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Abstract

Two health-care professions in two different health care systems, which couldn’t be more
different from each other- Austria and the United Kingdom. Can the health care system in
Austria be modified in the long-term in a way that a School Nurse takes over what is currently

done by a School Physician?

In the focus of interest in this thesis is whether the field of activity of an Austrian School
Physician and a School Nurse in the United Kingdom can be considered as equal and
therefore gives room for further, careful considerations regarding the broadening of the

nursing profession in Austria.

As a result a significant difference in the educational pathway for both professions as well as
their different scope of activities can be identified. Summing up, both job profiles have their
eligibility; the job profile of a School Nurse in the United Kingdom seems to efficiently do
justice to modern public health needs though.

Kurzzusammenfassung

Zwei Gesundheitsberufe in zwei verschiedenen Gesundheitssystemen, die nicht
unterschiedlicher sein kénnten- Osterreich und das Vereinigte Konigreich. Kann die Arbeit
eines/r Schularztes/arztin zukunftig von einer/m Schulkrankenschwester/pfleger getan
werden? Fokus dieser Diplomarbeit ist es einen Vergleich zwischen zwei Berufsbildern;
dem/der Schularzt/arztin in Osterreich und der/m Schulkrankenschwester/pfleger im

Vereinigten Kénigreich, anzustellen.

Signifikantes Ergebnis der Recherche ist der groRe Unterschied des Ausbildungsweges fir
beide Professionen; ebenso unterscheidet sich der Tatigkeitsbereich deutlich.
Zusammenfassend kann gesagt werden, dass beide Professionen ihre Berechtigung zu
haben scheinen; jedoch nahert sich die Rolle der/s Schulkrankenschwester/pfleger eindeutig
mehr an die Anforderungen, die Public Health- Strategien an ein Gesundheitssystem haben,

an.




Statement

This thesis is written under consideration of linguistic leveling of gender. The term School
Physician (Schularzt) and School Nurse (Schulkrankenschwester) shall be used due to its
appearance in international literature, and is supposed to address to women and men

equally.
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A Introduction

1 Problem

Health systems are ready for reform. Widespread diseases are caused by excess
nutrition, smoking, a contaminative environment, unhealthy housing conditions, a lack of
physical activity or poor nutrition...; these are only the big issues, modern societies are
confronted with.

The starting point of this work has been given from my interest in public health promotion
with a focus on children and children's health. Since | have started to be active in sports
myself, | have realized how much this activity contributes to a healthy growing up, mainly
taking preventive action for later on in life. Due to the fact that | have been working many
years with children in sports, schools and other communities; | feel driven to contribute to
the discussion in regards to health promotion for the youngest in our society.

Thanks to a high level of cultivation, people know about the risks, they also know about
the consequences of their action, but they still tend to do what obviously can harm them.
Some are convinced that the only strategy which might have a positive impact on this
behavior, is a system that rewards a healthy lifestyle. But until any kind of action will be
implemented, politics and health specialists have to be initiative and focus on

preventative measurements.

To compare the health care system of one country with one of another country shall
support the insight and awareness about different roles, tasks and consequences in
diverse systems. The information that can be gathered shall be beneficial for new
strategies and implementations in order to improve an existing system. To be considered
has the fact that there are a variety of factors that can have a positive or negative impact

on implementations, due to social, cultural or historical factors.

In other words; what is working well in one country doesn’t not necessarily work well in

another country.

The keyword in this context is definitely health promotion and prevention. Prevention
can most effectively put into practice when it is done at an early stage. This is a fact
which determines at the same time the target group, prevention has to aim at; that is to
say: children. It goes without saying that the place where children are easily met and can

be worked with, is: schools.



At schools, children spend usually five days a week for at least four to five hours a day. A
fact that has to be taken advantage of, as using this huge amount of time can help to

have a positive impact on the children’s lifestyle.

As the setting is defined where to work with the target group in order to take initiatives
that will bring long-term benefits; it also has to be clarified who takes over the

responsibility of delivering health and health promotion.

This thesis aims at continuing the question about the efficacy of the position of the School
Physician in relation to a modern public health approach. It takes into account another
perspective, that is to say the position of the School Nurse in the United Kingdom whose
scope of tasks seems to exceed the ones of an Austrian School Physician impressively
at first glance. By comparing the field of activity of two professions that are dedicated to
the same target group and its maintenance of a healthy lifestyle, the question of research

shall be answered.

1.2 Purpose/ question of research

If we assume that the knowledge and expertise of a School Nurse is sufficient and
therefore he or she can substitute a School Physician in his daily work; this assumption
goes along with the fact that we consider both professions to be able to equally contribute
to health promotion for children. Both professions operate within the same setting and
can be an integral element of children’s school life. Can the nursing profession in Austria
be reformed in a way that new job positions in schools will be created, as it is common in
the United Kingdom? Is it possible to transform the Austrian law in order to make this
happen?

The question of research “Can the work of a School Physician be done by a School

Nurse?” shall be present throughout all chapters.



By focusing on the organisation of both health care systems, the positions of both
professions within the system shall be identified. Which role do the School Physician and
the School Nurse play in the health care system and how did the professions develop
over the years? What is their contribution in regards to health promotion and
maintenance of a healthy lifestyle of their pupils? How is the relationship between the
pupils and the School Physician, the School Nurse and their pupils; how close and
frequent their contact? In the focus of interest shall also be the legal embedment and in
the following the requirements that have to be fulfilled in order to be able to perform well
in the job. What educational path has to be undergone before being able to work in the

setting of school in public health promotion?

If these questions bring along answers that implement a significant matching between the
position of a School Physician and a School Nurse, the question needs to be raised
whether it might be possible that School Nurses will substitute School Physicians one day
in Austria. Of course one has to be aware of the fact that this represents a complicated
topic, as the role of a School Physician in Austria has a very long tradition and is highly
respected. As a student of science of nursing without any nursing background, | have a
different approach to science of nursing and | am of the opinion that reform of the

profession of nursing is overdue.

This thesis shall represent an attempt to find out, whether this reforms can start with
implementing the role of a School Nurse, deduced from the example in the United
Kingdom, also in Austrian schools in future times, as a completely new approach towards
public health and public health promotion. English as a writing language was chosen, as
this topic represents a challenge to modern societies in Europe and shall therefore be

addressed in English. In addition it thereby is accessible to a broader audience.



1.3 Methods

1.3.1 Literature review

Primarily it was decided to focus on literature on public health promotion in general, in
order to point out the importance health promotion takes over in specific communities of
modern societies. As public health promotion shall just be the rough framework of this

thesis, literature review was shortened.

To be followed was the literature review on the organisation of the health care system in
Austria as well as in the United Kingdom, to understand their structure better and also the
health care professions who are responsible for public health promotion among children.
Additionally it was in the focus of interest to review all available literature in regards to the
profession of a School Physician as well as of a School Nurse. Main focus was put on
their educational pathway, scope of activity, their cooperation with other partners in the

school setting, as well as their involvement in class.

In the following, the systematic approach to review available literature and the research
for it shall be described:

e The internet was considerated to be the best possible option to access all
databases of universitary libraries and therefore it was searched in the OPAC
(database of the University of Vienna and its institutions) as well as in the VAN
SWIETEN BLOG (database of the Medical University of Vienna) for following
keywords:

- public health promotion or health promotion or public health promotion for
children;

- health care system of Austria or health care system in the United Kingdom or
organisation of the health care system of Austria or organisation of the health
care system in the United Kingdom;

- school Physician or Schularzt or activities of a School Physician or
Tatigkeitsfeld eines Schularztes or School Physician in Austria or Schularzt in
Osterreich or education of a School Physician or Ausbildung Schularzt;

- school nurse or activities of school nurse or education of a School Nurse;

- health risks for children and young people or health risks;

- school or school setting or health promotion in the setting of school or health

promotion in schools;



e Literature review was done by searching in separate databases like PubMed,
Google Books, ProQuest, Osterreichische Dissertationsdatenbank and Google by
using the above mentioned keywords

e Literature review was performed by searching on the web pages of notable
international development organizations like WHO, UNICEF, World Bank

e Literature review was performed by searching on the web pages of the ministries
of health of the respective countries, and other web pages of national agencies
like the NHS for the United Kingdom and the Arztekammer or Fond Gesundes

Osterreich for Austria

Direct contact was searched for with experts from Arztlicher Dienst der Stadt Graz,
Donau Universitat Krems or Coordinator Schulérztlicher Dienst Wien who conduct either
research or work within the field of interest in regards to the School Physician in Austria.

The intention to find as many publications as possible and then after exclude after the
only criteria of being most recently published, could not be realized as the amount of

available sources was rather meagre.

This is why the references and sources that have been chosen are a mix of scientific
papers, reports of several organizations or agencies, as well as discussion papers of

conferences or meetings and books.



1.3.2 Comparison of professions

What was selected as being a suitable reference was carefully examined in the following
in order to form categories that would later on give the possibility to finally compare the
profession of a School Physician in Austria with a School Nurse in the United Kingdom.
To gain a clear and detailed picture of both professions, following topics are in the centre

of interest:

1) To understand the scope of activity a School Physician or a School Nurse is
performing in, the educational pathway has to be understood equally.

2) The scope of activity needs to be scrutinized in order to get a clear picture about
the dedication of the profession- is it dedicated to mainly provide medical services
or are more tasks involved?

3) The question arises whether the definition of their role is clear to a School
Physician or a School Nurse and is well identified?

4) The setting of schools consists of a variety of different players. The cooperation
between the School Physician and the School Nurse with other partners is in the
focus of interest. Who are these partners?

5) Involvement in class education can represent a valuable contribution to public

health promotion.

1.3.3 Design and structure

The paper shall be considered as theoretical study which is structured in two main parts.
Part A consists of 5 chapters and shall give an insight into the health care system of
Austria and the United Kingdom, its major structure and characteristics. As far as the
health care system of Austria is concerned there shall be a focus on the school system

and the maintenance of health at school (“Schulgesundheitspflege”).

Embracing 7 chapters, part B focuses in depth on the two health care professions in both
countries. Their legal embedment, their educational pathway, their satisfaction within the
job, as well as the interaction and cooperation with other individuals in the setting of
school shall be addressed to. In addition the biggest health risks for children and
adolescents shall be identified and in the following it shall be questioned, if and in what

way the School Physician assesses theses risks and how he or she addresses to them.

Bringing the topic down, the information gathered together shall be debated within the

discussion; followed by a short conclusion and German summary.
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1.4 Expected results

As diverse as the Austrian health care system and the health care system in the United
Kingdom might be in regards to their organisation and their structure; both roles-
physicians and nurses who have their work place in schools have one common target: to
maintain a good health condition of pupils as well as to protect them within the
environment of school. What is expected by doing research in the field of the position of a
School Physician and a School Nurse is that both roles have an equal intention; to
promote health in the setting of school and to provide medical services by various tasks.
Therefor | expect the field of activity and their services to be very similar.

It can be assumed that both professions have a long tradition and are equally eligible to
be authorized with one of the most important responsibilities within the health care
system: to promote health among the youngest in our societies.

Differentiation can be expected in the training of a School Physician and a School Nurse,
either initial training which entitles both professions to perform, or training on ongoing
basis. This personal expectation is founded on the fact that there is a huge gap in
between the education of nursing and the education of becoming a physician in Austria.
Both educational pathways are hard and long, but differ strongly from each other.

Differences are also assumed in the contact with the pupils from both professions. How
much time does a School Physician spend in the school- is he/she performing in line with
a full time position; how does this work for School Nurses in the United Kingdom? How
much time do both professions actually really spend effectively with the pupils? From my
personal experience with a School Physician as a pupil; | am personally convinced that
School Nurses most probably have a much closer contact to their pupils; as | hardly ever
had contact with the School Physician in my school career.

In connection to the question of the frequency of contact to the pupils is also the question
whether a School Physician or a School Nurse is representing an integral part of the
curriculum of the pupils, which means in other words: does he or she teach? And if so,
what subjects? From previous browsing through literature it is obvious that a School
Nurse in the United Kingdom does; but as far as the Austrian School Physicians are
concerned, no answer has been found yet. This question shall be complied with in this

thesis.
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Last but not least, the satisfaction from the School Physician and School Nurse’ side is
from great interest for this work. Hardly anything is known about their self-assessment; do
they believe that their work is beneficial? What brings satisfaction, what frustration?
Where is space to improve which tasks or conditions? In my opinion this shall be in the
focus, as only happy professions, who see a sense and appreciate what they do; perform
well and bring benefit to the target group. In connection to this question, the expected
result is quite porous; therefore it needs in-depth clarification.

However the outcome of all these questions might be; it will give further insight in the
operational field of two professions in two different health care systems who carry heavy
stocks, as both are responsible to arrange and maintain a healthy environment for pupils
in cooperation with teachers, school staff, parents and of course pupils. Furthermore they
have to also provide medical services and observe predominant diseases. Not to forget
their important role in health promotion and prevention.

1.5 Status quo & sources

On first sight the position of the School Physician in Austria seems to be a very up-to date
topic nowadays, which was brought up only recently. On the one hand it has strong
supporters, who are convinced that the work of the School Physician is essential and
cannot be done by anyone else. On the other hand, criticism from public health experts is
coming up. If one has a closer look though, it becomes obvious that critical voices were
becoming louder already many years ago. Whereas in former times the School Physician
was seen as an integral part in schools who was mainly dedicated to hygienic tasks and
medical check-ups, the question was raised in the late fifties whether the tasks performed

would make sense.

Neither before the fifties nor after was Austria characterized by a unitary and
standardized school health system. There might be a general legal embedment at federal
level in regards to the scope and the structure of the service of a School Physician, but in
fact this law is realised differently by all federal states. Indeed, it depends on the type of

school that determines the responsible authority.
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In the Schulorganisationsgesetz from 1962 designations concerning the Austrian school
system, the type of schools which are responsible in the following for the scope of activity
and tasks performed by the School Physician. Furthermore the Schulpflichtgesetz
determines school visits by pupils, pupils readiness for school, but also the inability to visit
school.

This pictures clearly the variety of laws concerning the Austrian school system and mainly
the service of the School Physician, but also it represents the diversity of authorities
responsible for structure and organisation of the services by School Physicians.

Interestingly to mention is also the fact that additionally competences on a federal level
were also split; not only was the ministry of health and women in charge of, but also the

ministry for education, science and culture.

As far as documentation is concerned, a similar picture becomes apparent. Not too much
information is accessible; in 1980 until the year 1995, all results of the medical
examination of specific and beforehand determined age-groups of pupils would be
entered on a so-called health paper and forwarded to a statistical institution. Out of the
blue, and due to unknown reasons, this standardized analysis was cancelled and
fundamental work and epidemiological data was lost. Today electronic documentation is
not obliged to be part of the service of a School Physician; in general there is no

standardization.

To sum it up; the position of the Austrian School Physician is characterized by a long and
strong tradition and mainly a high diversity in the legal embedment. It is neither
determined what a School Physician has to be trained in before performing in schools,
neither is there broad knowledge about the actual scope of activity of a School Physician.
What is definitely unknown is how School Physicians actually feel in their position, if they
are satisfied with what they do and if in their opinion they bring a long-term benefit to the
health condition of their pupils.

Due to a very limited number of existing, actual sources, it was necessary to revert to
several sources. In order to provide better readability the sources shall be divided into

two parts; one referring to the Austrian sources, the other on the English’.
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The number of actual publications is quite straightforward for both countries. In the
following the very frequently quoted publications shall be written by Haupt (1963),
Gamper (2002), Weber (2005), Kogler (2007), Dur (1998, 2008), Gartlehner and
Kaminski (2009), Ball and Pike (2009), Fendt (2010); whereas, as already mentioned,
publications by ministries, universities, the National Health System (NHS) and the World
Health Organization (WHO) played an important role within this work.

1.5.1 Literature concerning Austria

As far as the description of the scope of activity of a School Physician is concerned, the
contemporary literature proved to be quite poor. Sporadically books appear in the
databanks of various libraries whose authors had more or less the same intention: to
picture the position and field of activity of School Physicians. In 1963, Haupt (see Haupt,
1963) wrote about the problems and challenges within the scope of activities of the
physicians operating in schools. Basis for information about the Austrian School
Physician on an operational level formed a questionnaire from 1998, conducted by
Wolfgang Dur from the Ludwig Boltzmann Institut fir Medizin und Gesundheitssoziologie
(since 2008 named as Ludwig Boltzmann Institut Health Promotion and Research)
Publications concerning the health care system was challenging in a way that it was
simply too numerous and voluminous in order to be able to include all these publications
within this work. The web pages of the ministry of health in Austria (see Ministerium fur
Gesundheit, 2011) (with all its connected agencies as for instance the social insurance
institution) formed a good foundation in regards to information about the health care

system and its organisation.
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1.5.2 Literature concerning the United Kingdom

The profession of the School Nurse in the United Kingdom can be traced back to
decades that have passed long ago. As old as the profession itself, is also the literature
that can be found when performing research in libraries. In consideration of this fact as
well as the numerous amounts of publications that one is confronted with; the selection of

publication was carried out in dependence of the authors’ professional competency.

Due to this fact, the selection of publications was carried out in dependence of the
authors’ professional competency and the information provided. Surprisingly most of the
relevant information could be found at training posts, as the Royal College of Nursing. On
behalf of this well-known college, employment.ltd conducted a study among School
Nurses in the United Kingdom in 2005. (see Ball and Pike, 2005) By questioning the
School Nurses in detail, the study was dedicated to the comprehensive understanding of
the role of School Nurses in the United Kingdom.

As far as the health care system is concerned, the most up-to date information could be
gained from the webpage of the department of health (see department of health, 2011),
as well as from the webpage of the NHS (see national health system, 2011) and many
more related agencies, as for instance the NHS direct.

1.5.3 Main sources

Within his dissertation in 1963, Martin Haupt gave a clear picture about the problems and
challenges which School Physicians had to face at that time already. Due to its focus on
the years before the 18" century, it cannot be considered as contemporary work, but
interestingly to mention at this point is that there can be certain analogies identified

between the challenges of former times as well as from today.

Within her medical-historic work, Martina Gamper works up on the development of the
School Physician in Austria and provides a in-depth foundational work for future research.
In her publication the transformation of the School Physician; who was dedicated to
hygienic inspections within schools and who was mainly responsible for hygienic
conditions in school buildings; to the School Physician who was dedicated to the well-

being of his/her pupils; is clearly depicted.
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Gudrun Weber, an Austrian physician, published in 2005 a book in which she
summarizes together with other experts from different disciplines an abridgment of the
various domains the work of a School Physician is anchored in. This broad work
embraces the legal foundation of School Physicians, dental hygiene, nutrition, infectious
diseases and many more topics. In regards to the role of the School Physician, very little
is described and the book can be seen more a guideline than an actual snap shot of the
field of activity of School Physicians in Austria.

Kathrine Elisabeth Kogler dedicated her dissertation to the historical follow-up of the
debate of physicians’ tasks in schools and the growing governmental responsibility to
care for health promotion in schools. Kogler follows the various congresses and scientific
discussion boards and eases the understanding of medical infrastructure, the introduction
of medical professionals in schools as well as the big variety of legislation that resulted of
a very diverse development within different regions.

In 1998, Wolfgang Dir, sociologist within the Ludwig Boltzmann Institut flr
Medizinsoziologie intended to define the position of the School Physician in order to
highlight the spectrum of tasks which were performed by the School Physician. In the
focus of interest was furthermore the cooperation between not only School Physicians
and pupils, but also between School Physicians and teachers, as well as between School
Physicians and parents. A significant amount of teachers, school directors and School
Physicians has been questioned in order to receive perspectives and opinions from their
side; followed by a workshop with selected participants to further develop outcomes of
the survey. Since then, no further research of the same volume has been conducted and
this publication turned out to be very supportive in picturing the operational field as well

as the self-assessment of Austrian School Physicians.

The importance of empowerment in health related topics for those who have very limited
possibilities to design circumstances of life; is discussed in Wolfgang Dur’s book in 2008.
This essential work which is dedicated to health promotion in schools strongly supports
empowerment as the concept to reach the ability to improve social living environments.
Some might be of the opinion that empowerment is connected to demoralization. Dur

understands it as a service from schools which has to be taken as granted.

16



Gartlehner and Kaminski; two physicians who are working for the department for
evidence-based medicine at the Danube University; add fuel to the issues around the
School Physician when they published their paper that was questioning whether the
screening measurements performed by School Physicians nowadays would bring the
expected benefit. The outcome of their work was that many off the performed
interventions were neither beneficial, nor harmful. The results were addressed by various
journals and even the print media picked it up, but again very soon the interest was
damped.

The Royal College of Nursing in the United Kingdom is very well known and has an
excellent reputation among professionals in the field of medicine and nursing. The
College is also known for its consistent interest in School Nurses and nurses’ fields of
activity. In 2005 the College instructed Jane Ball and Geoff Pike to conduct a survey
among numerous School Nurses in order to identify their self-assessment, their
satisfaction and frustration within the job as well as their personal opinion whether their
job would be beneficial to the pupils or not. This publication turned out to be essential for
this thesis as it provides a very deep insight into the daily life of School Nurses in the

United Kingdom.

Christian Fendt provides important basic information in regards to the development of the
Austrian health care system as well it organisation and structure. Together with
publications of the ministry of health a good foundation was given in order to identify the
main characteristics of the system, public health strategies and their implementations as

well as prevention programs.

17



2 When is health care system a good health care system?

What most of the systems have in common, is the fact that all their Departments of Health
traditionally focus on how to manage iliness rather than focusing on achieving health. In
the late 70ies it was the Alma-Ata Declaration, which for the very first time highlighted

health promotion and primary health care as an inevitable step towards modern thinking.*

In the Alma-Ata Declaration, the World Health Organization states: “Primary health care is
essential health care based on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to individuals and families in the
community through their full participation and at a cost that the community and country
can afford to maintain at every stage of their development in the spirit of self-reliance and
self-determination. It is the first level of contact of individuals, the family and community
with the national health system, bringing health care as close to where people live and
work, and constitutes the first element of a continuous health care process.” (Declaration
of AlIma-Ata, WHO, 1978, p.1)

Public Health became more than only a byword and governments started to be aware of
the fact, that primary health care as its most important method is the only way to

guarantee functional health care systems in the long-term. (see Gillies, 2003)

Traditionally health has been considered as the absence of disease. A modern, medical
view has now taken over which sees health care as the treatment and increasingly
preventing disease. In general, health is being considered to be more positive and in a

holistic sense. (see Gillies, 2003)

! For further information follow: Alma Ata declaration
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There are plenty of different health care systems in different nations worldwide, but they
have something in common: they are defined as a collection of encounters between
individuals. The interaction happens between a patient, client, or care recipient and a

professional or a care -giver. (see Gillies, 2003)

Each position brings with him\her, his\her own perspective and individual needs which

makes the whole process very complex.

As all systems share also the fact that their resources are coming to an end, prioritization
has to be made, and focus on certain target groups has to be put on. Only few politicians
are ready to speak about the rationing of healthcare, but are certainly aware of the fact

that making decisions as well as facing challenges, is due.
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2.1 Healthcare

In the Alma-Ata Declaration from 1978, the World Health Organisation describes primary
health care as following: (Declaration of Alma-Ata, WHO, 1978, p.2)

- “reflects and evolves from the economic conditions and socio-cultural and political
characteristics of the country and its communities, and is based on the application
of the relevant results of social, biomedical and health services research and
Public Health experience” (Declaration of AlIma-Ata, WHO, 1978, p.2)

- “addresses the main health problems in the community, providing promotive,
preventive, curative and rehabilitative services accordingly” (Declaration of Alma-
Ata, WHO, 1978, p.2)

- ‘“includes at least: education concerning prevailing health problems and the
methods of preventing and controlling them; promoting of food supply and proper
nutrition; an adequate supply of safe water and basic sanitation; maternal and
child healthcare, including family planning; immunization against the major
infectious diseases; prevention and control of locally endemic diseases;
appropriate treatment of common diseases and injuries; and provision of essential
drugs.” (Declaration of Alma-Ata, WHO, 1978, p.2)

On first sight, some of the above mentioned topics let us easily connect them to
developing countries and it might be correct that most of the listed objectives are not yet
implemented there, but overall they can still be seen as necessities which have to be
implemented in Europe and beyond its borders. Promoting health and a healthy overall
lifestyle as well as focus on preventing diseases and illness will always be a win-win

situation for all parties involved. (see Gillies, 2003)

Financial resources will be saved by preventing diseases rather than by treating them
and also for each person it has an overall benefit to stay healthy as long as possible than

to sicken and recover afterwards. (see Gillies, 2003)

2 For further information follow: Alma Ata declaration
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Theoretically this seems to be very logical and self-evident, but there are two main factors

which allegorize an obstacle: (see Gillies, 2003)
e separate budget

Costs for primary care are often sidelined by savings in secondary care and the
budget for promotion is kept separately from primary care. (see Gillies, 2003) A very
good example is prescribing medication for asthma patients. Some inhalers which are
proven to be highly efficient are rather not prescribed easily as the costs are relatively
high. Compared to the costs, that would come up when facing an emergency situation
in relation with the disease; the costs of prescribing more expensive medication are

lower in the long-term.

e recognition and awareness among the public

Good work is mostly overseen. What is highly paid attention to is when a system does
not work properly. Allocate this fact to a health care system, the quality and
availability of care when individuals are ill is a much more visible indicator of quality
for the public, thus the voter. (see Gillies, 2003)

2.1.1 Achievements of Public Health

What can be seen as the biggest historical achievements of Public Health in the last

century should be mentioned as well: (see Borsoi, Meduni Wien, 2008)

- Vaccination

- Control of infectious diseases

- Safety in the means of transport

- Safety within working environments

- Decrease of the mortality in relation to cardiovascular diseases
- Reduction of maternal and infant mortality

- Safety in the means of food

- Family-planning

- Fluoridation

- Cognition of the danger and threat of tobacco
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These achievements are of great importance for the good health conditions we are living
under in Europe. A good health care system is helping individuals having easy access to
care whenever they need it. A better health care system is setting up actions to prevent
the necessity of needing any care and keeping individuals healthy. (see Borsoi, Meduni
Wien, 2008)

Times, in which a health care system was responsible to keep individuals simply alive,
are not acceptable any longer. Nowadays it can be expected from health care systems to
maintain a specific quality of life in the way that care is theoretically provided but basically
not needed.

But we do not have to forget that all these achievements can only be reached when its

users\customers are acting responsibly regarding to their lifestyle too.

The basic needs of individuals while interacting with the health care system are quickly
listed: (see Gillies, 2003)

- Individuals expect from the health care system to keep them healthy as long as
possible

- If this is not possible, individuals want the health care system to provide them
health care services as best as possible

- Individuals want the health care system to do this as cheap as possible

Connected to these expectations of the population, medicalization has reached such a
tremendous level of importance in our health care systems nowadays, which involves the

fact that people seem to forget how to treat trivial infections, like a cold or a cough.

We are definitely on the way to extravagate between financial benefit and harm. In the
short-term medicalization might be beneficial, as it gives the option of a quick recovery
but if considered in the long-term, harm is outweighing. Not only, that unnecessary
prescribing of medication represents danger of resistance to specific substances; a fact
that simply destroys all their wondrous benefits; but it also pushes the raising inability of

patient's self-help.
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It is easier for patients to ask the doctor for advice and to swallow some pills, then to
basically take preventive measurements and prevent themselves of even being in need to
see the doctor, apart from vital and strongly recommended physical examinations as a

preventative action.

The source of the problem is a lack of education and knowledge, empowerment as a

strategy has to be in the centre of interest. (see Diir, 2008)

2.1.2 Methods of Public Health

Public Health works with four major methods: (see Borsoi, Meduni Wien, 2008)

- Health promotion
- Primary prevention
- Secondary prevention

- Tertiary prevention

Health promotion, as the first method of Public Health has the main significance in this

thesis. This is pictured in the following table:

Table 1: Public Health Methods

Enhancement of Risk reduction before In the actual After acute
potentials disease’s onset stage of disease treatment
Comprehensive e Comprehensive Biomedical Biomedical
(bio-psycho-social) e Biomedical
Social targets e Individuals Individuals Individuals
(population group) e Population group (patients) (rehabilitants)
Enhancing resources e Reduction of risks Curative R "
change in e Changein ® recuhrr:en t_'C
environment environment P Or? y.FC !
change of behaviour «  Change of * Rehabilitative
behaviour e Palliative

Source: own illustration based on Borsoi, 2008
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Commemorating the title and hypotheses being under examination in this work, and
taking a look at the above listed table, it is very easy to identify that health promotion is

the method to work with regards to prevention at a very early stage.

Each country in the European Union has a health system that differs in a way from
others. Two of them will be under strong review, in order to highlight their key factors and
to identify the main function within the system responsible for Public Health and health
promotion aiming at an identified target group.
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3 The Austrian Health Care System

Austria is democratic republic, located in the middle of Central Europe. It is separated in
nine provinces, with its capital Vienna as one of them. In 1995 Austria joined the
European Union and implemented the EURO as its currency in 2002. (see
Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

The prospect of a long life has never been that promising in Austria like today. “Since the
1970ies the life expectancy has increased by more than 8 years whereas infant mortality
has decreased by more than 75%”. (The Austrian Health Care System,
Bundesministerium f. Gesundheit, 2010, p.2)

The challenge of an aging population is confronting Austria as many other industrialized
countries. In 2008 a 60-year old man had approximately still 21.3 years to live, while a
60-year old woman would very probably live still for 25.1 years. (see Bundesministerium f.
Gesundheit, The Austrian Health Care System, Key Facts, 2010)

Austria is known to have one of the most generous and well-working social security
services.® The density of physicians shall be pointed out with the remarkable number of 5
physicians (including dentists) were counted per 1 000 inhabitants. (see

Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

* For further information follow: Bundesministerium fiir Gesundheit
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3.1 Organization

Austria is a state that consists of nine federal states with their own political structures and
competences. (see Fendt, 2010) Besides the federation and the federal states, also the
communities are representing independent organisations that are involved in decisions
concerning the health care system. (see Bundesministerium f. Gesundheit, The Austrian
Health Care System, Key Facts, 2010)

The key players in the Austrian health care system at federal level are the Austrian
Parliament, the Federal Ministry of Health (Bundesministerium fur Gesundheit), the
Federal Ministry of Labour, Social Affairs and other social-security institutions. (see
Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

The Federal Ministry of Health is responsible to enact legislation and ensure the health of
the public and furthermore represents the authority and decision maker between all
parties involved into the health care system. (see Bundesministerium f. Gesundheit, The
Austrian Health Care System, Key Facts, 2010)

Health services are provided by federal authorities, whereas provinces are responsible
for health promotion and prevention services. (see Bundesministerium f. Gesundheit, The

Austrian Health Care System, Key Facts, 2010)

It is the state that is delegating specific competences within health care politics to
insurance communities. The legal social insurance institution and the association of the
Austrian social insurance institutions play a very important role within the system and
form an organised public mains supply. (see Bundesministerium f. Gesundheit, The

Austrian Health Care System, Key Facts, 2010)

Competences are within the federation in regards to most of the areas of health policy.
Whereas the federation is taking over basic legislation, the completion is taken over by
the different federal states. One of the major problems, the Austrian health care system
has to fight with, is the overlap of the competences; a fact which makes the system very
hard to be properly organised. (see Fendt, 2010)

At federal level the major actors are the National Council, the Federal Council, the
Ministry of Health and the social insurances. (see Bundesministerium f. Gesundheit, The

Austrian Health Care System, Key Facts, 2010)
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Primarily the Ministry of Health initiates a legislative proposal, which is examined by
several experts in regards to feasibility and then after it is being forwarded to the National

Council in order to receive a consensus. (see Fendt, 2010)

The health minister is supported by many experts and organisations. The most important
ones in Austria are the “Oberste Sanitaetsrat”, the “Fonds Gesundes Osterreich” and the
“‘Bundesgesundheitsagentur”’. These organisations consist of various experts from the
area of health planning, financing, care, quality assurance, as well as general medicine.
The experts of the “Obere Sanitaetsrat” are mostly busy with topics like the “Mutter-Kind-
Pass” (“mother-child-pass”), vaccination and AIDS; and are selected by the ministry of
health for a period of three years. (see Bundesministerium f. Gesundheit, The Austrian
Health Care System, Key Facts, 2010)

As health is such a complex field of policies, also other ministries are involved in any
decisions regarding the health care system in Austria. The ministry of finance for instance
is responsible among other things for the allocation of budgets for hospitals. (see

Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

On regional level politics has a great influence on the implementation and financing of the
health care system. Each federal state government of the nine federal states of Austria
has its own department dealing with health related topics. Head of each of these
departments is always represented by a general physician, who is responsible for
delegation. Furthermore each district authority has its own health care department which
is regulating health care issues as well it takes over the function of information and

assistance centre for the public. (see Fendt, 2010)

Special responsibilities as assistance for HIV-infected persons, advisory service for
pregnant women and any kind of information regarding vaccination are taken over by
these departments. Each federal state is responsible for the extent and complexity of this
informational service which is provided to the citizens. Other key players within the
organisational structure on the regional level are the social welfare organisations. They
are controlled by the federal states and the communities, while the federation is only
responsible for supervision. This is caused by the simple fact, that the federal states have
a much better overview about the situations in regards to social welfare and are able to
make more efficient decisions. (see Bundesministerium f. Gesundheit, The Austrian
Health Care System, Key Facts, 2010)
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3.1.1 Social Insurance

The principle of the Austrian social insurance system is built on a statutory basement.
(see Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts,
2010)

Kreutzer (2007) defined the Austrian social insurance system as shown in figure 1. (see
Kreutzer, 2007)

Figure 1: The Austrian Social Insurance System

Organisation Structure:

Main Association
of Austrian Social Security Institutions

Pension Insurance Health Insurancs Accident Insurance
Pension 9 District 7 Occupatio-
Insurance Health Insu- nal Health In-
Institution rance Funds surance Funds Accident Insurance

Social Security Institution for Trade and Industry
Social Security Institution for Farmers

Insurance Institution for the Austrian Railway and Mining Industries

Insurance Institution Insurance Institution for Public Service Wage
for Austrian Notaries and Salary Earners

Source: Kreutzer, 2007

Health insurance is obligatory in Austria, membership cannot be chosen randomly; it
depends on the business/job of the insured person. Furthermore there is also a
connection between the insurance and the place of work, or the place of residence.
Dependents can be insured without additional costs until the age of 27 in case of
secondary education. (see Bundesministerium f. Gesundheit, The Austrian Health Care

System, Key Facts, 2010)

By the transmission of the competences to the social insurances as self-administrative
bodies, the federation aimed at the efficiency of the health care system, as they have a
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direct interest. (see Bundesministerium f. Gesundheit, The Austrian Health Care System,
Key Facts, 2010)

The social insurances are corporate bodies of the public law and are financed by the
mandatory contributions. As self-administrative bodies, the social insurances are acting
independently and are not dependent from the governmental authorities in any way. (see
Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

Major contribution to the health care system in regards to health care promotion is done
by the fact that the social insurances are taking over the costs for the so-called preventive
medical examination, which every person with place of residence in Austria is entitled to
undergo once a year, when the age of eighteen years is reached. (see

Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

To be highlighted in this case is that even persons who are not insured are granted
access to this yearly health check-up. The main guidelines of the Austrian health care
system are solidarity, affordability and universality. (see Bundesministerium f.
Gesundheit, The Austrian Health Care System, Key Facts, 2010)

Access to the variety of services is assured to everyone who is insured; it is basically a
person’s right. The main services, provided to insured persons, are: (The Austrian Health

Care System, Key Facts, Bundesministerium f. Gesundheit, 2010, p.10, 11)

- Primary health care services provided by contract
- Specialized in-patient and out-patient care
- Emergency care
- Maternity services
- Psychotherapy
- Health technology (X-ray and laboratory tests)
- Physiotherapy, ergo therapy, speech therapy, curative massage, provided by
other health professionals than physicians
- Dental services
- Prescription medicines
- Medical devices such as walking aids, wheelchairs or blood glucose strips
- Ambulance services
- Mobile care and home care
- Preventive and health promotion services (vaccinations, screening examinations)
- Rehabilitation and long-term care services
- Care for people with disabilities
29



3.1.2 Development of the Austrian Health Care System

Before going into detail of the organisation and statistical facts of the Austrian health care
system, a short overview of the latest development shall be given at this point.

The Austrian health care system shows a long and diversified history of many different
political forms of rules. The basic principle behind all the different models of health care
systems is the Bismarck-model. The health care system which we know today is the
result of very many reformations and adaptations, but as well also the result of social
regression. (see Fendt, 2010)

The Austrian health care system underwent a lot of reformations in different periods, but
this would go beyond the interest of the subject of this work.

It seems to be reasonable to start with the development during the Second Republic.
After the end of the Second World War, Austria and also Germany were discussing about
implementing a new health care system. In the centre of interest was the health care
system of the United Kingdom and it was thought about to adapt the Austrian one to the,
at that time newly founded NHS (National Health System). (see Fendt, 2010)

In 1956 it was however decided to maintain the old system and to keep up the connection
between employment and social security. After harmonizing the system for labourers and
employees, it was decided to also integrate family members, retirees, unemployed
persons and welfare recipients in the social security protection. In 1966, almost 72% of

the Austrian population were insured within the social system. (see Fendt, 2010)

Even if the Austrian health care system is not comparable to the health care system of
the United Kingdom, the high coverage of insured individuals is a very close approach to
it. (see Fendt, 2010)

3.1.3 Health reform 2005

Crucial for the health reform in 2005 was the identification of the major problems of the
Austrian health care system. On the one hand, a general, overall objective for all regions
and sectors was missing, while on the other hand, a financial plan without the possibility
of financial adjustment was representing a challenge for the government. (see

Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)
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Two major objectives were drawn up. The first objective was to raise the awareness of
the population about cost-intensive, widespread diseases, which could be easy avoided
by leading a healthy lifestyle, as coronary diseases, lung cancer or diabetes. (see Fendt,
2010)

The second objective of the reform in 2005, was the closer networking of the stationary
and ambulant area in order to co-ordinate, control and finance the health care system in a
more efficient and sustainable way. The overall objective was to focus on a very close co-
ordination between federation, region and social insurances. (see Fendt, 2010)

So what has been the result of this reform in 20057 Ciritics literally say that nothing has
happened so far; Austrian politics tend to discuss instead of operating. (see Kraf3nitzer,
2008)

The quality of the Austrian Health Care System is indisputable. Compared to other
countries the expenses are nevertheless much higher. The reason for this ascent of
expenses is seen mainly in the high density of hospital beds. Regarding to the OECD
2009, Austria is leading the ranking of hospital beds per inhabitants (6, 1 beds on 1000
inhabitants) within Europe. (see Health at a Glance: Europe 2010, OECD, 2010)
Kral3nitzer complains in his article that services may have been transferred to the
extramural areas, but without adequate financial resources. Furthermore he criticises the
lack of modernisation of the services offered to the patients. Last but not least, Kral3nitzer
highlights, that only 0.16% of the gross domestic product is spent in prevention, which in
the light of Public Health challenges of today, is far too little.

3.1.4 Main characteristics

One of the most important facts in regards to the Austrian health care system is that free
access to almost all forms of medical care is guaranteed to everyone, as well as the
opportunity to see the physician of everyone’s choice. This means, that physicians have
no gate-keeping function in the health system, as in other countries. It has to be
considered that some selected health care services may include additional payments, as
for instance the prescription fee for medicines, which has been EUR 5 in 2010, as well as
a variety of other health services which are not covered by the insurances. This can affect
specific dental services, or any service of a physician who has no contract with the social

health insurance fund. (see Bundesministerium f. Gesundheit, Key Facts, 2010)
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3.1.5 E-Health

E-health has become a fundamental component of the Austrian health care system; any
activities related to e-health are known under the name ELGA, which stands for electronic
health file, that can be translated as “elektronischer Gesundheitsakt”. (see
Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

In 2005 the electronic patient card was implemented in order to track patient’s history as
well as to avoid bureaucratic work.* (see Bundesministerium f. Gesundheit, Key Facts,
2010)

* For further information follow: ELGA

32


http://www.initiative-elga.at/ELGA/wasistELGA.htm

3.2 Health Promotion in Austria

Health promotion in Austria might be very important on paper, but as we all know, “paper

is patient”.

In 1990 the expenditures for prevention and public service were 144 million Euros, and it
increased steadily until 2008, when 439 million Euros were spent. This seems to be a lot,
but when comparing with other countries, Austria only spends 1.9% of the total health
expenditures in smoking prevention programs, although it is statistically proven, that
Austria is leading the ranking in regards to smoking girls (30%) and boys (24%) in the
age of fifteen years. (see Organisation fir wirtschaftliche Zusammenarbeit und
Entwicklung, 2009) Compared to countries like Finland, Canada, or the Netherlands that
is for instance spending 5.1% of its total budget on such kind of programs, it seems rather
poor (see Organisation fur wirtschaftliche Zusammenarbeit und Entwicklung, 2009), that

can be seen in figure 2 and figure 3.

Diagram of the Austrian Health Care System: (see Organisation fur wirtschaftliche

Zusammenarbeit und Entwicklung, 2009)
Figure 2: Gesundheitssystem Osterreich — Uberblick (overview of the Austrian health care

system)
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Diagram of the risk-behaviour in Austria: (see Organisation fur wirtschaftliche

Zusammenarbeit und Entwicklung, 2009)

Figure 3: Risikoverhalten Osterreich — Uberblick (risk behavior in Austria)
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3.2.1 Examples of prevention programs

o “Mutter-Kind-Pass” (mother-child-pass)

One of the most well known prevention programs in Austria is the “Mutter-Kind-Pass”
(mother-child-pass). (see Bundesministerium f. Gesundheit, The Austrian Health Care
System, Key Facts, 2010)

Women living in Austria are invited to join this program without any fee; it was
implemented in 1974 and is meant to assist mothers already during her pregnancy until
the end of the 62" month of the child's life. In this so called “Mutter-Kind-Pass” all kind of
vaccinations of the child are listed, as well as any other medical examination in order to
follow up easily later on in life.>(see Bundeskanzleramt, 2011)

® For further information follow: Mutter Kind Pass
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e Vaccination

Since 1998 defined vaccinations are without any costs for children. Vaccination has been
covered since then by the Federal Government, the provinces, or the social insurances.
(see Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts,
2010)

o “Gesundenuntersuchung” (health check)

Since 1974, the social health insurance fund offers the Austrian population (18 years and
older) the so called “Gesundenuntersuchung” (preventive health-check), in order to
perform basic medical checkups, like blood-sugar testing etc., but also to detect any
illnesses at an early stage, as well as to promote an overall healthy lifestyle. Further
preventive measures include also preventive health examination of students at schools;
which are under the main focus in this work and on which | will go into more detail later
on; the health examination for army recruiters, caries prophylaxis, as well as other
initiatives which aim at improving care for chronically ill individuals. (see

Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

The preventive medical examination was implemented in Austria in the year of 1974 and
as the expectancy of life at that time was 75 years for women and 67 years for men,
women nowadays live seven years longer and men even eight years. Researchers are of
the general opinion that this increase in the expectancy of life is due to the very good
reaction from the Austrian population towards the preventive medical examination. (see

Bundesministerium f. Gesundheit, The Austrian Health Care System, Key Facts, 2010)

The effectiveness of the preventive medical examination is also proven in singular
diseases. Since the implementation of the smear-examination for women, the so-called
PAP-smear, the mortality rate of cervical carcinoma could be decreased for almost fifty
percent within the last twenty years. (see Offentliches Gesundheitsportal Osterreich,
2011)
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The key aspects of the “Gesundenuntersuchung” are mainly dedicated to the early
detection and diagnosis as well as the prevention of specific diseases. (see Offentliches
Gesundheitsportal Osterreich, 2011)

According to the Offentliches Gesundheitsportal Osterreich (2011) the program embraces

the early diagnosis of:

- risk factors for cardiovascular diseases

- risk factors for metabolic diseases

- risk factors for the most frequent carcinoma
- prevention for addictive diseases

- prevention for dental diseases

- prevention for diseases due to great age

By offering the annual preventive medical examination, it was intended to enlighten and
inform the public about hygienic risks and to promote further on the importance of
preventive measurements. Based on the fact that access to this medical examination is
granted to everyone, key players within the Austrian health care system hope to, on the
one hand to reduce the risk factors for by taking the right measurements and on the other
hand to combat disease through early detection. (see Bundesministerium f. Gesundheit,
The Austrian Health Care System, Key Facts, 2010)
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4 The British Health Care System

4.1 The British Health Care System before the NHS

Bagott (2004) says that before the NHS (National Health Service), the British health care
system was rather disorganised and characterized by the fact that it was a mix of private

and public services.

Voluntary hospitals, private general practitioners and other organisations formed together
the private sector; whereas the public sector consisted of municipal hospitals and
community health services. All other areas of health care, as for instance housing or
sanitary health services were regulated by the local governments. Before the NHS was
established, general practitioners (GPs) were private physicians who had the right to
charge for their services. As these fees could not be paid by the majority of the public, so-
called club practice evolved. The more wealthy part of the society subscribed to societies
or organisations, which in turn, hired a general practitioner who was paid with the
contributions of the society's members. In the end of the nineteenth century this club
practice covered almost a third of the working society. (see Fendt, 2010)

At the same time it also marginalized the part of the public who was not in work, which
affected mostly children, elderly and women. In 1911 the government implemented
another plan for general practice. This plan was called National Insurance Act, which was
supposed to assure sick benefits, free GP services and free drugs; but only for the

working class. (see Fendt, 2010)

During the Second World War, data was collected that around forty-three percent of the
population was covered by the National Health Insurance scheme and it additionally
covered almost ninety-percent of all general practitioners. Still the fact that this scheme
marginalized unemployed people, children, elderly and women was a great challenge to
face. (see Fendt, 2010)

Already after the First World War the British health care system was highly criticised.
Health care was completely split into various areas and co-ordination between them was
missing. Still, the very vulnerable groups as children and elderly people were excluded
from the system and the fees for medical service were constantly rising. (see Fendt,
2010)
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4.1.1 The creation of the National Health Service

The crucial factor for the creation of the NHS was certainly the end of the Second World
War, when the government saw itself confronted with the urgent need of a
comprehensive hospital service. In 1942, William Henry Beveridge suggested to have a
comprehensive health care service which would be available to everyone. (see Fendt,
2010)

On 5™ of July 1948, it was the health minister Aneurin Bevan who established the NHS.
From that moment on, the United Kingdom was the first western state which launched a
national Health Care System that offered medical maintenance to the whole population
independently from the income of each individual. (see Fendt, 2010)

Already in the fifties it was obvious that the centralization of hospitals brought along
synergistic effects within the utilisation of resources. Furthermore an increase of health
personal had a great impact on the quality of the medical maintenance in rural areas.
(see Fendt, 2010)

In the focus of interest was always the demand-orientated allocation of resources in order
to increase quality and efficacy. General practitioners were assessed by the amount of

treated patients and also their salaries were dependent to this amount. (see Fendt, 2010)

The NHS underwent several changes and reforms, but the most important one in the
history of the NHS is definitely the one induce by Margaret Thatcher who won the election
with her Conservative Party in 1979. Even if the reform became effective almost ten years

after her election, the major impulse was initiated in the late seventies. (see Fendt, 2010)

Caused by the worldwide oil crisis, Margaret Thatcher initiated reforms that aimed at the
more efficient assignment of resources instead of increasing them. Manager from the
private sector were employed within the upper management of the NHS and several
fields of responsibilities were sourced out of the hospitals. (see Fendt, 2010)

Not only custodial services were passed into private hands, but also food supply and
long-term care of elderly and physically impaired people. As the financial resources were
short of funds, it was necessary to reduce several services of different areas. Patients,
who were not necessarily needed to be taken in, were sent away and also departments of
hospitals were temporarily closed and furthermore free positions within the health

personnel were not covered again. (see Fendt, 2010)
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The committee of experts which was brought into being by Margaret Thatcher advised to
stick to the public financing and displace the discussion from the question of financing to
the improved allocation of resources within the NHS. (see Fendt, 2010) This discussion
resulted in the radical reform of the organisational structure in 1990. With the NHS and
Community Care Act the starting shot was given for an internal market for health
services. Community hospitals, health care centres and other medical constitutions were
modified into so-called trusts which were motivated in regards to economic efficiency.
(see Fendt, 2010)

The institutions were taken over the role of the sales persons, whereas the governmental
authorities were representing the consumers. Thereby it was hoped to create a
competitive environment, in order to push the efficiency of services and at the same time

decrease the costs. (see Fendt, 2010)

In 1997 the government was taken over by the Labour Party, headed by Tony Blair.
Despite the fact that the Labour Party highly criticised the implementation of the internal
market for health services, which was initiated by the Conservative Party; it was decided

to maintain the system. (see Fendt, 2010)

Major part of the reform under Tony Blair was the establishment of locally operating
Primary Care Groups, which were supposed to be responsible for the health care of
communities, as well as for all aspects of communal health care policies. In 2002 all
Primary Care Groups were modified into Primary Care Trusts which implicated their
independent competency for the assignment of the budgets. (see Fendt, 2010)

In 1999 the system still suffered from financial problems. The Labour Party deployed the
so-called Modernisation Action Teams, which consisted of medicines, politicians,
researchers, as well as patients. The task of these teams was to work out the NHS Plan,
which aimed at describing how to use available resources efficiently as well as how to

adapt health services adequately to the needs of the patients. (see Fendt, 2010)

In the focus of interest was to improve the general health conditions of the population and
to improve the medical services dedicated to specific diseases which claim most of the
deaths. The Labour Party was convinced to reach these aims by offering more frequent

and easier access to preventive medical examinations. (see Fendt, 2010)
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Furthermore a new controlling system was created which was supposed to observe the
performance of the several members of the NHS. The ministry of health appointed new
parameters and performance goals that were supervised by the Commission for Health
Improvement. On the one hand, organisations that met the requirements received in
return additional autonomy as well as additional financial resources; on the other hand,
those that did not meet the requirements were supported by consultants. (see Fendt,
2010)

To sum it up, the reform under Tony Blair has definitely reached impressive results.
Waiting times for surgeries could be decreased, and also the efficacy as well as the

guality of medical services could be improved. (see Fendt, 2010)

Nevertheless the system has to fight with a lot of problems that need further changes and

re-structuring.
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4.1.2 Organisation of the British Health Care System

Due to many extensive reformations of the Labour Party, the organisational structure of
the four countries of the United Kingdom (England, Wales, Scotland and Northern
Ireland) was separated in 1999. Since then they are administered independently from
each other. (see Fendt, 2010)

As the English NHS is representing the most populous part of the United Kingdom, it is
necessary to decrease the amount of subordinated public authorities and to dwell on only
the most important. (see Fendt, 2010)

Figure 4 shows the actual organisation chart of the English NHS.

Figure 4: Organization of the British Health Care System

Source: OHE - Office of Health Economics, 2010

e Secretary of State for Health

The health minister is the supreme organ of the ministry of health and coexistent part of
the parliament. The major task of the health minister is theoretically to guarantee the
health care of the population through various organisations. Practically the health minister
does not have any influence on concrete arrangements. (see Fendt, 2010)
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e Department of Health

The department of Health is part of the government and is responsible for social and
medical questions. Even if the department of Health is on top of the hierarchy of
governmental health care, it simply indicates guidelines and is taking over a consultative
role. (see Fendt, 2010)

e Strategic Health Authorities

Instead of having homogeneous Health Authorities, the government substituted them for
twenty-eight new Strategic Health Authorities (SHAS). Since their foundation in 2002, they
have been dedicated to the shifting of the responsibilities of the health ministry to a local
level. The SHAs have to follow the instruction of the health ministry and are in close
contact to local health authorities. It is their aim to focus on specific problems in the
various regions within the country and to orientate locally, with an efficient dedication of

resources, in order to solve these problems. (see Fendt, 2010)

e Primary Care Trusts

Health services are provided by hundreds of organisations of the NHS- the so called
“Trusts”. Already mentioned in 1997 within the reformation papers, the Primary Care
Trusts were only implemented in 2002. Differentiated from their predecessors, the
Primary Care Groups, the Primary Care Trusts took over not only a consultative role
within the consumption of health care services, but also the responsibility for budgeting.
About three-hundred Primary Care Trusts are operating in England, and are responsible

for the health condition of several thousand individuals. (see Fendt, 2010)

e NHS Trusts

Services, that are more specialised and also provided by fewer organisations or
institutions, are assigned to secondary care. Secondary health care includes not only
hospitals and ambulances, but also specialised health services for mentally ill patients or

patients with a certain disability, as for instance learning disability. (see Fendt, 2010)
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4.1.3 Primary Care

In the United Kingdom, primary care comprises besides general practitioners, dentists,
opticians and pharmacists. (see Fendt, 2010) Around 40% of the budget is spent in
primary care , which is not a lot compared to the fact that primary care is taking over 80%
of all patient-contacts. Specialised doctors do not have their own ordination, but treat their
patients within the hospitals. Whereas in Austria, the patient can choose which medical
specialists he or she wants to see, the patients in the United Kingdom rely on a referral
from the general practitioner first. That is why medical specialists belong to secondary
providers in health care.® (see Department of Health, 2011)

e General Practitioners/ GPs

General Practitioners can be seen as the first contact point of a patient. As so-called
gatekeepers for the health care system, they have the responsibility to decide on further
treatments accomplished by a medical specialist, as well as on the necessity of

hospitalization. (see Fendt, 2010)

Every citizen has to register with a general practitioner in the close surrounding of
residence, in order to benefit from medical treatment. Since 2004, general practitioners
can delegate some functions to the Primary Care Trusts. There is a differentiation
between essential services, additional services and enhanced services, for which general

practitioners are responsible. (see Fendt, 2010)

Essential services are including any standardized treatment of ill patients; additional
services include for instance vaccination, whereas enhanced services include smaller

surgeries. (see Department of Health, 2011)

e Walk In Centres

Founded by the government under Tony Blair, the Walk In Centres are meant to offer an
additional form of Primary Care to the population. Within these institutions, experienced
nurses treat smaller injuries and facile diseases. One of the reasons why these centres
have been founded was primarily the work-relief of general practitioners, but also the
possibility to offer medical service at a timely convenience of the citizen. (see Fendt,
2010)

® For further information follow: Department of Health
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e NHS Direct

Representing an interactive health consulting program, the NHS Direct is operating since
1998 and was meant to enhance the efficacy of activities within the health care system.
With their implementation it was intended to unburden the General Practitioners, but

more important to rupture their monopoly as gatekeepers. (see Fendt, 2010)

Also within the NHS Direct most of the employees are experienced nurses and advise
citizen in any health related question. The aim is, to, if possible, diagnose in an
uncomplicated way, and advise what further action has to be taken. Many times it can
therefore be avoided to see a doctor without proven necessity, which is extremely cost-
intensive for the health care system.’(see NHS Direct, 2011)

In case a treatment is needed, the consultation of the NHS Direct leads to a more
efficient activity from the patient's side. But also from the side of the NHS Direct an
efficient data flow can be enhanced, by sending the patient to a certain doctor or hospital
and furthermore inform the respective partners. Another ad-on of the NHS Direct is the
mentoring and general support subsequently to any medical treatment or surgery. The
experienced staff is offering advice for self-treatment, mainly in relation to the intake of
medicine. Also after-treatment in hospitals is also coordinated by the NHS Direct. By
reviewing all these tasks and functions of the NHS Direct, it can be allocated to Primary

Care as well as to Secondary Care. (see Fendt, 2010)

It has additionally to be highlighted, that the service of the NHS Direct is not only
accessible via the telephone, but also via interactive, digital TV and via the internet. The
offering ranges from information about certain diseases, to diagnosis-programs, health
care consulting and information about address of physicians and hospitals.? (see NHS
Direct, 2011)

’ For further information follow: NHS Direct

& For further information follow: NHS Direct
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4.1.4 Secondary Care

In the United Kingdom the Secondary Care is strongly connected to the service provision
within hospitals. As already mentioned, the patients need a referral from the general
practitioner in order to be able to be treated in a hospital. (see Fendt, 2010)

Different than in other countries, the treatment in the hospitals is hot mainly represented
by surgeries, but also by several services which could not be fulfilled by a general
practitioner. Even if these services could be provided theoretically, the system wants the
patients to be transferred to the facilities of the hospitals. (see Fendt, 2010)

¢ NHS Hospital Trusts

One of the main ideas behind reforming the NHS and re-organising its organisational
structure was to modify hospitals into independent corporations. (see Fendt, 2010) The
intention of the government was, to enhance a more efficient business within the internal
market for health care services. Nowadays the NHS Hospital Trusts are directly
responsible to the Special Health Authorities, who are supervising the achievements and
strategic aims of the NHS Trusts.? (see Fendt, 2010)

e Foundation Trusts

The difference between NHS (Hospital) Trusts and NHS Foundation Trusts is basically
that the NHS Foundation Trusts are fulfilling particular performances and thereby receive
special status within the Health Care System. Monitoring by the government is less tight
and the Foundation Trusts benefit from more financial flexibility. (see Cambridgeshire and
Peterborough NHS Foundation Trust, 2008)

To develop from a NHS Trust to a NHS Foundation Trust it is needed to apply for a
monitor who is delegated by the minister of health. (see Department of Health, A
shortguide to NHS Foundation Trust, 2005)

In case the monitor approves the request of becoming a NHS Foundation Trust, the
hospital from then on has the possibility to work independently from the guidelines of the

ministry of health as well as from the Strategic Health Authorities. (see Fendt, 2010)

® For further information follow: NHS Choices
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It almost goes without saying that the only requirement the Foundation Trusts have to
fulfil is to offer efficient health care services to the population. (see Department of Health,
A shortguide to NHS Foundation Trust, 2005)

The most interesting characteristic of the NHS Foundation Trusts is that they are
operating as Non-Profit Organisations, which are supposed to make profit, but to invest
these profits at the same time into health care services or any equipment.'®(see
Department of Health, A shortguide to NHS Foundation Trust, 2005)

e Treatment Centres

Operating as autonomous corporations, the Treatment Centres should also be mentioned
at this point. Treatment Centres were founded in 1999 and were meant to offer an
additional opportunity to receive medical care. These centres can be operated by Primary
Care Trusts as well as by NHS Trusts and provide special medical treatment and services

as well as small surgeries.'!(see Care UK Ltd, 2011)

The main intention to reduce long waiting times for routine, short-stay selective surgery of
patients as well as to unburden the more or less overloaded hospitals, is still one of the
biggest problems the NHS has to fight with. (see Department of Health, A shortguide to
NHS Foundation Trust, 2005)

10 For further information follow: A short quide to NHS foundation trusts

" For further information follow: Care UK
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4.2 Who is responsible for Public Health Promotion in the United
Kingdom?

Politicians in the United Kingdom are of the opinion that only the implementation of the
NHS was the main Public Health intervention in the UK's Public Health policies efforts.
The idea behind the creation of the NHS was to improve the health condition through the
provision of comprehensive health services; including also preventive services. (see
Hunter, Marks, Smiths, 2007)

But as many other Health Care Systems in Europe also the NHS remained a “sickness
service” system. (see Hunter, Marks, Smiths, 2007) The country was dominated by the
hospital service and every health personnel were busy rather with treating ill patients than

in taking preventive actions. (see Hunter, Marks, Smiths, 2007)

During a time of severe economic crisis, the topic suddenly rose up again and all of a
sudden, it was more cost effective to prevent illness and the economic benefit resulting

from a healthy and long-living population seemed to be obvious. (see Fendt, 2010)

The government identified key areas increased the spending in health education and
every motivation to develop preventive health projects within the communities were

encouraged. (see Hunter, Marks, Smiths, 2007)

The Department of Health puts a lot of effort in the general combat and control of
infectious diseases. The Department furthermore struts with the fact that the informational
system is very up to date, so newly arising diseases and other health threats would be
detected at a very early stage. (see Department of Health, 2011)

Campaigns are performed related to smoking, heart disease, drugs; campaigns that
should address all individuals directly. The key message suddenly is that each individual
is responsible for her or his health condition. Strong communication and co-operation with
the councils and in the following their communities is in the focus in order to guarantee an
overall public health service to the population. Also on its webpage the Department of
Health points out that most of the widespread diseases, such as diabetes, smoking
related diseases, drug addiction, cancer and many more, can be prevented easily, if

people are willing to change their lifestyle. (see Department of Health, 2011)
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4.2.1 Achievements of Public Health

When tobacco advertising started to be under focus, expectations were high for what
would come after. Indeed, advertisement was banned in 2003. Smoking was prohibited in
2007 in all indoor public places. (see BBC, 2006)

Alcohol and road safety has always been a thorn in the governments’ side. Until today,
the government is in steady combat with the drinks and leisure industry, as well as road
lobbies and this issue is meant to be one of the greatest Public Health challenges. (see
Department for Transport, 2011)

A more pro-active attitude towards sport and physical activity has always been tried to put
in the centre of interest. Discussions are ongoing whether health promotion addresses
the targeted persons efficiently as well as if there will be benefit from simply promoting.
(see Hunter, Marks, Smiths, 2007)

To be highlighted shall be the achievement of the government under Tony Blair that free
fruits and vegetables for children at school have been provided as a big Public Health

Promotion campaign.*?(see Wordpress, Keep Tony Blair, 2008)

Additionally educational programs were funded, dedicated to sexually transmitted
diseases and teenage pregnancies. Condoms and other ways of contraception are free
for most people in the United Kingdom." More focus is put on screening programmes,
such as screening for Chlamydia and in close connection to it, the easy access for the

population to these services via walk in centres. (see NHS, 2011)

Strategies to fight drug abuse were worked on and the Blair government finally
succeeded in changing the classification of cannabis from a class B to a class C drug.™
(see Fendt, 2010) In 2008, under Prime Minister Gordon Brown, the discussion came up
again and it was considered to upgrade the classification of cannabis once again, due to
the upcoming of other substitution drugs, which puts its consumers at a higher risk. (see
BBC, 2008)

12 For further information follow: Tony Blair

 For further information follow: NHS choices: getting contraception

% For further information follow: List of the controlled drug in the UK
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4.2.2 Future prospect

With the paper “Equity and Excellence, Liberating the NHS”, in 2010, the Department of
Health admits that the health system needs to undergo a reform. (see Department of
Health, 2010)

Five major aims are presented in the paper: (amongst others)

- In the centre of interest is the decrease of the steadily growing bureaucratic
paperwork that keeps most professionals in the health care system from
performing their work efficiently. It is planned to review all regulations within the
health and social system, in order to find a way to unburden the system from
unnecessary costs. Also medical research will be under examination in order to
see if bureaucracy which is so strongly represented in this area, is essential in the

extent it can be found today. (see Department of Health, 2010)

- Patients as individuals are supposed to come to the fore. This means that each
patient is supposed to make decisions about his/her treatment; about which GP to
see, about which hospital to go to. It is planned to have patient evaluation for
every kind of institution in the health care system and thereby assess and rate
hospitals and physicians. This will most probably push the competitive
environment that is already dominating the Britisch health care system, even

more. (see Department of Health, 2010)

- Patients are promised in the paper of the Department of Health in 2010, that the
best possible informational services will guarantee a good overview within the
system, in order to choose the most reasonable way of treatment or simply

advocacy. (see Department of Health, 2010)

- Very strong focus will be put on results of clinical trials and clinical development.
Also in this context it is highlighted that bureaucracy should be decreased as
much as possible and only the outcome is in the centre of interest. Clinical
development in connection to widespread diseases are mentioned to be more
important than ever, as this results will have a direct impact on improving Public

Health strategies. (see Department of Health, 2010)
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Further education and mainly empowerment of all professionals working in the
health care system, are one of the most important topics, the Department of
Health intends to aim at. (see Department of Health, 2010) Responsibilities are
supposed to be reviewed in detail and in case it is needed, shall be distributed
again in a more reasonable way. This means, that professional who are in close
contact with patients might probably receive more controlling functions. As already
mentioned above, patients shall be included in the decision-making process. (see
Department of Health, 2010)
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5 Health Systems

Health systems were and still are characterised through a permanent alteration. They are
dependent from changes within the population structure, economic issues and many
more. The Austrian health care system and the health care system of the United Kingdom

could not be more different from each other.

5.1 Austria - the Bismarck-Model

The Austrian health care system is representing a so-called ,Bismarck-Model®.

This nomination can be deduced from the former chancellor of the German empire, Otto
von Bismarck. In 1883 it was him who introduced the first health insurance by law. His
major motive to do so was a political intention- to prevent any social disturbances. (see
Fendt, 2010)

The basis of the Bismarck-Model is represented by the social insurance agencies, which
are independent organizations of the public sector. On the one hand they levy national
insurance contributions from the insured individuals, whereas on the other hand, they
negotiate the prices for the services of any care provider. (see Fendt, 2010)

Within the Bismarck-Model some differences can be identified: In Austria, Germany and
the Netherlands the patients do not receive any invoice after having received a service.
The care providers are directly paid by the health insurance funds after providing their
service. In France, Belgium and Luxembourg the patients are charged for each medical
service and have to make a restitution of the originated costs. (see Fendt, 2010)

The basic principle of the Bismarck-Model is to make the claim of any medical service
depended from gainful employment. (see Fendt, 2010)

This means that only individuals who had an employment and therefore paid their
insurance contributions were allowed to benefit from any medical service. This fact
resulted into the majority of people not being insured in the very beginning. (see Fendt,
2010)
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One of the major problems, states with a social insurance system have to deal with, is the
basis of employment. It may the financial basis that is the main reason to maintain a good
and effective health care system of high quality, but at the same time, the system is very
much depending on the economic and structural development of the labour market.
These of course in turn depend on the contingent of full-time employees, part-time
employees, short-time work, internships and any other way of employment. (see Fendt,
2010)

Another problem that states, founded on the Bismarck-Model, have to face is the
possibility to opt out of the governmental health care insurance and to be insured on a
private basis. Most people, who are earning very well, go for this option as it offers a
much more expansive absorption of costs for medical services than any other health care
insurance. This boost of escapes out of the governmental and at the same time solidarity
health care insurance makes the health insurance funds struggle with their budgets that

draw to a close. (see Fendt, 2010)
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5.2 England - the Beveridge-Model

It was the British academic William Henry Beveridge, who was authorized in 1942 by the
government to create a concept for the national social system. His main idea was the
implementation of a homogeneous health care system, which would be based on the free
of charge access for any citizen to health care services, independent from the citizen's
financial income or social status. The main aim of Willem Henry Beveridge's
consideration was to guarantee open access to health care services, to avoid social
disturbances and most importantly to enhance the general health condition within the
British population. One expected a stronger economical productivity from the

implementation of this health care model. (see Fendt, 2010)

After the Second World War, in 1948, the NHS, the National Health Service, was
founded. It was the first common health care service worldwide. With the implementation
of the NHS, access to the Public Health sector had become awarded the right of every
state resident. (see Fendt, 2010)

The main characteristic of the Beveridge Model is that it is financed by the general tax
revenues, which means that no work and income related contributions are levied.
Furthermore every citizen has the right, independently from his income or employment, to
be provided with medical services if needed. (see Fendt, 2010) Within the European
Union, besides to the United Kingdom, it is Ireland, Sweden, Denmark, Portugal, Spain,
Italy, Greece, Malta and Latvia that are also based on a common health care system,
which is mainly financed by tax money. (see Fendt, 2010)
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5.3 Differences between Bismarck and Beveridge

Whereas the main problem, the Bismarck model has to face, is the employment as a
basis in order to be obliged to make use of any medical service and therefore is very
much dependent on economical developments within the employment market, the
Beveridge Model has to struggle with the fact that there are no contributions within the
government spending that are dedicated to healthcare. This means that there is no direct
assignment to healthcare and therefore its financial needs are in a direct competition with

other governmental spending. (see Fendt, 2010)

One of the major problems within the Beveridge-model, as well as the Bismarck-model is
that the phenomenon of a “two class medicine” appears. This is most probably caused by
the fact that the governmental provided medical services offer only the most necessary,
basic services and therefore people with higher salaries tend to buy better and more

extensive services by having private additional insurances. (see Fendt, 2010)

Is health seen as a valuable good in order to maintain the ability to work and therefore a
part of the salary is being taken to finance the health care system; we are speaking from
a health care system based on the Bismarck-model. (see Fendt, 2010)

Is it the well-being of every single citizen as a taxpayer, and is part of the general taxes
being used for the health care, it is the Beveridge-model we are speaking about. What
both systems have in common is the fact that if expenses increase quicker than the
income, each and every individual of the state is forced to contribute personally. These
personal contributions may either be in the form of earnings of personal capital, or can be

collected in case of treatment; the so called patient's contribution. (see Fendt, 2010)

As both systems see themselves forced to undergo reform, the question arises, what is a
desirable health care system for the future? Medical treatments may never been
detained, neither be forced. Keyword in this context is definitely the individual
responsibility. Wherever the individual is not able to be responsible for his or her own
health condition, the community should show solidarity without restraint. (see Centre for

economic studies, 2008)
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B The importance of Public Health Promotion for a younger
generation- are we in need of Public Health Promotion for the
youngest?

Of all generations and age groups, the healthiest one is of course the one of children and
adolescents. In medicine it is said that the first five years of all the individuals may be
challenging due to a not fully developed immune system, but after this point it is expected
to be in a very good health condition, until problems in adulthood will have to be faced.

What has to be clear is the fact that during the period of childhood and adolescents the
foundation can be laid for a healthy life later on. Physically healthy children will grow to
physically healthy adolescents who will become more likely physically healthy adults. (see
WHO, Improving Health through Schools; National and International Strategies, 1999)

I want to highlight here the fact that | am speaking about physical health, as it is known
that physically very healthy individuals can be psychologically ill of course. As already
mentioned, health has to be considered under different aspects. New Public Health
approaches only speak about a healthy condition if all dimensions are addressed to:
sexual health, mental health, emotional health, physical health, social health, spiritual

health and environmental health.
In this work, it shall be only the physical health that is in the centre of interest.

Growing up means becoming self-assured and to show increasing autonomy.
Adolescents is dedicated to an experimental lifestyle, every decision made, determines
the individual health condition and further development. Key factors like peer-group
pressure play a very important role of course. (see WHO, Improving Health through

Schools; National and International Strategies, 1999)

One step back in growing-up, before the transition to maturity, early childhood offers a lot
of potential to form and lay the foundation for a long life under healthy conditions. In
general the standard of living has increased a lot in comparison to the past fifty years. It
goes without saying that most children are at a lower risk of infectious diseases and they
have greater possibilities to be educated. (see WHO, Improving Health through Schools;

National and International Strategies, 1999)
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Early childhood can be definitely seen as the period of great importance when Public
Health intervention can be made and the opportunity to acquire health-related knowledge,
to form an attitude towards health-related issues and to build up values is greatly given.
(see WHO, Improving Health through Schools; National and International Strategies,
1999)

Furthermore the environment is crucial to determine the health condition. Homes,
schools, workplaces, can highly influence the health condition of the youngest. Such
factors might be clean water, chemicals, food supply and stressors like harassment and
abuse and others. These factors have a direct or indirect affect on the health of children
and adolescents. (see WHO, Improving Health through Schools; National and

International Strategies, 1999)

It has to be considered that these factors are also dependant and may vary from country
to country. While developing countries have to face the challenge of infectious diseases
like tuberculosis or sexually transmitted diseases like HIV, developed countries have to
struggle with the prevalence of road traffic accidents, injuries or suicide. (see WHO,

Improving Health through Schools; National and International Strategies, 1999)

No matter in which country the risk factors are more prevalent, they all share the fact that

they are putting the young generation at risk to not develop into healthy adults later on.

(see WHO, Improving Health through Schools; National and International Strategies,
1999)

All these are reasons why the age group of childhood and early adolescents deserve

massive attention from governments and organisations and of course, the public.

Very few children and adolescents are going to die from the above mentioned risk factors
during their childhood, but the chances are very high that a lot of them increase the risk of
a premature death due to continue health-risk behaviours from childhood into adulthood.
(see WHO, Improving Health through Schools; National and International Strategies,
1999)
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6 Health risks for the young generation

To highlight the main health risks, all children and adolescents are exposed to during
their lives, it shall be listed: (see WHO, Improving Health through Schools; National and

International Strategies, 1999)

e Injuries

In general mortality rates for men are higher than for women whereas women are at a
higher risk of facing intentional injuries. There is hardly any difference between the
number of the percentage of accidents and injuries in developing and developed
countries. The high numbers result from unintentional injuries, such as sports, traffic
accidents and less from intentional injuries. As already mentioned, women and girls are
at a higher risk towards injuries, as they also have to face additionally domestic violence.
(see WHO, Improving Health through Schools; National and International Strategies,
1999)

e Depression and Suicide

Growing-up is not an easy thing to undergo. The prevalence of mental disorders and
depression is increasing. In European countries, it was revealed that depression, or the
feeling of being depressed at least once a week, is more common in boys than in girls.
(see WHO, Improving Health through Schools; National and International Strategies,
1999)

About death from suicide only very little is known, as it is quite hard to differentiate
between suicide and accidental death, so it is assumed that many suicides are assigned
to accidental deaths or to deaths from unknown causes. (see WHO, Improving Health

through Schools; National and International Strategies, 1999)

57



e Tobacco and Substance Use

During adolescents and young adulthood it is very much likely to be confronted with
prohibited substances. Most affected are young people who are concerned with personal
autonomy, who are not very interested in conventional things, who receive less support
from family and friends and are exposed to a big peer-group pressure. Research states
that peer use of substances is the primary influence and is responsible for using other
drugs at a very early age. (see WHO, Mental Health: Evidence and Research -

Department of Mental Health and Substance Dependence, 2005)

Alcohol drinking is one of the biggest challenges Public Health has to face. In Austria
every 13 to 14-year old adolescent is consuming alcohol at least once a week. (see
Borsoi, MedUni Wien, 2008) A large portion of pupils start at the age of 12 years to drink
alcohol regularly. Not only is the consumption of alcohol strongly connected to an
increase in traffic accidents or injury-related death and disability, but over time, it leads to
serious degenerative diseases. (see WHO, Improving Health through Schools; National
and International Strategies, 1999)

More and more young people start to smoke at a very early age, the general age of
frequent smoking habit in most European countries is under the age of fifteen and it is
expected that this age will go even below in the future. Austria is leading the European
ranking of early tobacco-use initiation among young students or pupils. (see Borsoi,
MedUni Wien, 2008)

In addition the daily consumption is also increasing quickly, a fact that is strongly linked to
the wealthy situation; young people are living under, in mainly western European
countries. Not only is it going to be harder to stop smoking at a later age, the risk of
becoming a chain smoker and additionally developing a smoking-related disease is
incredibly high. Thinking about the health consequences later on in a smoker’s life, it is
obvious that there is a high need for smoking initiatives targeted towards young people.
(see WHO, Improving Health through Schools; National and International Strategies,
1999)
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e Nutrition

The range of health problems in connection with nutrition are multifarious, they vary from
stunting, anaemia, eating disorders, such as anorexia nervosa, bulimia; or obesity, which
represents one of the biggest challenges for Public Health in developing countries. Mainly
among younger children the physical activity has decreased drastically. (see WHO,

Improving Health through Schools; National and International Strategies, 1999)

To consume more fats and sugar than the body actually needs is one of the major
characteristics of our modern nutrition in Europe. In regards to the age group of fifteen
years old boys and girls, quite a high number are exercising at least twice a week to the
point of being out of breath and sweating. It needs to be highlighted that this sportive
action is mostly taking place outside of school. (see WHO, Improving Health through
Schools; National and International Strategies, 1999)

But in the age group of less than fifteen years-old, the percentage is a lot lower. Just as
this age is that groundbreaking, it would be much more important to do physical exercise
regularly from a very young age on, to also implement physical activity in the children’s
life. (see WHO, Improving Health through Schools; National and International Strategies,
1999)

o Fertility

In developing countries, the trend is going towards longer education, which is linked to
the fact that adolescents start their professional carrier later and therefore also start to
have families in a later lifetime. Studies (The Young People’s Health in Context study,
2004) say that the age at first marriage is one of the most important factors influencing
adolescent fertility. It goes without saying that there are huge differences between
developing and developed countries, but also within Europe there are major differences.
In Great Britain for example, politics are trying to fight against unplanned teenage
pregnancy. Adolescent mothers usually quit their education and therefore already
influence their professional options later on. (see WHO, Improving Health through

Schools; National and International Strategies, 1999)
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e Unhealthy sexuality and its consequences

While marriage and family founding takes place at a later stage in life, sexual activity is
happening at a younger age. The results are very often sexually transmitted diseases and
unplanned pregnancy. (see WHO, Improving Health through Schools; National and
International Strategies, 1999) Sexual activity at an early age has increased significantly,
which at the same time brings along the fact that on the one hand the use of birth control
pills and other contraceptives has almost doubled over the past 20-25 years and on the
other hand the use of condoms has decreased. (see WHO, Improving Health through
Schools; National and International Strategies, 1999)

The declination in using condoms is representing a threat, as it means that priorities are
different from the past. It seems to be less important to protect oneself against sexually
transmitted diseases, including HIV infection than to be prevented from unplanned
pregnancy. (see WHO, Improving Health through Schools; National and International
Strategies, 1999) This fact appears very much in the developed countries, in which the
female adolescents tend to focus on founding a family much later and try to get work
experience first. The most common sexually transmitted diseases among young people
are: HIV/AIDS, gonorrhoea, syphilis, Chlamydia infection and herpes. (see WHO,

Improving Health through Schools; National and International Strategies, 1999)

In general it can be stated that there is far too less data available that clearly describes
the health status of young people from the age of five to nineteen. More clarification of
facts about mortality at a very early age, as well as the main reasons of death has to be
done further on, in order to push international communities towards interventional
activities and implementations. (see WHO, Improving Health through Schools; National

and International Strategies, 1999)

What experts are certain about is the fact that basically most behaviors are developed in
early stage of life, which means focus has to be put on the age-group of five to nineteen
years old. These behaviors might be smoking, alcohol abuse, drug abuse, poor nutrition
or malnutrition, and others. (see WHO, Improving Health through Schools; National and
International Strategies, 1999)
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Later on these behaviors can be strongly connected to leading causes of death among
young people, like accidents, coronary diseases, violence and HIV. No matter to what it
may contribute later on in the children's life; may it be a liver disease, may it be an
accidental death; simply the fact that these behaviours are preventable, obliges Public
Health, politics and international communities, to intervene. (see WHO, Improving Health
through Schools; National and International Strategies, 1999)
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7 The school setting

In 1986, the Ottawa Charter says that “health is created and lived by people within the
settings of their everyday life - which means, the location where they spend most of their
spare time, where they learn, where they work, play or love”. (Improving Health through
Schools; National and International Strategies, WHO, 1999, p. 16)

Health is created by every individual and the interaction between all individuals in the
setting, and all affected individuals basically rely on the fact that society additionally
creates conditions which further push the maintenance of a healthy lifestyle. (see Ottawa
Charter, WHO, 1986)

Health risks have to be prohibited in their initiation exactly where students spend most of
their time. The school setting represents a great possibility to improve the health status of
the students, as well as their families in the broader sense, school personnel and any
other member of the school community. The message is very simple: school reaches
worldwide millions of students and through them indirectly their families and communities.
(see WHO, Improving Health through Schools; National and International Strategies,
1999)

In 1995 the WHO called in a team of experts in order to create a committee which’s aim
was to identify what schools can do to use all their resources available in order to
improve the health status of children and students, school staff, families and other
members of the community. The committee sat together for 4 days in the WHO's
headquarter in Geneva and the result was a long list of recommendations. (see WHO,

Improving Health through Schools; National and International Strategies, 1999)

Acceptance of school health programs have to be understood and supported by decision-
makers in influential international, national and local agencies, politics, but also the
public. The broad public may say it is worth to invest and develop such kind of programs,
but still they are often seen as secondary priority. The most important factor which was
among all other outcomes of the Committee was the fact that more alternative investment
has to be done in general in schools. (see WHO, Improving Health through Schools;

National and International Strategies, 1999)
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Secondly mentioned was the factor that girls have to be better enrolled in educational
opportunities. The committee goes even that far that they state that every attempt in
improving and expanding educational possibilities is one of the best health and social
investments a country can make. The fact that provision of a safe learning environment
for students has to be taken care of by the school as an institution was mentioned before
the fact that every school must enable pupils and students by all means to learn how to
keep up a healthy lifestyle and how to protect themselves from infectious diseases. (see
WHO, Improving Health through Schools; National and International Strategies, 1999)
Another very important point that came up between the experts of the Committee was the
fact that schools must see themselves as THE setting for health promotion in which basic,
but overall important knowledge is passed further. (see WHO, Improving Health through

Schools; National and International Strategies, 1999)

There must be general understanding that schools could have the opportunity to provide
the most cost-effective way to improve health; first of its pupils and students, and
subsequently of the society. Communities, families and the public should understand of
what great importance health education within the school setting actually is and support it
by all means. Any school program that has been developed in order to increase health in
schools has to not only be professionally designed, but also monitored throughout its
conduction and evaluated by experts. (see WHO, Improving Health through Schools;
National and International Strategies, 1999)

The call for international support and further development has to be heard and action has
to take place. International coordination between all member states would be highly
appreciated in order to found a general idea of comprehensive school health programs.
More important than anything else of course is the fact that every individual that is
responsible for educational health skills and promoting health in general has to be well
trained in order to address perfectly to the health needs of children and students. (see
WHO, Improving Health through Schools; National and International Strategies, 1999)
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7.1 Schulgesundheitspflege(maintenance of health in school) in Austria

Development of Schulgesundheitspflege in Austria

Before going into detall, it shall be stated at this point that the word
Schulgesundheitspflege as maintenance of health in school, will be kept in the German
language, as it does justice to the definition in a more accurate way.

In the second half of the nineteenth century natural sciences were arising; a fact that was
strongly supported by scientists and politicians. Together with chemistry and physics also
hygiene was in the focus of interest. Not only this interaction between medicine and
natural sciences is seen as the initiation of Schulgesundheitspflege, but also the growing
importance of paediatrics, the extended access to health care services and most

importantly the implementation of compulsory education. (see Kogler, 2007)

With the obligation to attend school in 1744, health condition of pupils and adolescents
became of greater interest, as it was already well known that healthy pupils would most
probably turn into efficient workers and at the same time contributors to economy.
Medicalisation, the construction of health care establishments and the inclusion of
medicine into public health matters and interests represented the foundation of the

implementation of School Physicians in the setting of school. (see Kogler, 2007)

To understand the necessity of the implementation of the Schulgesundheitspflege, it is
important to have a clear picture of the social conditions of the beginning of the
nineteenth century. It was characterized by a very fast increasing population which had to
face huge challenges as unemployment, medical shortage and in general very hard living
conditions. Due to the unsatisfying health conditions of most workers, it was easy to
realize that health promotion and health care services had to be provided to the public. In
1889 one of the most effective, long-term, measurements was implemented in Austria,;

the health insurance by law for the working population. (see Kogler, 2007)

Only medical checks in regards to the employability, the physical ability to work,
vaccination programs, the physical ability to attend the military, the conduction of
campaigns in order to fight infectious disease as tuberculosis or the implementation of
medical checks in schools, were an opportunity for the public to benefit from medical
provision. Not only was this a necessity in order to screen for various infectious diseases;
it was mostly the only medical supervision that many children could have access to. (see

Kogler, 2007)
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Furthermore the importance of the interaction of medicine became obvious and politics
became aware of the fact that medical experts were indispensable and needed to be

included in various areas of public life. (see Kogler, 2007)

The nineteenth century was characterized by the transformation of natural scientists to
experts in health related issues. More and more communities of experts (as the
Arztegesellschaft) or scientific papers were founded, which pushed the development of

specialised, medical disciplines. (see Kogler, 2007)

This transformation had a very strong impact on the changing understanding of health
and illness. Increasing knowledge mainly in science of biology brought new skills in
regards to treatment of bacterial infections and thereby founded the basic of various
vaccinations. Strong and efficient research and mainly better technologies (as for
instance microscopes) gave more insight into the origin of diseases and knowledge was

gained about how to prevent or treat them efficiently. (see Kogler, 2007)

These scientific attainments had two very important outcomes. First of all the importance
of medicine and practitioners became more obvious for politics. Secondly, the progress of
science in bacteriology gave green light for a totally different and new approach towards
hygiene. (see Kogler, 2007) Still, it was not possible to erase most of the popular
infectious diseases due to the fact that scientific knowledge was not sufficient.
Additionally the dominating lack of hygienic and social conditions in regards to living was
still representing a huge challenge. (see Kogler, 2007)

Interestingly to mention shall be the fact that one of the reasons for the implementation of
School Physicians in schools was the lack of work placement for medical doctors in
general. The existing positions for physicians were not going to be broadened and also
within the public there was no need for additional medical services. It goes without saying
that the solution was to create new placement for work and the school seemed to be a
good possibility to newly implement medical doctors. (see Kogler, 2007) Mainly the
upcoming discussions about hygienic conditions among the public and a lack of
knowledge in regards to hygiene, but also the interest of the state to be able to get back
to a healthy and well working society, pushed the initiatives to implement physicians at
school. Also scientific papers were dealing all of a sudden mostly with health promotion at
schools and the importance of medical surveillance of the youth in the setting of schools.
(see Kogler, 2007)
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7.2 School Physicians in the context of Schulgesundheitspflege

As already mentioned Schulgesundheitspflege had its origin in the hygienic conditions
under which pupils had to live, learn and work. It goes without saying that these hygienic
conditions were poor. (see Haupt, 1963) Gym classes were implemented in the early
nineteenth century as a result from many discussions about the safety of the health of
children in the context of Schulgesundheitspflege. From the side of the medical experts it
has been and still is no matter of discussion whether Schulgesundheitspflege should be
an integral part of every day school life. In the beginning of Schulgesundheitspflege it was
the teachers and pedagogues who were against any influence from physicians. (see
Haupt, 1963)

School Physicians did exist though, but not in the context of Schulgesundheitspflege.
Their responsibility given by the governments was mainly to take care about the condition
of the school buildings itself. De facto the School Physician was consciously used to
control the quality of constructional work and was kept busy as he or she should not take
over any initiative in regards to medical services. The School Physician was responsible
for the school, but not for pupils. (see Haupt, 1963) Interestingly to mention is the fact
that when it came to sexual education, teachers were very happy to pass this
responsibility over to the School Physician, although it was not intended to include the

School Physician in classes. (see Haupt, 1963)

Industrialisation, the obligation to attend school and in relation the fact that infectious
diseases showed an increasing occurrence due to the high number of pupils in narrow
space; all these were still not initiating that School Physicians would have their eligibility
in the setting of school. Slowly, with the nineteenth century coming to an end, the child
started to be in the focus of interest of several physicians and the call for individual
medical examinations of pupils at schools got louder. This was the most innovative
approach to child public health in the school setting when considered that this happened
to be at a time when Schulgesundheitspflege itself was still in its “children’s shoes”.
Haupt (1963) defines this new approach at that time as the transition of school hygiene
to pupils’ hygiene. This transition founded the basis for the position of a School
Physician as we know him or her today. Services provided by the School Physician
started to be organised and was seen as an integral part of medical provision. (see
Haupt, 1963)

66



Finally it was the Second World War and its consequences that can be seen as the
cause that made School Physicians suddenly becoming a real necessity. The emotional
as well as the physical damages of children and adolescents required new working
methods and medical services also in schools. A fact that created also new places of
employment. Suddenly the School Physician could make decisions about meals at
schools for malnourished pupils or furthermore send them on reconvalescence

treatments. (see Haupt, 1963)

Experts did not get tired of writing publications and doing research about the hygienic and
health needs of pupils and adolescents. But all the formulated goals were hardly ever
implemented and realized; and if, then at different time points and in different federal
states. Only the Schulunterrichtsgesetz of 1986 should bring along the realisation that
was so urgently needed in order to structure the health care system at schools by law.
(see Kogler, 2007)

7.3 Schulunterrichtsgesetz of 1986

The Schulorganisationsgesetz from 1986 regulates the admission as pupil to the
institution of school. Not only does it state the legal requirements in order to be able to
receive admission to a school, it also defines the possibility to skip classes in case of
exceptional learning abilities, but also the repetition of specific levels of education. (see
Wagner-Kreimer, 2005)

Browsing through the Schulorganisationsgesetz from 1986 in order to find any connex to
the School Physicians tasks, one will find him or her mentioned in the following

paragraphs:

- § 3 admission as pupil: the School Physician has to examine the physical eligibility
and the health condition of the pupil in order to find the appropriate school
(compulsory school, high school, etc) (see Wagner-Kreimer, 2005)

- 8§11 obligatory subjects: in case a pupils has to be freed from specific subjects, a
medical attest has to be presented which may be provided by the School
Physician (see Wagner-Kreimer, 2005)

- § 26 skip classes: admission to the next but one level of education is only granted
if there is no doubt of excessive demand. The School Physician may perform a
medical examination which proves the physical and psychological maturity of the

pupil (see Wagner-Kreimer, 2005)
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- 8 27 repetition of levels of education: in case of health related issues a pupil may
be allowed to repeat a level of education. The School Physician may perform a
medical examination in order to integrate the pupil accordingly (see Wagner-
Kreimer, 2005)

- 8 45 absence of class due to illness: absence is granted in case a pupil suffers
from a severe disease that might infect other pupils. Also in case of bad weather
conditions that might put the pupil’s health at risk on the way to school, absence
may be granted. The School Physician may perform a medical examination in
order to approve leaving class. (see Wagner-Kreimer, 2005)

- 8 63 class and school forums: events in regards to Schulgesundheitspflege are
organised by these forums. The School Physician may be involved in the
organisation or execution (see Wagner-Kreimer, 2005)

- 8§64 school committee: When dealing with matters of Schulgesundheitspflege, it is
mandatory to invite the School Physician to attend meeting of the boards (see
Wagner-Kreimer, 2005)

7.4 § 66 Schulgesundheitspflege/ medical care

8 66 is of great importance for health promotion within schools as well as for the
activities of a School Physician and basically the only paragraph dedicated to pupil’s

health in connection with the School Physician.
Divided into four main pieces, it states as following: (see Wagner-Kreimer, 2005)

1) School Physicians are obliged to assist teachers in any questions thtat are
related to health issues of pupils, as well as education and attendance of
school. School Physicians are obliged to advise and additionally perform
medical examination of the pupils.

2) Pupils are obliged to attend once in a year the medical examination performed
by the School Physician. Furthermore it is possible to perform additional
examinations, which requires the acceptance of the pupil. In case the School
Physician detects any health deficiency, he or she has to inform the pupil or
respectively the parents or legal record.

3) In case matters of Schulgesundheitspflege are discussed within conferences
or committee meetings as well as questions in regards to pupil’'s health are

coming up, School Physicians have to be invited to attend in order to advise.
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7.5 Schulgesundheitspflege as of today

The health care system embraces amongst many others the matters of health education
as well as the matters of health prevention in relation to children and adolescents
attending school. With regards to content, health prevention defines systemic, organised
preventive, medical measurements dedicated to a specific target group, in this case
pupils. Irrelevant is the fact where these medical measurements take place; they can be
performed in- or outside of school. It is crucial that they are affecting pupils. Due to this
given factor, the school as institution has no responsibility in regards to health prevention.
(see Frankhauser, 2008)

In comparison to the health care system the responsibilities within the school system are
totally split. Not only does this refer to the legislation, but also to the execution. As an
example it shall be highlighted that School Physicians who are operating in secondary
schools are seen as organ of the federal government. Whereas School Physicians
working in compulsory schools, are part of their municipality. (see Frankhauser, 2008)

Crucial part of the school system is the field of education. Schulgesundheitspflege is
assigned to the field of education and is carried out by the School Physician who is under
supervision of the respective school administrator. Equally as teachers, the School
Physician can be seen as organs of the school, or rather the school administration. In
dependence of being employed within a compulsory and secondary school, the School
Physician is in service with the municipality or the federal government. (see Frankhauser,
2008)

The School Physician’s activity is regulated within the Schulunterrichtsgesetz, which will
be get back to in a later chapter. At this point it shall be indicated that within the § 66 of
the Schulunterrichtsgesetz, it is stated that the School Physician is obliged to exclusively
advise teachers in regards to the health condition of pupils in a dimension that is
necessary for the design of education. The School Physician can be seen as assisting
teachers within their education activities. Focus is put on the collective of pupils, not on
individuals. The School Physicians advisory function is not individual-related. In order to
comply with his or her obligation to advise, the School Physician has to examine the

pupils once a year. (see Frankhauser, 2008)
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It goes without saying that there are many more activities that are performed by the
School Physician. These are then anchored outside of the field which is marked out by §
66 of the Schulunterrichtsgesetz and are based on contracts with the head of the
respective school. These additional activities are discussed later on in detail in chapter 9.
Important to mention at this point is the fact that many of the School Physician’s activities
(as for instance spontaneously planned medical checks, shortly before school trips) are
based on the initiative of parental association that have a quite strong influence on events
in school. (see Frankhauser, 2008) Even if these additional activities are not legally
anchored, it is legally inoffensive as § 66 in the Schulunterrichtsgesetz states that
besides the yearly medical examination additional examinations can be performed.
Therefore it becomes obvious that every additional activity of School Physicians is only

an offer to pupils and parents. (see Frankhauser, 2008)
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8 School Nurse, School Physician- what makes them so important?

The British and the Austrian health care system share one characteristic. In English, as
well as in Austrian schools, very important key players can be found who are
representing the health care system. These key players might have a very different

educational background from each other, but they have one thing in common:

They work in the setting of school and are responsible for the health of young pupils and

students.

Medical examination and preventative measurements, conducted and implemented by a
School Physician or a School Nurse only have one target: to reduce diseases and health
risk factors within a population. As the setting of school offers the unique possibility of
working with a corporate population of children and adolescents, best possible and
successful strategies have to be defined and preventative interventions have to be
implemented. (see D, 2008)

Important to bear in mind is the fact that most of the preventative measurements bring
along a risk-potential, caused by wrong positive diagnosis, or treatments, which are not
necessary to perform. (see Kaminski and Gartlehner, 2009)

e Definition of screening

Screening is an essential part of clinical prevention in school aged children. Screening is
defined as a number of examinations of healthy individuals without any discomfort or
health problem. On the one hand, screening is meant to detect any disease related risk
factors, on the other hand it is supposed to realize either existent diseases, or any illness,
which has not yet shown any symptoms. The aim is to detect any pathologic change, in
order to start any necessary treatment as early as possible. (see Kaminski and
Gartlehner, 2009)

Screening only represents the suspicion of a change or disease, but requires continuative
diagnostic examination. In order to be declared as efficient screening, knowledge about
the necessary steps of treatment, as well as access to this treatment is needed. The
primary endpoint is the improvement of the patient's condition. (see Kaminski and
Gartlehner, 2009)
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The United Kingdom Screening Committee® summarizes the required preconditions of

screening as following: (see Kaminski and Gartlehner, 2009)

- Screening-tests shall be easy, safe and validated

- The allocation of test-values needs to be known within the targeted population

- The test shall be accepted by the population

- Further diagnostic procedure in case of a positive result shall be scientifically
accepted, as well as available for every patient

Effective treatment of diseases or symptoms, which shall be detected in an early stage,
has to be possible and feasible. Scientific evidence is needed in order to prove that
treatment of the disease in an early stage leads to a better outcome than treatment which

is done after the disease has already progressed. (see Kaminski and Gartlehner, 2009)

But screening is more than one separate test. Screening ranges from diagnostic follow-up
examinations, treatments, to possible negative side-effects. The biggest risk of screening
is so-called false-positive results, which means that pathogen changes of healthy patients
are detected. This fact implicates that healthy individuals are have to undergo more
diagnostic tests and also therapies, which simply are not necessary and furthermore can
cause negative side-effects. It goes without saying that in almost all cases, false-positive
results are very likely to be emotional and psychological burden for the patients. (see
Kaminski and Gartlehner, 2009)

It is obvious that screening measurements, performed by a School Physician or a School

Nurse have to well chosen to be part of the medical examinations of the pupils.

In their report “Screening im Schulalter’(“Screening at school-age”), Kaminski and
Gartlehner worked on various screening recommendations, in order to highlight the most

important ones for school-aged children from 6 years to 19 years old.

> NHS, UK Screening Portal
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http://www.screening.nhs.uk/

From five international organisations which gave recommendation about evidence-based
screening interventions for healthy children and pupils; thirteen different screening
recommendations could be identified, which shall be listed: (see Kaminski and
Gartlehner, 2009)

- Obesity

- Arterial hypertension

- Urinary tract infection

- lIron deficiency anaemia

- Developmental disorder of motor activity and behaviour
- Disorder of lipometabolism

- Overweight and underweight

- Amblyacousia

- ldiopathic scoliosis

- Caries

- Visual impairment

- Developmental disorder of language and speaking ability

- Disturbances of growth

From the above listed health condition that should be screened for, the below shown

Table 2 gives more details in regards to recommendations for school-aged children:

Table 2: Screening Recommendations

e Disturbances of growth

From these thirteen screening Ol e e

recommendations surprisingly only
following are recommended for school-

aged children:

e Visual impairment

Recommended for school-aged children, )
e Amblyacousia

who did not attend any kindergarten or pre-
school, is screening for:

For these screening interventions there is a o Obesity .

e Developmental disorder of motor
lack of evidence: activity and behaviour

e Disorder of lipometabolism

e Caries

e Developmental disorder of language
and speaking ability

Source: own illustration based on Gartlehner and Kaminski, 2009
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Regarding to Kaminski and Gartlehner (2009), there is international consensus that
screening interventions should only be performed if there is scientifically proven sanitary
benefit. The outcomes mainly in regards to screening for obesity and caries are
surprising. More than ever it seems to be that sanitary benefit is not achieved by
screening interventions, but by preventative measurements. (see Kaminski and
Gartlehner, 2009)

Both, School Physician and School Nurse have the challenging responsibility to take over
these preventative measurements. In what way they do so, shall be discussed in the
following chapters.

One of the major characteristics of the Austrian School Physician system is the fact that it
is neither hardly standardized, nor is it clearly regulated by law. (see Kaminski and
Gartlehner, 2009) Which kind of screening methods, examinations or preventative
measurements are done, is completely within the responsibility of each School Physician.
Kaminski and Gartlehner discuss in their report “Screening im Schulalter” (Screening at
school-age), that the reason of the obvious inhomogenity in regulation, is a lack of
evidence-based recommendations for School Physicians in Austria. As a result, the
Austrian health care system is facing the fact of over-treatment or under-treatment of

school aged children. (see Kaminski and Gartlehner, 2009)
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9 School Physicians in Austria

The first governmental clause, which was dealing with the issue of ,hygiene®, was
released on 9th of June in 1873 by the ,Ministerium flr Unterricht und Kultus. (see
Gamper, 2002)

Within this clause, it was mainly aimed at the construction of school buildings, the
illumination, the toilet and waste water system, and the supply of water. For the very first
time, the School Physicians were assigned officially to health topics within schools. The
tasks of the School Physicians were dedicated to the role of an advisor in medical
guestions and also to inspect the schools in regards of hygienic conditions. Also
mentioned in this clause is a remuneration which was paid for great endeavour and

efforts for promoting health and health care within the school setting. (see Gamper, 2002)

In the following years the ministry for education and cult enacted further orders in regards
to the health care in schools. It was demanded that School Physicians would educate and
inform about sanitary interests and needs and would put special focus on the good
illumination and the proper posture of the students. In 1900 the ministry again insisted on
consulting the ,Amtsarzt” (Public Health Officers) before constructing new school
buildings. Furthermore Public Health officers were deployed in order to conduct hygienic

inspections school buildings. (see Gamper, 2002)

After having an insight into these ministerial absolutions, two aspects clearly come to the
fore. First of all, only Public Health officers were concerned in the role of the School
Physicians as we know them today; secondly that the role of consulting in regards to
sanitary issues was mostly taken over by teachers. The physicians, who were dedicated
to the health care within the settings of school, were interested much more in the hygienic
conditions of the school building than in the individual health condition of the students.
(see Gamper, 2002)

At that time the designation ,School Physician“ was more related to the school as an
institution, rather than to its students. That is why we can speak of a transformation from
the School Physician to the student’s physicians. Nevertheless, over all these years, the

designation ,School Physician® kept its importance until today. (see Gamper, 2002)
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Around 1890, more and more absolutions came up, but the idea of sending Public Health
officers to the schools in order to examine students, who did not develop physically as
their class colleges, disappeared as quickly as it came up. The reason was most probably
a lack of financial resources. (see Gamper, 2002) It was in 1895 in Vienna, when an
absolution was enacted which enabled the district physician to keep an eye on the
sanitary regulations within the schools and furthermore to testimonialize, if a child had to
be excluded from certain subjects. Additionally it was also constituted that the district
physician had to make a report to the authorities in case an infectious disease occurred in
one of the schools. (see Gamper, 2002)

It was 1907/08 in Berndorf in Austria when Dr. Robert Dehne for the very first time
examined all students of Berndorf. The interesting fact in this case was that these
examinations and efforts of developing the first medical service for all students within one

city were financed by an owner of a local fabric. (see Gamper, 2002)

His motivation to finance Dr. Dehne, the first Austrian School Physicians, is not clear. He
could have done this out of philanthropical reasons, but what seems to be more obvious
is that he already wanted to have a positive influence on the health of his future
employees. If this was in fact the reason for his financial support, he can definitely be

seen as a thought leader of his time. (see Gamper, 2002)

In 1908 the regularly medical service at schools in Berndorf was implemented. Before the
children could be examined in the beginning of the school year, the parents had to
answer the questions that were asked within the parents-questionnaire. This had to be
done by the parents each year, shortly before school started. Each and every year the
results were written in the so called ,Gesundheitsbogen® and in addition the parents were

also informed about the outcome of the medical examination. (see Gamper, 2002)

The medical examination was very extensive and the aim was to screen all students, in
order to consult the teachers afterwards where to place which child in the classroom. Ill or
conspicuous children were examined more often by the School Physician and the fact
that children from poor families had the opportunity to receive free recipes is very
remarkable if one considers that this happened more than hundred years ago. (see
Gamper, 2002)
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The children were measured and weighed. It has to be stated that this procedures were
taken over by the teachers! Focus was put on postural deformity, tuberculosis, diseases
affecting the skin and the nervous system. Another responsibility of the School Physician
was to find out whether a child had received a specific vaccination and in case it did not,

to send it to a so called ,Impfarzt®(vaccination-physician). (see Gamper, 2002)

Furthermore, focus was also put on dental hygiene. Not only had a dentist come to visit
the students at the schools in Berndorf, but also an ophthalmologist as well as an
otologist. Again the owner of the local fabric reimbursed these examinations. (see
Gamper, 2002)

In order to educate the children about how to take care for their personal hygiene, bath
rooms were provided. The idea behind this extraordinary effort was the hope that the
attitude towards personal hygiene would be spread within the families. (see Gamper,
2002)

Berndorf is representing an example of an extensive, innovative package of
measurements. The fundamental idea of Public Health and health promotion has
definitely been implemented. But it goes without saying that this was only possible due to

the financial support of the owner of the local fabric. (see Gamper, 2002)

This exceptional system, as it could be found in Berndorf, did not fundamentally influence
the medical service for schools in the rest of the country. It was the communities, cities
and territories which were taking over responsibility of sending physicians to the schools.
Still, the main task of the physicians was to supervise the sanitary conditions of the
schools and the individual health care of the students. School Physicians were asked to
teach the subject of hygiene in the schools and thereby their integration within the
schools started. (see Gamper, 2002)

Around 1910 the ministry of public work decided to hire seven School Physicians,
responsible for twenty-six schools. In 1913 it was the high schools which were now
attended by School Physicians in Vienna and Lower Austria. As there were no consistent
regulations, the School Physicians had no strict guidelines; they could conduct the

medical examination as they wished. (see Gamper, 2002)
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Financing was done through different ways. Either the physicians were paid by the
parents or the communities. In 1923, medical service within secondary schools was
regularized through an absolution of the ministry of education. From this point of time,
School Physicians received their salaries from the collected contribution of the pupils,
which they had to pay for physical education in any case. (see Gamper, 2002)

One of the main characteristics of the Austrian development of School Physicians is that
the historical overall view is very hard to summarize, due to the very different sphere of
competences of territories, districts and communities. (see Gamper, 2002)

9.1 The development of the School Physicians in Vienna, Austria's capital

From 1895 it was the District Physicians who were responsible for supervising the
hygienic conditions in schools. After the First World War a reform of the whole school
health care system took place, which was also accepted internationally. It can be
assumed that the very bad health condition of the children of that time was the reason for
this reform. (see Gamper, 2002)

Furthermore also the general understanding of health care and health policies influenced
the implementation of School Physicians. The new social democratic government
developed a new health care system, which aimed at serving all individuals from their
birth until their death. Prevention started to be in the centre of interest. (see Gamper,
2002)

Based on this new perception, new positions for School Physicians were offered for the
schools of the city. On July, 11th 1919 it was officially decided to hire District Physicians
as School Physicians. It has to be mentioned here that at this time there were only men
employed as School Physicians, due to the fact that women were only registered to the

studies of medicine from 1900. (see Gamper, 2002)
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Not too long after implementing the school medical service, its weaknesses became
obvious. Due to the huge operational field of each and every School Physician, they were
not able to handle the most important of their duties. Talking about medical service at
school, it was not only about hygienic conditions in schools anymore; even if it was still of
great importance for former health care policies; more and more also the medical
examination of the pupils, consulting of their parents, the combat of infectious diseases
as well as consulting teachers in case of any medical questions. All these were activities
which needed much more time than one was considering in advance, and therefore
almost none of the newly announced School Physicians could cope with all these tasks.
(see Gamper, 2002)

One of the measurements which were taken to solve this issue was to hire not only
general practitioners, but also specialists. In 1929 additionally an ophthalmologist as well

as an otogist were employed in the order of the city of Vienna. (see Gamper, 2002)

As it was the directors of the schools who had the responsibility about how to arrange the
school medical service which was provided by the School Physician, it was in 1923 when
the ministry of education finally announced an absolution about the instructions for
School Physicians. It has to be stated that this absolution only defined the medical

service in gymnasiums. (see Gamper, 2002)

For the very first time, it was the medical observation that was in the centre of focus and
not, as many times mentioned before, the hygienic conditions within the schools. Within
the first four weeks after the school started, the School Physicians had to examine the
students. The already filled-in parents-questionnaires gave guidance to the School
Physicians what has already been detected and what treatment the child had already
received. (see Gamper, 2002)

In case of any epidemic it was the School Physicians task to examine the affected
students and to supervise them after taking measurements. Preventative measurements

became also more important than before. (see Gamper, 2002)

It was intended to have also some spare time in order to be available as a consultant for
hygienic questions for teachers and parents. It was furthermore demanded that each
School Physician should have their examination room at the schools where they had the
possibility to hold medical conferences. These conferences should cover topics as

alcohol abuse, infectious diseases or genital diseases. (see Gamper, 2002)
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Additionally it was the School Physicians responsibility to provide the school with a first-
aid kit. As already mentioned above, these instructions were only valid for a very limited
domain within the school system. In 1919 a consistent law for School Physicians was
called for, but it took until 1974, when the “Schulaerztegesetz” was enacted which is still

effective today. (see Gamper, 2002)

9.2 Legal basis of School Physician in Austria

Basically there is no differentiation between the various medical specifications, and all
medical doctors are obliged to follow these regulations. (see Wagner-Kreimer, 2005)

The main regulations, which are called ,Hauptstuecke“ in the German language, shall be
listed here: (see Wagner-Kreimer, 2005, p.15-24)

- document and inform about infectious diseases

- obligation of secrecy; notification and reporting

- detection of illness and its evaluation

- precautionary measurements

- dissociation of ill individuals

- disinfection

- exclusion of individual persons from educational establishments in case of
reportable diseases

- closing of educational establishments in case of reportable diseases

- surveillance of reportable diseases

- prevention of reportable diseases through medical examination, and preventive
measurements in educational establishment

- report of mistreatment, assault or batter

80



The legal basis for School Physicians is anchored in the: (see Wagner-Kreimer, 2005,
p.30-47)

Aerztegesetz 1998, BGBI. | Nr. 169/1998

Epidemiegesetz 1950, BGBI. Nr. 186/1950

Verordnung des Bundesministeriums flr soziale Sicherheit und Generationen
betreffend anzeigepflichtige uebertragebare Krankheiten, BGBI. Il Nr. 456/2001
Tuberkulosegesetz, BGBI. Nr. 127/1968: Bundesgesetz vom 14. Maerz 1968 zur
Bekaempfung der Tuberkulose

Gesetz vom 22. August 1945 ueber die Verhuetung und Bekaempfung
uebertragbarer Geschlechtskrankheiten

Aids-Gesetz 1993, BGBI. Nr. 728/1993

Impfschadengesetz, BGBI. Nr. 371/1973

Verordnung des Bundesministerium fuer soziale Sicherheit und Generationen
ueber empfohlene Impfungen, BGBI. II. Nr. 280/2001

Bundesgesetz vom 23. Jaenner 1974 ueber die mit gerichtlicher Strafe bedrohten
Handlungen, BGBI. Nr. 60/1974

Allgemeines buergerliches Gesetzbuch (ABGB)

Schulorganisationsgesetz, SchOG, BGBI. Nr. 242/1962

Schulpflichtgesetz 1985, BGBI. Nr. 76/1985

Bundes-Schulaufsichtsgesetz, BGBI. Nr. 240/1962

Schulunterrichtsgesetz 1986 SchUG, BGBI. Nr. 472/1986

e Schulorganisationsgesetz from 1962

The Schulorganisationgesetz from 1962 gives attention to the duty and regulations the

school, as an institution, has to follow. (see Wagner-Kreimer, 2005)

Under paragraph 2 it is stated that Austrian schools have the duty to contribute to the

development of ethical, moral, religious and social values of the students by offering the

best possible education. The schools are responsible to provide the knowledge and

competences which are necessary for any future profession, but as well for life. The

young individuals shall be educated in order to become healthy, hard-working, dutiful and

responsible members of society. Furthermore they shall be lead to self-defined

judgement and social comprehension, as well as openness towards economy and culture

of Austria, Europe and the World. (see Wagner-Kreimer, 2005)
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Within the article of the Schulorganisationsgesetz from 1962, the only time a term in
connection with health is coming up, is highlighted above. Neither a term that is strongly
connected to health condition, nor a term as prevention, disease, or health promotion
could be found in the article.

In the Schulpflichtgesetz from 1985 these terms appear at times. In only very rare
occasions the term ,medical examination“ shows up in order to describe the necessity of
conducting an examination to identify whether a child is ready for pre- or primary school,
whether a special educational need is required, or whether a student has to be excused
from school for longer periods. (see Wagner-Kreimer, 2005)

As far as health care and hygiene is concerned, only the Schulunterrichtsgesetz from
1986 addresses this issue very briefly. It is stated that a so-called ,Klassenforum“(class
committee) is responsible to carry out and establish courses and lectures that deal with

health care. (see Wagner-Kreimer, 2005)

Finally in the Schulunterrichtsgesetz from 1986 under paragraph 66 the ,schulaerztliche
Betreuung®, the medical supervision and care can be found. In the first paragraph it is
stated that School Physicians are obliged to support teachers in any health related
guestions that are raised by the students, as long as these questions are concerning the
educational curriculum as well as the school attendance; and to advise and to conduct all

necessary examinations of the students. (see Wagner-Kreimer, 2005)

The second paragraph states that it is the student's liability to attend the annual medical
examination aside from the very first examination, the school readiness examination that
is obligatory in order to be able to attend any kind of school. In addition to this annual
medical examination, further examinations are possible, if it goes along with the
acceptance and agreement of the students. The School Physician is obliged to report any
sanitary deficiency to the pupils. (see Wagner-Kreimer, 2005)

Under paragraph three it is stated that in case of any health related topics and an affair
being discussed in a teacher's committee or conference, the School Physician has to be

invited in order to attend in a consultative function. (see Wagner-Kreimer, 2005)

Deduced from the legal perspective given above, the main duty of the School Physician
in Austria is the medical examination of the students, which is meant to assess the

physical condition the student is in. (see Wagner-Kreimer, 2005)
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9.3 How to become a School Physician in Austria?

The main requirement to become a School Physician in Austria is the so-called “ius
practicandi”. After successfully earning a medical degree, students receive the title
“doctor medicinae universae” (doctor of overall medical science). To be able to work as a
physician, it is needed that the students absolve a 3-years program which is dedicated to
various, pre-defined disciplines. Each head of department has to evaluate the students
positively before a final exam has to be done. Thus, the ius practicandi is acquired. (see
Arztekammer fir Wien, 2011)

To become a specialist, a so-called “Facharzt’, the students have the possibility to start
straight into the specialised education program, which lasts for 6 years. Typically School
Physicians are general practitioners, although paediatricians and women are favoured for
the position of a school physician. The function of a School Physician is classified as
additional occupation, which means that most of the School Physicians run their own
ordination. Still, there are some full-time School Physicians to be found. (see
Arztekammer fir Wien, 2011)

Even though the Austrian medical association (the so-called “Arztekammer”) offers a
specific educational program for School Physicians, the so-called “Schularztediplom”, it is

not required to obtain it in order to be able to operate as School Physician.

Generally schools do not have any impact on the choice of the School Physician, if the
position is to be occupied. Job offers can be found on the webpage of the ministry of
health. (An example will be displayed in the annex; Figure 6) In rural areas very little
School Physicians are found, as the general practitioner, the so-called “Gemeindearzt’
takes over the function of the School Physician and is in charge of medical services in

schools in the close surrounding. (see Arztekammer fur Wien, 2011)
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9.3.1 The School Physician Diploma

Courses for the School Physician diploma are offered in Vienna, as well as in Tyrol.
Regarding to the information from the side of the medical association, increased demand
for these courses can be observed. (see Osterreichische Akademie der Arzte, 2011)

The overall aim of the course is the deepening of knowledge in specific medical
disciplines concerning children and adolescents. Moreover in the centre of focus are
theoretical, as well as practical methods of examination and treatment; a general
introduction into science of education and communication, as well as legal aspects and

basics.

In addition the participants are expected to be trained in Public Health promotion and
health prevention, and shall also refresh their skills in first aid. Knowledge about how to
prevent disease caused by false nutrition, as well as their prevention is communicated
within the course additionally. Furthermore the awareness of drug abuse and familial

violence is supposed to be raised. (see Osterreichische Akademie der Arzte, 2011)

e Target group

Particularly the content of the course is designed for paediatricians, but participation is

possible for general practitioners as well. (see Osterreichische Akademie der Arzte, 2011)

e Duration of the course

The course consists of 6 workshops; of which each workshop lasts for 2 days. In total the
course comprises a 135 hours and has to be absolved within one year. The course is

accompanied by E-Learning. (see Osterreichische Akademie der Arzte, 2011)
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The tuitions in scope of the Arztakademie are as following:

Table 3: Courses of the Arztakademie

e School as place of employment *  Sexual education

e School buffet e Heart diseases

e School psychology e School enrolment examination
e Orthopaedic diseases e Smoking free school

e Doping e School and addictions

e Sporting injuries e Physiotherapy

e Logopaedia e Disturbance of growth

¢ \Wound management

Source: own illustration based on Osterreichische Akademie der Arzte

e [ees

The total fee for the completed course is € 1.500,-. Members of the medical association
have to pay uniquely the amount of € 42, - in order to receive a certificate. Participants
who are not members of the association, have to pay uniquely € 84,-. (see
Osterreichische Akademie der Arzte, 2011)
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e Continuing education

The medical association provides optional further training for School Physicians. Every
one to two months, School Physicians have the opportunity to attend scientific sessions
and lectures dedicated to specific needs of pupils and students. These sessions are
chaired by medical doctors who are specialists in the field of interest. (see
Osterreichische Akademie der Arzte, 2011)

In order to give an example of these courses, those from the actual year 2011 shall be
listed here (see Arztekammer flr Wien, 2011)

- June 2011: vertigo and its clarification

- Sept 2011: homoeopathic pain therapy

- Oct. 2011: counselling for 6 to 18 year old pupils and food intolerance
- Nov. 2011: asthma and COPD in children and adolescents

- Dec. 2011: children and adolescent’s gynaecology
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9.4 Job description of a School Physician

Searching for a position of a School Physician in Vienna or elsewhere in Austria, one can
easily find vacancies on several platforms in the internet. Major sources are the
Arztekammer Wien or the Ministry of Health. One will be confronted with one-A 4 sheet
which is quite straightforward and basically doesn’t contain too much text. (Figure 6) After
essential information in regards to the place of employment, the extent of the position and
the starting date, only a few points are dedicated to the requirements to fulfil the job. (see
Bundesministerium fur Gesundheit, 2011)

The listed essential requirements are following:

Obtaining the Austrian citizenship or a citizenship within the European Union

Qualified Medical Practitioner as General Practitioner or Specialised

Capability to work in a team

Capability to work with and for adolescents
These requirements are followed by others which can be considered as being an asset:

- Perennial experience as General Practitioner or Specialist in Paediatrics
- In depth knowledge in terms of psychosomatic diseases of adolescents and
conduct disorders

- Knowledge and experience in terms of prevention of narcotic drugs

The Job description is then after filled with some general information in relation to the

contract and insurance, but doesn’t respond at all to the job profile or tasks anymore.

In comparison to the job profile of a School Nurse in the United Kingdom this profile
seems to be rather without expression. The job profile of School Nurses shall be
described later on in chapter 9.8.
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9.5 Medical examination

School enrolment/ Einschulungsuntersuchung

Konigswieser (2005) writes about the so called “Einschulungsuntersuchung”, the school
enrolment or readiness examination which aims at detecting the physical and sanitary

appropriateness to enrol school at a certain age.

School readiness is the keyword in this context. In earlier times it have been somatic
criteria that determine the physician’s decisions whether the child was ready for school or
not. Nowadays medicine advances the view that the School Physician, as basically every
physician, should consider the whole human being, physics and psyche. If this is
realistically feasible and operable- also in a timely manner, leaves certainly space for

discussion. (see Kodnigswieser, 2005)
How can school readiness be then defined?

Children develop physically very quickly until the age of six, whereas in the following
years their development slows down very much compared to the time before, as it was
found out. (see Konigswieser, 2005)

This fact complicates the decision about school readiness which is defined by physical
development. Medicine and school policies have to realize and accept that school
readiness is a hypothesis, that is based less on knowledge and experience but based on
assumption. Would one want to really capture and comprehend a child’s readiness for
school, it would be necessary to know and evaluate a variety of different variables of the
child’s life. Unfortunately this is not realizable, but this does not mean of course that
medicine and politics have to resign. More important than ever it is, to effectively take
moderate advantage of the time available, without falling back on time-consuming,

extensive and circumstantial test procedures. (see Konigswieser, 2005)

For the accomplishment of the medical examination, a minimum of facilities is necessary:
a light, calm, heated and friendly room is the optimal environment for any kind of medical
examination or conversation. It is recommended to have a writing desk, seating
accommodation, storage possibility and of course an examination-couch. The most
important equipment which is needed for a School Physician is a scale, a reliable device
to measure the body length, as well as basal equipment needed. (see Koénigswieser,

2005)
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The appropriately completed parental questionnaire, the so called “Elternfragebogen”
(parents’ questionnaire) should be brought by the child, who is most probably
accompanied by the mother or the father; and is supposed to replace the standard
medical history. (see Konigswieser, 2005) Figure 5 of the “Elternfragebogen” can be
found in the addendum of this work.

Focus should be put on greeting of the student and any companion. Only by the presence
of a child, the School Physician can already receive a lot of information about the child’s
interaction and the socio-economic status. Some School Physicians ask the students to
bring a questionnaire with them, from which they can get all information about children’s
diseases, any injuries, surgeries, or any other health problems. In the focus of the
anamnesis is definitely the history of vaccination and to detect any lack of vaccination,
which has to come after with a co-operative consideration to the general practitioner of

the child. (see Kdnigswieser, 2005)

From a Public Health point of view, vaccination of children is in the centre of interest for
every physician and therefore it is his duty to motivate each child and respectively their

parents or their majors to undergo vaccination.

Severe physical or sensorial impairment or any other disabilities are most likely to be
known already and under treatment. One of the main aims of the medical examination in
order to define school readiness is the detection of any deficiency in the development of
the child, as for instance various cognitive functions (sense of form and space, structuring
and differentiation, calculative thinking, entry of quantities and language), willingness to

work, duration of concentration, attentiveness and motivation. (see Konigswieser, 2005)

Furthermore it is in the centre of interest to see whether the children are able to be
without their parents, respectively their psychological parent and whether it is capable of
showing independence within a group of similar age. (see Konigswieser, 2005)

In order to receive a complex overview, the School Physician is also supposed to absolve
a short, but detailed social anamnesis. Here he or she should choose open questions
that, preferably, are answered by one of the parents and give some detailed information

about the social network and social competences of the child. (see Kénigswieser, 2005)

Questions like “What happens, if Christoph spends some time with his friends?”, or,
“Please describe Marta’s afternoon!” can be quite helpful to receive an impression of child

from another perspective. (see Konigswieser, 2005)
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After the social anamnesis, a short test should be accomplished. Specific guidelines,

about which kind of skills a child at a certain age has to be capable of, can be used by the

School Physician during the test. (see Kdnigswieser, 2005)

Table 4 shows that an age-appropriate motor function is represented by following facts:

Table 4: Capabilities for motor function

Kdnigswieser

Explain the difference and similarity between a pen and a
pencil

Explain the difference between familiar objectives, as dog and
bird

(2009) Explain how many parts one will have in hands when dividing
an object
Explain what a wood is composed of.
Stand on one leg
Bounce on each leg
Fun ambulation on a five-meters long line
Meinert Take a seat on a chair and to step down
(1997) Catch and throw back a ball

Unwind a ball of wool

Source: own illustration based on Kénigswieser, 2005

During this motor assessment the School Physician has to pay attention to noticeable

problems and asymmetries, as well as to the child’s handedness. When it finally comes to

the physical examination it is most important to be very considerate of the child’s

shamefacedness, as it has to be undressed for some time.

Body length while standing and body weight should be measured and compared with the

recommended values according to the sex. Body length should be related to the age,

whereas body weight should be related to the body length. Also the circumference of the

child’s head should be measured and be compared to the norm. (see Kdnigswieser,

2005)
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Additionally blood pressure would give important information about the child’s health
condition, as well as the examination of the genitals. The most common noticeable
problems, which can be identified quite easily by the School Physician, are: (see
Konigswieser, 2005)

- Phimosis: a condition where the male foreskin cannot be fully retracted from the
head of the penis

- Hydroceoele: accumulation of fluids around a testicle

- Labial adhesion: partial or complete adherence of the labia minora

- Retention of the testicles: abnormal displacement of one testicle

Last but not least also the feet of the child should be examined. In the focus of interest is
the very common flat foot, which can easily be identified by asking the child to stand on

its toes, as the arch of the foot should be visible. (see Kénigswieser, 2005)

Summing up, the school enrolment examination is a big challenge for the School

Physician.

Apart that with this medical examination the individual readiness of a child is defined and
assessed, this examination gives a lot of important information about the development
and the health condition of a whole peer group. Valuable data can therefore be collected

for further epidemiological research. (see Kénigswieser, 2005)

At the same time it has to be seen as a great chance, to be able to screen a lot of
children in-depth who would not attend any general physician at this age. So far children
attended the paediatrician due to the so called “Mutter-Kind-Pass™*at the age of three,

four and also five years.

'® The ,Mutter-Kind-Pass* was implemented within the Austrian Health Care System in 1974 and is

representing a monetary stimulus that is supposed to motivate parents to undergo pediatric examination
with their children. It is strongly linked to the childcare benefits and is free of charge for any person,
regardless the person’s citizenship.

For more information follow: Mutter-Kind-Pass
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After the period which is covered by the “Mutter-Kind-Pass” is over however, many
children run the risk to not be medically tested anymore. Of course this won’t inflict
damage on most of the children, nevertheless also a healthy child should be screened
once to twice a year, in order to identify any physical disorder and more important to
prevent any physical damage by giving some basic information in a suitable way for
children about leading a healthy lifestyle. (see Kénigswieser, 2005)

The school enrolment examination is of great importance if done precisely as it is the very
first preventive medical check-up when entering into the school system. It allegorizes a
very important contribution to the evaluation of school readiness and is supposed to be
the fruitful basis for all future interventions between the School Physician and the child.

(see Konigswieser, 2005)

Furthermore, as already mentioned, it is highly important for statistical-epidemiological

data. (see Konigswieser, 2005)

To be questioned is, whether the School Physician can influence, over a long period,
children and students by the annual medical examination which each student has to
undergo during his academic career. In the focus of interest is the question if an annual
examination is sufficient to have an effective influence on the students. This shall be

subject of further research and discussion.

Fact is that during the annual medical examination it is impossible to cover all medical
areas as urology, orthopaedics or ophthalmology. Therefore it is more important to focus
on prevention and promotion of an overall hea