognitivni in vedenjski poskusi obvladovanja specifi¢ne
zunanje ali notranje situacije, ki jo oseba oceni kot
iz€rpavajoco in zanjo meni, da verjetno presega
njene moci. Gre za 8 glavnih nacinov spoprijemanja
s stresom: soocenje, odmikanje, samonadzor, iskanje
pomoci, prevzemanje odgovornosti, beg/izogibanje,
nacrtno reSevanje problema in pozitivno ponovno
oceno. Lestvica ima ustrezno konstrukcijsko veljavnost,
vkljuCuje strategije, ki so usmerjene na problem, in tiste,
usmerjene na Custva. Izhaja iz procesov, ki so odvisni
od zahtev situacije in niso vrednostno opredeljeni.

Tabela 1. Struktura vzorca in starost po skupinah.
Table 1. Sample by gender, age and subgroups.

VprasSalnik izgorelosti Maslachove (MBI; 23) meri
tri glavne dimenzije izgorelosti, in sicer ¢ustveno
iz&rpanost, razosebljenost in obdutek delovne
(ne)uginkovitosti. Custvena iz&rpanost vkljuéuje
obdutke izpraznjenosti Custvenih in telesnih virov.
Depersonalizacija (razosebljenje) je medosebna
dimenzija izgorelosti in vklju€uje negativen, neob&utljiv
ali pretirano hladen odziv na razli¢ne vidike dela,
delovno neucinkovitost pa zaznamujejo obc&utki
nesposobnosti in pomanjkanja dosezkov ter delovne
storilnosti.

Obdelava podatkov

Za obdelavo podatkov smo uporabili statisti¢ni paket
SPSS (v 17.0, SPSS inc.). Izvedli smo t-test za
primerjavo skupin s slovenskimi normami, Mann-
Whiteneyev test za razlike med spoloma, Kruskal-
Wallisov test za raCunanije razlik v srednjih vrednostih
med skupinami in faktorsko analizo za ra¢unanje
latentnih razlik med skupinami (PC-analiza, rotacija
Varimax, Kaiserjeva normalizacija). Povezanost
spremenljivk smo preverili z izraCunom korelacijskega
koeficienta.

REZULTATI

Vzorec zajema 342 (87,7 %) moskih in 48 (12,3 %)
zensk. Mediana starosti zensk je 28 let, moskih pa
29 let. Med moskimi in zenskami v vzorcu glede na
starost ni statisticno pomembnih razlik (Z=-0,659,
p=0,510).

Mogki Zenske Skupaj Starost

N % N % N % M SD
SK1-Z 119 34,8 11 22,9 130 33,3 31,7 8,86
SK2-B 107 31,3 23 47,9 130 33,3 32,1 7,83
Misija 116 33,9 14 29,2 130 33,3 28,4 5,06
Skupaj 342 100 48 100 390 100 30,7 7,61

Najmlaj$i so vojaki na misijah, najstarejsi v skupini manj zdravih (SK2-B).
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Tabela 2. Ocena dusevnega in telesnega zdravja, financnega stanja ter sedanjega Zivljenja vojakov.
Table 2. Self-assessment of mental and physical health, financial situation and current life situation.

DusSevno zdravje | Telesno zdravje | Finanéno stanje §ed_i1n!e

Skupine Spol 2iljenje
N M N M N M N M

SK1-Z moski 118 4,3 118 4,3 118 3,0 118 37

zenske 11 4,3 11 4,2 11 3.4 11 4,0

Skupaj SK1-Z 129 4,3 129 43 129 3,0 129 3,7

SK2-B moski 107 4,3 107 4,1 107 2,9 107 3,6

zenske 23 4,1 23 3,9 23 3,0 23 3.4

Skupaj SK2-B 130 4,3 130 4,0 130 2,9 130 3,6

Misija MoSki 115 4,3 115 4,1 114 3,0 115 35

zenske 14 4.4 14 3,9 14 3.1 14 3,6

Skupaj Misija 129 4,3 129 4.1 128 3,0 129 3,6

moski 340 4,3 340 4,1 339 3,0 340 3,6

zenske 48 4,3 48 4,0 48 3,1 48 3,6

Skupaj 388 4,3 388 4.1 387 3,0 388 3,6

Svojedusevnozdravjevojakivsehtrehskupinocenjujejo
enako (x%=0,313; p=0,855), in sicer v povprecju prav
dobro. Telesno zdravje so pri¢akovano najbolje ocenili
zdravi in najslabse bolni, med skupinami so statisticno
pomembne razlike (x?=6,833; p=0,033). Finan¢no

stanje vojaki vseh treh skupin ocenjujejo podobno, kot
zmerno dobro (x%=0,052; p=0,974). Sedanje zivljenje
ocenjujejo nekoliko bolje od finanénega stanja, a slabSe
od zdravja, med skupinami ni statistiéno pomembnih

razlik (x?=4,170; p=0,124).
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*P = psihoti¢nost (zaprtost/odprtost misljenja), E = ekstravertnost (usmerjenost v zunanji svet),
N = nevroti¢nost (Custvena nestabilnost), L = laznivost/iskrenost

Slika 1. Razlike med skupinami glede na srednjo vrednost na Eysenckovi osebnostni lestvici.
Figure 1. Between-group differences on Eysenck’s personality scale.
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Na dimenziji zaprtost/odprtost misljenja so najvisje
vrednosti dosegli vojaki na misiji, najnizjega pa zdravi
(x?=7,313; p=0,026). Na dimenziji usmerjenost v zunanji
svet se vojaki niso statistiéno pomembno razlikovali
(x?=0,797; p=0,671), enako velja za dimenzijo Custvena
nestabilnost (x?=0,374; p=0,829). Na lestvici laznivosti

na misijah (x?=7,309; p=0,026).

Po metodi analize glavnih komponent smo s faktorsko
analizo izlogili v latentnem prostoru za vsako skupino
po dva dejavnika. Uporabljena je bila rotacija Varimax
in Kaiserjeva normalizacija.

Tabela 3. Razlike med skupinami vojakov in slovenskimi normami na Eysenckovi osebnostni lestvici.
Table 3. Scores on Eysenck’s personality scale and Slovenian norms.

M
(SD) (SD) t p
Skupine i 5 moski zenske sui | s s
moski | Zenske (N=100) | (N=40) moski | zenske | moski | zenske
miiema | o0 | @ee | @an | Ges |37 |227 | 0000 | 0047
SKi-2 gjnmaenrjivsvet 2471208) 25467(?) 25505) 2561215) -2,13 | -0,90 0,035 | 0,389
N, =119 | &
erne:: 11 (r:llézi\e/li?liost (548526) (745458) ?3057) ((356393) 4,27 10,70 0,000 | 0,500
::irn;\r/]c;sstt/ 23?4507) 23?81:) 25;76; 2;6255) 0,45 | -1,77 0,651 | 0,107
i?;’,]r;é?: i ?5,258) ?5?890) ?é?;) ?é?ge) 491 | 445 10,000 | 0,023
SKa-8 gjnmae,:jivsvet zf 0783) 247 2107) 238 5?48) 2: 1215) -3,42 | 1,06 0,001 | 0,302
N =107 | g
N, =23 e noost fff 6) (74%50) ?5?5’7) ?5,6;3) 399 1,26 | 0,000 | 0,221
::irn;\r/]c;sstt/ 2318505) 232 774?) 2“12 ;73) 234 6255) -2,39 | -2,00 0,019 | 0,058
siosn 702 o1 400 48 Lo oo | hp [ o0m
Vst ;jnmaer:ji\;\,et 237 ’9282) 25? ’1507) 29? é)f) 256 ’1215) -2,32 | 0,24 0,022 | 0,817
N =116 | g
NZ14. | estbinost | (hin) | 612 | o | eas | 488 | 076 | 0,000 | 0460
::i?é\,ﬁ%itt/ 241(;56) 24:5520) 2 42 ;73) 2;' 6255) -3,36 | -2,28 0,001 | 0,040

* slovenske norme (21)
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Tabela 4. Faktorska analiza Eysenckove osebnostne lestvice po skupinah.
Table 4. Factor analysis of Eysenck’s personality scale.

SK1-z SK2-B Misija

1 2 1 2 1 2
Zaprt./odprtost misljenja 0,631 0,418 0,592 0,554 0,808 0,186
Usmerjenost v zunanji svet -0,891 0,188 -0,824 0,265 0,114 -0,863
Custvena nestabilnost 0,586 0,528 0,707 0,266 0,301 0,786
Laznivost / iskrenost 0,026 -0,923 0,032 -0,907 -0,820 0,047
X 38,41 % |33,54% |38,30% |31,78% |3571% | 34,96 %

* odstotek pojasnjene variance

Tabela 5. Koeficienti korelacije med pocutiem in Eysenckovimi dimenzijami osebnosti.
Table 5. Correlation coefficients between Well-being and Eysenck’s personality dimensions.

Pocutje (vsi)

Pocutje (SK1-2)

Pocutje (SK2-B)

Pocutje (misija)

Zaprtost/odprtost misljenja -0,138** -0,171 -0,176* -0,068
Usmerjenost v zunanji svet 0,170** 0,193* 0,261** 0,044
Custvena nestabilnost -0,325** -0,396** -0,328** -0,256**
Laznivost/iskrenost 0,062 0,112 0,019 0,044

* Korelacija je statistiéno pomembna na ravni p<0,05.
**Korelacija je statistiéno pomembna na ravni p<0,01.
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Figure 2. Between-group differences in coping strategies.

NajpogostejSe strategije spoprijemanja s stresom
so reSevanje problemov, pozitivha ponovna ocena
situacije, samonadzor in iskanje socialne pomoci.
Najredkeje uporabljajo izogibanje oziroma beg in

Razlike med skupinami glede na srednjo vrednost pri spoprijemanju s stresom.

sprejemanje odgovornosti. Statistiéno pomembno
se skupine razlikujejo le pri strategiji odmikanje, ki jo
pogosteje kot ostali dve skupini uporabljajo vojaki na
misijah, najredkeje pa zdravi (x?=13,645; p=0,001).
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Tabela 6. Faktorska analiza strategij spoprijemanja s stresom po skupinah.
Table 6. Factor analysis of coping strategies.

SK1-Z SK2-B Misija

1 2 1 2 1 2
Soocanje 0,387 0,498 0,451 0,531 0,649 0,442
Odmikanje -0,019 0,788 0,088 0,764 0,166 0,776
Samonadzor 0,532 0,414 0,551 0,487 0,559 0,595
Iskanje pomogi 0,607 -0,076 0,734 0,096 0,789 0,247
Sprejemanje odgovornosti 0,533 0,464 0,666 0,410 0,670 0,319
Beg/izogibanje -0,109 0,881 0,008 0,894 0,068 0,907
Nacrtno reSevanje problema 0,821 -0,276 0,847 -0,188 0,867 -0,093
Pozitivha ocena 0,703 0,292 0,764 0,279 0,853 0,181
X2 28,33% |27,48% |34,99% |2742% |4145% |27,23%

* odstotek pojasnjene variance

Tabela 7. Koeficienti korelacije med pocutiem in nacini spoprijemanja s stresom.
Table 7. Correlation coefficients between well-being and coping strategies.

Pocutje (vsi) Pocutje (SK1-2) Pocutje (SK2-B) Pocutje (misija)
Soocenje -0,073 -0,089 -0,077 -0,062
Odmikanje -0,014 0,011 -0,010 -0,007
Samonadzor -0,087 0,007 -0,122 -0,132
Iskanje pomodi -0,042 0,055 0,047 -0,209*
Sprejemanje odgovorn. -0,125* -0,079 -0,118 -0,182*
Beg/izogibanje -0,165** -0,123 -0,219* -0,131
Nacrtno res. Problema 0,121* 0,192* 0,201* -0,047
Pozitivha ocena -0,009 0,055 -0,035 -0,052

* Korelacija je statistiéno pomembna na ravni p<0,05.
**Korelacija je statisticno pomembna na ravni p<0,01.
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Slika 3. Razlike med skupinami pri izgorelosti glede na srednjo vrednost.

Figure 3. Between-group differences in burn-out.

Najvedje razlike med skupinami se pojavljajo pri
razosebljenju, kjer so najvijo vrednost dosegli vojaki
na misijah, najnizjo pa zdravi (razlika je statisti¢no
pomembna, x?=21,756; p=0,000), enako velja za
Custveno iz&rpanost (razlike so statistiéno pomembne,
X?=6,316; p=0,043) in delovno neudinkovitost
(x2=7,088; p=0,029).

Po metodi analize glavnih komponent smo s faktorsko
analizo izlodili v latentnem prostoru pri izgorelosti za

vsako skupino po en dejavnik, rotacija ni bila mozna.
SK1-Z: F1 pojasni 60,54 % variance, SK2-B: F1
pojasni 64,92 % variance, Misija: F1 pojasni 62,69
% variance. V vseh treh skupinah je posamezen
dejavnik najbolj nasi¢en s pozitivnimi vrednostmi
Custvene izérpanosti in depersonalizacije in najmanj
z negativnimi vrednostmi delovne ucinkovitosti, najve¢
variance dejavnik pojasni v skupini SK2-B.

Tabela 8. Koeficienti korelacije med pocutiem in izgorelostjo.
Table 8. Correlation coefficients between well-being and burn-out.

Pocutje (vsi)

Pocutje (SK1-2)

Pocutje (SK2-B) Pocutje (misija)

Custvena izérpanost -0,320** -0,363** -0,399** -0,201*
Razosebljenje -0,135** -0,161 -0,163 -0,047
Delovna uginkovitost 0,141* 0,061 0,219* 0,146

* Korelacija je statisticno pomembna na ravni p<0,05.
**Korelacija je statisticno pomembna na ravni p<0,01.

RAZPRAVLJANJE

Razprava o metodah in vzoréenju

V obravnavanem vzorcu je 234 (60,0 %) vojakov,
98 (25,1 %) podcastnikov in 58 (14,9 %) Castnikov
(Tabela 1). Struktura vzorca se od populacije razlikuje

predvsem po vecjem delezu vojakov in manjSem
delezu Eastnikov. Prostovoljnost sodelovanja naj bi
zagotovila vecjo iskrenost in zavzetost preiskovanceyv,
Cesar vrednosti lestvice laznivosti (iskrenosti) glede
na normo ne potrjujejo (Tabela 3), razen pri skupini
na misiji. V kontekstu sistema (vojasSke organizacije)
lahko takSen rezultat razlagamo kot dajanje socialno
zazelenih (pricakovanih) odgovorov (zdravi) oziroma



Seli¢ P.,, Serec M., Petek D., Rus Makovec M. Osebnostne znacilnosti in strategije spoprijemanja s stresom, povezane z zdravjem ... 71

kot subkulturno znacdilnost (misije). Nepojasnjen
(neraziskan) ostaja delez in slika tistih, ki se za
sodelovanje niso odlogili.

Razprava o rezultatih

Zdravi

V skupini zdravih (SK1-Z) imajo tako moski kot zenske
statistiéno pomembno visji rezultat od slovenskih norm
na dimenziji zaprtost misljenja, moski so v primerjavi
z normo bolj zaprti vase (introvertirani) in ¢ustveno
nestabilni (Tabela 3). Osebnostne dimenzije v skupini
razlagajo do 72 % variance z dvema dejavnikoma
— F1 treznost, zadrzanost, hladnost, agresivnost,
dominantnost, dogmatizem — »trezni dogmatizems«,
F2 nekonformizem, odkritost, iskrenost, zaskrbljenost
in Custvenost — »samozaupanje« (Tabela 4). Latentni
prostor spoprijemanja s stresom (pojasnjene do 56
% variance) opisujeta dva dejavnika: F1 priblizevanje,
nacrtno reSevanje problemov, iskanje socialne
pomodci, sprejemanje odgovornosti, samonadzor
— »odgovorno resevanje problemov«, F2 pa beg/
izogibanje, odmikanje, sprejemanje odgovornosti,
soocCenje — »distancirana elaboracija« (Tabela 6).
Dosegajo najnizje vrednosti ¢ustvene iz€rpanosti in
razosebljenja ter najvisjo delovno ucinkovitost. Latentni
prostor opisuje dejavnik »custvena iz¢rpanost«.
Pocutje vojakov je po pri¢akovanju negativno povezano
s Custveno nestabilnostjo (Tabela 5) in Custveno
iz€rpanostjo (Tabela 8) ter pozitivno z usmerjenostjo
v zunanji svet (Tabela 5) in z na¢rtnim reSevanjem
problemov (Tabela 7).

Manj zdravi (bolni)

V skupini bolnih oziroma manj zdravih (SK2-
B) so mos$ki in zenske dosegli vi§ji rezultat od
slovenske norme na dimenziji psihoti€énosti in samo
moski nizji rezultat glede usmerjenosti v zunanji
sveti, viSjega glede Custvene nestabilnosti in
viSjega glede neiskrenosti (Tabela 3). Osebnostne
dimenzije razlozijo do 70 % variance z dvema
dejavnikoma — F1 zaprtost vase, introspektivnost,
zadrzanost, hladnost, zanesljivost, pesimizem,
etiCnost, prestrasenost, zaskrbljenost, spreminjajoCe
razpolozenje, depresivnost — »introspektivnost
in zaskrbljenost«, F2 pa iskrenost, odkritost,
nekonformnost, brezobzirnost, pomanjkanje empatije
— »brutalna odkritost« (Tabela 4). Latentni prostor
strategij spoprijemanja s stresom (pojasnjene do
62 % variance) opisujeta dva dejavnika: F1 naértno
reSevanje problemov, pozitivna ponovna ocena,
iskanje socialne pomodi in sprejemanje odgovornosti

— »usmerjenost na resitev«, F2 pa beg/izogibanje,
odmikanje, soo€enje — »umik« (Tabela 6). Dosegajo
vi§je vrednosti Gustvene iz&rpanosti in razosebljenja
kot »zdravi« in v primerjavi z njimi nizjo vrednost
delovne ucinkovitosti. Latentni prostor opisuje en
dejavnik; med vsemi skupinami ta dejavnik izgorelosti
pojasni najvec variance in ga glede na nasi¢enost
poimenujemo »razosebljenje«. Polutje je v pozitivni
zvezi z usmerjenostjo v zunanji svet (Tabela 5),
z nacrtnim reSevanjem problemov (Tabela 7) in z
delovno ucinkovitostjo (Tabela 8) ter v negativni
povezanosti z zaprtostjo misljenja, s ¢ustveno
nestabilnostjo (Tabela 5), s strategijo bega (Tabela
7) in s Custveno iz€rpanostjo (Tabela 8). Korelacije
pocutja vojakov z njihovimi osebnostnimi znacilnostmi
in izgorelostjo potrjujejo pretirano obdcutljivost (F1)
vojakov te skupine — v primerjavi z ostalima dvema
skupinama imata njihova osebnost in dozivljanje
izgorelosti najmoc¢nejsi vpliv na pocdutje.

Misija

Vojaki na misiji so izbrani posebej in pred odhodom
na misijo celovito zdravstveno pregledani. Znotraj
skupine na misiji so le mos8ki dosegli pomembno
vi§ji rezultat na dimenzijah zaprtosti misljenja in
Custvene nestabilnosti ter nizjega glede odprtosti
v zunanji svet, tako moski kot zenske pa so na
lestvici iskrenosti dosegli visji rezultat, kakor je to
znacilno za slovenske norme (Tabela 3).V tej skupini
osebnostne dimenzije razlagajo do 71 % variance z
dvema dejavnikoma — F1 odkritost, nepripravljenost
na prilagajanje, samotarstvo, tezavnost (v
medosebnih odnosih), utrudljivost, nezmoznost
vkljuCevanja, krutost, nehumanost, pomanjkanje
empatije, sovraznost do drugih, avanturizem,
neustrasnost, agresivnost, slab8a socializacija,
SibkejSi superego — »trdi macizem«, F2 zaprtost
vase, nedruzabnost, prestrasenost, zaskrbljenost,
spreminjajoce razpolozenje, depresivnost, iracionalni
odzivi, mo¢no &ustvovanje, nenehna zaskrbljenost
— »nezaupljiva razdrazljivost«. (Tabela 4). Latentni
prostor strategij spoprijemanja s stresom (pojasnjene
do 69 % variance) opisujeta dva dejavnika: F1
nacértno reSevanje problemov, pozitivna ponovna
ocena, iskanje pomodi, sprejemanje odgovornosti —
»(samo)dokazovanje«, F2 beg/izogibanje, odmikanje,
samonadzor — »zanikanje« (Tabela 6). Dosegli so
najvisje vrednosti na vseh dimenzijah izgorelosti
—med vsemi skupinami najvisjo ¢ustveno izérpanost
in razosebljenje ter najnizjo delovno udinkovitost
(Slika 3). Posebej izstopa razosebljenje. Latentni
prostor opisuje dejavnik »cinizem«.
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Pocutje vojakov je negativno povezano s ¢ustveno
stabilnostjo (Tabela 5), z iskanjem pomodi, s
sprejemanjem odgovornosti (Tabela 7) in ¢ustveno
izErpanostjo (Tabela 8).

Korelacije pocutja z osebnostnimi znacilnostmi in
izgorelostjo prav tako kazejo na trdi macizem (F1) in
navidezno neobdutljivost vojakov na misijah — kljub
temu, da so dosegli najvisje vrednosti izgorelosti, ima
ta veliko manjsi vpliv na njihovo pocutje kot v ostalih
dveh skupinah. MoSki na misijah dosegajo najvisje
vrednosti na dimenzijah zaprtost misljenja in glede
Custvene nestabilnosti v celotnem vzorcu, a ima
osebnost izrazito manjSi vpliv na njihovo pocutje kot
v ostalih dveh skupinah.

Razlaga rezultatov

Namen analize je bil prepoznati dejavnike/znacilnosti,
po katerih se zdravi (SK1-2Z) razlikujejo od manj
zdravih (SK2-B) vojakov v primerjavi z vojakih na
misijah (izbrano zdravi, izpostavljeni posebnim
delovnim obremenitvam in pogojem). Rezultate
razlagamo na podlagi opravljenih analiz, pri ¢emer
upostevamo, da temeljijo izbrani instrumenti na
samoopazovanju in samoocenjevanju ter dopus¢amo
moznost napak, ki jim je podvrzeno samoopazovanje
(stereotipnost odgovorov, dajanje srednijih ali skrajnjih
ocen, pritrievanje, negativizem, napaka blizine), ki pa
jih je mogoce kontrolirati z dodatno lestvico iskrenosti
(24). Vrednosti laznivosti/iskrenosti kazejo, da so
najbolj verodostojno odgovarijali vojaki na misijah
(Tabela 3).

IzhodiS¢no hipotezo, da se zdravi v temeljnih
osebnostnih lastnostih in posledi¢no v izgorelosti
razlikujejo od manj zdravih, smo potrdili. V celothem
vzorcu je pocutje (bio-psiho-socialno blagostanje)
v negativni povezanosti z odprtostjo misljenja in s
Custveno nestabilnostjo ter v pozitivni z usmerjenostjo
v zunanji svet (Tabela 5). Menimo, da je ravno
usmerjenost v zunaniji svet osebnostna dimenzija, ki
varovalno deluje/intervenira v procesih spoprijemanja
pri zdravih. Samoocena zdravja (pocutja) obravnavanih
preiskovanceyv je negativno povezana s sprejemanjem
odgovornosti, z begom oziroma izogibanjem, s
Custveno iz€rpanostjo in z razosebljenjem, medtem
ko pozitivno korelira z na¢rtnim reSevanjem problemov
in z delovno ucinkovitostjo (Tabeli 7, 8). Pretezno
moska populacija pozitivho ojacuje usmerjenost
na problem. Struktura in nacin delovanja vojaske
organizacije s hierarhijo in podredljivostjo ne ustrezata
zlasti starejSim, nizko razvr§€enim v hierarhiji
(bolni) in najmlajSim, nepripravljenim/neopremljenim

za delovanje v takSnem organizacijskem ustroju
(misije).

Vedinska visoka ocena lastnega zdravja (Tabela
2) v obravnavanem vzorcu, ki po starosti in spolu
ustrezno odraza populacijo, je posledica dejstva, da
gre za izbrano populacijo telesno mladih, zdravih,
pretezno moskih oseb. K pozornosti vrednemu delezu
oseb, ki so svoje zdravje ocenile kot slabse ali slabo,
prispevajo psiholoski dejavniki, obremenitve v zvezi s
tezavami finanéne narave in z neustreznimi delovnimi
pogoji, saj za samooceno velja, da ne zajema le
telesnega, ampak tudi psihosocialno pocutje (25, 26)
— od trenutnih okvar zdravja, dejavnikov tveganja,
zmoznosti spoprijemanja z zivljenjskimi izzivi do
socialno-ekonomskega statusa (25), telesne kondicije
(27), smrtnosti (28, 29) in dejavnikov tveganja za
prezgodnjo smrt (30-32), kar skupaj opisuje bio-psiho-
socialno blagostanje in funkcioniranje posameznika
(33, 34). Raziskave so potrdile veljavnost samoocene
zdravja in uporabnost tega parametra v preucevanju
odnosa med stresom, izgorevanjem in delovnimi
pogoji (35).V tej komponenti se manj zdravi in vojaki
na misijah manifestno najmanj razlikujejo, razlike med
njimi pa razlozimo z dejavniki ozadja (latentnega
prostora).

Odstopanje od slovenske norme pri osebnostnih
lastnostih deloma razlozi posebnost oziroma
selekcioniranost poklicne skupine (Tabela 3). Sele
analiza latentnega prostora brez delitve po spolu je
pokazala celovito sliko treh podskupin udelezencev
(Tabela 4). Skupini manj zdravi in misije sta si v tem
zelo podobni. Obravnavana problematika ne dopuscéa
pretiranega drobljenja na mnozico spremenljivk.
Osebnost udelezencev presega vsoto izmerjenih
osebnostnih lastnosti, naginov spoprijemanja s
stresom, vidikov izgorelosti in samoocenjevanja
bio-psiho-socialnega blagostanja. Gre za sestavljen
in hkrati enovit sistem, t. i. unitas multiplex, ki ga
odlikujeta integriranost in vzajemna odvisnost delov,
predvsem pa celostnost.

Zdrave opisujeta »trezni dogmatizem« in
»Samozaupanje«, manj zdrave pa »introspektivnost
in zaskrbljenost« ter »brutalna odkritost«, njihova
osebnost in dozivljanje izgorelosti imata najmocnejsi
vpliv na pocutje. Osebnostne znagdilnosti pripadnikov
misij oznacujeta »trdi macizem« in »nezaupljiva
razdrazljivost«. Pri njih ima osebnost izrazito man;jsi
vpliv na pocutje v ostalih dveh skupinah. Morebitna
(zanikana) travmatska dozivetja moc¢no zvisajo
pogostost psihiatri¢nih motenj. Na moznost prikrite
posttravmatske stresne motnje pri pripadnikih misij
opozarja faktorska struktura pri temeljnih osebnostnih
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lastnostih — k znakom prevelike vzdrazenosti Stejemo
tesnobo in razdrazljivost, izbruhe jeze, tezave z
zbranostjo, prepogosto budnost, motnje spanja in
pretirane odgovore strahu (36). Posebne stresne
obremenitve, pomanjkanje socialne podpore (»trdi
macizem«) in razdrazljivost kot znak maskirane
depresije so dejavniki tveganja za okvare bio-psiho-
socialno blagostanja (zdravja), ki se lahko kaze
kot izgorelost (37). Delovni pogoji in neustrezna
pricakovanja (ocena finanénega stanja (Tabela 2))
lahko ojaCajo nekatere znake PTSM (38), ki praviloma
ostajajo prezrti, in se kazejo kot tesnobnost,
depresivnost in zloraba alkohola (39).

Pri spoprijemanju s stresom je hierarhija preferenc
(strategij spoprijemanja) na manifestni ravni
enaka pri vseh skupinah, v latentnem ozadju pa
smo prepoznali nekaj posebnosti (Tabela 6). Pri
zdravih izstopa poleg usmerjenosti na problem tudi
odgovornost — dejanska ali zaznana, lahko tudi
obclutek odgovornosti za blagostanje drugih, kar
prinasa mnoge dodatne napetosti, skrbi in v¢asih
tudi tezave v medosebnih odnosih (s sodelavci,
tudi v zasebnem Zivljenju). Ob¢utek odgovornosti
za druge lahko zavira uspe$no spoprijemanje s
stresnimi obremenitvami in tudi odlo¢anje. Pri manj
zdravih poleg problemske usmerjenosti izstopa
umikanje, kar razlagamo s ponavljajo¢imi se
opravili, obCutki prenasic¢enosti in pomanjkanjem
nadzora. Prenasi¢enosti se neredko pridruzita
apatija in manjSa obcutljivost za svet okoli sebe.
Kaze, da sta za delovni polozaj teh vojakov znagilni
preobremenjenost in prenasi¢enost z delovnimi
nalogami. Z umikom in razosebljenjem povezujemo
intelektualizacijo kot spoprijemanje s pomanjkanjem
nadzora — (pre)malo delovne avtonomije, moznosti
svobodnega odlo¢anja in ¢asovne razporeditve brez
moznosti soodlo¢anja. Nadzor in avtonomija sta
povezana z ravnijo v hierarhiji tudi znotraj vojaskega
sistema. Osebe v polozaju omejene avtonomije
zdrsnejo v pasivnost in izogibanje odgovornosti.
Vojaki v skupini udelezencev misij kazejo zanikanje
ali odpor do sodelovanja (nepripravljenost, prenos
nezadovoljstva z delodajalca na izvajalce Studije).
Custva najbrz pretezno uravnavajo z obrambnimi
mehanizmi, ki nastopijo, ko okolje ne daje ustrezne
podpore in/ali nasprotuje posameznikovim ciljem.
Kljuéni dejavnik razlikovanja med skupinami je
izgorelost (Slika 3). Razlike med zdravimi in manj
zdravimi pojasnjujemo z osebnostnimi znacilnostmiin
t.i. psihosomatsko naravnanostjo (pri manj zdravih),
pri ¢emer razlaga ni linearna/vzroéna, saj se lahko

depresivnost in zaskrbljenost pojavljata kot povod
ali posledica pri depersonalizaciji (kot komponenti
izgorelosti), ta pa varuje osebo pred potencialno
(pre)mocnim Custvenim vzburjenjem. Vojaki v skupini
manj zdravih so starej$i in imajo daljSi delovni staz v
vojaski organizaciji, manjsi del slabSega bioloSkega
in psihosocialnega blagostanja lahko pojasni tudi ta
dejavnik. Skupina manj zdravih nasploh poroca o ve¢
razli¢nih tezavah, kar deloma pripi8emo osebnostnim
znacilnostim in deloma okoli§¢inam (odnosu do dela
in delodajalca, delovnim razmeram ipd.). Osebe z
izrazeno Custveno nestabilnostjo (manj zdravi, misije
(Tabela 3)) ne upostevajo zahtevnosti dela in redkeje
uporabljajo soocenje, kar lahko pojasnimo z nizjo
frustracijsko toleranco (40). Odmikanje kot strategija
spoprijemanja (Slika 2) se pri osebah z izrazeno
custveno nestabilnostjo lahko kaze kot izgubljanje
v nepomembnih malenkostih in slabSe vrednotenje
kakovosti lastnega zivljenja. Spoprijemanje kot
posledica pomena (ocene), ki ga dajeta oseba in
okolje dogodku, se pri osebah z visoko stopnjo
custvene nestabilnosti kaze kot selektivni izbor
strategij, povezanih s kognitivnim izkrivljanjem, kar
lahko pojasnimo tudi z delovnimi zahtevami in malo
socialne pomo¢i (organizacijska klima, macisti¢na
subkultura).

Za skupino udelezencev misij so znacilni cinizem,
macizem in nezaupanje, pri ¢emer razumemo
osebnostne znacilnosti kot stabilni dejavnik (macizem,
nezaupljivost, razdrazljivost), cinizem pa kot rezultat
delovanja okolja, sistema, pri¢akovanj ipd. Zaprtost/
odprtost misljenja, usmerjenost v zunanji svet in
Custvena nestabilnost, ki se kazejo pri vojakih na
misiji, predstavljajo neugodno kombinacijo tudi z
vidika spoprijemanja, kar so ugotovili tudi drugi avtor;ji
(41). Zato ne presenecajo rezultati faktorske analize
(Tabela 4) in opisana nagnjenost k sovraznim odzivom,
begu, kriti€nosti, odsotnosti humorja ipd. Neugodna
kombinacija pasivnosti in prevelike impulzivnosti — gre
za poskus nekakSnega uravnotezenja z zmanjSano
odzivnostjo na vsakodnevne drazljaje in pretiranim
odzivanjem na dolo¢ene draZljaje — lahko povzro¢a
izrazito disfunkcionalnost (vrednosti osebnostnih
lestvic, spoprijemanje s stresom in razosebljenje/
cinizem). lzgorelost (cinizem, nizka delovna
ucinkovitost) je znak izErpanega oziroma okvarjenega
bioloSkega in psihosocialnega blagostanja, ki lahko
vodi v absentizem ali zapustitev poklica/dela (18).
Vojaki na misiji so najmlajSi znotraj obravnavanega
vzorca, kar lahko pojasni del izgorelosti (mladost, krajSi
delovni staz, manj izkusenj).
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ZAKLJUCEK

Iz analize izhaja, da bi bilo nujno dopolniti izbirni
postopek za sprejem v Slovensko vojsko s testom
temeljnih osebnostnih lastnosti ter izlo€iti kandidate,
ki presegajo normirane vrednosti za ¢ustveno
nestabilnost in zaprtost/odprtost misljenja, saj takSne
osebe izbirajo manj ustrezne strategije spoprijemanja
s stresnimi obremenitvami, kar posledi¢no vpliva na
bio-psiho-socialno blagostanje preko razosebljenja in
Custvene iz€rpanosti ob vse manjSem obcutku delovne
ucinkovitosti.

Vodje oziroma nadrejeni naj bi ve¢ pozornosti namenjali
veS§€inam v medosebnih odnosih, dosedanjim
delovnim izkusnjam in prevzemanju varovalnih strategij
(netekmovalne fizi€ne dejavnosti, konjicki).

Kljuéni premik bi bilo mogocde doseci s krepitvijo
skupinske povezanosti in kakovosti odnosov v enotah
ter z izvajanjem programa proti izgorevanju znotraj
organizacije. S tem bi razvijali veS¢ine v medosebnih
odnosih ter oblikovali socialno podporo znotraj
kolektiva.

Ne glede na hierarhi¢ni in subordinacijski model
organizacije je potrebna in mogocCa takSna
(re)organizacija dela, ki omogoci posamezniku, da
ustrezno uporabi svoje vescéine in sposobnosti terima
obclutek, da lahko nadzoruje svoje delo. Nujni pogoj
za to je krepitev vescin za upravljanje ¢love$kega
kapitala pri vodjih.
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UPORABA MODELA IEUBK ZA NAPOVED VSEBNOSTI SVINCA
V KRVI OTROK PRI RAZISKAVAH IN SANACIJI OKOLJA V
ZGORNJI MEZISKI DOLINI
THE IEUBK MODEL FOR LEAD BLOOD BURDEN PREDICTION IN
CHILDREN USED IN THE EXPLORATION AND REMEDIATION OF
THE UPPER MEZA VALLEY ENVIRONMENT

Matej Ivartnik’, lvan Erzer?

Prispelo: 7. 8. 2009 - Sprejeto: 29. 12. 2009

Izvirni znanstveni ¢lanek
UDK 615.9(497.4 Zg. Meziska dolina)

Izvleéek

Uvod: Model IEUBK je racunalnisko podprto orodje, ki na podlagi vnesenih podatkov o izpostavijenosti oceni
koncentracijo svinca v krvi otrok. Namen raziskave je bil s pomocjo modela ugotoviti, ali izmerjene koncentracije
svinca v krvi otrok iz Zgornje MeZiske doline ustrezno zrcalijo obremenjenost okolja s svincem, in oceniti, kateri
S0 najpomembnejsi dejavniki izpostavijenosti.

Metoda dela: V raziskavi smo uporabili model IEUBK s podatki o koncentracijah svinca v zraku, zemlji, hiSnem
prahu in pitni vodi v Zgornji MeZiski dolini in privzetimi vrednostmi za preostale dejavnike izpostavljenosti.
Vrednosti, Ki jih je napovedal model, smo primerjali z izmerjenimi vrednosti svinca v krvi otrok v letih 2001-2002
in 2004-2007. Med seboj smo primerjali skupine otrok, oblikovane na podlagi geografske lege stalnega bivalisca.
Pri oblikovanju skupin smo uporabili dva pristopa. Ujemanje napovedanih in izmerjenih vrednosti smo ocenili na
podlagi prekrivanja vrednosti in pripadajoCih 95-odstotnih intervalov zaupanja.

Rezultati: Vkljucenih je bilo 196 triletnih otrok iz Zgornje MeZiske doline. Zadovoljivo ujemanje med napovedanimi
in izmerjenimi vrednostmi je bilo pri 6 izmed 8 skupin, ki so vkljucevale vsaj pet otrok pri prvem pristopu oz. pri 5
od 7 skupin pri drugem pristopu. Simulacije z modelom so za vse skupine napovedale delez vnosa svinca preko
zemlje in hiSnega prahu v vrednosti nad 80 % skupnega vnosa.

Zakljucek: Rezultati kaZejo, da otroci z najvisjimi vrednostmi svinca Zivijo na najbolj onesnaZenih obmodjih in da
sta zemlja in hisni prah pomembna dejavnika izpostavljenosti svincu. Model je uporabno orodje za napovedovanje
svinca v krvi otrok, saj je zelo prilagodljiv in omogoca natanéen opis izpostavljenosti otrok svincu in identifikacijo
najpomembnejsih virov izpostavljenosti, e je na razpolago dovolj krajevno specificnih podatkov.

Kljuéne besede: model IEUBK, svinec v krvi, Zgornja Meziska dolina, otroci

Original scientific article
UDC 615.9(497.4 Zg. Mezi$ka dolina)

Abstract

Introduction: The Integrated Exposure Uptake Biokinetic (IEUBK) Model for Lead in Children is a computer
software package used for determining blood lead concentrations in children on the basis of information about
their exposure to lead. Data on environmental lead pollution of the Upper MeZa valley were used for calculations
by the model. The aim of the study was to determine whether lead burden data for children reflect environmental
lead contamination, and to identify the most important lead exposure risk factors in the Upper MeZa valley.

Methods: Data on air, soil, house dust and drinking water lead concentrations for the Upper Meza valley were
used for calculations by the IEUBK model, together with default values for other lead exposure factors. The values
predicted by the model were compared to blood lead concentrations in children measured during the periods 2001-
2002 and 2004-2007. The groups of children compared were formed on the basis of the geographical location
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of their residence, using two different approaches. The level of agreement between the observed and predicted
values was assessed on the basis of the overlap between the two values and on the basis of the calculated 95
% confidence intervals.

Results: The study involved 196 three-year-old children from the Upper MeZa valley. Using the first approach the
predicted values were in good accordance with the measured levels for six out of eight groups including at least
five children, and by the second approach, good accordance was found for five of seven groups. Simulations by the
IEUBK model showed that over 80 % of the total lead intake was through ingestion of soil and dust in all groups.
Conclusion: The results show that children with highest blood lead levels live in the most polluted areas where
soil and house dust are important lead exposure factors. The IEUBK model is a useful tool for predicting blood lead
levels in children. It is very adaptable and allows for accurate assessment of lead exposure in children, as well as
for identification of most important exposure factors, provided that sufficient site specific data are available.

Key words: IEUBK model, blood lead, Upper Meza Valley, children

uvoD

Svinec je tezka kovina, ki jo je €lovek skozi zgodovino
uporabljal na Stevilnih podrogjih, posledica pa je
veC kot tisoCkratno poviSanje koncentracij svinca
v okolju v zadnjih treh stoletjih (1). Svinec ima
akutno in kroni¢no toksi¢no delovanje. Zaradi vecje
obcutljivosti in izpostavljenosti so skupina z najvecjim
tveganjem otroci do sedmega leta starosti. Danes so
problemati¢ne predvsem dolgotrajne izpostavljenosti
nizkim koncentracijam svinca, ki jih povezujejo s
spremembami v duSsevnem razvoju in vedenju otrok.
Najpogosteje omenjajo hiperaktivnost, tezave pri fini
motoriki, podaljSan odzivni ¢as, slabSo koordinacijo
rok in oci ter slab8e rezultate inteligenénih testov
(2,3).Poleg otrok in nosecnic spadajo med skupine z
najvedjim tveganjem Se zaposleni v industriji svinca
in prebivalci onesnazenih obmogij, kjer se je razvila
proizvodnja in predelava svinca. Tako obmodje je tudi
Zgornja MeziSka dolina, kjer imata pridobivanje in
predelava svinca veéstoletno zgodovino (4). Razli¢ne
Studije so pokazale, da je okolje in tudi prebivalstvo
Zgornje MeziSke doline ¢ezmerno obremenjeno s
svincem in da bi bilo potrebno ukrepanje (5). Zadnja
celovita Studija leta 2002 (6) je med drugim pokazala,
daima vecina otrok v krvi ve¢ kot 100 pg svinca na liter
krvi, kar so potrdile tudi vrednosti svinca v krvi otrok,
izmerjene v okviru projekta »Zivljenje s svincem.«
(7). Ceprav $tudije kazejo, da za svinec praktiéno ni
mogoce doloditi koncentracije, ko ni Skodljivih vplivov
na zdravje (8,9,10), je 100 pg Pb/I krvi tista vrednost, ki
jo Center za nadzor bolezni (CDC) doloca kot akcijsko
raven (11), to je raven, pri kateri je potrebno pri¢eti z
izvajanjem dejavnosti za zmanjSanje izpostavljenosti
svincu.

Vsebnost svinca v krvi otrok je odraz izpostavljenosti
svincu v okolju, v katerem otroci Zivijo. Tako ne
preseneca, da je bilo razvitih kar nekaj matemati¢nih
modelov, ki na podlagi podatkov o izpostavljenosti

podajo oceno vsebnosti svinca v krvi. Model IEUBK,
ki ga je razvila Agencija Zdruzenih drzav Amerike
za varovanje okolja (US EPA), je eden najbolj
izpopolnjenih modelov. Model na podlagi vhesenih
podatkov o izpostavljenosti svincu iz razli¢nih virov
izraCuna najverjetnejSo vsebnost svinca v krvi otrok
in oceni doprinos posameznih virov k skupnemu
vnosu svinca v telo (12).Model se je izkazal kot dober
pripomocek pri nacrtovanju ukrepov za sanacijo s
svincem onesnazenih obmogij v svetu.

Na obmocju Zgornje MeziSke doline se izvajajo ukrepi
za izboljSanje stanja okolja, katerih cilj je zmanj$ati
izpostavljenost svincu in doseci, da bo vsebnost
svinca v krvi nizja od 100 pg/l pri 95 % otrok. Ukrepe
je potrebno nacrtovati tako, da je ucinek ob izvedbi
najvedji. Model IEUBK je bil uporabljen s podatki o
obremenjenosti okolja s svincem za Zgornjo MeziSko
dolino.

Namen je bil ugotoviti, ali na obmodgjih, kjer je
obremenjenost s svincem najvecja, zivijo otroci z
vrednosti modela ujemajo z dejansko izmerjenimi
vrednostmi svinca v krvi. Izraduni z modelom naj
bi nakazali, kateri so najpomembnejSi dejavniki
izpostavljenosti svincu v Zgornji Meziski dolini. Prav
slednje je bistvenega pomena pri nacrtovanju ukrepov
za izboljSanje kakovosti okolja oziroma zmanjSanje
izpostavljenosti svincu.

METODE

MODEL IEUBK

Model IEUBK omogo¢a napoved vsebnosti svinca v
krvi otrok do sedmega leta starosti. Model ocenjuje
verjetnostno porazdelitev koncentracije svinca v
krvi okoli geometri¢ne sredine za vrednost svinca
v krvi in izraCuna tveganje, da bo pri otrocih, ki na
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onesnazenem obmodju zivijo, presezena vrednost
(100 pg/l), pri kateri je potrebno ukrepati (13).

Model IEUBK simulira vnos svinca v telo, njegovo
porazdelitev znotraj telesa in izlo¢anje iz telesa.
Sestavljajo ga Stirje moduli. Modul izpostavljenosti
izraCuna povprecen dnevni vnos svinca v telo na
podlagi znanih podatkov o koncentraciji svinca v
posameznih dejavnikih okolja in njihovih specifi¢nih
vnosih v telo. Modul sprejema izracuna koli€ino
svinca, absorbiranega v krvni obtok otroka, iz koli¢ine
vnesenega svinca v plju¢a in prebavno cev. Biokineti¢ni
modul simulira premeS¢anja absorbiranega svinca med
krvjo in preostalimi telesnimi tkivi in njegovo izlo€anje
iz telesa. ZakljuCek tega dela je napoved geometri¢ne
sredine svinca v Krvi otroka, ki je seveda odvisna od
podatkov, vnesenih v modul izpostavljenosti. Modul
verjetnostne porazdelitve predvideva log-normalno
porazdelitev, ki jo doloCata geometriéna sredina in
geometri¢ni standardni odklon, in na tej podlagi napove
verjetnost pojava doloene koncentracije svinca v
krvi v populaciji podobno izpostavljenih otrok. Modul
izraduna tudi verjetnost, da bo presezena vsebnost,
ki nas skrbi (100 pg/l) (12).

Model omogoc&a vnos koncentracij svinca z razli¢nimi
dejavniki izpostavljenosti, ki vplivajo na konéno
vsebnost svinca v krvi otroka. Ti so: zrak, pitna voda,
zemlja in hisni prah, prehrana, kri matere (za oceno
prenatalne izpostavljenosti) in dodatna rubrika, ki
omogoc¢a vnos podatkov za izpostavljenost preko
alternativnih virov. Poleg vnosa koncentracij svinca
model omogoca tudi spreminjanje vrednosti za
biorazpolozljivost svinca v zraku, zemlji in prahu
in spreminjanje specificnega koli¢inskega vnosa
posameznih snovi v telo. Ze v oshovi so v model
vnesene tipi¢ne vrednosti za urbano okolje v ZDA
in v primeru zagona brez sprememb vrne oceno
koncentracije svinca v krvi za tipiénega ameriSkega
mestnega otroka. Uporaba modela postane smiselna
z vnosom krajevno specificnih podatkov.

Model simulira kroniéno izpostavljenost in ne uposteva
sezonskih sprememb. Model uposteva rast otroka in
simulira spremembe v okolju v enoletnih intervalih.
Uporaba modela IEUBK je najenostavnej$a za oceno
vsebnosti svinca v krvi otrok, ki zivijo v okolju, kjer
so koncentracije svinca v posameznih dejavnikih
okolja priblizno konstantne. V takih primerih je dovolj
enkraten zagon modela, saj ostaja izpostavljenost
nespremenjena. V primeru obravnave vecjega
Stevila otrok, ki zivijo na razliénih lokacijah, kjer so
koncentracije svinca v okolju razliéne, pa za napovedi
ni mozno uporabiti povpredij ali geometri¢nih sredin
razliénih koncentracij svinca v okolju.V takih primerih je

vedno potrebno oblikovati podskupine otrok s priblizno
enako izpostavljenostjo. Za oceno izpostavljenosti
vseh otrok je potrebno povezati izraCune za vse
podskupine (14).

PODATKI

V Studiji smo uporabili podatke 0 onesnazenosti okolja
iz Primerjalne &tudije onesnazenosti okolja v Zgorniji
Mezidki dolini med stanji v letih 1989 in 2001, ki jo
je v letih 2001 in 2002 izvedel Institut za ekoloske
raziskave ERICo Velenje (6). Podatki o obremenjenosti
zraka, zemlje in hidnega prahu s svincem so sluzili
kot vhodni podatki za simulacije z modelom IEUBK.
Kot vhodni podatki so bili uporabljeni tudi podatki
0 obremenjenosti pitne vode s svincem iz arhivov
Zavoda za zdravstveno varstvo Ravne na KoroSkem.
Vrednosti, ki jih je napovedal model, so bile primerjane
z vrednostmi, izraCunanimi iz dejanskih meritev
vsebnosti svinca v krvi otrok. Podatki o koncentracijah
svinca v krvi otrok iz Studije ERICo so bili za potrebe
nase Studije zdruzeni s podatki iz projekta »Zivljenje
s svincem.« Podatke je bilo mozno zdruZziti, ker je bila
obakrat uporabljena enaka metodologija odvzema in
analiz vzorcey, ki so jih izvajali isti izvajalci. Za analize
vsebnosti svinca v krvi otrok so bili odvzeti kapilarni
vzorci Krvi tri leta starih otrok. Vzorci so bili odvzeti
v laboratoriju ZD Ravne na KoroSkem ob rednem
preventivnem zdravnidkem pregledu v letih 2001-2002
(ERICo) in 2004-2007 (ZZV Ravne).

Vzor&enje in laboratorijske analize so bile opravljene
po standardnih metodah v akreditiranih laboratorijih
(6). Skozi celotne postopke je bila zagotovljena
ustrezna kontrola kakovosti.

1ZRACUNI

Za simulacije je bil uporabljen model IEUBK za svinec
v krvi otrok, verzija za programsko okolje Microsoft
Okna (IEUBKwin v 1.0 build 264). Programska oprema
je bila prenesena s spletnega naslova http://www.
epa.gov/superfund/lead/products.htm dne 3.9.2007.
Za potrebe primerjave podatkov so bili najprej vsi
razpolozljivi podatki o obremenjenosti okolja in
otrok s svincem glede na lokacijo mesta vzoréenja
oziroma bivali§¢a otroka (koordinate X inY po Gauss-
Krugerjevem koordinatnem sistemu) vneseni na
geografsko karto. Za mapiranje je bila uporabljena
programska oprema Map Info 5.0. Na podlagi blizine
lokacij so bile oblikovane skupine, v katerih so bili
zdruzeni posamezni podatki 0 koncentracijah svinca
v okolju in koncentracijah svinca v krvi otrok. Podatki
o obremenjenosti dejavnikov okolja (zemlja, prah,
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zrak, pitna voda) za vsako skupino so bili uporabljeni
v modelu IEUBK skupaj s preostalimi privzetimi
vrednostmi. Vrednosti za geometri¢no sredino za
koncentracijo svinca v krvi in delez otrok s povisano
vsebnost svinca v krvi (= 100 pg/l), ki jih je napovedal
model, sta bili primerjani z vrednostmi, izra¢unanimi
iz dejansko izmerjenih koncentracij pri populaciji otrok
iz iste skupine. IzraCuni z empiriénimi podatki so bili
izvedeni s pomocjo programa Microsoft Excel.
Uporabljen je bil tudi drug pristop, pri katerem je bila
na karti preko celotnega obmocja, ki je bilo predmet
raziskave, oblikovana mreza kvadratov 1000 krat 1000
metrov. Podatki, ki so bili znotraj istega kvadrata, so
predstavljali eno skupino (lokacijo). V tem primeru je
bilo lahko v isti skupini tudi ve¢ lokacij vzoréenja za
posamezen dejavnik izpostavljenosti, za izraCune z
modelom IEUBK pa so bile uporabljene povpre¢ne
vrednosti, sicer pa je bil postopek identiéen prvemu.
Ujemanje napovedanih in empiriénih vrednosti je
bilo ocenjeno na podlagi prekrivanja 95-odstotnih
intervalov zaupanja obeh vrednosti. Ti so bili izraGunani
po Enacbi 1 (geometriéna srednja koncentracija
svinca v krvi) in Enacbi 2 (delez otrok s povi$sano
koncentracijo svinca v krvi).

N -1

GM — geometricéna sredina, GSD — geometricni
standardni odklon, N—Stevilo otrok

CI(95%) = eXp[ln(GM )£y grs @j

2 _ 2
b, 196 il‘%\/P(l P)+1.962
2N N 4N

p= 1.967
141907

P — delez otrok s poviSano vsebnostjo svinca v krvi,
N — Stevilo otrok

Obravnavane so bile samo skupine, v katere je bilo
uvré€enih vsaj 5 otrok.

REZULTATI

Kot vhodni podatki za simulacije z modelom IEUBK
so bile uporabljene izmerjene koncentracije svinca v
zemlji, notranjem prahu, zraku in pitni vodi v Zgorniji
Meziski dolini (Tabela 1).

Tabela 1. Specificni lokalni vhodni podatki po skupinah oz lokacijah.
Table 1. Specific local input data by group and location.

Koncentracija svinca/Lead concentration Koncentracija svinca/Lead concentration
. . . itna
wg/m) | (gl (mg/kg) (mg/kg) (bg/m?) | (Hg/l) (ma/kg) | (mg/kg)
LGOL‘;;‘IE’)/n &l ng‘:gr‘g Earth Dust g(:ﬁ‘r‘cf’é Air | Drinking | Eath | Dust
water
Sk. 1 / / 1410 839 Sk. 11 / 8,4 1890 724
Sk.2 / / 2830 787 Sk. 12 0,072 / 4470 2126
Sk. 3 0,054 / 898 524 c10 / / 595 880,5
Sk. 4 0,054 / 597 737 C 11 / / 971 1287
Sk.5 / / 593 1024 D 11 0,054 / 1864 | 699,3
Sk. 6 / / 1030 1287 G12 0,072 / 3350 | 2201,5
Sk.7 / / 1030 787 H11 / / 1407,5 724
Sk. 8 / 8,4 1950 1103 110 / 8,4 1950 1103
Sk.9 / / 734 1426 11 0,080 / 815,5 | 1256,5
Sk. 10 0,083 8,4 1087 925
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Skupno je bilo v Studijo vklju¢enih 196 triletnih, 105
fantov in 91 deklet. 107 (54,6 %) otrok je imelo povisane
vsebnosti svinca v krvi (2100 pg/l). Geometri¢na
sredina koncentracije svinca v krvi je bila 95,8 pg/l,
mediana 104 pg/l, modus pa 110 pg/l (Tabela 2).

Na podlagi razpolozljivih podatkov o koncentraciji
svinca v okolju je bilo oblikovanih 12 skupin. Glede
na neenakomerno porazdelitev lokacij vzoréenja
okoljskih dejavnikov so nekatere skupine pokrivale
vecje obmocje kot druge. V skupine je bilo vklju¢enih
126 otrok, preostalih 70 je zivelo predale¢ od lokacij

vzor€enja, da bi bilo mo¢ zagotoviti ustrezen opis
njihove izpostavljenosti svincu. 5 ali ve¢ otrok je
vsebovalo 8 skupin. Pri drugem pristopu je bilo 5
oziroma ve¢ otrok uvr§¢enih v 7 skupin (lokacij), ki smo
jih obravnavali. Skupno je bilo v obravnavane lokacije
zajetih 143 otrok.

Vsebnosti svinca v krvi otrok po posameznih skupinah
S0 se precej razlikovale. Mediane po posameznih
skupinah so bile od 37 pg/l do 199 pg/l. Pri drugem
pristopu so bile mediane po lokacijah od 60 pg/l do
199 pg/l (Sliki 1 in 2).

Tabela 2. Geometri¢na sredina, mediana ter najvisja in najniZja izmerjena vsebnost svinca v krvi otrok iz

Zgornje Meziske doline.

Table 2. Geometric mean, median, and highest and lowest blood lead levels measured in children from

the Upper Meza valley.

N Geometri¢na sredina Mediana Skrajne vrednosti (ug/l)
(ng/) (ng/l) Lowest/highest values
Geometric mean Median
Fantje 105 105.9 110 15— 375
Boys
Dekleta 91 85.4 85 10 - 500
Girls
Skupaj 196 95.8 104 10 -500
Total

Ovejivih
=855
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Slika 1. Prikaz skupin in mediana vsebnosti svinca za skupine z vsaj 5 otroki.
Figure 1. Map indicating groups and median blood lead levels for groups of at least 5 children.
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Mediana vsebnosti svinca v krvi otrok po
lokacijah za lokacije z vsaj 5 otroki
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Slika 2. Prikaz lokacij in med/ana vsebnost/ svinca za Iokacue z vsaj 5 Otroki.
Figure 2. Map showing geographical locations and median blood lead levels for locations with at least 5
children.

Na slikah 3 do 6 je prikazana primerjava napovedanih in izmerjenih vsebnostih svinca v krvi 3 leta starih otrok
iz zgornje Meziske doline po skupinah oz. lokacijah.
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Slika 3.  Primerjava napovedanih in izmerjenih geometricnih srednjih vrednosti in pripadajocih 95-odstotnih
intervalov zaupanja za koncentracije svinca v Krvi otrok po skupinah.

Figure 3. Comparison between the IEUBK- predicted and observed geometric means of blood lead
concentrations and the corresponding 95% confidence intervals, by group.
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Slika 4. Primerjava napovedanih in izmerjenih deleZev otrok s povisanimi koncentracijami svinca v krvi
(nad 100 ug/l) in pripadajocih 95-odstotnih intervalov zaupanja po skupinah.

Figure 4. Comparison between the IEUBK- predicted and observed geometric means of blood lead
concentrations and the corresponding 95% confidence intervals, by group.

400

350

Lok.C10 Lok.C11 Lok.D11 Lok.G12 Lok.H11 Lok. 110  Lok.111
Bopazovana OIEUBK

Slika 5. Primerjava napovedanih in izmerjenih geometricnih srednjih vrednosti in pripadajocih 95-odstotnih
intervalov zaupanja za koncentracije svinca v krvi otrok po lokacijah.

Figure 5. Comparison between the IEUBK- predicted and observed geometric means of blood lead
concentrations and the corresponding 95% confidence intervals, by location.
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Slika 6. Primerjava napovedanih in izmerjenih deleZev otrok s poviSanimi koncentracijami svinca v krvi
(nad 100 pg/l) in pripadajocih 95-odstotnih intervalov zaupanja po lokacijah.

Figure 6. Comparison between the IEUBK- predicted and observed geometric means of blood lead
concentrations and the corresponding 95% confidence intervals, by location.

Tabela 3 prikazuje delez posameznih dejavnikov izpostavljenosti pri skupnem vnosu svinca glede na napovedi

IEUBK modela.

Tabela 3. Delez celokupnega vnosa svinca po dejavnikih izpostavijenosti.
Table 3. Proportion of lead uptake by exposure factors.

Dejavnik Delez glede na celokupni vnos svinca
Factor Percentage of total lead uptake
Zrak 0,06-0,15 %
Air
Zemlja/prah | o
Soil/Dust 86,6-96.8 %
Pitna voda o
Drinking water 3,4-4.8 %

RAZPRAVA

Vrednosti za napovedano geometri¢no srednjo
vrednost svinca v krvi in delez otrok s poviSanimi
vsebnostmi svinca, ki jih je napovedal model IEUBK,
so bile nekoliko vi§je od vrednosti, izraCunanih iz
dejansko izmerjenih vsebnosti svinca v krvi otrok.
Glede na ujemanje napovedanih vrednosti in
prekrivanje 95-odstotnih intervalov zaupanja je bila
skladnost rezultatov zadovoljiva za 6 izmed 8 skupin,
ki so vkljuCevale vsaj 5 otrok. Drugi pristop je bil za
izraCune z modelom IEUBK manj primeren, ker je bila
izpostavljenost otrok na vecji povrsini z obstoje€imi

vhodnimi podatki manj natan¢no opisana. Prednost
drugega pristopa pa je bilo vecje Stevilo otrok, zajetih
v posamezni skupini, in s tem boljSa osnova za
statisticno primerjavo. Rezultati pri drugem prestopu
so bili podobni kot pri prvem. Vrednosti, ki jih je
napovedal model, so pokazale zadovoljivo skladnost
z izmerjenimi vrednostmi za 5 izmed 7 lokacij.
IzraCuni z modelom z obstojecimi vhodnimi podatki so
pokazali, da je dale¢ najvedji vnos svinca preko zemlje
in prahu. Prav pri vseh skupinah in lokacijah je model
predvidel, da predstavljata ta dva dejavnika vec¢ kot 80
% celotnega vnosa svinca, medtem ko naj bi bil skupni
vnos preko zraka in pitne vode nizji od 5 %.
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Na najbolj onesnazenih obmog¢jih (Skupina 12,
Lokacija G12) so bile izmerjene najviSje koncentracije
svinca v krvi otrok. Ta ugotovitev potrjuje dejstvo, da so
visoke koncentracije svinca v krvi otrok odraz visokih
koncentracij svinca v okolju. Po drugi strani precej velik
razpon vsebnosti svinca v krvi otrok pri posameznih
skupinah kaze, da na izpostavljenost svincu in njegov
vnos lahko vpliva vsak posameznik. Osebna higiena,
prehrana otroka, higiena bivalnih prostorov, izogibanje
prahu prijaznim materialom (preproge, zavese, pliSaste
igrace...) so dejavniki, ki imajo lahko velik vpliv (15).
V Studiji smo uporabili model IEUBK brez modifikacij
z razpolozljivimi vhodnimi podatki. Vhodni podatki
niso bili namensko zbrani za izraune z modelom
IEUBK in nekateri tudi nekaj let starejSi od podatkov
o vsebnostih svinca v krvi otrok. Oboje vpliva na
to€nost napovedi, ki jih poda model IEUBK. Model pa je
namenjen tudi za oceno vsebnosti svinca v krvi otrok,
ki naj bi obravnavano obmocje naselili v prihodnosti
in glede na to, da se koncentracija svinca v vrhnjem
sloju tal sama od sebe zelo pocasi spreminja in je
koncentracija svinca v hiSnem prahu v najvecji meri
odvisna prav od koncentracije svinca v zunanji zemlji,
Casovni zamik ne bi smel bistveno vplivati na oba
dejavnika izpostavljenosti. Problematiéno se zdi tudi
napovedovanje vsebnosti svinca v krvi, saj ta odraza
samo izpostavljenost v zadnjih dveh mesecih pred
meritvijo. Vendar model napove samo najverjetnejsSo
koncentracijo svinca v krvi na letni ravni, za primerjavo
pa so bile vedno uporabljene izraunane geometri¢ne
srednje vrednosti svinca v krvi za skupine otrok, pri
katerih so bili vzorci krvi odvzeti v daljSem obdobju,
tako da je tudi tu vpliv na neto€nost napovedi man;jsi,
kot se zdi. BoljSe ¢asovno ujemanje meritev vsebnosti
svinca v dejavnikih izpostavljenosti in krvi otrok ter
veC odvzetih vzorcev krvi pri posameznem otroku bi
nedvomno izboljSali kakovost podatkov za primerjavo,
vendar pa je mo¢ oceniti, da je bila ta tudi v naSi
Studiji zadovoljiva. Precej bolj problemati¢no je bilo
sorazmerno majhno Stevilo lokacij vzoréenja dejavnikov
izpostavljenosti, da bi bilo mo¢ zelo natan¢no opisati
izpostavljenost na dolo€eni lokaciji, za kakovostne
statisti¢ne primerjave pa je bilo na razpolago tudi
sorazmerno malo Stevilo odvzetih vzorcev krvi.

Model je bil ze veckrat ocenjen v drugih Studijah
(16,17,18) in opredeljen kot dovolj zanesljivo orodje
za potrebe nase Studije. Nekatere Studije z veé
razpolozljivimi podatki in natanéneje opisano
izpostavljenostjo otrok (16,19) so pokazale natanénejSe
ujemanje napovedanih in opazovanih vrednosti
za svinec v krvi, pri nekaterih (18,20) pa je bilo
ujemanje vrednosti podobno kot v nasi Studiji. Prav
tako sta bila hiSni prah in zemlja Ze izpostavljena kot

najpomembnej$a dejavnika izpostavljenosti (19,20).
Dejavnika sta med seboj povezana, saj model ponuja
tudi moznost izraGuna koncentracije svinca v hiSnem
prahu po formuli 70-odstotna koncentracija svinca v
zemlji + 100-kratna koncentracije svinca v zunanjem
zraku (12). Zanimivo je, da je bila prav pri skupinah, kjer
je bilo ujemanje napovedanih in opazovanih vrednosti
najslabse, najvedja tudi razlika med izmerjeno in po
formuli izraCunano koncentracijo svinca v hiSnem
prahu. To posredno kaze na potrebo po vecjem
Stevilu meritev v okolju, ki bi omogocali natanénejsi
opis izpostavljenosti svincu na dolo¢enem obmodju.
Vedletna Studija remediacije okolja v Bunker Hillu
(Idaho, ZDA) je ugotovila, da so zamenjavi dvori§¢ne
zemlje in nizanju koncentracij svinca v njej sledile tudi
nizje koncentracije svinca v hiSnem prahu (21).
Glede na simulacije z modelom je pitna voda nekoliko
pomembnejdi dejavnik izpostavljenosti svincu od
zraka. Vendar pa je bila prisotnost svinca v pitni vodi
ugotovljena le pri enem vodooskrbnem sistemu v
Zgorniji Meziski dolini, tudi simulacije s tam izmerjenimi
vrednostmi pa kazejo nizek delez vnosa svinca preko
pitne vode.

Vnos svinca preko zraka je po ocenah modela
IEUBK nizek, tudi kadar simulacije izvedemo z visjimi
koncentracijami svinca (okoli 0,4 pg/m?), ki so bile
izmerjene na obmodju Zerjava v letu 2008 (22). Podobne
so bile tudi ugotovitve Studije, ki je z modeliranjem
poskuSala oceniti tveganje zaradi izpostavljenosti
otrok pragnim delcem v zraku. Studija je ocenila, da
tveganje ni poviSano niti pri koncentracijah svinca v
zraku preko 1,5 pg/m?® (23). Kljub tem ugotovitvam
je tezko popolnoma izlogiti zrak kot pomemben vir
izpostavljenosti otrok svincu. Pomembno je dejstvo, da
poteka zajem vzorca zraka na visini okoli 1,5 metra nad
tlemi, kar je precej visje, kot zrak, ki ga triletni otroci
vdihujejo. Koncentracija svinca je zaradi dvigovanja
prahu z onesnazenih tal v blizini tal najbrz vija. Zelo
majhni delci (<1 pg) se v plju€ih lazje absorbirajo.
Majhni delci, ki jih otroci izkasljajo in nato pozrejo, so
v zelod¢ni kislini bolje topni od vedjih. Delci iz zraka
se nalagajo tudi v hiSnem prahu. Glede na nasteto bi
bil vnos svinca preko zraka lahko pomembnejsi, kot
kazejo sami izraCuni z modelom.

V onesnazeni Zgornji Meziski dolini so v letu 2008
priCeli izvajati doloGene ukrepe za izboljSanje kakovosti
okolja. Razliéne Studije (19,23) so pokazale, da je
model IEUBK lahko uporabo orodje za dolo¢anje
najpomembnejSih dejavnikov izpostavljenosti otrok
svincu in omogoca tudi dolocitve ciljnih koncentracij
svinca, ki bi jih bilo potrebno v teh dejavnikih dosedi,
da bi se ustrezno znizala vsebnost svinca v krvi otrok.
V ta namen je mozno model uporabiti tudi za primer
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Zgornje Mezi8ke doline. Simulacije z modelom so
pokazale, da bi z znizanjem vsebnosti svinca v hiSnem
prahu pod veljavno mejno vrednost 85 mg/kg (21)
dosegli vrednost svinca v krvi pod 100 pg/l pri dobrih
90 % otrok, Cetudi bi koncentracije v zemlji ostale
visoke. Ne gre pa spregledati, da je koncentracija
svinca v hiSnem prahu odvisna od koncentracije svinca
v dvoris¢ni zemlji.

Model IEUBK je uporaben za nadaljnje Studije v
Zgornji Meziski dolini, vendar bi bilo za bolj kakovostne
ugotovitve potrebno izboljSati vhodne podatke.
Potrebno bi bilo izvesti ve€ meritev koncentracij svinca
v okolju na ve¢ lokacijah ter dologiti biorazpoloZljivi
delez svinca v zemlji in prahu. Za boljSi opis
izpostavljenosti bi bilo potrebno pridobiti Se lokalne
podatke o vhosu svinca preko hrane in podatke o
vzorcih obnasanja otrok.

ZAKLJUCEK

Ceprav so biliv nagem primeru za modeliranje zmodelom
IEUBK uporabljeni dokaj pomanikljivi vhodni podatki,
lahko zakljué¢imo, da so koncentracije svinca v krvi otrok
v Zgornji MeziSki dolini odraz onesnazenosti okolja.
NajviSje koncentracije svinca v krvi so bile izmerjene
na najbolj onesnazenih obmogjih. Glede na izvedene
simulacije sta zemlja in hiSni prah pomembna dejavnika
izpostavljenosti svincu, zato bi sanacijske dejavnosti v
okolju morale v najvedji meri zadevati ta dva dejavnika.
Model je uporabno orodje za napovedovanje svinca v
krvi otrok, saj je zelo prilagodljiv in omogoca natancen
opis izpostavljenosti otrok svincu in identifikacijo
najpomembnejSih virov izpostavljenosti, ¢e je na
razpolago dovolj krajevno specifi¢nih podatkov. Model
ne more ustrezno nadomestiti dejanskega spremljanja
svinca v krvi otrok v Zgornji Meziski dolini, ker z njim ne
odkrijemo najbolj obcutljivih posameznikov, pri katerih
je obravnava individualna, glede na sorazmerno malo
Stevilo otrok pa je vprasljiva tudi stroSkovna ucinkovitost.
Model IEUBK bi lahko dal dodatne pomembne informacije
pri raziskavah izpostavljenosti in poteh o0z. mehanizmih,
ki privedejo do poviSanih vsebnosti svinca v krvi otrok v
Zgornji Meziski dolini, vendar bi bilo potrebno izboljSati
vhodne podatke.
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Abstract

Aims: The purpose of the study was to determine how the stakeholders involved in alcohol policy in Slovenia
view the importance and impact of alcohol policy measures in alcohol-related harm reduction, and to identify
their interests.

Methods: The questionnaire comprising 25 statements across nine alcohol policy domains was sent to 320
stakeholders involved in alcohol policy in Slovenia. They were divided into the following four main groups:
governmental organisations, public health organisations, non-governmental organisations and alcohol industry.
The data collected were analysed using the SPSS programme. Differences between the groups concerning their
views on individual alcohol policy interventions were measured using the ANOVA and t-test.

Results: Factor analysis of stakeholders’views identified three main alcohol policy platforms: education, regulation
and pricing. All the participating stakeholders emphasized education, communication, training and raising public
awareness as the most important activities that had the greatest impact on the reduction of alcohol-related
harm. Governmental and non-governmental organisations and public health institutions assigned significantly
higher scores to the impact of regulatory alcohol policy measures and to the importance of regulatory policies
on reducing alcohol-related harm than the alcohol industry. The alcohol industry perceived the pricing measures
taken to reduce harm done by alcohol as having a significantly lower impact and lesser importance than did the
group of other stakeholders.

Conclusions: Like similar studies of attitudes towards alcohol policy in Europe, our research showed that
different stakeholders are guided by different interests in relation to particular alcohol policy measures; however,
these differences were lesser than those identified at the EU level. In spite of stakeholders’ different interests and
views concerning particular alcohol strategies and alcohol policy in general, we have identified common grounds
for them to work together to prepare better and more effective measures of alcohol-related harm prevention in
Slovenia.

Key words: interests, alcohol policy, stakeholders, alcohol policy measures

Izvirni znanstveni ¢lanek
. UDK 613.8(497.4)
lzvliecek

Namen dela: Z raziskavo smo Zeleli ugotoviti, kakSno mnenje o vplivu in pomembnosti posameznih ukrepov
alkoholne politike pri zmanjsevanju Skodljivih posledic zaradi alkohola imajo razlicni akterji alkoholne politike v
Sloveniji, in prepoznati njihove interese.

Osnovne metode: Izvedli smo kvantitativno raziskavo, in sicer z vprasalnikom, ki je vseboval 25 trditev v okviru
9 podrocij alkoholne politike. Vprasalnik smo poslali 320 akterjem alkoholne politike v Sloveniji, razdeljenim v 4
glavne skupine: vladne organizacije, javnozdravstvene organizacije, nevladne organizacije ter alkoholna industrija.
Zbrane podatke smo obdelali s programom SPSS. Razlike v pogledih na posamezno podrocje alkoholne politike
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med razli¢nimi akterji smo ugotavijali s testom ANOVA in t-testom.

Glavni izsledki: Faktorska analiza mnenj posameznih akterjev alkoholne politike v Sloveniji je razkrila tri glavne
dejavnike: izobraZzevanje in ozavescanje, regulacijske ukrepe in cenovne ukrepe. Vsi akterji so kot najpomembnejse
ukrepe in ukrepe z najvecjim ucinkom izpostavili ukrepe, povezane z izobraZevanjem, komuniciranjem in
ozavescanjem. Ukrepe s podrocja regulative alkoholna industrija zaznava kot obcutno manj pomembne in z
manjsim vplivom na zmanjSevanje skodljivih posledic alkohola kot ostali akterji. Enako je z oceno ukrepov s
podrocja cenovne politike.

Poglavitni sklepi: Tako kot podobna raziskava o razumevanju alkoholne politike na evropski ravni tudi z naso
ugotavijamo, da posamezne akterje alkoholne politike vodijo razlicni interesi v povezavi s posameznimi ukrepi
alkoholne politike, vendar pa v Sloveniji te razlike niso tako izrazite kot na evropski ravni.Ceprav imajo akterji
razlicne poglede in interese glede alkoholne politike in njenih posameznih ukrepov, smo z raziskavo prepoznali
tista podrocja, na katerih lahko akterji sodelujejo pri pripravi boljsih in ucinkovitejsih ukrepov alkoholne politike za

preventivo skodljivih ucinkov alkohola v Sloveniji.

Kljuéne besede: interesi, alkoholna politika, akterji, ukrepi alkoholne politike

1 Introduction

Alcohol, smoking and overweight are key lifestyle-
related health determinants in the European Union
(EU). Harmful consumption of alcohol causes serious
health and social problems, which are affecting an
increasingly large number of people. From a policy
perspective, tobacco and alcohol have a lot in
common. Both are related to excise taxes and limited
age access. An important difference between the two
is that smoking is discouraged outright, whereas for
alcohol only excessive consumption is discouraged. (1)
Drinking is affected by social norms governing alcohol
use. Social norms are the established standards of
conduct, i.e. of anticipated, culturally desirable and
socially acceptable behaviour. (2) They state what
is normal and thus create pressure to conform and
behave in a particular way. In most cases, this pressure
is internal and reflects what we think others will expect
of us in particular situations. (3, 4) Drinking alcohol at
all important social events, from birth celebration to
mourning the death, (5) is a norm in Slovenia. Some
subgroups accept and encourage even binge drinking.
(6) Regarding the relation to alcohol consumption
a range of different drinking cultures have been
identified around the world: abstinent (Muslims),
ceremonial (Jews), ambivalent (Great Britain, the
USA), permissive (Spain, Italy) and hyper-permissive
(France). In general, Slovenia has the characteristics
of hyper-permissive cultures, with some characteristics
of ambivalent cultures. (7)

The total estimated tangible cost of alcohol consumed
in the EU in 2003 was €125bn (€79bn-€220bn),
equivalent to 1.3% GDP. (3) Some studies indicate
even higher numbers, one of them stating that the
economic burden due to harmful use of alcohol

is estimated to be 2% to 3 % of GDP. (8) These
figures call for the implementation of more effective
measures and interventions in the area of alcohol
consumption.

Public policies that regard the relationship between
alcohol, health, and social welfare are alcohol policies.
(3, 9) The goal of alcohol policy is to protect public
health from harmful influences of alcohol on the
national or international levels. (10) It refers to a set
of jurisdiction and social measures taken to minimize
health and social harms of alcohol consumption. These
measures may be conducted in any governmental or
societal sector and may include strategies that are
not directly related to alcohol consumption, but, for
instance, promote healthier alternatives to drinking.
National alcohol policy should be made up of a set
of individual policies, strategies, and implementing
actions. (11, 12) Alcohol policies can be grouped
into five categories as follows: (i) policies that
reduce drinking and driving; (ii) policies that support
education, communication, training and raising of
public awareness; (iii) policies that regulate the alcohol
market; (iv) policies that support the reduction of harm
in drinking and surrounding environments; and (v)
policies that support interventions for individuals. (3)
In the developed countries there is a common trend
to deregulate the majority of fields, except those
where products or activities are potentially harmful to
health. In these areas, the governments are oriented
towards increased regulation. The need for regulation
is particularly explicit in the fields in which potential
danger to one’s health involves also harm to the others,
like in drunk driving. (13) Any regulation, including
those on alcohol use, is subject to negotiations among
various interest groups. Even the governments have
an ambivalent attitude towards the alcohol issue. The
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governments have a legal and moral obligation to
protect citizens from harmful consequences of alcohol
consumption, but also to provide for a sustainable
income to the governmental budget through taxes
on alcohol consumption. The alcohol industry is an
important economic player as it contributes significantly
to the national budget through taxes on alcohol. (14)
The alcoholic beverages industry plays an important
economic role in many European countries, yet the
well-documented costs of inappropriate alcohol use
are very high, both for for the individual and for the
society. (3, 15) Policy perception of alcohol as an
economic commodity can weaken health concerns
related to alcohol production and consumption, and
undermine the evidence of substantial health impact.
(8) Taken together, the positive and the negative
impacts of alcohol lead to ambivalent public opinion
about the alcohol issue and to ambivalent attitudes
towards alcohol in the governmental policy. (16)
Because of the competing interests the process of
developing the policy and procedures can be as
important as the implementation of this policy itself.
(15) Formulating alcohol policy must be a challenge
for the whole population and a task performed by
a society as a whole. (17) Kol3ek et al. stated that
tobacco- and alcohol-related issues should be
addressed by a comprehensive community-based
approach with the participation of primary health centre
teams and policymakers. (18) Governments, alcohol
industry, health lobbies and others should take part
in the development of alcohol policy. In Slovenia, the
Ministry of Health preserved its role in defining public
health priorities.(19) This process should involve
other stakeholders, such as health consumers non-
governmental organizations (NGOs), self-help groups,
small producers and vendors of alcoholic beverages,
hospitality industry, schools, employers groups,
syndicates and media. (20, 21, 22)

Some scholars argue that attaining benefits is the
primary motive of the individual’s actions. (23) Pursuing
own interests leads to interest-driven behaviour towards
other participants that are important to achieving our
goals. Interest-driven behaviour is characteristic of
individuals as well as of associations, communities
and societies, and may have a decisive influence within
these. (24) Interest-group activities are interactions
through which individuals and private groups not
holding government authority seek to influence policy.
(25) Some interest groups are more powerful than
others in the sense that they are more successful in
influencing the outcomes of policy debates. A rough
calculation of the political power of an interest group —

and thus of one’s political influence as a group member
—is derived from its size. (26) The bigger the group the
more dominant its position in the society. In addition,
interest groups may further be differentiated according
to their primary interest, i.e. economic or private versus
public interest. While the difference between the two
is sometimes rhetorical — after all, almost every group
believes it is acting, directly or indirectly, in the broader
public interest — there is also a more technical way to
distinguish between the two. Public interest groups
are those groups that are supposed to act for public
good rather than on behalf of the organization’s and
its members’ direct interest. (26, 27) Nevertheless,
all entities, either economic or public, are driven by
particular positions and interests.

In the realm of alcohol policies, the alcohol industry
is considered a private interest group with profit as
its main interest; public health organisations and
non-governmental organisations are regarded as
public interest groups.The government, as a specific
stakeholder, pursues larger public benefits — health
of the citizens on one side, and employment and
government revenues, on the other — but also has the
power to enforce its interests. A conflict of interests in
the areas of protection of economic profits, free market
(non)regulation, freedom of choice, health protection,
to name just a few, constantly arises between different
government levels, as well as between departments,
the market and the individual. (1) Because of the
involvement of different stakeholders in the process
of alcohol policy development, opposing interests are
anticipated: one group wants to decrease and another
to increase the consumption of alcohol. (28) It is also
suggested that the alcohol industry influences the
design of alcohol policy, particularly as concerns price
increases, reduced access to alcohol and control of
marketing communications, particularly advertising.
(29, 30, 31) The alcohol industry, however, is not the
only culprit supporting less effective polices; strong
support for weak or ineffective interventions, and
opposition to effective alcohol policies can be detected
in the governmental body and among members of
the general public. (32) Many policy makers therefore
seem to be reluctant to risk political unpopularity
through aggressive alcohol control measures. (21)
The aim of our study was to determine the attitudes
that different stakeholders in alcohol policy in Slovenia
hold towards the impact and importance of policy
in reducing alcohol-related harm. The stakeholders’
opinions on the current alcohol policy differ because
they address the alcohol issue in different ways.
Through their opinions stakeholders express their
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perspectives on the problem, its causes, evidence and
solutions, and thus articulate their interests. “Interests
are the underlying concerns, needs, desires, or fears
behind a negotiators’ position, which motivate the
negotiator to take that position.” (33) In the process of
designing and implementing alcohol policies it is crucial
to identify different positions of the main stakeholders
on the issue in order to assure a constructive dialogue
among them.
We believe that the identified opinions will expose
different stakeholders’ positions and articulate interests
of the government and particular interest group in
relation to the alcohol issue. Differences among the
key stakeholders and the anticipated difficulties in
their collaboration, but also some common grounds
for developing and implementing alcohol policy will
thus be identified.
The study was designed with regard to the research on
understanding alcohol policy in Europe conducted by
Anderson and Baumberg. (3, 34) The same research
framework was chosen for two reasons:
- the research model and the questionnaire have
already been tested
- the data of our study can be compared with the
results reported for Europe.

2 Method

2.1 Participants and procedure

This study makes part of the research project entitled
“Stakeholders’ understanding of alcohol policy in
Slovenia”, which is part of the wider project MOSA
(“Mobilisation of the society for more responsible
use of alcohol”), coordinated by the Faculty of Social
Sciences, University of Ljubljana, and supported by the
Ministry of Health of the Republic of Slovenia.
A database of all stakeholders in alcohol policy in
Slovenia, prepared within the project MOSA, was used
for the study. This database includes 320 entities. The
stakeholders were divided into the following four main
groups:
- governmental organisations (GOs) (33 entities),
- public health organisations (PHOs) (103 entities),
- non-governmental organisations (NGOs) (132
entities) and
- alcohol and related industry (Al) (52 entities).
Because of a relatively small number of stakeholders in
the database, all of them were included in the research.
Fieldwork was carried out in November and December
2008, and a standardised questionnaire was used as
the field method. The questionnaire was sent by mail

together with a return envelope and an accompanying
note stating that the responses would be treated
confidentially and that the report of the results would
not reveal identity of the respondents.

The completion rate was 54.1 %; 173 questionnaires
received were used in this analysis. The highest
response rate was recorded for non-governmental
organisations — 61.4 %, followed by public health
organisations (professionals) — 54.4 %, and
governmental organisations — 48.5 %. The response
rate was lowest in the group of alcohol and related
industries— 38.5 %.

2.2 Measures

The questionnaire design was similar to that of the
questionnaire prepared by Anderson and Baumberg
in the study “Stakeholders’ views of alcohol policy”.
(34). The respondents of their survey were European
stakeholders in alcohol policy. Our questionnaire
was adapted to local circumstances and took into
consideration the Slovene Act Restricting the Use of
Alcohol. (35) The final questionnaire comprised the
following 25 items across nine alcohol policy domains:
drinking and driving; education, communication,
training and raising public awareness; packaging and
labelling of alcohol products; price and tax measures
to reduce harm done by alcohol; illicit trade in alcoholic
products; sales to minors; alcohol advertising,
promotion and sponsorship; reducing harm in drinking
and surrounding environments; and interventions and
assistance for family members of people with alcohol
dependence. The respondents were asked to indicate
their opinion of the impact of each item in Table 2 on
reducing alcohol-related harm, using a 10 point scale
from 1, “no impact”, to 10, “very high impact”. Next, they
were asked to express their opinion of the importance
of implementing the particular policy measure on a
scale of 1, “not at all important”to 10, “very important”.
They were asked to express their views of the policy
impact and its importance separately, because
differences in their opinions regarding the same
policy measure were anticipated. So, the education
policy measure can be considered as having a low
policy impact, but is nevertheless regarded as very
important for the implementation. The questionnaire
included some basic demographic variables and
two self-evaluation questions about the participants’
knowledge of alcohol policy and the Act Restricting
the Use of Alcohol in Slovenia. The respondents rated
their knowledge on a scale of 0, “not at all familiar”’ to
10, “excellent knowledge”.
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The following hypotheses were tested:

- alcohol industry will view the measures taken in
the area of education as having a higher impact
on reducing the harm done by alcohol than will
governmental and non-governmental organisations
and public health institutions (H1)

- alcohol industry will score the importance of
imposing measures in the field of education
to reduce alcohol-related harm higher than
governmental and non-governmental organisations
and public health institutions (H2)

- governmental and non-governmental organisations
and public health institutions will score the impact
of regulatory measures of alcohol policy on alcohol
harm reduction higher than alcohol industry (H3).

- governmental and non-governmental organisations
and public health institutions will rate the importance
of regulatory measures of alcohol policy to lower
alcohol harm higher than alcohol industry (H4).

These hypotheses were based on the present

knowledge of stakeholders’ views of alcohol policies,

especially on the results of the above mentioned
study by Anderson and Baumberg conducted at the

European scale. (34)

2.3 Data analysis

The data were analysed using SPSS. Means and
standard errors of the mean were calculated for the
items (impact and importance) for each of the four
stakeholder groups (i.e. governmental organisations,
public health organisations, non-governmental
organisations and alcohol and related industries).
Analysis of variance (SPSS version 13) was used
to test for significant differences between the means
of the four groups. The level of significance was at
<0.05.

Factor analysis was done with the SPSS version 13
(varimax rotation, and eigenvalue >1.0). The 25 items
were reduced by factor analysis to three groups of
similar items for the alcohol policy impact and for the
alcohol policy importance in reducing the harm done
by alcohol. Examination of question contents, rotated
component matrix and eigenvalues suggested that the
analysis should be restricted to three factors. Factor
1 has largely to do with the educational approaches;
factor 2 with regulations, and factor 3 with the pricing
of alcohol. Responses to the items within each factor
were summed and then divided by the number of
items within the factor. Differences in the opinions on
particular alcohol measures between the groups were
measured using ANOVA and t-test.

3 Results

The average age of the respondents was 44.7 years;
63 % of them were women and 37 % were men; 79.9
% had university degree or higher. The stakeholders
self-evaluated their knowledge of alcohol policy and of
the Act Restricting the Use of Alcohol in Slovenia. The
participants rated their knowledge on a scale of 0 —“not
familiar’ to 10 — “excellent knowledge”. The average
score for the knowledge of alcohol policy and for the
Act Restricting the Use of Alcohol in Slovenia was 6.1
and 6.0, respectively. The self-evaluated knowledge
of alcohol policy was rated highly by the alcohol and
related industry and lowest by the non-governmental
organisations. All stakeholders share very similar
perceptions of their knowledge of the Act Restricting
the Use of Alcohol in Slovenia.

Table 1 presents the respondents’ opinions of the
policy impact on and importance in reducing alcohol
harm on a scale ranging from 1 (“no impact or not
important at all’) to 10 (“very high impact and very
important”) for each of the nine alcohol policy domains.
For better clarity, the results were grouped into nine
domains and are not presented separately for each of
the 25 measures.

Differences were found between the views expressed
by alcohol and related industries and those of the
other three groups (governmental organisations,
public health organisations, non-governmental
organisations), which were likely to share similar
opinions. In the domains “education, communication,
training and public awareness” and “interventions and
assistance for family members of people with alcohol
dependence” all four groups held similar opinions.
The perceived impact of the policy measure in the
domain “Interventions and assistance for family
members of people with alcohol dependence” was on
average rated highest by all participants. All participants
rated highest the importance of policy measures in
the domains “sales to minors”, “interventions and
assistance for family members of people with alcohol
dependence” and “education, communication, training
and public awareness”.
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Table 1. Opinions of the policy impact and importance in reducing the harm done by alcohol. Group means
of the results on a scale of 1 (no impact or not important at all) to 10 (very high impact and very
important) for each of nine alcohol policy domains.

Tabela 1. Mnenja o ucinkih in pomembnosti ukrepov za zmanjSevanje Skode, Ki jo povzroca alkohol. Srednje
vrednosti skupin na lestvici od 1 (nima vpliva ali sploh ni pomemben)do 10 (zelo velik ucinek in
zelo pomemben) za vsako of devetih podrocij alkoholne politike.

PHOs®
GOs? NGOs®
Javno- Ald Average

Alcohol policy domains Vladne zdravstvene Nevladne Alkoholna
Podro¢ja alkoholne politike organizacije organizacije organizacije industrija Poprecje

Impact 7.33 7.81 7.83 5.76 7.54
DRINKING AND DRIVING ucinek
PITJE IN VOZNJA

Importance 7.93 8.44 8.34 6.1 8.07

pomembnost
EDUCATION, COMMUNICATION, impact 7.79 7.76 7.79 7.65 7.76
TRAININQ AND PUBLIC AWARENESS
IZOBRAZEVANJE, KOMUNIC[RANJE, )
USPOSABLJANJE IN OZAVESCANJE importance 8.38 8.63 8.81 7.65 8.58
JAVNOSTI
PACKAGING AND LABELLING OF impact 6.11 6.2 6.03 4.82 5.95
ALCOHO!_ PRODUCT§
EMBALAZA IN OZNACEVANJE importance 6.81 7.33 6.95 5.08 6.84
ALKOHOLNIH PIJAC
PRICE AND TAX MEASURES TO impact 6.4 6.58 5.98 4.95 6.09
REDUCE THE HARM DONE BY
ALCOHOL .
CENOVNI IN DAVONI UKREPIZA | importance 6.54 7.17 6.53 5.38 6.6
ZMANJSEVANJE SKODE ZARADI UZ
IVANJA ALKOHOLA
ILLICIT TRADE IN ALCOHOLIC impact 5.06 5.41 5.63 6.6 5.62
PRODUCTS
NELEGALNO TRGOVANJE Z importance 5.56 6.09 6.42 6.9 6.29
ALKOHOLNIMI PIJACAMI
SALES TO MINORS impact 8.75 8.18 8.04 7.65 8.11
PRODAJA MLADOLETNIKOM importance 9.13 9.29 9.27 8.28 9.15
ALCOHOL ADVERTISING, PROMOTION | impact 6.84 7.25 6.9 4.19 6.69
AND SVPONSORSHIP
OGLASEVANJE, PROMOCIJA IN importance 7.16 8.3 8.23 4.69 7.74
SPONZORIRANJE
REDUCING HARM IN DRINKING AND impact 7.38 7.52 7.42 6.9 7.39
SURRO}JNDING ENVIRONMENTS
ZMANJSEVANJE SKODE V PIVSKIH importance 8.13 8.47 8.48 7.7 8.35
OKOLJIH UIN OKOLICI
INTERVENTIONS AND ASSISTANCE impact 8.38 8.3 8.51 7.98 8.37
FOR FAMILY MEMBERS OF PEOPLE
WITH ALCOHOL DVEPEN[V)ENCE )
UKREPI IN POMOC DRUZINSKIM importance 8.28 9.14 9.28 8.2 9.02
CLANOM ODVISNIKOV OD ALKOHOLA

@ GOs - governmental organisations

® PHOs - public health organisations (professionals)
¢NGOs - non-governmental organisations

dAl - alcohol industry
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Since the number of variables for each measure
was relatively high (50 variables, represented by the
score of impact and importance for 25 items), factor
analysis was used to explain the connections between
them using a lower number of factors representing
common extensions. Based on the theory and factor
analysis three factors were obtained; factor 1, has

largely to do with the educational approaches; factor
2 with regulations, and factor 3 with the pricing of
alcohol. The results of factor analysis are presented
in Table 2, with numbers in the corresponding factor’'s
column indicating the factor loadings for each item.
The 25 items were grouped into nine alcohol policy
domains.

Table 2. The results of the factor analysis for each of the 25 items concerning impact and importance of

the measure of alcohol policy.?

Tabela 2. Rezultati faktorske analize glede ucinkov in pomembnosti vsakega od 25 ukrepov alkoholne

politike.

Factor 2
Regulation
Faktor 2
Zakonska
dolocila

Factor 3
Pricing
Faktor 3
Cena

Factor 1
Education
Faktor 1
Izobrazevanje

impact
importance

impact
importance

impact
importance

DRINKING AND DRIVING
PITJE IN VOZNJA

1. A maximum blood alcohol concentration limit of 0.5 g/L (0.24 mg/L in exhaled air)
Najvisja dovoljena raven koncentracije alkohola v krvi — 0.5 g/L (0.24 mg/L v izdihanem zraku)

0.29 0.30

voznike

2. A maximum blood alcohol concentration limit of 0.0 g/L (0.0 mg/L in exhaled air) for all drivers
Najvisja dovoljena raven koncentracije alkohola v krvi — 0.0 g/L (0.0 mg/L v izdihanem zraku) za 0.60 0.53

3. Random breath testing and punishment for drink driving

Nakljuéni preizkusi z alkotesti in kaznovanje zaradi voznje pod vplivom alkohola

0.24 0.26

4. Designated driver campaigns
Akcije za treznega dezurnega voznika

0.37 0.40

EDUCATION, COMMUNICATION, TRAINING AND PUBLIC AWARENESS
IZOBRAZEVANJE, KOMUNICIRANJE, USPOSABLJANJE IN OZAVESCANJE JAVNOSTI

5. Education programmes in schools, colleges and universities
Izobrazevalni programi v $olah, vi§jeSolskih ustanovah in na univerzah

0.49 0.60

6. Education campaigns on health risks of alcohol consumption
I1zobraZevalne akcije o nevarnosti pitja alkohola za zdravje

0.50 0.54

7. Education campaigns on hazardous and harmful alcohol consumption
I1zobraZevalne akcije o tveganem in Skodljivem uzivanju alkohola

0.49 0.65

PACKAGING AND LABELLING OF ALCOHOL PRODUCTS
EMBALAZA IN OZNACEVANJE ALKOHOLNIH PIJAC

effects

ali_vplivih na zdravje

8. Alcohol products should not promote erroneous impressions about their characteristics or health

Oznake na alkoholnih pija¢ah ne smejo vsebovati zavajajo¢ih podatkov o njihovih znagilnostih

0.46 0.42

9. Alcohol products should carry safety and health warnings

0.44 0.43

Na alkoholnih pijaéah morajo biti opozorila o varnosti in vplivih na zdravje

10. Alcohol products should contain information on alcohol concentration, alcohol content, calorific
value and ingredients that might lead to allergies
Na alkoholnih pija¢ah mora biti oznacena koncentracija alkohola, vsebnost alkohola, kalori¢na
vrednost in sestgvine, ki Ielhko povzrocijo alergi'e

0.39

0.48

PRICE AND TAX MEASURES TO REDUCE HARM DONE BY ALCOHOL
CENOVNI IN DAVCNI UKREPI ZA ZMANJSEVANJE SKODE ZARADI UZIVANJA ALKOHOLA

11. The price of alcohol should be increased in line with inflation
Cene alkoholnih pija¢ se morajo zviSevati sorazmerno z Inflacijo.

0.72

0.53

12. Taxes should be proportional to the alcoholic content of alcoholic beverages with no threshold
Davki morajo biti sorazmerni z vsebnostjo alkohola v alkoholnih pija¢ah, brez praga

0.70

13. Higher alcohol concentration beverages, such as spirits, should be taxed at a disproportional
higher level
Pijae z visoko koncentracijo alkohola, npr. Zganje, morajo iti obdavéene po ustrezno visji
stopniji

0.70
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ILLICIT TRADE IN ALCOHOLIC PRODUCTS .
NELEGALNO TRGOVANJE Z ALKOHOLNIMI PIJACAMI

14. Alcohol products should be marked to enable monitoring of their trade and legal status
Oznacbe na alkoholnih pijaéah morajo omogociti nadzor trgovanja z njimi in njihov trgovski
status

0.38

0.41

SALES TO MINORS
PRODAJA MLADOLETNIKOM

15. The sales of alcohol products to persons under the age set by law, should be prohibited
Prodajo alkoholnih pijaé osebam mlaj§im , kot to dolo¢a zakon, je treba prepovedati

0.36

0.45

16. Penalties against sellers and distributors to ensure compliance with relevant measures should
be implemented
Uvesti je treba kazenske ukrepe proti prodajalcem in distributerjem , da bi tako zagotovili ravnanje
v skladu z ukrepi

0.23

0.31

ALCOHOL ADVERTISING, PROMOTION AND SPONSORSHIP .
OGLASEVANJE, PROMOCIJA IN SPONZORIRANJE ALKOHOLNIH PIJAC

17. All forms of alcohol advertising, promotion and sponsorship that promote an alcohol product to
minors should be prohibited
Prepovedati je treba vse vrste oglasevanja, promocije in sponzoriranja ponudbe alkoholnih pija¢
mladoletnim osebam

0.63

0.70

18. Appropriate health warnings or safety messages should accompany all alcohol advertising,
promotion and sponsorship
Ogla$evanje, promocija in sponzoriranje alkoholnih pija¢ morajo vedno vklju¢evati tudi opozorila
glede varnosti in_vplivov alkohola na zdravje

0.48

0.49

19. The use of direct or indirect sale promotions that encourage the purchase of alcohol products
should be prohibited
Prepovedati je treba neposredne ali posredne oglaSevalske akcije, ki spodbujajo prodajo
alkoholnih pijaé

0.81

20. All alcohol advertising, promotion and sponsorship should be restricted to information about
the product only
Ogladevanje, promocijo in sponzoriranje alkoholnih pija¢ je treba omejiti le na informacijo o
izdelku

0.56

0.52

21. All forms of alcohol advertising should be prohibited
Prepovedati je treba vse oblike ogladevanja alkoholnih pija¢.

0.83

0.84

REDUCING HARM IN DRINKING AND SURROUNDING ENVIRONMENTS
ZMANJSEVANJE SKODE V PIVSKIH OKOLJIH IN OKOLICI

22. Alcohol sales should be prohibited to intoxicated persons
Prepovedati je treba prodajo alkoholnih pija¢ vinjenim  osebam

0.37

0.44

283. The hospitality industry and servers of alcohol should be trained to reduce the harm done by
alcohol intoxication
Zaposlene v gostinstvu je treba poucditi, kgko zmanijsati Skodo zaradi ogi'anja.

0.59

0.67

UKREPI IN POMOC DRUZINSKIM CLANOM OSEB ODVISNIH OD ALKOHOLA

INTERVENTIONS AND ASSISTANCE FOR FAMILY MEMBERS OF PEOPLE WITH ALCOHOL DE

PENDENCE

24. Programmes for counselling family members of people with harmful alcohol consumption should

be widely implemented

Pospesiti je treba izvajanje programov svetovanja druzinskim élanom tveganih pivcev

0.55 0.66

alcohol

z alkoholom

25. Education of health and social workers for the identification of family violence connected to

Izobrazevanje zdravstvenih in socialnih delavcev za prepoznavanije nasilja v druzini, povezanega

0.65 0.75

a2The numbers in the table are the factor loadings for each item (the numbers are located in the corresponding factor’s column).

The 25 items are grouped into nine alcohol policy domains.

Table 3 presents the results for three factors (mean and
standard error of estimation) for stakeholdres’ views
on the impact and importance of policies concerning
reduction of alcohol-related harm using a scale of 1 (no
impact or not important at all) to 10 (very high impact
and very important).

The results of factor analysis for Factor 1 (education)
showed that there was no significant difference
between different stakeholders in Slovenia as concerns
their opinions on the impact of alcohol policy measures
in the field of education (p=0.525). Governmental and

non-governmental organisations and public health
institutions were found to score the importance of
educational measures higher than alcohol and related
industries (p =0.005).

Governmental and non-governmental organisations
and public health institutions (professionals) perceived
the regulatory measures (Factor 2 — regulation) as of
higher impact (p<0.001) and importance (p<0.001)
than alcohol and related industries.

As for the Factor 3 (pricing), the results revealed no
significant difference in scores of the impact of pricing
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measures of alcohol policy on the reduction of alcohol-
related harm between the four groups of stakeholders.
(p = 0.079). However, alcohol and related industries
perceive the importance of pricing as significantly
lower than the other three groups of stakeholders
(p = 0.029).

The results show that alcohol and related industries
gave the lowest score to all three factors and that all

the stakeholders’ groups perceived the impact and the
importance of pricing measures in alcohol policy as the
lowest. There follow the regulatory and the educational
measures of alcohol policy, which were perceived as
of the highest impact and importance.

Table 3. Results for three factors (mean and standard error of estimation) for opinions of the policy impact
and of the policy importance in reducing the harm done by alcohol on a scale of 1 (no impact or
not important at all) to 10 (very high impact and very important).

Tabela 3. Rezultati za tri faktorje (srednja vrednost in standardna napaka ocene) za mnenja o ucinku in
pomembnosti alkoholne politike pri zmanjsevanju Skode zaradi uZivanja alkohola na lestvici od 1
(brez ucinka ali povsem nepomembno) do 10 (zelo velik uéinek in zelo pomembno).

Impact Importance

ucinek pomembnost

GOs? PHOs® | NGOs° |Al¢ ANOVA® | GOs? PHOs® | NGOs° | Al¢ ANOQOVA®
Factor 1
Education 7.50 7.46 7.43 6.95 0525 7.96 8.35 8.31 7.25 0.005
Faktor 1 (0.35) |(0.18) |(0.16) |[(0.33) ’ (0.36) (0.14) (0.15) (0.31) '
Izobrazevanje
Factor 2
Regulation
Faktor 2 6.74 7.26 7.06 413 0.000 7.19 8.24 8.22 4.67 0.000
Zakonska (0.59) |(0.22) |(0.20) |[(0.42) ’ (0.50) (0.18) (0.17) (0.39) '
dolocila
Factor 3
Pricing 6.40 6.58 5.98 4.95 0.079 6.54 717 6.53 5.38 0.029
Faktor 3 (0.69) |(0.28) |(0.29) |(0.54) ’ (0.58) (0.24) (0.29) (0.46) '
Cena

@ GOs - governmental organisations (GOs)

® PHOs - public health organisations (professionals) (PHOs)

°NGOs - non-governmental organisations (NGOs)
dAl - alcohol industry (Al)
¢ ANOVA - p value.

In order to confirm the four hypotheses tested, t-tests
were used for the comparison of alcohol and related
industries and all other stakeholders (governmental
and non-governmental organisations and public health
institutions).

The hypothesis 1 (H1), stating that the alcohol
industry will score the impact of measures in the
field of education on reducing alcohol-related harm
higher than governmental and non-governmental
organisations and public health institutions was not
confirmed; the difference between the two groups was
not significant (sig. 2-tailed 0.165).

The hypothesis 2 (H2) stating that the importance
of alcohol policy measures in the area of education
taken to reduce alcohol-related harm will be rated
higher by the alcohol industry than by governmental
and non-governmental organisations and public health
institutions, was refused: alcohol and related industries
scored the importance of education significantly lower
than did other stakeholders (sig. 2-tailed 0.004).

The results supported the hypothesis 3 (H3) that
governmental and non-governmental organisations
and public health institutions will score the impact of
regulatory measures of alcohol policy on reducing the
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harm done by alcohol higher than alcohol industry,
and the hypothesis 4 (H4) stating that governmental
and non-governmental organisations and public health
institutions will rate the importance of regulatory
alcohol policy measures in lowering alcohol-related
harm higher than the alcohol industry (sig. 2-tailed
0.000 for both hypotheses).

As regards the Factor 3, the t-test demonstrates that
the scores of the impact (sig. 2-tailed 0.035) and
importance (sig. 2-tailed 0.009) of pricing measures
in reducing alcohol harm perceived by alcohol and
related industries were significantly lower than those
perceived by other stakeholders.

4 Discussion

The overall response rate is relatively high (54.1 %)
compared to the response rate of 20%-40% for
investigations by mail reported in the literature (36) The
only potential shortcoming of the methodology used
is the response rate of alcohol and related industries
(38.5 %) that is somewhat lower in comparison to the
other groups.

All stakeholders assign the greatest importance to
the measures related to education, communication,
training and raising public awareness. Interestingly,
in contrast to the results of other EU studies, the
governmental organizations, non-governmental
organizations and public health institutions placed the
impact and importance of alcohol policy measures in
education significantly higher that did their counterpart
organizations at the EU level. Furthermore, the
research at the EU level showed that the alcohol
industry rated the importance and impact of alcohol
policy measures in education higher than did other
stakeholder groups. In Slovenia, the situation is
different: the alcohol industry rates the importance and
impact of alcohol policy measures taken in education
slightly lower than other groups of stakeholders.

It is interesting that all the participating stakeholders
placed greatest emphasis on alcohol policy measures
related to education, communication, training and
raising public awareness, since the evidence shows
a rather limited impact of education activities per se in
limiting harmful consequences of alcohol usage. It is
true that the provision of information and education is
the key factor in raising public awareness and imparting
knowledge. The information clutter and competing
messages distributed by various communicators
who often have completely different motives for
communicating about alcohol-related issues are

characteristic of our environment. The messages about
alcohol are often contradictive. Furthermore, social
norms in our society still support drinking and easy
access to alcohol. Such a climate does not support
sustained changes in drinking behaviour. (12)

Why do all stakeholders in Slovenia assign such a
great importance to the education measures? It may
be that the participating governmental organizations
are not familiar with the measures and activities that
have proved effective. Furthermore, governments have
a tradition of developing and implementing prevention
programmes. In Slovenia, national and especially
community-based preventive measures are focused
on school-based educational programmes. We have
no exact evidence of the impact of such programmes
on drinking behaviour. International research showed
that despite some examples of beneficial impact of
school-based education, systematic reviews and
meta-analyses demonstrated that the majority of well-
evaluated studies showed no impact on behaviour
even in the short-term. (3) The question arises whether
education in general has not been successful or just
inappropriate educational approaches have been
used. Neither is it clear what the situation would be
if there was no education on the alcohol issue at all.
We think that education programmes have a place
in alcohol policy provided that they are carefully
combined with other measures. Such comprehensive
policy have reportedly produced some effect on
drinking behaviour (30). Also, the established high
governmental perception of the importance of taking
education measures might be related to the annual
social advertising campaigns dedicated to the
drinking and driving issue. These campaigns tend
to be well accepted by the public in Slovenia, and
may therefore be perceived as successful by the
government. Public health organizations are another
important stakeholder group stressing the importance
of education measures in the alcohol policy. Their
interest is to keep their significant role in the transfer
of knowledge in schools.

Alcohol and related industries probably perceive the
importance of measures related to education higher
than the importance of other alcohol policy measures,
because these measures affect them the least.
Education is probably perceived in the light of free
choice of a consumer and lesser market regulation.
Furthermore, alcohol and related industries support
such campaigns as “responsible drinking” or “no
drinking and driving”. Such campaigns soften the role
that the alcohol industry plays in alcohol abuse in the
society by transferring the responsibility for alcohol
abuse on an individual.
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As expected, the alcohol and related industry gave
much less weight to the regulatory measures, which,
according to some research, constitute an effective
way of reducing harm done by alcohol. (12) In
Slovenia, the main regulatory measure is a partial
ban on alcohol advertising, taxation and decreased
accessibility to alcohol. These measures have a direct
impact on alcohol sales and alcohol-related profits
of the alcohol and related industry. It is expected,
therefore that the alcohol and related industry would
be very interested in influencing regulatory measures
and that perceptions revealed in our research show
their interest in loosening the regulations or at least
maintaining their status quo.

Governmental and non-governmental organisations
and public health institutions give little weight to the
pricing of alcohol beverages, despite the evidence
that when the income and the price of other goods
are held constant, a rise in alcohol prices leads to
less alcohol consumption and less alcohol-related
harm (and vice versa). (12) This may also be due
to insufficient knowledge of the evidence base on
effective alcohol policies. Another possible reason
is that tax increase is a very unpopular issue for the
government, especially in Slovenia where prices and
excise duties for alcohol beverages are rather low in
comparison to other European countries. In the past
decase, Slovenia has woven a dense network of links
between the alcohol industry and the media and other
influential institutions that act as a strong lobbying
platform for sustaining a rather untouchable status of
the alcohol industry in Slovenia. This happens despite
the fact that increasing alcohol taxes not only reduces
alcohol consumption and the related harm, but also
increases government revenue.

The views on pricing policy expressed by alcohol and
related industries did not differ markedly from the
opinion of other stakeholders, which is a challenging
result of this study. However, if we look at the measures
covered by the Factor 3, only the first intervention
(“the price of alcohol should be increased in line with
inflation”) is connected with general alcohol pricing
policy. The other two measures, i.e. “taxes should
be proportional to the alcoholic content of alcoholic
beverages with no threshold” and “beverages with
higher alcohol concentration, such as spirits, should
be taxed at a disproportionally higher level” are aimed
at increasing the taxes for alcoholic drinks with higher
alcohol content. Since the majority of stakeholders in
the alcohol arena in Slovenia are involved in the wine
industry, they are affected by these measures to a
much lesser degree than the producers of spirits.

On the whole, the four groups of stakeholders score
higher the measures that are less effective according
to the evidence base for effective alcohol policies.
Moreover, they score lower the measures that have
proved more effective. These results suggest that
stakeholders of alcohol policy in Slovenia share a
rather poor knowledge of alcohol policy, especially of
the evidence-based alcohol policy. We would suggest
that greater emphasis be placed on informing and
educating stakeholders on alcohol harm reduction
evidence.

There are some differences between our findings and
those at the European level reported by Anderson
and Baumberg. (3, 34) The main difference is
that factor analysis gave different factors. In the
European investigation the pricing measures fell
under regulations. One possible explanation is that
Slovenian stakeholders give less emphasis to the
price. In Slovenia pricing is regulated only through
excise duties regulation, which is a lower level of
legislation (not adopted by the parliament), which
means that pricing is not a very high priority of our
alcohol policy at the moment. In many other European
countries the pricing is an important alcohol policy
measure. European stakeholders gave less emphasis
to education measures compared to the stakeholders
in Slovenia. The reason for this difference may be that
governmental organisations and public health and
non-governmental organisations are less informed
and not sufficiently connected. Overall, the European
study revealed much greater differences between the
opinions on alcohol policy measures held by alcohol
and related industries and those expressed by other
stakeholders. The alcohol policy stakeholders in
Europe seem to be more direct in expressing and
exercising their interests, even when expressing their
opinions on the impact and importance of particular
alcohol policy measures. Another explanation could
be that in Slovenia drinking alcohol makes an integral
part of the national culture, and that many families are
directly or indirectly involved in wine, beer or spirits
production (themselves or as relatives of the producers
or employees in the alcohol industry).

Despite the fact that stakeholders have clearly different
interests and that they mostly hold different views on
the impact and importance of particular alcohol policy
measures, there are some areas of alcohol policy,
such as education and training, in which different
stakeholders could join forces and work together.
However, we should bear in mind different motives
behind the high ranking of education and perceiving it
as an important and effective measure. Furthermore,
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evidence from the foreign research warns us that
these measures are not very effective if not combined
with other approaches, and that investing in these
measures should be proportional to investments in
other policies. Alcohol and related industries have
recently expressed willingness to take responsibility for
training staff in bars, restaurants, pubs, night clubs and
discos to adopt more responsible service practice.
As stated by Anderson and Baumberg in the report
“Alcohol in Europe”, alcohol is not an ordinary
commodity. It causes external costs and involves harm
to others, and therefore requires more strict regulation.
(3,12) Policies that regulate the environment in which
alcohol is marketed (economic and physical availability
and commercial communications) are very effective in
reducing alcohol-related harm. (12) In the light of this
evidence stakeholders in alcohol and related industries
will have to accept the fact that regulation is necessary.
They will need to take part in the implementation of
these regulations in the areas that relate to them, such
as sales of alcohol to underaged or drunk individuals.
There is a need for advocacy at this level, as well as
for the translation of scientific findings to stakeholders,
who seem to lack knowledge of alcohol policy and
of evidence that supports particular alcohol policy
interventions.

5 Conclusions

The aim of our research was to study stakeholders’
views on the impact and importance of alcohol policy
in reducing alcohol-related harm. These opinions
reflect interests of different interest groups and the
government related to the issue of alcohol. In our
opinion, acquiring information about different opinions
on alcohol policy measures is the first and the very
fundamental step in the process of developing an
effective national alcohol policy. In order to develop
and implement effective alcohol policies it is essential
to identify common grounds and possible difficulties
in negotiations.

The study was based on the research on alcohol
policy in Europe by Anderson and Baumberg. (3, 34)
Our results show, similarly to their observations, that
stakeholders are motivated by different interests in
relation to particular alcohol policy measures. (3, 12)
Stakeholders participating in our study, however, were
more similar in their statements (and interests) than
stakeholder groups at the EU level. (3, 34)

Alcohol policy is influenced by all stakeholders. They all
play an important part in formulating and implementing

alcohol policies, acting either as individuals or as
members of stakeholder coalitions. The government,
however, is the stakeholder that posseses legitimate
power, and we think that the adopted alcohol policy
should reflect interests of the government.

Our research has identified many common grounds
where different stakeholders can work together to
formulate more effective alcohol harm prevention
policies. Education was found to be one of the platforms
characterized by smallest differences in opinions
and we suggest that at the start the stakeholders’
efforts should be focused on this particular area.
Collaboration in this field may yield good results in
the process of policy management, as well as in
building better relations among different stakeholders
and in implementing specific, already existing alcohol
policies and programmes, such as restricted access
to alcohol for those under the drinking age and
for drunk individuals. This is in tune with the WHO
recommendations, which underline the importance of
training programmes in responsible service practice
for all those involved in the alcohol sales chain. The
principal aim is to ensure responsibility in adhering
to the legislation, reducing hazardous drinking and
restricting alcohol availability for those under the
drinking age. (11)

Since our study revealed the most discordant views
in the area of alcohol regulations, we assume that
stakeholders in Slovenia will have greatest difficulties
in negotiating regulative alcohol policies. As expected,
the greatest difference in interests between the alcohol
industry and other stakeholder groups was established
in the area of alcohol regulation.
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Izvleéek

Namen: Cilj raziskave je bil ugotoviti seznanjenost studentov zdravstvene nege s krsitvami po 42. ¢lenu Pravilnika
o organizaciji in delovanju Castnega razsodiséa Zbornice zdravstvene in babiske nege Slovenije ter ugotoviti
razlike v poznavanju krsitev v Solskih letih 2007/2008 in 2008/2009.

Metode: V raziskavo je bilo zajetih 230 Studentov zdravstvene nege. Vprasalnik je vseboval krsitve, Ki jih navaja 42.
élen Pravilnika o organizaciji in delovanju Castnega razsodi$éa Zbornice zdravstvene in babiske nege Slovenije.
Za analizo podatkov smo uporabili osnovne statisticne parametre in t-Test za ugotavljanje razlik med spoloma,
Solskim letom ter dokoncano srednjo Solo. Podatke smo obdelali s SPSS 17.0.

Rezultati: Studentje so najbolj seznanjeni s »krsitvijo poklicne moléeénosti in varovanja zasebnosti in dostojanstva
bolnikov«. Ugotovili smo, da so Studentje v Solskem letu 2008/2009 statisticno znacilno bolj seznanjeni s krsitvami
odklonitve nujne medicinske pomoci (p = 0,033), unicenjem ali ponarejanjem podatkov o bolniku (p = 0,001) ter
krajo intelektualne lastnine (p = 0,003) glede na Studijsko leto 2007/2008.

Zakljucek: Za zagotavijanje kakovostne zdravstvene nege je pomembno poznavanje nepravilnosti pri izvajanju
zdravstvene nege, ki jih kot krsitve navaja astno razsodisce. Poznavanje krsitev, ki jih navaja Castno razsodisce
Zbornice zdravstvene in babiske nege Slovenije, lahko pri Studentih vpliva na razvoj cloveskega odnosa do bolnika
ter poznavanje pristojnosti v okviru zdravstvene nege.

Kljuéne besede: studentje zdravstvene nege, zdravstvena nega, izobrazevanje, krsitve v zdravstveni negi
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Abstract

Objective: The aim of the research was to discover nursing students “knowledge on violations of nursing, describe
in article 42 of the according of the Court of Honour Nurses and Midwives Association of Slovenia, and to examine
differences between the violations in the school years 2007/2008 and 2008/20089.

Methods: The study included 230 nursing students. The questionnaire included violations of nursing, describe in
article 42 of the according of the Court of Honour Nurses and Midwives Association of Slovenia. The statistically
significant differences by gender, school year as well as secondary school were used Independent T-test. Data
was handled using SPSS 17.0 for Windows.

Results: The nurses student were too knowledgeable with violations of »to break professional secrecy and
protect privately and dignity of patients«. This study showed that nurses students of school year 2008/2009 have
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a more knowledge about “refusal emergency aid unless that threat to rescuer life« (0.033), »destroy or to fake up
patients data (disguising expert mistake)« (0.001) as well as» »stealing intellectuality property« (p = 0.003) than

the nursing students of school year 2007/2008.

Conclusion: For high-quality nursing is important to know incorrectness in nursing which describe the Court of
Honour like violations of nursing. Knowledge on violations of the Court of Honour Nurses and Midwives Association
of Slovenia, can influence students own development to behave well and knowledge of competence as well as

Skills in nursing.

Key words: nursing students, nursing, education, nursing violations

uvoD

Zbornica zdravstvene in babiSke nege Slovenije
je strokovno, nevladno in nepridobitno zdruzenje
v Republiki Sloveniji, ki zdruzuje poklicno skupino
izvajalcev zdravstvene in babiSke nege. Kot strokovno
in reprezentativno telo si prizadeva zagotavljati
sodobno, kakovostno ter varno zdravstveno in babisko
nego. Na podlagi 11., 35.in 36. ¢lena Statuta Zbornice
zdravstvene in babiske nege Slovenije, je skups€ina na
seji dne 10. 12. 2007 sprejela Pravilnik o organizaciji
in delu Castnega razsodiééa, ki je njen pomemben
samostojni organ.

Njegova naloga je ugotavljanje odgovornosti za krsitev
ter druge nepravilnosti pri opravljanju zdravstvene
in babigke nege (1). Castno razsodi$ée Zbornice
zdravstvene in babiSke nege Slovenije obravnava
vse prijave, iz katerih je mozno razbrati krSitelja,
oSkodovanca in vrsto krsitve ter lahko krsitelju izrece
disciplinske in varstvene ukrepe. Ce se v postopku
ugotovi, da je bilo storjeno kaznivo dejanje, poda
Castno razsodi&e prijavo pristojnemu organu
pregona (2). Poznavanje organizacije in dela Castnega
razsodi§¢a Zbornice zdravstvene in babiSke nege
Slovenije omogoc€a izvajalcem zdravstvene nege
delovanje v skladu s strokovno doktrino ter prispeva k
razvoju zdravstvene nege. Z vse vecjim poznavanjem
pravic uporabnikov zdravstvenih storitev in Zakona o
pacientovih pravicah se mora ozavestiti odgovornost
medicinskih sester v smislu vecje doslednosti pri
opravljanju svojega poklica. Zdravstvena nega je
kot sestavni del Sirokega sistema zdravstvenega
varstva v vsaki drzavi neobhodno potrebna za dobro
delovanje zdravstvenega sistema. Medicinske sestre
S0 obsezen in nujno potreben del zdravstvenega
varstva. lzvajanje zdravstvene nege v skladu s
standardi in pristojnostmi je pomemben dejavnik
kakovosti zdravstvene nege, ki prispeva h kakovostni
zdravstveni obravnavi. Mednarodni svet medicinskih
sester ICN 2004 (3) je pristojnost opredelil kot »raven
uspesnosti, ki kaze ucinkovito uporabo znanja, ves¢in
in presoje«. pristojnost odseva tako znanje, ves¢ino,

presojo. Obsega niz ves¢in — kognitivne, tehni¢ne
ali psihomotori¢ne ter medosebne ter niz osebnih
lastnosti in drz (4). Pristojnosti za medicinsko sestro
so po ICN opredeljene v treh vsebinskih sklopih. Prvi
sklop govori o poklicni, eti¢ni in pravni praks, drugi o
upravljanju in zagotavljanju zdravstvene nege, tretji pa
sklop o razvoju poklica (5).

Vsebinski sklop poklicne, eti¢ne in pravne prakse
se nanasa na odgovornost, eticno prakso in pravno
prakso (4). Odgovornost pomeni, da medicinska
sestra sprejema konkretno odgovornost za lastno
poklicno presojo in dejanja, da se zaveda omejitev
lastne vloge in pristojnosti, da se posvetuje z drugo
medicinsko sestro, ki ima potrebno strokovno znanje, ki
ga sama nima in z drugimi strokovnjaki zdravstvenega
varstva in ustreznimi organizacijami/sluzbami, kadar
zadovoljevanje potreb posameznika ali skupine ni ve¢
v dosegu prakse zdravstvene nege (4). Eti¢na praksa
pomeni, da medicinska sestra deluje na nacin, ki je v
skladu z Eti¢nim kodeksom ICN. Ucinkovito sodeluje
pri etiénem odlo¢anju. Deluje v vlogi zagovornice pri
za&citi Clovekovih pravic, kar opisuje Eti¢ni kodeks
ICN 2000 (3). Spostuje bolnikovo pravico do informacij.
Zagotavlja zaupnost podatkov ter varnost pisnih in
ustnih informacij, ki jih dobi, ker opravlja svoj poklic.
Spostuje bolnikovo pravico do zasebnosti. Spostuje
pravico bolnika do izbire in odlocitev v zdravstveni negi
in zdravstvenem varstvu. Ustrezno nasprotuje praksi
zdravstvenega varstva, ki bi lahko Skodila varnosti,
zasebnosti ali dostojanstvu bolnika. Prepoznava
nevarno prakso ter ustrezno ukrepa. Pozna lastna
prepri¢anja in vrednote ter ve, kako lahko vplivajo na
zagotavljanje zdravstvene nege. Spostuje vrednote,
obi¢aje, duhovna prepri¢anja in prakse posameznikov in
skupin. Zagotavlja zdravstveno nego, ki ustreza razli¢nim
kulturam. Kaze razumevanje izzivov za eti¢no odloc¢anje
in dolo€anje prednosti v vojnih, nasilnih, konfliktnih
razmerah ter ob naravnih nesrecah (4). Pravna praksa
pomeni, da medicinska sestra deluje v skladu z veljavno
zakonodajo. Deluje v skladu z nacionalnimi in lokalnimi
politikami in postopkovnimi smernicami. Prepoznava
krSitve zakonov, ki se nanasajo na prakso zdravstvene
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nege in/ali poklicni kodeks, vedenja ter kodeks prakse,
in se odziva nanje (4).

Ljudje za svoje zivljenje potrebujemo pravice in
vrednote, kot so dostojanstvo, svoboda govora,
svoboda gibanja, pravica do imena, pravica do
zdravstva, pravica do osnovanja druzine. Te
pravice mora podpirati celotna druzba. Stvari, do
katerih imamo pravico, nam morajo biti dosegljive.
Sprejem pravic, navedenih v zakonih, konvencijah in
deklaracijah, je povezan z odgovornostjo, da se tudi
dejansko uresnicujejo. V svetu priznavajo pravioa
do zdravstvenega varstva, saj ga zelo potrebujemo,
to pa pomeni, da so doloceni ljudje odgovorni, da
poskrbijo za zagotavljanje potrebnega zdravstvenega
varstva (6).V zdravstvu, kjer prevladuje tudi etika skrbi
za ljudi, so najbolj cenjene vrednote zascita pravic
slabotnih in ranljivih, individualni odnosi in vrednote v
teh odnosih. Recipro¢ne pravice in dolznosti, osebna
odgovornost in zaupnost so velikega pomena (6).
Raziskave med medicinskimi sestrami so pokazale,
da se pri soocanju z resnimi etiénimi dilemami ne
odloc¢ajo glede na eti¢no teorijo ter pravila, temvec
glede na instinkt, ob&utke svoje kulturno ozadje (7). Za
uveljavljanje in delovanje eti¢nih pravil v zdravstveni
negi so pomembne praktiCne ve&Cine, ki jih ljudje
obvladajo za opravljanje svojega dela, in ves€ine
za razjasnitev vrednot, odloanje in postavljanje
standardov (6). Zdravstvena nega ima svoje lastne
pristojnosti v procesu zdravstvene obravnave bolnika,
ki se jih medicinske sestre pri klinicnem delu pogosto
ne zavedajo ali pa premalo poudarjajo (8). Westonova
(povzeto po 8) ugotavlja, da tiste medicinske sestre,
ki imajo veliko avtonomnost, poudarjajo, da v njihovih
ustanovah poteka nadzor nad izvajanjem prakse
zdravstvene nege. Za prevzemanie klini¢ne avtonomije
je treba sprejeti odgovornost za znanje, vesc€ine, na
dokazih temeljece delovanje in odgovornost za razvoj
profesije zdravstvene nege (8).

Pravilnik o organizaciji in delu Castnega razsodi$éa
Zbornice zdravstvene in babiSke nege Slovenije
ureja organizacijo in pristojnost razsodisS¢a pri
ugotavljanju odgovornosti za krSitev Kodeksa etike
medicinskih sester in zdravstvenih tehnikov Slovenije
in Mednarodnega kodeksa etike za babice in statuta
Zbornice zdravstvene in babiSke nege Slovenije
— Zveze strokovnih drustev medicinskih sester, babic
in zdravstvenih tehnikov Slovenije. Ugotavlja druge
nepravilnosti pri opravljanju zdravstvene in babiske
nege, dolo¢a sestavo organov razsodiS¢a — senatov,
postopek odlo¢anja na prvi in drugi stopniji, disciplinske
in varstvene ukrepe, ki jih izreka razsodisce ter druge
pogoje za delo razsodis¢a (9).

Studentje zdravstvene nege v izobrazevalnem
procesu osvojijo pristojnosti zdravstvene nege ter
razvijajo osebno, moralno ter kazensko odgovornost
v primeru malomarnosti pri delu. Studentje sprejemajo
odgovornost za izvajanje kompetentne zdravstvene
nege v skladu z zakonodajo ter eti€nim delovanjem.
Poznati morajo nepravilnosti pri opravljanju zdravstvene
nege ter krditve, ki jih dolo€a Pravilnik o organizaciji
in delu Castnega razsodi$&a Zbornice zdravstvene in
babiSke nege Slovenije, ki dolo¢a krsitve v zdravstveni
negi, za katere izreka tudi kazni. Osnovni namen
raziskave je bil ugotoviti seznanjenost Studentov
zdravstvene nege s krSitvami po 42. ¢lenu Pravilnika
o organizaciji in delovanju Castnega razsodiséa
Zbornice zdravstvene in babiske nege Slovenije ter
statistiéno znadilne razlike v seznanjenosti s krSitvami
glede na spol, Solsko leto in dokon&ano srednjo Solo.

METODE

Vzorec preiskovancev

V raziskavo je bilo zajetih 230 Studentov zdravstvene
nege. Vprasalnik so izpolnjevali Studentje prvih letnikov
v Studijskem letu 2007/2008 ter Studentje prvih letnikov
v Studijskem letu 2008/2009 v okviru vaj pri predmetu
Etika in filozofija zdravstvene nege. Vsi udelezenci so
bili podrobno seznanjeni z namenom raziskave in so v
raziskavi prostovoljno sodelovali, njihova anonimnost
je bila zagotovljena.

Vzorec spremenljivk

Pravilnik o organizaciji in delu Castnega razsodis¢a
Zbornice zdravstvene in babiske nege Slovenije v 9.
¢lenu navaja, da obravnava vse prijave, iz katerih je
mozno razbrati krSitelja, oSkodovanca in vrsto krsitve
(9). V 42. ¢lenu poleg krSitve nacel Kodeksa etike
medicinskih sester in zdravstvenih tehnikov Slovenije
in Mednarodnega kodeksa etike za babice navaja
sledece krsitve:

- izvajanje zdravstvene in babiSke nege, ki je v
ocitnem nasprotju z etiko, doktrino in s standardi
zdravstvene in babiSke nege;

- odklonitev nujne medicinske pomodi, razen v
primeru, da bi bilo ogrozeno zivljenje reSevalca;

- nekompetentno zdravstveno ali babiSko nego;

- sprejemanje podkupnin in daril vecje vrednosti, ki
so doloCene za javne usluzbence v zakonskih aktih
RS;

- sodelovanje pri evtanaziji ali izvajanje evtanazije;

- odklonitev lajSanja trpljenja in bole¢ine bolniku;
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- krsitve poklicne mol&eénosti in varovanja zasebnosti
in dostojanstva bolnikov;

- unicenje ali ponarejanje podatkov o bolniku
(prekrivanje strokovnih napak);

- Sirjenje neresnic, ki Skodujejo ugledu poklica
medicinskih sester, babic in zdravstvenih
tehnikov;

- razkrivanje identitete bolnika in podatkov o
njegovem zdravstvenem stanju, zdravljenju in
zdravstveni negi v javnih obgilih in literaturi;

- krajo intelektualne lastnine;

- vsa dejanja, ki so kot kazniva dejanja navedena
v Kazenskem zakoniku RS in jih stori medicinska
sestra, zdravstveni tehnik ali babica pri opravljanju
svojega poklica.

V vprasalniku so bile navedene krSitve po 42. ¢lenu
Pravilnika o organizaciji in delovanju Castnega
razsodi$éa. Studentje so se za vsako navedeno kréitev
opredelili glede na njihovo seznanjenost z navedenimi
krsitvami. Opredelili so se lahko na naslednji nacin:
1 = nisem seznanjen, 2 = delno sem seznanjen, 3 =
sem seznanjen z navedeno krsitvijo. Anketiranje je bilo
izvedeno v Solskem letu 2007/2008 (med februarjem
in aprilom 2008) ter v Solskem letu 2008/2009 (med
februarjem in aprilom 2009). Vprasalniku so bila
prilozena navodila za izpolnjevanje. Studentje so
individualno izpolnjevali anketni vpraSalnik.

Metode obdelave podatkov

Podatki so bili obdelani s statisti¢nim programom
SPSS — 17.0 za Windows. Za ugotavljanje statisticno
znacilnih razlik v seznanjenost s krSitvami po 42.
¢lenu Pravilnika o organizaciji in delovanju ¢astnega
razsodiS¢a med Studenti zdravstvene nege glede na
spol, Solsko leto ter glede na dokon€ano srednjo Solo
smo uporabili t-test. Statisti€no znacilnost smo preverili
pri 5-odstotnem tveganju (p = 0,05).

REZULTATI

V raziskavo je bilo vklju¢enih 230 Studentk in Studentov
zdravstvene nege prvega letnika rednega Studija v
Solskem letu 2007/08 (n = 115) in 2008/2009 (n = 115).
Med njimi je bilo 24 (10,4 %) Studentov in 206 (89,6
%) Studentk povpreéne starosti 18,67 let (SD+0,67).
Dokonc&ano srednjo zdravstveno $olo je imelo 181
(78,7 %) vseh preiskovancev. Druge srednje 3ole je
dokondalo 49 (21,7 %) preiskovancev.

Rezultati Tabele 1 kazejo, da so Studentje najbolj
seznanjeni s krSitvami poklicne mol¢eénosti, varovanja
zasebnosti in dostojanstva bolnikov (M = 2,77). Sledi

razkrivanje identitete bolnika in podatkov o njegovem
zdravstvenem stanju (M = 2,56), odklonitev nujne
medicinske pomo¢i (M = 2,50) ter odklonitev lajSanja
trpljenja in boledine bolniku (M = 2,41. Studentje so
zelo pomanijkljivo seznanjeni s Sirjenjem neresnic,
ki Skodujejo ugledu poklica medicinskih sester
(M = 2,25), krajo intelektualne lastnine (M = 2,23)
ter z izvajanjem zdravstvene nege, ki je v o€itnem
nasprotju z etiko in doktrino ter standardi zdravstvene
nege (M =2,17).

Glede poznavanja krsitev, ki jih navaja 42. &len
Pravilnika o organizaciji in delu ¢astnega razsodis¢a
Zbornice zdravstvene in babiSke nege Slovenije
(Tabela 2) smo ugotovili, da so Studentje bolj
seznanjeni s krsitvijo »krSitve poklicne moléec¢nosti
in varovanja zasebnosti in dostojanstva bolnikov«
Studentke; nakazana je statisti¢na znacilnosti glede
na spol (p = 0,082). Srednja vrednost (M = 2,92) kaze,
da Studentje navedeno krsitev poznajo. Ugotovili smo,
da so Studentje v Solskem letu 2008/2009 statisti¢no
znacilno bolj seznanjeni s krSitvami odklonitve nujne
medicinske pomoc¢i (M = 2,61; p = 0,033), uni¢enjem
ali ponarejanjem podatkov o bolniku (M = 2,48;
p = 0,001) ter krajo intelektualne lastnine (M = 2,39;
p = 0,003) v primerjavi s Studenti, ki so anketo
izpolnjevali v Solskem letu 2007/2008. Srednje vrednost
somed 2,48in 2,61, kar pomeni, da so s temi krSitvami
tudi v Solskem letu 2008/2009 seznanjeni pomanikljivo.
Glede na dokoncano srednjo Solo je bilo ugotovljeno,
da so Studentje, ki niso koncali srednje zdravstvene
Sole, statistiéno znadilno bolj seznanjeni s krsitvijo
izvajanja zdravstvene nege, ki je v o€itnem nasprotju
z etiko, doktrino in s standardi zdravstvene nege
(M =2,41; p = 0,017), v primerjavi s Studenti, ki so
kondali srednjo zdravstveno $olo. Srednja vrednost
kaze, da to kr&itev le delno poznajo. Studentje, ki imajo
dokonéano srednjo zdravstveno Solo, so statisti¢no
znacilno bolj seznanjeni s krSitvama odklonitve
nujne medicinske pomo¢i (M = 2,57; p = 0,016) in
kraje intelektualne lastnine (M = 2,29; p = 0,033) v
primerjavi s tistimi, ki imajo dokon¢ano drugo srednjo
Solo. Srednje vrednosti prav tako kazejo le na delno
seznanjenost z navedenima krsitvama.

RAZPRAVLJANJE

Glede na dobljene rezultate lahko povzamemo,
da so Studentje zdravstvene nege prvega letnika
pomanjkljivo seznanjeni s krsitvami, ki jih navaja
42. ¢len Pravilnika o organizaciji in delu ¢astnega
razsodiS¢a Zbornice zdravstvene in babiSke nege
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Tabela 1. Opisna statistika poznavanja krsitev 42. clena pri 230 Studentih zdravstvene nege.
Table 1. Descriptive statistic of knowledge on articles of 42 in 230 nursing students.

Krsitve 42. ¢lena
Violations of articles of 42

Izvajanje zdravstvene in babiSke nege, ki je v o¢itnem nasprotju z etiko,
doktrino in s standardi zdravstvene in babiske nege /

Performing nursing and midwifery which is evident opposite with ethics,
doctrine and standard nursing and midwifery

Odklonitev nujne medicinske pomo¢i, razen v primeru, ogrozenosti
zivljenja reSevalca /
Refusal emergency aid unless that threat to rescuer life

Nekompetentna zdravstvena ali babiska nega /
Not competence nursing or midwifery

Sprejemanje podkupnin in daril vec€je vrednosti, ki so dolo€ene za javne
usluzbence v zakonskih aktih RS /

To receive a bribe and a present greater major value whish are define by
law RS for civil servant

Sodelovanje pri evtanaziji ali izvajanje evtanazije /
To collaborate with euthanasia or to perform euthanasia

Odklonitev lajSanja trpljenja in bolec¢ine bolniku /
To refuse alleviate suffering and pain of patient

Krsitve poklicne mol¢ec¢nosti in varovanja zasebnosti in dostojanstva
bolnikov /

To break professional secrecy and protect privately and dignity of
patients

Uni¢enje ali ponarejanje podatkov o bolniku (prikrivanje strokovnih
napak) /
Destroy or to fake up patients data (disguising expert mistake)

Sirjenje neresnic, ki $kodujejo ugledu poklica medicinskih sester, babic
in zdravstvenih tehnikov /

Circulation falseness which damage prestige of profession nurses and
midwifery

Razkrivanje bolnikove identitete in podatkov o njegovem zdravstvenem
stanju, zdravljenju in ZN v javnih obéilih in literaturi /

Uncovering patients’ identity and state of health data, treatment data,
nursing data in public media and literature

Kraja intelektualne lastnine /
Stealing intellectuality property

Vsa dejanja, ki so kot kazniva dejanja navedena v Kazenskem zakoniku RS
in jih stori medicinska sestra, zdravstveni tehnik ali babica pri opravljanju
svojega poklica /

All actions which are criminal offence are stated in penal law RS and
nurses or midwife do something in own occupation

Min

Max

M

2,17

2,50

2,30

2,32

2,37

2,41

2,77

2,30

2,25

2,56

2,23

1,83

SD

0,87

0,77

0,88

0,86

0,77

0,83

0,62

0,83

0,84

0,76

0,84

0,88
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Tabela 2. Statisticno znacilne razlike v krsitvah 42. ¢lena glede na spol, Solsko leto in srednjo Solo.
Table 2. Statistical significant differences in violations of articles of 42 by gender, school year and secondary

school.
Krsitve 42. Clena / Skupina 95 % interval zaupanja
Violations of articles of 42 Group p- 95 % Confidence
vrednost [Interval
t-vrednost|Sig. Spodnja |Zgornja
0 M__ISD lt-value (2-tailed) |Lower___|Upper
Krsitve poklicne mol¢eénosti in % :
varovanja Studentje 24 [2,92 0,41
zasebnosti in dostojanstva bolnikov /
To break professional secrecy and |
protect Studente 206 [2,75[0,64|1,787  |0,082  |-0,022 |0,360
privately and dignity of patients
Odklonitev nujne medicinske Solsko leto
pomodi, 2007/2008
razen v primeru ogrozenosti school year 115 (2,3910,79
zivljenja reSevalca / 2007/2008
Solsko leto
Refusal emergency aid unless that [2008/2009
threat to rescuer life school year 115 [2,61/0,751-2,144 0,033 -0,417  1-0,017
2008/2009
UniCenje ali ponarejanje podatkov gglgl;/ozl(%g
o bolnikuu (prikrivanje strokovnih school year 115 12,13 0,86
napak) / 2007/2008
Solsko leto
Destroy or to fake up patients data  [2008/2009
(disguising expert mistake) school year 115 12,4810,76 |-3,233 0,001 -0,559  |-0,135
2008/2009
Solsko leto
Kraja intelektualne lastnine / ggﬁgg?/ggr 115 [2,07 (0,83
2007/2008
Solsko leto
Stealing intellectuality property i?ﬁ?é??ggr 115 [2,39[0,81|-2.961 [0,003  |-0,535 |-0,107
2008/2009
Izvajanje zdravstvene nege, ki je zg?gnja zdravstvena
v oCitnem nasprotju z etiko in with secondary 181 12,1010,88
doktrino / school for nurses
: : C druge srednje Sole
Performing nursing which is
evident opposite with ethics, doctrine g(t:r%%rofecondary 49 [2,41]0.761-2,430 0,017 -0,561 1-0,056
Odklonitev nujne medicinske srednja zdravstvena
pomodi, Sola
razen v primeru ogrozenosti zivljenje |with secondary 181 [2,57 10,72
reSevalca / school for nurses
; druge srednje Sole
Refusal emergency aid unless that
threat to rescuer life g(t:rlll%ro?econdary 49 [2,2210,92 12,472 0,016 0,067 0,633
srednja zdravstvena
Kraja intelektualne lastnine / \fv?t'ﬁ secondary 181 [2,29]0,83
school for nurses
druge srednje Sole
Stealing intellectuality property other secondary 49 ]2,00(0,84 |2,168 0,033 0,023 0,561

school
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Slovenije. Opazamo trend izboljSevanja poznavanja
krSitev iz generacije v generacijo. 1z tega lahko
sklepamo, da se povecuje ozavescenost spostovanja
zakonov in pravilnikov, ki narekujejo nacin dela in
dolznosti izvajalcev zdravstvenih storitev. Sklepamo,
da je manjSe poznavanje krSitev pri Studentih v
Solskem letu 2007/2008 posledica kratkega ¢asovnega
razmika med sprejetjem Zakona o pacientovih pravicah
(29.1.2008) ter Pravilnika o delovanju Castnega
razsodisca (10.12.2007) in med anketiranjem (februar
— april 2008). Med navedenimi krSitvami Pravilnika o
delovanju Castnega razsodi$&a Zbornice zdravstvene
in babiSke nege Slovenije preiskovanci najbolj poznajo
krsitev poklicne mol€ec¢nosti, varovanja zasebnosti in
dostojanstva bolnika. Medicinske sestre so moralno
odgovorne za tezave bolnikov, zato morajo k bolnikom
pristopati z empatijo, s so¢utjem (10) in spoStovanjem
zasebnosti. Moralna odgovornost je eti€na norma in
staliSCe, ki usmerja vedenje medicinske sestre (11).
Pri izvajanju kakovostnih ukrepov zdravstvene nege
morata komunikacija in odnos do bolnika izrazati visoka
eti¢na nacela, skrb za drugega, odgovornost, zaupanje,
empatijo in so€utje (12). Kakovost zdravstvene nege
je odvisna od spostovanja bolnikovega dostojanstva
in njegove avtonomije (13), saj lahko le tako bolniku
omogoc¢imo, da obdrzi nadzor nad svojim zivljenjem
in ohranja dostojanstvo (14). Pomembno se je
zavedati, da je spostljiv odnos zdravstvenih delavcev
do bolnikov pogoj, da bolniki zaupajo (11). Day et. al.
(15) ugotavljajo, da Studentje prvih letnikov nimajo
veliko prakti¢nih izkusenj.V odnos z bolnikom stopajo v
strahu in z obc&utljivostjo, ker imajo idealisti¢en pogled
na zdravstveno nego. Zato potrebujejo za pridobivanje
strokovne usposobljenosti, ki je nujna za opravljanje
poklica, podporo in vodenje s strani uditeljev (16).
Studentje zdravstvene nege razvijajo poklicne
pristojnosti, ki obsegajo znanje, vescine, spretnosti,
osebnostne in vedenjske znadilnosti, prepri¢anja,
vrednote ter samopodobo (16,17). Studentje so med
pridobivanjem prakti¢nih in kliniénih izkuSenj soo¢eni z
razli¢nimi situacijami, skozi katere morajo biti ustrezno
strokovno vodeni. Le tako lahko utrjujejo strokovno
znanje, pridobivajo ves&ine in se udijo skrbeti za
bolnike ter pridobivati njihovo zaupanje in sodelovanje
(18). Prav tako se naucijo spostovanja zakonov in
pravilnikov v Kliniéni praksi.

Zaradi bolnikove ranljivosti in nemodi je zdravstveno
nego potrebno izvajati v skladu s standardi in normativi.
Prav tako je potrebno poznavanje in dosledno
spostovanje zakonskih predpisov. Zakon o zdravstveni
dejavnosti (Ur. L. RS, §t. 23/05, 15/08 in 23/08) (19),
predstavlja strokovno doktrino, po kateri zdravstveni

delavci izvajajo ukrepe in zdravstvene dejavnosti
pri varovanju zdravja, preprecevanju, odkrivanju
in zdravljenju bolnikov in poSkodovancev. Zakon o
pacientovih pravicah (Ur. L. RS, §t. 15/2008) (20) dolo¢a
pravice, ki jih ima bolnik kot uporabnik zdravstvenih
storitev. Namen tega zakona je omogociti enakopravno,
primerno, kakovostno in varno zdravstveno oskrbo, ki
temelji na zaupanju in medsebojnemu spostovaniju
bolnika in zdravnika ali drugega zdravstvenega
delavca (20). Medicinske sestre so dolzne spoStovati
tudi Kodeks etike medicinskih sester in zdravstvenih
tehnikov Slovenije, ki pomaga medicinski sestri pri
oblikovaniju eti¢nih vrednot in je vodilo pri delu v praksi
zdravstvene nege. Studentom zdravstvene nege pa
sluzi kot opora pri oblikovanju lastnih eti¢nih in moralnih
stalis¢ (21). Scottova (22) je ugotovila, da je potrebno
poucevati tako, da Studente zdravstvene nege bolj
dejavno vklju¢i v analiziranje in razvijanje novih oblik
zdravstvene nege. Zato mora izobrazevalni program
vklju€evati tudi pristojnosti zdravstvene nege in eti¢no
odgovornost. Studentje naj Zze v prvem letniku spoznajo
pristojnosti zdravstvene nege in standarde kakovosti
v Kliniéni praksi (23).

Iz rezultatov v Tabeli 2 je razvidno, da ni bistvenih
razlik med Studenti glede na dokon¢ano srednjo $olo
in glede na spol. Iz primerjav po Solskem letu pa
lahko pri Studentih v Solskem letu 2008/2009 opazimo
nekoliko vec¢jo seznanjenost s krsitvami. Sklepamo
lahko, da Studentje pridobivajo znanje in razvijajo svoje
sposobnosti za izvajanje kompetentne zdravstvene
nege ter se zavedajo tako moralno-eti¢ne kot kazenske
odgovornosti za opravljeno delo v zdravstveni negi. Fry
et al. (24) ugotavljajo, da medicinske sestre v klini¢ni
situaciji pogosto uporabljajo instinkt, vest, ob&utke
in izkusnje, pri odlo¢anju kako delovati. Velikokrat se
postavlja vprasanje, ali je eti¢no nacelo v konkretnem
primeru uporabno. Student v $tudijskem procesu
razvija sposobnost predstavljanja situacije, empatije in
notranjega vpogleda (23), prav tako teoreti¢no znanje
dopolnjuje v klini€nem usposabljanju. Slednje igra
najpomembnejSo viogo pri spostovanju kodeksov in
zakonov v kliniéni praksi. Za zadovoljstvo uporabnikov
z zdravstvenimi storitvami je potrebno delo strokovno
izvajati, pa tudi bolniku izkazovati spostovanje. Ule
(11) navaja, da je pri tem lahko odlo¢ujoce bolnikovo
custveno zaznavanje dane situacije. V zdravstveni
obravnavi lahko bolniki dozivljajo strah, bolecino,
negotovost, ipd. Na tem mestu je pomembno poudariti,
da bolecino in druga negativna ¢ustvena stanja vsakdo
dozivlja na svojstven nacin, ker ne gre samo za
notranje odzive in odgovore telesa na fizi€no stanje in
pocutje, ampak tudi za socialno opredeljene odgovore



106

Zdrav Var 2010; 49

na odnose s samim seboj in okoljem (11). Slednje je
odvisno od spostovanja bolnikovega dostojanstva in
njegove avtonomije, ki vpliva na kakovost zdravstvene
nege. Pri izvajanju kakovostnih ukrepov zdravstvene
nege morata komunikacija in odnos do bolnika izrazati
visoka eti¢na nacela, skrb za drugega, odgovornost,
zaupanje, empatijo in soCutje (12). Medicinske sestre
so moralno odgovorne za tezave bolnikov, zato
pristopajo v njihov odnos z empatijo in s soCutjem
(18).

Osnovni element kompetentne kliniéne prakse
je praktiéna uporaba znanja in ve&¢in sodobne
zdravstvene nege, v kateri je pomembna skrb za
zadovoljevanje potreb bolnikov (13). Studentje
potrebujejo ¢im vec tesnih stikov z bolniki, da se
naucijo zaznavati njihove potrebe in strokovno
ter kompetentno izvajati ukrepe zdravstvene
nege. Kompetentna zdravstvena nega pomeni
sposobnost uporabe znanja za izboljSanje skrbi
za bolnike (13). Uporaba strokovnega znanja in
spretnosti, profesionalnih pristojnosti ter obéutek
odgovornosti za opravljeno delo pomembno
vplivajo na razvijanje poklicne identitete in na
zadovoljstvo uporabnikov.

SKLEP

Na osnovi dobljenih rezultatov je mo¢ zakljuditi,
da je pomembno, da imajo Studentje teoreti¢no
znanje, ki ga v Studijskem procesu nadgrajujejo
skozi strokovno vodenje v Kliniéni praksi. Potrebno
jin je spodbujati in nauditi zavedanja poklicnih
odgovornosti ter sprejemanja konkretne odgovornosti
za lastno poklicno presojo in dejanja. Pomembno
je poudariti, da le moralno eti¢ne osebe pridobivajo
ustrezne delovne izku$nje, zaupajo v svoje delo in
so zanj tudi odgovorne. Pri tem je pomembna tudi
podpora ustreznega delovnega okolja, ki spodbuja
in omogoc¢a kompetentno izvajanje zdravstvene
nege ter eti€no odgovornost medicinskih sester in
Studentov zdravstvene nege. Naloga uciteljev je, da
Studente zdravstvene nege naucijo odgovornega in
kompetentnega izvajanja zdravstvene nege, ki je v
skladu z zakoni in s pravilniki. Naloga Studentov pa
je odgovorno pridobivanje strokovnega znanja ter
razvijanje spretnosti za izvajanje ukrepov zdravstvene
nege in vzpostavljanje ¢loveSkega odnosa do
bolnikov.

V zdravstveni negi se je potrebno zgledovati po
zaposlenih v zdravstveni negi. Zato je pomembno

strokovno izvajanje ukrepov zdravstvene nege skozi
ves Cas zdravstvene obravnave bolnika. Tako bi bilo
v bodoc¢e smiselno ugotavljati poznavanje krSitev, ki
jih dologa Castno razsodi§ée Zbornice zdravstvene
in babiSke nege Slovenije tudi med zaposlenimi
medicinskimi sestrami. Kot ugotavljajo tuji avtorii (6, 7,
22), se namre¢ medicinske sestre v klini¢nih situacijah
ne odzivajo na osnovi teorij, ampak delujejo po intuiciji
in lastnih izkusnjah.

Omeniti je potrebno, da je vzorec preiskovancev
zajemal le Studente prvih letnikov v Solskem letu
2007/2008 in 2008/2009, Pravilnik o delovanju
Castnega razsodi$éa pa je bil sprejet $ele 10.12.2007.
étudentje, ki so bili anketirani v Solskem letu
2007/2008, so Sele v letoSnjem Solskem letu (2009/10)
vpisani v tretji letnik. V prihodnje bi bila smiselna
longitudinalna raziskava, v kateri bi primerjali znanje
istih Studentov po zakljuéenem prvem in tretjiem letniku
izobrazevanija.
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Word for Windows. Prispevek naj bo napisan z dvojnim razmikom. Robovi naj bodo Siroki najmanj 25 mm. Znanstveni ¢lanki
naj imajo naslednja poglavja: uvod, metode, rezultati, razpravljanje in zaklju¢ek. Ostale oblike ¢lankov in pregledni ¢lanki
so lahko zasnovani drugace, vendar naj bo razdelitev na poglavja in podpoglavja jasno razvidna iz velikosti ¢rk naslovov.
Poglavja in podpoglavja naj bodo Steviléena dekadno po standardu SIST ISO 2145 in SIST ISO 690 (npr. 1, 1.1, 1.1.1 itd.).
Priporocljiva dolzina prispevka je za uvodnik od 250 do 700 besed; za pismo uredniStvu, porocila, recenzije knjig in drugo 250
do 1250 besed; za znanstveni ¢lanek od 2000 do 4500 besed. Prispevku naj bo prilozeno spremno pismo. Vsebuje naj izjavo,
da ¢lanek Se ni bil objavljen ali poslan v objavo kaksni drugi reviji (to ne velja za izvleCke in porocila s strokovnih sre¢anj), da
so prispevek prebrali in se z njim strinjajo vsi avtorji. Naveden naj bo odgovorni avtor (s polnim naslovom, telefonsko Stevilko
in elektronskim naslovom), ki bo skrbel za komunikacijo z uredniStvom in ostalimi avtoriji.

Naslovna stran

Obsega naj slovenski in angleski naslov ¢lanka. Naslov naj bo kratek in natancen, opisen in ne trdilen (povedi v naslovih

niso dopustne). Navedena naj bodo imena piscev z natan¢nimi akademskimi in strokovnimi naslovi ter popoln naslov

ustanove, instituta ali klinike, kjer je delo nastalo. Avtorji morajo izpolnjevati pogoje za avtorstvo. Prispevati morajo k zasnovi

in oblikovanju oz. analizi in interpretaciji podatkov, ¢lanek morajo intelektualno zasnovati oz. ga kriti¢no pregledati, strinjati se

morajo s konéno razli¢ico ¢lanka. Samo zbiranje podatkov ne zadostuje za avtorstvo.

Izvlecek in kljuéne besede

Druga stran naj obsega izvle€ek v slovenscini in anglescini. Izvle¢ek znanstvenega €lanka naj bo strukturiran in naj ne bo

daljSi od 250 besed, izvlecki ostalih ¢lankov naj bodo nestrukturirani in naj ne presegajo 150 besed. Izvle¢ek naj vsebinsko

povzema in ne le nasteva bistvene vsebine dela. Izogibajte se kraticam in okrajSavam. Napisan naj bo v 3. osebi. Kadar je

prispevek napisan v angleskem jeziku, bo izvleek objavljen v slovenskem jeziku.

Izvle€ek znanstvenega €lanka naj povzema namen dela, osnovne metode, glavne izsledke in njihovo statisticno pomembnost

ter poglavitne sklepe. Navedenih naj bo 3-10 kljuénih besed, ki nam bodo v pomo¢ pri indeksiranju. Uporabljajte izraze iz MeSH

- Medical Subject Headings, ki jih navaja Index Medicus. Praviloma naj bo izvle¢ek oblikovan v enem odstavku, iziemoma v

vecih. Kategorijo prispevka naj predlaga avtor, kon¢no odlo€itev pa sprejme urednik na osnovi predloga recenzenta.

Reference

Vsako navajanje trditev ali dognanj drugih morate podpreti z referenco. Reference naj bodo v besedilu navedene po vrstnem

redu, tako kot se pojavljajo. Referenca naj bo navedena na koncu citirane trditve. Reference v besedilu, slikah in tabelah

navedite v oklepaju z arabskimi Stevilkami. Reference, ki se pojavljajo samo v tabelah ali slikah, naj bodo osteviléene tako, kot

se bodo pojavile v besedilu. Kot referenc ne navajajte izvleCkov in osebnih dogovorov (slednje je lahko navedeno v besedilu).

Seznam citirane literature dodajte na koncu prispevka. Literaturo citirajte po prilozenih navodilih, ki so v skladu s tistimi, ki

jih uporablja ameriSka National Library of Medicine v Index Medicus. Imena revij kraj8ajte tako, kot dolo¢a Index Medicus

(popoln seznam na naslovu URL: http://www.nIm.nih.gov).

Navedite imena vseh avtorjev, v primeru, da je avtorjev Sest ali ve¢, navedite prvih Sest avtorjev in dodajte et al.

Primeri za citiranje literature:

primer za knjigo:

1. Premik M. Uvod v epidemiologijo. Ljubljana: Medicinska fakulteta, 1998.

2. Mahy BWJ. A dictionary of virology (2nd ed.). San Diego: Academic Press, 1997.

primer za poglavje iz knjige:

3. Urlep F. Razvoj osnovnega zdravstva v Sloveniji zadnjih 130 let. In: Svab |, Rotar-Pavlié¢ D, editors. Druzinska medicina.
Ljubljana: Zdruzenje zdravnikov druzinske medicine, 2002: 18-27.

4. Goldberg BW. Population-based health care. In: Taylor RB, editor. Family medicine. 5th ed. New York: Springer, 1999:
32-6.



primer za €lanek iz revije:

5. Barry HC, Hickner J, Ebell MH, Ettenhofer T. A randomized controlled trial of telephone management of suspected
urinary tract infections in women. J Fam Pract 2001; 50: 589-94.

primer za €lanek iz revije, kjer avtor ni znan:

6. Anon. Early drinking said to increase alcoholism risk. Globe 1998; 2: 8-10.

primer za €lanek iz revije, kjer je avtor organizacija:

7. Women’s Concerns Study Group. Raising concerns about family history of breast cancer in primary care consultations:
prospective, population based study. BMJ 2001; 322: 27-8.

primer za €lanek iz suplementa revije z volumnom, s Stevilko:

8. Shen HM, Zhang QF. Risk assessment of nickel carcinogenicity and occupational lung cancer. Environ Health Perspect
1994; 102 Suppl 2: 275-82.

9. Payne DK, Sullivan MD, Massie MJ. Womenzs psychological reactions to breast cancer. Semin Oncol 1996; 23 (1 Suppl 2):
89-97.

primer za ¢lanek iz zbornika referatov:

10. Sugden K. et al. Suicides and non-suicidal deaths in Slovenia: Molecular genetic investigation. In: 9th European
Symposium on Suicide and Suicidal Behaviour. Warwick: University of Oxford, 2002: 76.

primer za magistrske naloge, doktorske disertacije in PreSernove nagrade:

11. Bartol T. Vrednotenje biotehniskih informacij o rastlinskih drogah v dostopnih virih v Sloveniji. Doktorska disertacija.
Ljubljana: Biotehniska fakulteta, 1998.

primer za elektronske vire:

12. Mendels P. Textbook publishers extend lessons online. Pridobljeno 23.9.1999 s spletne strani: http://www.nytimes.com/
library/tech/99/09.

Tabele

Naj bodo natipkane v besedilu prispevka na mestu, kamor sodijo. Tabelo naj sestavljajo vrstice in stolpci, ki se sekajo v poljih.

Tabele oStevilite po vrstnem redu, vsaka tabela mora biti citirana v besedilu. Tabela naj bo opremljena s kratkim naslovom.

Pojasnjene naj bodo vse kratice, okraj8ave in nestandardne enote, ki se pojavljajo v tabeli.

Slike

Morajo biti profesionalno izdelane. Pri pripravi slik upoStevajte, da gre za ¢rno-beli tisk. Slikovno gradivo naj bo pripravljeno:

¢ ¢rno-belo (ne v barvah!);

e brez polnih povrSin, namesto tega je treba izbrati Srafure (¢e gre za stolpce, t. i. tortice ali zemljevide);

¢ v linijskih grafih naj se posamezne linije prav tako lo¢ijo med samo z razlicnim ¢rtkanjem ali razlicnim oznacevanjem (s
trikotniki, z zvezdicami...), ne pa z barvo;

e v grafih naj bo ozadje belo (ij. brez ozadja).

Crke, $tevilke ali simboli na sliki morajo biti jasni, enotni in dovolj veliki, da so berljivi tudi na pomanijani sliki. Roéno ali na

pisalni stroj izpisano besedilo v sliki je nedopustno. Oddajte originale slik oz. fotografije. Prosimo, da slik ne skenirate sami.

Na zadniji strani fotografije naj bo napisana zaporedna Stevilka fotografije, ime pisca in naslov ¢lanka, v dvomljivih primerih

naj bo oznaceno, kaj na sliki je zgoraj oz. spodaj. Slike, narisane v racunalniskih programih, naj bodo posnete v originalnem

programu na disketi. Fotografije iz rentgenogramov in diapozitivov naj priskrbi avtor sam. Vsaka slika mora biti navedena

v besedilu. Besedilo k sliki naj vsebuje naslov slike in potrebno razlago vsebine. Slika naj bo razumljiva tudi brez branja

ostalega besedila. Pojasniti morate vse okrajSave s slike. Uporaba okrajSav v besedilu k sliki je nedopustna. Besedila k slikam

naj bodo napisana na mestu pojavljanja v besedilu.

Fotografijam, na katerih se lahko prepozna identiteta bolnika, prilozite pisno dovoljenje bolnika.

Merske enote

naj bodo v skladu z mednarodnim sistemom enot (SI).

Kraticam in okrajSavam

se izogibajte, izjema so mednarodno veljavne oznake merskih enot. V naslovih in izvle¢ku naj ne bo kratic. Na mestu, kjer
se kratica prvi¢ pojavi v besedilu, naj bo izraz, ki ga nadomes¢a, polno izpisan, v nadaljnjem besedilu uporabljano kratico
navajajte v oklepaju.

UrednisSko delo

Prispelo gradivo daje urednistvo v strokovno recenzijo in jezikovno lekturo. Po kon¢anem uredniSkem delu vrnemo prispevek
avtorju, da popravke odobri in uposteva. Popravljeni Cistopis vrne v uredniStvo. Med redakcijskim postopkom je zagotovljena
tajnost vsebine prispevka. Avtor dobi v pogled tudi prve, t. i. krtaéne odtise, vendar na tej stopnji upoStevamo samo Se
popravke tiskovnih napak. Krtacne odtise je treba vrniti v treh dneh, sicer menimo, da avtor nima pripomb.

Za objavo prispevka prenese avtor avtorske pravice na Institut za varovanje zdravja Republike Slovenije kot izdajatelja revije.
KrSenje avtorskih in drugih sorodnih pravic je kaznivo.

Prispevkov ne honoriramo. Avtor dobi le izvod revije, v kateri je objavljen njegov ¢lanek. Rokopisov, slik in disket ne
vraéamo.



INSTRUCTIONS TO THE AUTHORS OF THE SLOVENIAN JOURNAL OF PUBLIC HEALTH

Instructions are in accordance with the Uniform Requirements for Manuscripts Submitted to Biomedical Journals.

Complete instructions are published in N Engl J Med 1997; 336: 309-15 and in Ann Intern Med 1997; 126: 36-47 and on the

URL address: http://www.icmje.org._

Editorial board accepts only articles, that have not been and will not be published elsewhere. Parts of the article, summarized

after other sources (especially illustrations and tables) should include the author's and publisher's permission to reproduct

them in our Journal. If the contribution deals with experiments on humans it should be evident from the text that the experiments

were in accordance with the ethical standards of the Helsinki-Tokio Declaration.

When the work deals with experiments on animals it should be evident from the text that they were performed in accordance

with the ethical principles.

Authors whose submitted research work was performed with the support of a company, should indicate this in the accompanying

letter.

Manuscript

Send the manuscripts to the editorial e-mail: zdrav.var@ivz-rs.si. Manuscripts should be written in Word for Windows word

processor. Contribution should be typed with double-spaced with margins of at least 25 mm. Scientific articles should be

divided into following headings: Introduction, Methods, Results, Discussion and Conclusions. Other types of articles and

review articles can be designed differently, but the division in headings and subheadings should be clearly evident from

the size of characters in the titles. Headings and subheadings should be numbered decadally by standard SIST ISO 2145

and SIST ISO 690 (e. g. 1, 1.1, 1.1.1 etc.). Recommendable length for editorial is 250 to 700 words; for letter to the editor,

report and book review 250 to 1250 words; for research article 2000 to 4500 words. Manuscript should be accompanied by

an accompanying letter. It should include the statement that the article has not yet been published or sent for publication to

some other journal (this is not required for abstracts and reports from professional meetings), and that the manuscript has

been read and approved by all the authors. Name, address, telephone number and e-mail address of the responsible author,

who will be responsible for communication with the editors and other authors should be cited.

Title page

The title page should carry the Slovene and English title of the article, which should be short and concise, descriptive and not

affirmative (statements are not allowed in the title). Names of authors with concise academic and professional degrees and

full address of the department, institution or clinic where the work has been performed should be cited. Authors be should

qualified for authorship. They should contribute to the conception and design resp. analysis and interpretation of data, they

should intelectualy draft resp. revise the article critically and approve the final version of the contribution. The collecting of

data solely does not justify the authorship.

Abstract and Key Words

The second page should carry the abstract in Slovene and English. The abstract of the scientific article should be structured

and of no more than 250 words, the abstracts of other articles should be unstructured and of no more than 150 words. The

abstract should summarize the content and not only enumerate the essential parts of the work. Avoid abbreviations. Abstract

should be written in third person. When the paper is written in English language, the abstract will be published in Slovene.

The abstract of a scientific article should state the purpose of the investigation, basic procedures, main findings together with

their statistical significance, and principal conclusions. 3 - 10 key words should be cited for the purpose of indexing. Terms

from the MeSH - Medical Subject Headings listed in Index Medicus should be used. The abstract should normally be written

in one paragraph, only exceptionally in several. The author should propose the cathegory of the article, but the final decision

is adopted by the editor on the base of the suggestion of the professional reviewer.

References

Each mentioning of statements or findings by other authors should be supported by reference. References should be numbered

consecutively in the same order in which they appear in the text. Reference should be cited at the end of the cited statement.

References in text, illustrations and tables should be indicated by Arabic numerals in parentheses. References, cited only in

tables or illustrations should be numbered in the same sequence as they will appear in the text. Avoid using abstracts and

personal communications as references (the latter can be cited in the text). The list of the cited literature should be added at

the end of the contribution. Literature should be cited according to the enclosed instructions that are in accordance with those

used by U. S. National Library of Medicine in Index Medicus. The titles of journals should be abbreviated according to the style

used in Index Medicus (complete list on the URL address: http://www.nlm.nih.gov). List the names of all authors, if there are

six authors or more, list first six authors than add et al.

Examples for literature citation:

example for a book:

1. Premik M. Uvod v epidemiologijo. Ljubljana: Medicinska fakulteta, 1998.

2. Mahy BWJ. A dictionary of virology (2nd ed.). San Diego: Academic Press, 1997.

example for the chapter in a book: y

3. Urlep F. Razvoj osnovnega zdravstva v Sloveniji zadnjih 130 let. In: Svab |, Rotar-Pavli¢ D, editors. Druzinska medicina.
Ljubljana: Zdruzenje zdravnikov druzinske medicine, 2002: 18-27.

4. Goldberg BW. Population-based health care. In: Taylor RB, editor. Family medicine. 5th ed. New York: Springer, 1999: 32-6.

example for the article in a journal:

5. Barry HC, Hickner J, Ebell MH, Ettenhofer T. A randomized controlled trial of telephone management of suspected urinary
tract infections in women. J Fam Pract 2001; 50: 589-94.



example for the article in journal with no author given:

6. Anon. Early drinking said to increase alcoholism risk. Globe 1998; 2: 8-10.

example for the article in journal with organization as author:

7. Women’s Concerns Study Group. Raising concerns about family history of breast cancer in primary care consultations:
prospective, population based study. BMJ 2001; 322: 27-8.

example for the article from journal volume with supplement, with number:

8. Shen HM, Zhang QF. Risk assessment of nickel carcinogenicity and occupational lung cancer. Environ Health Perspect
1994; 102 Suppl 2: 275-82.

9. Payne DK, Sullivan MD, Massie MJ. Women’s psychological reactions to breast cancer. Semin Oncol 1996; 23 (1 Suppl 2):
89-97.

example for the article from collection of scientific papers:

10. Sugden K. et al. Suicides and non-suicidal deaths in Slovenia: Molecular genetic investigation. In: 9th European Symposium
on Suicide and Suicidal Behaviour. Warwick: University of Oxford, 2002: 76.

example for master theses, doctor theses and Preseren awards:

11.Bartol T. Vrednotenje biotehniSkih informacij o rastlinskih drogah v dostopnih virih v Sloveniji. Doktorska disertacija.
Ljubljana: Biotehniska fakulteta, 1998.

example for electronic sources:

12. Mendels P. Textbook publishers extend lessons online. Pridobljeno 23.9.1999 s spletne strani: http://www.nytimes.com/
library/tech/99/09.

Tables

Type or print on the place in the text where they belong. Tables should be composed by lines and columns which intersect

in fields. Number tables consecutively. Each table should be cited in the text and supplied with a brief title. Explain all the

abbreviations and non-standard units in the table.

lllustrations

lllustrations should be professionally drawn. When preparing the illustrations consider the black-and-white print. lllustration

material should be prepared:

* In black-and-white (not in color!);

e Surfaces should have no tone-fills, hatchings should be chosen instead (in case of bar-charts, so called pie-charts or
maps);

* Inlinear graphs the individual lines sjould also be separated by various kinds of hatching or by different markers (triangles,
asterisks...), but not by color;

e Graphs should have white background (i. e. without background).

Letters, numbers or symbols should be clear, even and of sufficient size to be still legible on a reduced illustration. Freehand

or typewritten lettering in the illustration is unacceptable. Submit original drawings resp. photographs. You are requested not

to scan the illustrations by yourself. On the back of the photograph the consecutive number of photograph, author’s name

and the title of article should be written, and in unclear cases the top resp. the bottom should be indicated. Figures, drawn in

computer programmes should be copied in original programme (software) on a disk. Photographs of X-ray films and slides

should be provided by author himself. Each figure should be cited in the text.

Accompanying text to the illustration should contain its title and the necessary explanation of its content. lllustration should be

intelligible also without reading the article. All the abbreviations from the figure should be explained. The use of abbreviations

in the accompanying text to the illustration is unacceptable. Accompanying texts to illustrations should be written in the place

of their appearing in the text.

If the identity of the patient can be recognized on the photograph, a written permission of the patient for its reproduction

should be submitted.

Units of Measurement

Should be in accordance with International System of Units (SI).

Abbreviations

Avoid abbreviations, with the exception of internationally valid signs for units of measurement. Avoid abbreviations in the title

and abstract. The full term for which an abbreviation stands should precede its first use in the text, abbreviation used in further

text should be cited in parentheses.

Editorial work

The received material is submitted by the editorial board to professional reviewer and reader (language editor). After this

editorial procedure, the contribution is sent to the author for approval and consideration of corrections. The final copy is than

again submitted to the editorial board. During the editorial procedure, the secrecy of the contribution content is guaranteed.

Author receives in consideration also the first print, but at this stage corrigenda (printing errors) only are to be considered.

Proofreadings should be returned in three days, otherwise it is considered that the author has no remarks.

When the manuscript is accepted for publication, the author assigns copyright ownership of the material to the Institute of

Public Health of the Republic of Slovenia as the publisher. Any violation of the copyright will be legally persecuted.

Contributions are not remunerated. The author receives one copy of the issue in which the article is published. Manuscripts,

illustrations and disks will not be returned.
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