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Abstract
This paper puts forward the task of the European Union in the protection of the right to health by
providing adequate living standards in refugee camps. The right to health is protected through
legislative frameworks and implementation of laws. Member states should provide the necessary
materials and conditions for satisfactory standards of living for each applicant in order to protect
both their mental and physical health. The paper also includes special rules for vulnerable people
and the right to health care such as emergency care and treatment of chronic illnesses.
Considering all these facts, the member states are neglecting not only the right to health but also
their obligation to protect such right stated in international treaties. Refugees in camps struggle
to access healthcare services, sanitation and adequate standards of living. The complexity of
refugee health issues is influenced by several internal and external factors including
administrative struggles, economical differences and societal situations.
Keywords: WHO, Healthcare Systems, EU, Rights, Refugees, Diseases
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Introduction
‘’I spent years in a refugee camp in Ethiopia, and there I watched two young boys, maybe twelve
years old, fighting brutally over rations that one kicked the other to death. He had not intended to
kill his opponent but they were weak and very young. This is a quote from a refugee showing the
realities of living in refugee camps. (Eggers, 2006) In the past few years Europe has been the
centerpiece of a migration influx, from refugees seeking asylum to other migrants. As a
consequence, the European Union has had the need to address several issues, one of them being
public health and its challenges. (Parliament, 2016)
The risk of refugees carrying infectious diseases is a subject of concern. Poverty and
harmful routes are among of the most important risk factors which influence the well being of
migrants during and after their arrival in the destination countries. For the sake of public
interest, given that the health of each resident has a major effect in the public health and in the
economical-social aspects of a country, the improvement of access to health care services for
refugees is crucial. (Team, 2018) The 1967 Protocol of the Refugee Convention gives the
definition of a refugee as ‘’ a person who owing to a well founded fear of persecution for reasons
of religion, race, nationality, or membership in a particular social group or political opinion is
outside his country of nationality and is unable or unwilling to avail himself of the protection of
that country.
The methodology of the paper is based on the right to health as a human and international
right and it stretches the need for the protection of such right. The paper includes literature from
articles, books, reports and official international organizations’ websites such as WHO and
UNCHR. The equity and solidarity by which EU member states are defined by is violated by a
decrease in legislative and manpower resources to regulate the basic healthcare services in
refugee camps. Moreover, this paper is written on the basis of international treaties such as ‘The
New York Convention’ and ‘Sustainable Development Goals’’ and how member states have
adopted such international obligations to regulate healthcare systems. Lastly, the paper analyzes
the WHO reports on the healthcare access and the absence of healthcare services across EU
countries.
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Generally, the first section of the paper discusses the EU member states initiative to
address the influx of refugees in Europe. It focuses on the risks that mass movement of people
causes on public health. The World Health Organization, national governments and NGO’s
contribute to organize healthcare systems in order to provide effective healthcare services to all
refugees and migrants. The second section of the paper focuses on the failure of the EU countries
to fulfill the obligations of the international agreements. It further extends to the violation of the
right to health as an international and human right. Such violation is done through restricted
health care systems, poor standards of living and failure to allocate the necessary resources and
funds.

1. Legislative Framework: EU Refugee Healthcare Policies
1.1 The New York Declaration Treaty: A Global Treaty
In 2016, The United Nations General Assembly held a High Level Summit. Its aim was
to create a more accountable system for responding to the large movements of refugees and
migrants. Also known as ‘The New York Declaration’, it was signed by 193 Member states. The
concern of health was included in paragraphs 30-33, 59, 80, 83 and on ‘Comprehensive Refugee
Response Framework’ in paragraphs 5c, 7b, and 13b. The Convention pushed the states to
address on such topics as gender based violence, provision of basic health care, psychological
care, education, and protection of the rights of refugee children, especially the unaccompanied
ones. The Member states would work towards the insurance of necessary health care services for
girls and women. Their responsibility lies on responding to health care needs of refugees who
arrive at their countries or reside in camps. (Matlin, Depoux, Schutte, Flahault, & Saso, 2018)

1.2 Selected Targets of SDG
Furthermore, ‘The Sustainable Development Goals’ (SDGs) was adopted by all UN states as
long term goals to end poverty, protect the planet and ensure the enjoyment of prosperity and
peace for all people by 2030. A key goal of 2030 Agenda is to ‘leave no one behind’. This means
including refugees in efforts to address inequality in healthcare. The first target of SDG is to
reduce the maternal mortality ratio. Refugees face a higher risk of maternal mortality because of
lack of services, non communication between patient and doctor, and lack of knowledge about
the healthcare systems. Secondly, SDG seeks to end the epidemics of AIDS, malaria,

5

EUROPEAN UNION: HEALTH STANDARDS IN REFUGEE CAMPS

tuberculosis, and other communicable diseases. Limited healthcare services prevent refugees to
receive treatment. Thirdly, SDG’s goal is to achieve universal health coverage (UNC) and access
to quality healthcare services. Although countries adopt policies for UNC, refugees are usually
excluded and neglected from it. (Tulloch, Machingura, & Melamed, 2016)

1.3 Improvement of Health Care Services
Improving refugee health would include the ensuring of the safe passage of people and their
displacement in the host countries. Member States would collaborate together to ensure the safe
passage of refugees by restricting unsafe routes and possibilities of human smuggling. There
should be no imprisonment of asylum seekers or separation of children from their parents in
order to avoid any psychological burdens. It is necessary the expansion of public health
interventions, health care staff, primary health care and improvement of data collection to
increase the medical care in camps or in temporary housing. Regarding infectious diseases and
malnutrition, there should improvements in water systems, waste management and vaccination
coverage. Many refugee camps should cooperate with NGO’s for the provision of professional
staff and adequate resources. (Bethel, Newacheck, & Hawes, 2014)
An increase in data collection about health outcomes of refugees should be established
and shared in order to facilitate the creation of new health care models and improve
accountability. Medical care should be provided in accordance with the cultural and linguistic
characteristics of each refugee by including traditional healing practices combined with modern
medicine. The usage of medical care based on information of trauma where health services
address how trauma influences the life of the patient can increase health outcomes, improve trust
in providers and build peace. The goals should be achieved by respecting refugee’s privacy,
using qualified staff and working with refugee organizations to support for economic and legal
needs. (Camarota & Zeigler, 2015)

2. Protection of the Right to Health
2.1 The Right to Health as a Human Right
Despite the fact that the European Union recognizes everyone’s right to health, such fundamental
right is often violated for political and economical reasons. United Nations’ ‘’The Universal
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Declaration of Human Rights’’ in article 25 includes ‘’Everyone has the right to a standard of
living adequate for the health and well being of himself and of his family, including food,
clothing, housing, and medical care. Moreover, the WHO explains the right to health as ‘’access
to timely, acceptable, and affordable health care of appropriate quality’’ The availability to
health care is intertwined with physical and economic accessibility. Health care should be
affordable and non-discriminatory to anyone.
During the years 2015 and 2016, the European Union granted over 10 billion Euros to
regulate the refugee crisis in Europe. Due to the large number of refugees, the European
countries are undergoing a major economic pressure. However, most of these countries have the
adequate funds in case of natural disasters such as earthquakes or floods, but fail to allocate the
funds to provide health care for refugees. (Bolliger & Aro, 2018) The majority of refugees
coming from Syria or other third world countries arrive in Europe by travelling through the sea.
According to UNHCR analysis in 2015, 1,000,573 refugees landed in Europe using sea
transportation and 34,000 by land transportation. As a consequence of dangerous roads, 4,000
refugees lost their lives before arriving in Europe. Nonetheless, their arrival in Europe does not
necessarily mean the guarantee of health and safety. (Daynes, 2016)

2.2 Difficulties Accessing Healthcare and the Spread of Diseases
Majority of European countries provide only access to emergency care, while in some
other countries refugees have to pay themselves for medical care. Only a few countries,
including France, Spain, Portugal, Netherlands, and Switzerland provide full access to medical
care, which are equal to the treatments that each citizen in each country receives. Even in those
countries which allow access to emergency care that is not always free of charge. Most medical
support is provided by NGO’s, and it is relied upon voluntary nurses who are not the best trained
to work in such conditions. According to European professional medical staff, the accessibility to
health care is deterred by several reasons: no health care coverage, lack of knowledge for
European health care system, distinct cultural backgrounds, different treatments of illnesses, bad
behavior among medical staff and patients, inability to access medical history of patients and
language barriers. (Bolliger & Aro, 2018)
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2.2.1 Water, Sanitation and Housing

The WHO has announced that the most common diseases in refugee camps are gastrointestinal
illness, hypothermia and burns. The provision of sanitation is important for the prevention of
communicable diseases. Even though its importance is well known, thirty percent of refugee
camps do not have the necessary waste disposal services. (UNHCR, 2010) Due to the poor
sanitary conditions, which lead to rapid the spread of bacteria, there are many cases of upper
respiratory tract infections within refugees. Moreover there are also many cases of
cardiovascular diseases and lung cancers caused by smoke from open fires. In refugee camps it is
reported to have a significant lack in washing facilities and clean beds, which has led to the
spread of several skin conditions such as scabies. (World Health Organization Regional Office
for Europe , 2016) In 2014, on one of the most populated areas in Greece, Larissa, it is reported
that hundreds of refugees were suffering from extreme skin conditions such as insect bites,
sunburns, and dehydration. Such skin conditions were a result of difficult and unsanitary living
environment. Nowadays, this camp is no longer opened for refugees. (Dhesi, 2015)
According to the UNHCR many refugee camps are not able to provide the daily
minimum of 20 liters per person a day of drinking water. The provision of clean, drinking water
is important for the public health because the lack of it leads to diseases such as cholera and
diarrhea. In a study conducted in Kakuma refugee camp in Kenya it was found that households
who had been provided with a hundred and ten liters a day of water, there were eleven cholera
cases. Meanwhile, in households with access to thirty seven liters of water per day, there were
found thirty two cases of cholera. In addition, housing in refugee camps is of poor quality and
overcrowded. For example, in Sri Lanka a refugee house is a very small one room house with
wooden walls and an iron roof, which is poorly ventilated. Mold and dampness cause symptoms
and illnesses such as digestive disorders, aches, and respiratory tract infections. Overcrowding is
associated with acute respiratory infections, and children’s poor mental health. (UNHCR, 2010)
2.2.2 Women’s Difficulty in Accessing Health Care Services

Pregnant women have difficulties in accessing the proper health care and they have faced
malnourishment and several infections. The large number of refugees in camps is causing a
spread of diseases such as acute respiratory infections, measles, and croup. In 2015, Doctors of
the World won a case against France into forcing them to identify minors in camps and to
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provide access to sanitation and drinking water for children and pregnant women. (Daynes,
2016) Refugees who have been through emotional trauma and torture suffer from severe
psychological conditions such as panic attacks, nightmares, post traumatic stress disorder, etc.
Yet, providing counseling for these refugees is very difficult because of the cultural barriers.
Numerous refugees are culturally unable to express themselves or are fearful of talking about
their emotions. (Parliament, 2016)
The equity and respect for the refugees has been violated. They have little access to
health care and many healthcare systems in EU countries do not protect the right to health,
despite agreeing to international treaties, which intend to protect human rights. Countries that
provide no access or only a partial access to healthcare have been discriminating. Psychological
help has been denied due to these restricted accesses to health care facilities. Most refugees do
not know of their right to health and European institutions fail to inform them on such
fundamental right.
2.2.3 Barriers of Seeking Health Care

The lack of information regarding access to health care systems is one of the many obstacles
refugees face. The difference in social networks leads to refugees ignoring the processes of
accessing healthcare. Moreover undocumented migrants fear obtaining healthcare services
because it is required from health workers to notify the police in all cases of irregular migrants.
This lack of information is strengthened by the complex administrative processes. Providing an
identity document is often hard because refugees who have traveled from distant places might
have lost all the relevant possessions on the road. ( Access to healthcare, 2014)
Most EU countries have a co-payment system in which medical care is a burden of the
patients. Not many refugees benefit from social services even though in France and Belgium
there are exceptions for the poor. Undocumented migrants in Germany are the most affected
because people have to apply to the social welfare office for any refund of primary health care
services. In addition, communication is important for requiring health care services, translation is
not always available for refugees. Last but not least discrimination is widely faced across
Europe. Xenophobia is expected to rise as the right wing parties are raising support in the EU
territories. (Access to Healthcare of Migrants in the EU, 2017)
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3. The Right to Health as an International Right
The right to health is found in a few international human rights apparatus. The United
Nation’s International Convent on Economic, Social, and Cultural Rights includes 'the right of
everyone to the enjoyment of the highest attainable standard of physical and mental health'.
Furthermore, the Charter on the Fundamental Rights of EU expresses that 'everyone has the right
of access to preventive health care and the right to benefit from medical treatment under the
conditions established by national laws and practices'. Nonetheless, undocumented refugees are
unable to fully access the health care facilities, only those of emergency healthcare. (Daynes,
2016). The EU Agency for Fundamental Rights (FRA) states that giving individuals treatment
only for emergency cases, it does not only affect their health but also the public health and it
brings about major economic bundles since providing health care services is more costly. This
statement is also supported in a recent analysis in Germany which concludes that preventing
migrants from fully accessible health care is a lot more costly than actually granting them regular
access to the healthcare system.
The EU member states’ governments should provide the necessary living conditions for
every person so that everyone has the right to live a healthy life, if they desire to do so. This can
be achieved through unrestricted health care services for every refugee that resides in every
European country. It is a government’s responsibility to protect the right to health for every
subgroup including refugees and to aim for equity. Such protection of the right to health has been
hindered by the EU government as they have been prioritizing the needs of their own citizens.
Living in Europe’s refugee camps has made the accessibility to health care very challenging
because refugees are not provided with the means of transportation to go to hospitals and the
treatments have been very expensive to obtain.
As stated above, on the international and national levels, the health strategies which are
crucial in management of migration have failed. The policies are often costly and depend of
external funding which is not as sustainable.

In addition, the health care field has been

challenging because of the people in transit, who are vulnerable and come from different
sociopolitical backgrounds. Moreover, the accommodation in camps as in every refugee mass
movement is an interim fix. Therefore, there has been little done about the health dangers that
have risen as a result of the overcrowding of people. (Health, 2018)
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Conclusion
In conclusion, health standards in refugee camps are not meticulously looked into by EU
countries and their national or local governments. Refugees undergo many obstacles in camps,
from low portions of food to no clean drinking water, no sanitation, overcrowded living spaces,
and restricted health care services. EU countries which provide full health care services are not
many, thus leading to emergency health care systems which are not always free of charge. But
what has the European Union done to address these issues? Despite having agreed on the
‘Sustainable Development Goals’ Agenda and the ‘New York Convention’, the member states
have failed to effectively resolve refugee health issues. Such failure is a result of many factors as
the negligence of the authorities and the complexity of the society.
The right to health is a fundamental human right and most refugees are not informed on
the importance of this right. The non provision of information is because of the negligence of
both the state institutions to inform people and of the people to seek for information. The equity
and solidarity of EU is decreasing in the healthcare front. Member states are not fully seeing the
importance of refugee health to the influence of the overall public health. It is important to see
migrants and refugees as part of the society rather than a distinct group of people. By involving
refugees in national healthcare mechanisms leads to no discrimination, equality and a better
humane world.

11

EUROPEAN UNION: HEALTH STANDARDS IN REFUGEE CAMPS

Bibliography
(2014). Access to healthcare. Medecins du Munde .
(2017). Access to Healthcare of Migrants in the EU. PH Movement Organization.
Bethel, C., Newacheck, P., & Hawes, E. (2014). Adverse childhood experiences: assessing the impact on
health and school engagement and the mitigating role of resilience. Millwood.
Bolliger, L., & Aro, A. R. (2018). Europe’s Refugee Crisis and the Human Right of Access to Health Care: A
Public Health Challenge from an Ethical Perspective. Harward Public Health Review .
Camarota, S. A., & Zeigler, K. (2015, November). The High Cost of Resettling. Center for Immigration
Studies , pp. 1-10.
Daynes, L. (2016). The health impacts of the refugee crisis: a medical charity perspective. Royal College
of Physicians Clinical Medicine , 437-440.
Dhesi, I. A. (2015). An environmental health assessment of the new migrant camp in Calais. Birmingham:
University of Birmingham .
Eggers, D. (2006). What is the What . United States : McSwenney's.
European Lung Foundation . (2014, 09 09). Retrieved from Study finds tear gas could have temporary
impact on lung health: https://www.europeanlung.org/en/news-and-events/media-centre/pressreleases/study-finds-tear-gas-could-have-temporary-impact-on-lung-health
Health, U. N. (2018, May 28). Time to Rethink Refugee and Migrant Health in Europe: Moving from
Emergency Response to Integrated and Individualized Health Care Provision for Migrants and Refugees.
pp. 6-15.
Matlin, S. A., Depoux, A., Schutte, S., Flahault, A., & Saso, L. (2018). Migrants’ and refugees’ health:
towards an agenda of solutions. Public Health Review .
Parliament, E. (2016). The public health dimension of the.
Team, E. E. (2018, February 12). EUROPEAN WEB SITE ON INTEGRATION. Retrieved from Migrant health
across Europe: https://ec.europa.eu/migrant-integration/feature/migrant-health-across-europe
The Law Library of Congress, G. L. (2019, Decemeber). Law Library of Congress. Retrieved from European
Union: Health Standards in Refugee Camps: https://www.loc.gov/law/help/refugee-camps/healthstandards.pdf
Tulloch, O., Machingura, F., & Melamed, C. (2016). Health, migration. Swiss Agency for Development
and Cooperation SDC.
UNHCR. (2010, August 11). Access to Water in Refugee Situations.

12

EUROPEAN UNION: HEALTH STANDARDS IN REFUGEE CAMPS

World Health Organization Regional Office for Europe . (2016, April 06). Retrieved from Refugee Crisis
Situation Update 3 : http://www.euro.who.int/__data/assets/pdf_file/0016/305503/Refugee-Crisissituation-update-report-n3.pdf?ua=1

Funding
This course has been funded by Jean Monnet Module in EU Health Issues 2019-2022 (610655EPP-1-2019-1-AL-EPPJMO-MODULE).

13

Title: Technology a solution or problem in
healthcare issues?

By XXXX (First year student)

Supervisor: Dr. Denard Veshi
Leader of the Module: Dr. Denard Veshi

Paper in ‘EU Health Issues’

Table of Content
Abstract .........................................................................................................................................p.3
Key words ....................................................................................................................................p.3
Introduction ..................................................................................................................................p.4
I. Advantages of medical technology in healthcare system .........................................................p.5
II. Disadvantages of medical technology in healthcare system ....................................................p.7
Conclusion .................................................................................................................................p.11
Bibliography ..............................................................................................................................p.12
(Acknowledgment) ....................................................................................................................p.14
Funding ......................................................................................................................................p.14

2

Abstract
The purpose of these research paper is to identify and analyze technology as a factor that has
affected in the healthcare services and the way it is received to the patients. Additionally, one of
the main points of the research paper is to see the benefits and disadvantages of medical technology
and how much has helped in solving or making easier the way of handling different health issues.
Based in different researches done such as journal articles, statistics, evaluations from experts of
computer science and medical background, and others type of information, it is necessary to claim
that technology as in other areas have been a great tool, in this huge medical mechanism, in
improving it the way works. Furthermore, since adoption of new things in a system needs time, it
creates problems and affects a lot not only to adaptors of new medical technology but also to
patients that accept to use it. These research paper study three main benefits of medical technology:
increase of number of saved lives, better communication structure, fast and easy method of
organizing patient data; and three main disadvantages of it: increase of cost of medical treatments,
threats to security of patient personal information and inefficient online treatments.

Key words: technology, medical, patient, treatments, information, health
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Introduction
Healthcare has been transformed a lot by technology. Technology has played the role of a
bridge between healthcare and success, but also between healthcare and failure. Fast changes in
technology implemented in biotechnology, pharmaceuticals, in progress of medical devices,
availability of technology diagnostic equipment and changes in methods used by doctors have
brought a revolution in the way healthcare services have been transmitted to us today. Moreover,
medical technology has improved the quality of our life and has contributed in economy with
billions of euros. There are people that would say that because of technology applied in health
care system people cannot afford the prices of different treatments such as diagnostic and
therapeutic ones. In addition, medical technology since has been improved and developed rapidly
has brought more efficiency in many areas of it, but however its cost has been increased day by
day. On one hand, there is a high demand of doctors and hospitals to have more facilities in
diagnostic and therapeutic treatments, On the other hand there is an increase of patients’ needs,
cost of treatments and problems with security of sensitive data. There should be a balance
between all these elements so the technology can achieve its goal in health care system. Some of
benefits brought by medical technology are: increasing the number of patients' lives saved,
improving the communication system in hospitals and faster patient profiling, and search of
him/her through electronic health records. Some problems of medical technology are: high cost
of patient treatment, lack of security of patient databases and inefficient online treatments.

I.

Advantages of medical technology in healthcare system
First, through technology the human errors have been almost eliminated through that

doctors in hospitals have had a better control and facilitated the diagnostic and therapeutic
treatments and have improved diseases management. Through medical technology some diseases
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that used to be incurable in present days they are easy curable and some diseases that used to be
deadly ones, today have had at least a probability to be curable or slowing the death of the patient
(Robert, 2004). According to some statistics resulted from a 44-year period of research, death rates
have dropped by around 43 percent. In more details, death rates of stroke have fallen by 77 percent,
of heart diseases by around 68 percent, of diabetes by 17 percent and of cancer by 18 percent
(Jimein et al.,2015). Since 1980, thanks to medical technology in U.S., is added five years to life
expectancy (AdvaMed., n.d). Heart attack treatment is a good example that reflects this type of
benefit of medical technology. According to “Hong Kong Journal of Emergency Medicine”,
because of medical technology the way the heart attacks are treated has changed a lot. Specifically,
it has been implemented bypass surgery, angioplasty with stents and long-term drug therapies that
have minimize the possibility of additional heart attacks. By 1998, hospitals made a lot of surgical
treatments and through that patient’s health was kind of evidently improved. Furthermore, studies
have found that thanks to investments done in the implantation and development of technology in
hospitals have increased life expectancy of patients with heart attacks with one year (Lth & Kl,
2002).
Thanks to technology the communication has been significantly improved all over the world
in every area of life, one of that is medicine. Moreover, different inventors and programmers
through their invention of different devices and programs have made not only a more efficient
communication, but also have saved cost of it and time. Specifically, the creation of digital devices
has made more easily available the contact between the patients and doctors or nurses in hospitals.
By the implementation of communication systems in hospitals, now it can help with their different
functions, for example, when there are cases of emergency, the patients through clicking the button
on the device, calls in real time the nurse or doctor for help (Muhammad, 2019). A good example
5

of communication systems is telemedicine. Telemedicine is a health care system that has made
available to physicians to examine in distance their patients. An increase and development of
bandwidth availability and decrease of cost of data transmission with the digitalization of medical
and non-medical requirements. Moreover, it has been a data redundancy for medical consultations.
Furthermore, devices like video telephones have made possible the transmission of images and
other related data between doctors and patients. Thanks to these types of devices the transmission
of data can be made in different time zones without any problem. In poor countries has been a
quicker access to healthcare by telemedicine. Moreover, thanks to it, patients have been recovered
easier (Lth et al., 2002).
Another benefit of medical technology is the availability to record the information about
patients, labs and doctors electronically. In more details, are recorded data such as medical
histories, allergies, laboratory test results, billing information etc. More security and freedom are
given today by digital technology if we compare it with the paper records (Health Europa, 2019).
Specifically, medical records are stored in the computer system and can be accessed from
everywhere very fast and easily (Muhammad, 2019). Additionally, with the help of technology
information is shared more easily and has improved the collaboration between labs and hospitals.
As a result of weak communication between different departments in hospitals are created many
problems and Electronic Medical Record (EMR) has partly solved this problem. Reduction of
medication errors is done through EMR system, for example, information about allergies of patient
is accessed from professionals even if the patient is unconscious. Significantly, thanks to EMR
some problems have been reduced and new services are created (John et al., 2007).
Additionally, in 2013 due to some federal programs in developed countries the adoption of
Electronic Health Record (HER) by three-quarters of physicians. From a study done in Kaiser,
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from 2004 to 2009, the emergency department visits were decreased around 29 per 1000.
Moreover, using HER has been done the hospitalization of diabetes patients. To develop the HER
further it is needed to link it with the Health Information Exchanges (HIR) (John et al., 2007).

II.

Disadvantages of medical technology in healthcare system

Besides the benefits, some disadvantages have been caused by medical technology causing
many problems in health care system. One of the disadvantages that has caused directly problems
in health care system is the high cost of patient treatment. Surely, the health care has been improved
by the technology but also the cost of it has been increased more by making it almost unaffordable
for patients. Moreover, a balance between the cost and the service is not formed yet that because
of the lack of collaboration between doctors and innovators. Specifically, cost has been increased
either because the treatments of patient have become more expensive compared to the old ones,
either because of the increased number of patients treated with the introduction of new technology
(Lth et al., 2002). Type of treatments and surgeries that has been considered as very expensive are
for example robotic surgery and any kid of technological machinery surgery. Studies have shown
that the increase of implementation of new technology in medicine has not necessary shown an
increase in health care quality (Gabriel & Sherry, 2010). Surely, incurable diseases have become
curable as a result of advance medical technology. Sometimes, unnecessary medical treatments
are done to patients with their own request because of the fear they have of having a disease that
can be uncurable. Furthermore, researches done have shown that most of the inappropriate
diagnostic tests were done to patients that insisted more with the perception of strongly needed
(Lth et al., 2002).
Robotic surgery has been a good example that transmit directly the disadvantage of medical
technology. According to journal article, only a unit of robotic surgical system has costed $1
7

million up to $2.5 million. Additionally, besides the fix costs of them it should be mentioned the
cost of maintenance and additional administrative ones. Moreover, studies done about robotic
surgeries since 2005 have found that the additional cost of it has been up to $1,600, meaning 6%
of the total cost (Gabriel & Sherry, 2010). Hence, the treatments of patients have been expensive
and will continue to be with the full implementation of technology in medicine. In more details, if
conventional surgery is completely replaced by the robotic one the costs of treatments would be
much higher, and the bills would be unaffordable by patients. Furthermore, it would cost $1.5
billion more to the total health care cost and up to $2.5 billion including the additional costs
(Gabriel & Sherry, 2010).
Secondly, in hospitals has been a big problem with the security of patient information using
electronical record devices and different programs. Those type of devices have been described as
tools used for pure purposes by doctors, clinics and hospitals. It has been made clear by them the
use of the information gathered about patients. Moreover, with transparency is showed the
communication of records to insurers for reasoning the payments of medical services and to detect
frauds. Also, they are used by hospitals to make reviews of quality of services and of administrative
part. Additionally, recorded information is used for social purposes, such as medical research,
social service, determining life insurance acceptability etc. (Douglas, 2014). However, besides the
good purposes there exist insecurity of patient databases. Specifically, accidental disclosures,
insider curiosity and uncontrolled secondary usage are caused by technology. Disclosure of
information accidently has happened through informal communication done by medical personnel.
For, example through a conversation between care providers that is overheard (Thomas, 1997).
The first problem that has been mentioned above happens unintentionally. The other two
ones are serious problems that are caused intentionally, abusing with patient information.
8

Information has been abused by medical personnel since they have access to it, this is done out of
curiosity or for their own purposes. In more details, these are done because of the concern for their
family members, about the chance of sexual transmitted diseases in a colleague that they are dating.
Another reason why these is done by personnel is because of the curiosity they have to learn about
celebrities that are being treated (Thomas, 1997). Another main problem of security of patient
databases caused by the implementation of advanced computer systems is the release of
information for unauthorized secondary usage. Personal information accessed by the medical
personnel is accessed not only for the main purpose that is linked with the medical service, but
also for other purposes such as data mining in modern parlance (Thomas, 1997).
Another main disadvantage is the efficiency and harm that online treatments can cause.
Today, many online treatments are done between doctor and their patient thanks to the advanced
technology. Additionally, the consultation and treatments are done online as a result of large
distance and lack of possibility of a face to face communication between the doctor and patient,
also because some people can get embarrassed in a real consultation and treatment (Muhammad,
2019). Surely, online treatment easily and in a comfortable way is taken by patient at home, but
in the absence of a checkup and analysis of the patient the diagnose that is given by the doctor can
be the wrong one and not 100 percent the proper one. Why the results by the online treatment and
consultation are these? The image created by the face to face communication between them is
more real and details like the skin tone, condition of eyes, tongue, emotional state etc. Moreover,
the problem cannot be described clearly by the patient (Greg, 2016). Misinterpretations, the wrong
details given and incomprehension of some symptoms by patient can lead in difficulties and
complexity of decision that doctor can make in giving the proper diagnose. Another problem
caused by online treatment is the difficulty in the evaluation of qualities of doctor. For these online
9

consultations and treatments are guaranteed by websites that claim that provide expert doctors. As
it is studied and claimed by scientists the judgment made by computers and programs is limited,
thus the options given to evaluate the quality of service by websites are limited. Specifically, past
records are not shown by websites, hence is hard for people to trust online treatments and a
challenge for them to find the best doctor (Schuster et al., 2018).
A good example that has shown that online medical treatments are not completely reliable is
online therapy for people that suffer from depression. As it is explained by a family of therapists
in San Diego, California, it is true that some people that suffer from depression are advised by
doctors and therapists not to take antidepressants, but other cases when it is caused by a biological
element people need to take antidepressants. Additionally, is claimed by them that some their
clients have made online therapies and still struggled from depression (Schuster et al., 2018). Why
this has happened? Doctors may be expert but however, hidden symptoms of patient are not seen
by them through a virtual communication. As a result, is reasoned by therapists in the online
websites that the patient does not need to take antidepressants. The wrong cure given by them has
led to continuously harm the health of patient and not helping him (Greg, 2016).
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Conclusion
As a conclusion, what is analyzed in this research paper is important to understand the role
of technology in medical field. As every area is transformed and impacted by technology,
medical area that is one of them is transformed very slowly because of several problems it has in
implementation, with ethics laws and high cost of it. Moreover, a long way is to be done by
healthcare experts and improvements are needed in healthcare laws because the way it is
transmitted and received by patients has changed. However, what is emphasized in this research
paper is the value of technology and information systems implemented and adoption of
healthcare that has brought a lot of benefits in people’s life. Significantly, mortality rate has been
decreased, better communication system and transmission of information through this system,
improvement in organization of the personal record of every patient. Of course, besides the
benefits there are still a lot of problems that are crested by the rapidly change of technology and
slowness of setting limits in the use of it. However, a strong collaboration is placed between
hospitals, medical experts and legislators to keep in balance between the use of technology in
healthcare system and abilities of doctors and hospitals to wisely use it only for good intentions
and not harming the patient. Moreover, adoption of technology in medicine has brought more
benefits than damages, when the main benefit by it has been saving life and increasing the
longevity. What is expected to be done in the future in the medicine is to find the problems of
technology implemented and try to fix them.
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1. introduction
Abortion is defined as the expulsion of the uterus no later than the twenty-eighth week of the
pregnancy. The topic of abortion deals with the rights and wrongs of deliberately ending the
pregnancy before the birth of the child by killing the fetus. Abortion is a very delicate subject for
both the mother and the father who find their selves in a situation in which they have to choose
whether they will or won’t terminate the pregnancy. There are two main parts that you have to
take into consideration when dealing with the topic of abortion. First is the moral aspect of
abortion and second, is the legal aspect of abortion. This is a worldwide topic and most people
choose one side or another whether they are pro or counter abortion. There are two sides in the
debate of abortion, first there are the ones that are against abortion. These people are part of the
pro life movement. And then there are those who are supportive of abortion and are part of the
pro choice movement. Both side have arguments that seem to be logical and that’s what makes
the topic of abortion so difficult. The legality of abortion depends on different factors and form
society to society and culture to culture. Different societies treat the same topic in a different
manner. There are societies that ban abortion completely and there are others that allow it with
regulations or allow it freely. At different times there have been different societies that have
allowed abortion for different reasons. In this paper I am going to talk about the ethics of
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abortion as well as the legal norms that regulate it. Moreover I am going to talk about the role
that the father has in abortion and the differences between the two genders in relation with
abortion \

2. Methods of abortion
The termination of a pregnancy by abortion can be done in two different categories of methods
the first category is the surgical category and it incorporates all the types of abortion that are
done by means of surgical operation. And the second category is the non-surgical category which
incorporates inside it all the methods of abortion that don’t require surgical intervention. Nonsurgical abortion is effective and can be used no later than the first seven weeks of pregnancy
while abortion done by surgical means is safer to be done no later than month six of the
pregnancy. For each category of abortion the sooner is done the safer and most effective it is for
the mother. In the non-surgical category there are several methods that can be used for the
purpose of abortion. Firstly, there is the abortion pill. The abortion pill is distributed in two
phases, firstly the mother a drug called mifepristone is administered to the mother. This drug
blocks the eggs from sticking to the womp lining then forty-eight hours later the mother takes
another drug which causes the fetus to be expelled from her body. Another non-surgical method
is that of the morning after pill. This pill consists of a high dose of female hormones, the pill has
to be taken no later than seventy-two hours after the sexual intercourse has taken place. The
earlier the pill is taken the more effective it is. And lastly for the non-surgical category there is
the intra uterine device. With this method an intra uterine devise is fitted to the mother no later
than five days after unprotected sexual intercourse has taken place. Then there is the category of
abortions done by surgical means in this category there are different methods. Firstly we have the
vacum aspiration abortion, in this method a tube is inserted into the mother womp and the
contents of it are sucked out of that tube. Then we have the dilatation and evacuation method in
which the contents of the mothers’ womp are sucked out by means of suction. And finally we
have the partial birth abortion. In this procedure the body of the fetus is extracted to the vagina of
the mother after that the contents of the scull are sucked out of the baby killing it instantly, then
the intact body of the baby is extracted. This method is usually used by woman who are in an
advanced stage of their pregnancy and for medical reasons such as the baby having severe or
even fatal anomalies or if the pregnancy risks the life of the mother.

3. Pro-life/pro-choice
There are two sides in the abortion debate. The first one is the pro choice movement the
supporters of whom say that the right of the mother should prevail against the right of the fetus.
The second side is the pro life movement supporters that say that the deliberate termination of
pregnancy is always wrong. The right to life is a combination of two ideas or two rights. The first
right is the right not to be killed unjustly while the second one is the right to be provided with
everything needed to sustain life. These two concepts of the right to life are incorporated into the
pro life movements’ arguments to support their ideas. One of their arguments that is that is
supported by these concepts is that abortion does not make women free by giving them a choice
but instead it helps society to not fulfill young mothers needs. Women don’t need easy access to
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abortion to achieve equality but they need to be provided with the necessary means to be able to
survive in an economic and social manner as the young mothers that they are. Means such as
cheap and easily available child care for their children, both a workplace and a school system
that understand their needs by providing them with flexible working hours and opportunities for
maternity leave. As well as a state support system that helps mothers in their careers. Moreover
they say that if abortion wasn’t so easily available, the state would have to invest a lot more
money to support mothers that do not have the financial means to support a child and are forced
to the option of abortion. These movements’ opinion is that the right of life of the fetus should
always prevail against the right of equality or the right of the woman’s body.

4. Ethical arguments
Most commonly the people that support the pro life movement use ethical and moral arguments
to support their stands. The biggest issue when talking about the ethical side of abortion is to
clarify what we think about human life and when does the fetus become a moral being. For some
people a moral person is a member of the biological human species that has a human genetic
code. Others though define a human being as something way more different. These people define
a human being as one that possesses certain human characteristics in addition to the human
genetic code. Characteristics such as rights, obligations, the ability to think, communicate etc.
This distinction of what a moral human being is is very important to be sorted out because it is
the most important element of the arguments that are being made in relation with abortion. Those
who are against abortion state the fetus enjoys the right to life from its conception. Since there is
no defined period which shows when the fetus gets the right to life both sides and their
arguments seem to be right. Because of this pro life supporters have expanded their argument on
when a fetus becomes a moral being by bringing another argument on the table. Those people
state that the unborn fetus obtains the right to life because of the fact that it is a potential human
being. This argument gives the right to life to the fetus from the first phases of conception of the
embryo. The pro choice supporters though question the validity of this argument by saying that
being a potential human being does not give you any rights and that potential rights are not the
same as actual rights. Moreover they say that rights of potential persons are only potential and
that they become actual when a person becomes actual. In short they believe that only actual
human beings have rights. Moreover they state that the mother enjoys the same rights as the pro
life supporters believe the fetus enjoys. These rights include the right of ownership of her body
and the right to decide her own future. These two sides have one common belief though and that
is that abortion can be allowed for medical reasons, for example in case that the life of the
mother is in danger or when the fetus has a severe incapability. The similarities end there though
since any abortion for any other reason is seen as a crime by the pro life supporters with the
following explanation. Since killing a human being is a crime, and the fetus is a potential human
being, killing the fetus would be the same as killing a actual human being so abortion is the
killing of a potential human being so it is a crime. All arguments from both sides seem to be right
and to justify the stands of the movements but they contradict each other and that’s the difficulty
when dealing with the issue of abortion.

5. Abortion law and legislation
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Abortion legislation can be seen as both the cause and the effect of both the pro life and the prochoice movements’ arguments. Legislation behind the topic of abortion is a highly controversial
subject which incorporates ethical principles, practical, religious, and political grounds. Abortion
legislation regarding abortion regulates the availability of it. In other words it permits, restricts,
and bans abortion completely. That extend of the regulations depends from country to country.
The codification of abortion legislation started at the beginning of the 20th century and by the
middle of it the more and more countries started making abortion law liberal. This liberalization
of abortion happened mainly because of the nature of the subject. Traces of the practice of
abortion have been found as early as 2500 BCE in China. Women have practiced abortion for
centuries. So keeping abortion illegal didn’t stop women from doing abortions. It instead made
women turn to unprofessional and unauthorized private abortionists in order to proceed with the
termination of the pregnancy. So legislators legalized and liberalized abortion in order to make it
safer for the women who could now abort in state hospitals with the guarantee of the state.
Nowadays in Europe is legal with the restrictions varying from country to country. The most
common form of abortion law is the division of the pregnancy into trimesters. There are three
trimesters composed from three 3 three months each. In most European countries abortion can be
done by the request of the woman in the first trimester while in the second trimester abortion can
be usually done usually but with restrictions in place and in the third trimester abortion is usually
prohibited. The second trimester restrictions are the ones that vary from country to country. For
example in the second trimester abortion has been allowed in different societies for different
reasons such as, abortion for the sake of the mothers health, physical or mental, abortion when
the pregnancy is the result of a crime such as rape or incest. In cases when the child would have
serious handicaps or mental defects if it was born, for social reasons such as when the mother is
not capable to cope with a child or she is too young. Some European countries have stricter
regulations than others but nevertheless they can all be considered as having liberal abortion
legislation. The only European country with strict abortion legislation is Malta. Malta bans
abortions completely and does not have any exceptions in its law even in cases when the mothers
health is at risk. European countries have liberal abortion legislation but it would be hard to find
a country with a more liberal legislation than the United States of America. Abortion is legal
nationwide in America and that’s because of the 1973 Supreme Court decision of Roe vs Wade.
Abortions can be performed only with the desire of the mother even in the third trimester in
some states. Not all countries though have liberal abortion legislation. There are countries that
have strict laws and this countries are most of the countries in Latin America, most of the
countries of the Middle East, and seven countries from the Asia Pacific, as well as Malta. These
countries either ban abortion completely or they only allow it in case the life of the mother is in
danger. It seems to be that most developed countries have liberalized their abortion laws while
underdeveloped countries and countries that have strong connections with religion are stricter in
their abortion laws.

6. The role of the father
We already talked about the morality and ethics of abortion as well as the legislation regarding
the topic and we saw that they all regard only women their rights and freedoms. Not at any point
the role of the father was discussed, so which is the role of the father regarding abortion.
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Abortion exclusively deals with the rights of the mother and the rights of the fetus while the
rights of the father seem to not exist at all. That’s absolutely true because most countries
including European ones and the Unites States do not provide any rights to the fathers dealing
with the issue of abortion in their legislation. In other words the father has absolutely no say. We
can see that in decisions of American courts that’s show that fathers cannot veto the right of the
mother to abortion. The decisions go even further as to say that women don’t even have to notify
their husband when they make their decision to abort. The father has no say and seems to be
heavily disadvantaged with a decision that can change his life dramatically. A woman is able to
take away the right of the man to become a father and at the same time can she can make him
become one even if he does not want to. In other words the woman has exclusive power
regarding the issue. This disregard for the father and his role regarding the issue of abortion
should be changed. The legal framework should be reviewed so that it incorporates both the
desire of the mother and the father in an issue that is equally important for both of them.

7. Conclusion
To conclude, the issue of abortion seems to be something like a two headed sward. On one side
you have the private life of an actual person who has the right to do whatever she wants with her
body. And on the other side we have a potential human being that should theoretically have the
same rights as an actual person has. It is pretty hard to define whose rights prevail the rights of
the other. The two movements, the pro life and the pro choice use clear and logical arguments
that seem to be right while in the same time contradict each other. The main cause of these
arguments is the fact that a defined time on the pregnancy during which the fetus earns the right
to life is no and cannot be determined. This fact fuels both movements’ arguments in different
ways. Pro life supporters mainly use the moral and ethical aspect to argue that abortion cannon
be legal end that killing a potential human should be a crime the same as killing an actual human.
While pro choice supporters turn to legislation and human rights to support their arguments.
Most developed societies have liberal abortion legislation where the mother has the ability to
choose on her own for her body and her future. While most underdeveloped countries as well as
those which are heavily influenced by religion tend to have strict regulations on abortion. Neither
on the ethical nor on the legislative aspect is the role of the father mentioned. The father has no
rights at all at the decision of the future of the fetus. Legislation has given the sole power to the
woman to decide on the future of the fetus. The abortion issue is and will always be a
complicated one and that’s because of its nature. Both sides use logical arguments that seem to
be right. No change of legislation can make everyone happy because no matter the change
abortion cannot be fair for all. The only legislative change that would seem fair is the
incorporation of the father on the decision of abortion, a decision that is going to change his life
in a big way.
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Many of the clinical features of HIV/AIDS can be ascribed to the profound
immune deficiency which develops in infected patients. The destruction of the
immune system by the virus results in opportunistic infection, as well as an
increased risk of autoimmune disease and malignancy. In addition, disease
manifestations related to the virus itself may occur. For example, during the
primary illness which occurs within weeks after first exposure to HIV, clinical
symptoms occur in at least 50% of cases, typically as a mononucleosis syndrome.
HIV-related complications are rarely encountered in patients with preserved
immunity (i.e. CD4 T-cell counts greater than 500 cells/mm3). Recurrent
mucocutaneous herpes simplex (HSV), herpes zoster (VZV), oral candidiasis and
oral hairy leukoplakia occur with increasing frequency as the CD4 count drops
below this level. Immune thrombocytopenia (ITP) occurs in association with HIV
and often presents early in the clinical course. The risk of developing opportunistic
infections and malignancies typical of AIDS increases progressively as CD4
counts fall below 200 cells/mm3. The clinical manifestations of infections
associated with AIDS tend to fall into well-recognized patterns of presentation,
including pneumonia, dysphagia/odynophagia, diarrhoea, neurological symptoms,
fever, wasting, anaemia and visual loss. The commonest pathogens include
Candida albicans, Pneumocystis carinii, Mycobacterium tuberculosis, Toxoplasma
gondii, Cryptococcus neoformans, Mycobacterium avium intracellulare and
cytomegalovirus. Malignant disease in patients with HIV infection also occurs in a
characteristic pattern. Only two tumours are prevalent: Kaposi's sarcoma, a
multifocal tumour of vascular endothelium which typically involves skin and
mucosal surfaces; and non-Hodgkin's lymphoma, which is typically high grade in
phenotype, often arising within the central nervous system. The principles of
therapy include reduction of HIV replication by antiretroviral agents, prophylaxis
against the common opportunistic infections and treatment followed by subsequent
lifelong maintenance therapy for infections when they do occur.
The Human Immunodeficiency Virus/ Acquired Immunodeficiency Syndrome
(HIV/AIDS) is a global health problem: over 70 million people have been infected
with HIV, 35 million have died and 36.7 million people currently live with the
disease. HIV/AIDS is one of the most studied infection diseases with more than
260,000 papers (mentioning the topic) listed in GOPubMed and more than 42,000
papers (mentioning HIV/AIDS in the title) in the Web of Science spanning over
thirty year of scientific research. HIV/AIDS is studied by a plurality of biomedical
disciplines like epidemiology, virology , immunology or drug development and
non-biomedical disciplines like social sciences and humanities . All the
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biomedical disciplines working on HIV/AIDS strongly rely on a solid scientific
consensus, which explains the clinical manifestation of HIV/AIDS in terms of the
virus interactions with the immune system cells; the behavior and demography of
the immune system cells, and, most importantly, the virus interaction with the
biomolecular machinery of the host cells Two features are believed to be at the
core of the scientific consensus on HIV/AIDS: the natural history of the HIV
infection (the number of CD4+ cells and HIV RNA copies plotted over the time)
and the virus replication cycle (from the virus entry to the virus assembly, budding
and maturation).
Paradigms are the keystone of research communities, for they provide a foundation
for members of the community; they also define the questions, the standards, the
rules and the expected results that drive research efforts. Paradigms of HIV/AIDS
research are often presented in a timeline format. However, while such a historical
perspective is informative, they present two disadvantages: the first is that the
selection of the most relevant discoveries is arbitrary, i.e., not supported by
scientometric evidence, while the second disadvantage is that the paradigms are
not presented as the key elements of the organizing process of the research
communities.
The study of the emerging research fronts offers the possibility of analyzing the
relationship between the paradigms and the organizational process of the scientific
communitie . Research fronts can be considered as modules or clusters in a citation
network of papers, i.e., sparse sub-networks of papers that exhibit dense
connection.
It must be pointed out that research fronts are the footprint of the scientific
communities. That is, citation patterns of scientists exhibit homophily, which is
caused by the scientists trend to cite those papers that focus in similar topics with a
similar approach -and very often they cite those papers that strengthen the papers
argumentation Citations tend to point toward those discoveries that the research
(sub)communities consider the most relevant ones. i.e., the paradigms Therefore,
paradigms occupy the most central location in the citation networks; they are the
seeds that organize the emergence of the research fronts To explain the emergence
of the biomedical consensus on HIV/AIDS requires a study of the structure and
dynamics of the research fronts.
Previous studies using the research fronts analysis approach were mainly focused
in topics from engineerin, biotechnologies and scientometrics . There are some
studies that focused in the structure of the biomedical knowledge on specific
diseases. Our previous research has been particularly focused in the core region of
the literature networks. By doing this we have discovered the key feature of the
3

organization of the knowledge on cervical cancer and Ebola fever. Others have
reported the evolution of research fronts in anthrax research, cancer research and
cardiovascular medicine. By analyzing the structure and evolution of HIV/AIDS
knowledge we further our understanding of the nature of the biomedical
knowledge discovery.

According to the Cytoscape analysis, the network of HIV/AIDS papers displays a
power law distribution of their citations, which has important methodological
implications. The first implication is that a research front (a citation network
module) could be formed by other research fronts, which in turn can be partioned
into sub-modules. The second implication is that the nodes (papers) with the
highest indegree tend to be more “cosmopolitan” i.e., they have the lowest
clustering coefficient values. That is, they could belong simultaneously to several
fronts or any of them. Therefore, there are not clearly defined frontiers dividing the
research fronts. However, the standard in the scientometrics study of research
fronts seems to be to use clustering methods that define frontiers between the
modules, probably because this is make much more understandable the community
structure in a literature network. Moreover, our analysis reveals the front that is
most relevant to each paper. Finally, the most important implication is that in a
hierarchical literature network the most the papers with the highest indegree are
related with the paradigms that organize a research field or topic. Top cited papers
have been extensively used to identify the scientific achievements that establish the
standards of research practice of a particular community. There are no set
guidelines on the proportion of top cited papers that should be selected. However,
there is a tradeoff between selecting the most informative papers and maintaining
diversity of the information. In this work, we used a minimal indegree of 30 to
select the top cited papers, and in turn obtaining a considerable percentage of the
citations. The selected papers consist of only ten percent of the network but they
effectively account for two thirds of the citations. The selected papers are a
reasonable representation of the paradigmatic core of HIV/AIDS research.
Once the HIV was recognized as the etiological factor HIV/AIDS research entered
in normal science mode that is characterized by a high productivity and for a
specialization of the researchers. By specialization we refer to “concentrate
exclusively upon the subtlest and most esoteric aspects of the natural phenomena
that concern his group”. Once the paradigms are established, researchers focus on
the details, the smaller range problems and solutions that the current paradigm
provide. Our results suggest that the emergence of several of the specialized
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research fronts was caused by the partition of the general problem in interacting
elements. That is, HIV/AIDS research could be understood to some extent as a
particular instance of part-whole science in which paradigms determine the
abstraction of the parts that are considered the most relevant to explain the whole
phenomenon .
The general structure and evolution of the research fronts in HIV/AIDS research
shares similarities to that of anthrax and Ebola. The evolution of anthrax
investigation began with a preliminary on the immunology of the disease. From
this, four research fronts emerged: “anthrax gene sequencing”, “vaccine research”,
secondary research on PA (protective antigen) and LF (lethal factor), and “making
and purifiying toxin”. Subsequently, the research front on PA and LF split in three
fronts: “specific PA research”, PA mediated delivery of other substances” and
specific “LF research”. Similarly, the evolution of the fronts in Ebola research are
marked by a front related to the report of the epidemiology and the clinical
manifestation of the disease. A second front provide an explanation of the disease
at tissue-cellular level. Then, research on Ebola split into four research fronts, each
one specialized in one different virus protei. There is also a front aimed to the
development of vaccines and other immunotherapies. Similarly, the emergence of
the fronts in HIV/AIDS research started with a general research front that provided
the pathology of the disease and subsequently split into specialized fronts focused
on the study of specific molecular mechanism of the virus replication cycle. In all
three cases, the specialization of the research led to the emergence of research
fronts focused in the study of the parts that are thought to be key in explaining the
diseases. A report on the emergence of the research fronts in cancer and
cardiovascular diseases showed that the specialization process in these types of
diseases is complex. Jones et al. reported fronts specialized on microarrays,
targeted therapies, clinical trials, epidemiology and molecular etiology in cancer
research, while in cardiovascular diseases the fronts are organized around drugeluting stents, anti-platelet agents, pacemakers, hypertension and atrial fibrillation.
The difference between these two groups of diseases is that HIV/AIDS, anthrax
and Ebola are infectious diseases with a clearly identified etiological agent while
cancer and cardiovascular diseases are both complex multifactorial diseases.
This is the first time that the complex organization (and the evolution) of
HIV/AIDS research is reported. Our research provides fundamental knowledge
concerning the emergence of the paradigmatic explanation for HIV/AIDS and
therefore makes a contribution to the understanding of the nature of biomedical
knowledge. In addition, our work suggests that the development of the
paradigmatic knowledge on HIV/AIDS in terms of the emergence and evolution of
the research fronts followed two different routes. First, the emergence of the
5

specialized fronts (molecular mechanism and structures and cellular process) was
caused by the division of the general problem in their key process, element and
interactions, which is related to the concept of part-whole science. Second, the
dynamics of the fronts, particularly the evolution of front 1 “patient” and 2
“isolate”, appears to represent an adaptive and collective response from the
scientific community to changes in the epidemiological (the decline in the
morbidity and mortality of AIDS in the USA) and technological (the availability of
treatments and screening tools) context of this health problem.
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SOCIAL MEDIA AND ITS CORRELATION TO MENTAL HEALTH
ABSTRACT
The intent of this thesis is to delve into the problematics of the mentioned topic, as well as to
clarify the linkage between social media and how it impacts young adult’s mental health. To
date, more and more studies are showing that young adults, being the more active users of the
social media, tend to somehow deteriorate. However, it is still unsure how social media and
mental health are correlated to each other, that is why different theories such as blue light
exposure will be included in order to give this research the proper reasoning.
The major focus of this research is to:

•

Display whether social media can precipitate to different mental health disorders such as
anxiety and depression

•

Inspect probable situations when social media can cause sleep deprivation, online
harassment, etc.

METHODOLOGY
Looking through articles and books, different collections of data including surveys, long-period
questionnaires, and interviews were used in order to screen the association between social media
and how it impacts young adult’s mental health.
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The results are really thought-provoking. An abundance of studies showed that people who used
social media limitlessly are more exposed to experience poorer mental health, lack of sleep due
to the blue light, and poorer performance in daily activities as social media interfered greatly
with their daily lives. I also identified that these traits tend to be decrease when people use social
media with a certain limit. The greater the usage of social medias per day, the greater the
dissatisfaction, thus leading to anxiety, mild depression, but also sleep disorders.

Keywords: Social media, mental health, anxiety, depression, sleep deprivation.

INTRODUCTION:
Social media and the platforms and services it offers, are now accessible to everyone. Knowing
how impactful the social media has become over the last decade, with a scope that extends to
almost every young adult in the world, it is important to know the risks that come with it ,and of
course address it. Smith (2013) found that 84% of 18-29 year old are on Facebook, more than
any other age group. They are also the fastest-growing age demographic, growing from only 9%
usage in 2004. 3 Given that social media is becoming increasingly prominent in young adults’
lives, it is important to understand how this usage may affect them. This is why I think that it is
vital to make researches that address these kinds of problems, as it definitely contributes to
developing knowledge. My objective is to provide an understandable association between social
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media and mental health, even though the linkage is not completely understood yet, even after
scientific researches took place.
There are some questions that I want to give the answers to, in this research. Some of these
collections of answers and datas really grabbed my attention, as they revealed very important
informations.
1.How much are people that spend unlimited time scrolling through social medias,
negatively affected?
First of all it should be noted that the negative effects come in different manners. For eg;
negative body image feedback. According to some studies, those who had spent more time on
social media had 2.2 times the risk of reporting eating and body image concerns, compared to
their peers who spent less time on social media.( Sidani, J,2016) The participants who spent the
most time on social media had 2.6 times the risk.
2. What is the linkage between social media and sleep deprivation?
I identified that social media is definitely linked to poor sleep. Numerous factors can be
mentioned, as this is just the correlation, not the factors itself. The factors include: internet
addiction, stress and FOMO(Fear of Missing Out). Social media use could impact on young
people's sleep in multiple ways, for instance spending a long time on social media might lead to
reduced sleep duration, whilst incoming alerts in the night and fear of missing out on new
content could cause sleep disruptions. (J Adolesc, 51 (2016), Acta Paediatr, 99 (9) (2010) J Sch
Nurs, 28 (6) (2012). Blue light is one of the major facts of sleep disruption. Wright et al. (2013)
found that people who spent a week camping in the Rocky Mountains, exposed to only natural
light and no electronic devices, had their circadian clocks synchronized with the rise and fall of
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the sun. However, these natural circadian rhythms are hardly the norm in today’s fast-paced and
busy world. Our natural sleep cycles are being interrupted by an unlikely bedfellow: our laptops
and smartphones. The mobile devices and computer screens used to view social media sites all
have one thing in common: hidden within their glow, they emit high levels of blue light. This
artificial light disrupts healthy sleep cycles (Czeisler, 2013; Holzman, 2010; Santhi et al., 2011).
Santhi et al. (2011) showed that nighttime exposure to artificial light disrupts the body’s
circadian rhythm, or the 24-hour biological clock that controls our sleep cycle.
3. What are some theories that add up to social media and the influence that it has not only
to our mental health, but even to our daily lives?
The Displaced Behavior Theory
One idea that may explain how the sedentary behaviors encouraged by social media affect
mental health is that of displacement. People who spend more time in sedentary behaviors (like
social media use) have less time for face-to-face social interaction and physical activity, both of
which have been proven to be protective against mental disorders (Martinsen, 2008; Teychenne
et al., 2008). According to displacement theory, it is not the social media use in and of itself that
has deleterious effects on mental health, but rather the absence of other activities. According to
Ipsos Open Thinking Exchange (2013), Americans aged 18-64 who use social networks report
that they spend an average of 3.2 hours a day doing so. This number is even higher for young
adults: 18-34-year-olds report using social media an average of 3.8 hours per day, with 1 in 5
users aged 18-34 reporting that they are on social networking sites 6 or more hours per day. NBC
News reports that in July 2012 alone, Americans spent a combined 230,060 years on social
media sites. About 20% of the time Americans use their personal computers, they 16 are on

F.A

social media; 30% of the time they are on their mobile devices they are doing the same (Popkin,
2012).
4. Is there a link between social media and depression in young adults?
According to some studies, there might be a link, but a new research shows that social media can
be a good force also as it concerns depression. Two studies involving more than 700 students
found that depressive symptoms, such as low mood and feelings of worthlessness and
hopelessness, were linked to the quality of online interactions. Researchers found higher levels
of depressive symptoms among those who reported having more negative interactions.A similar
study conducted in 2016 involving 1,700 people found a threefold risk of depression and anxiety
among people who used the most social media platforms. Reasons for this, they suggested,
include cyber-bullying, having a distorted view of other people’s lives, and feeling like time
spent on social media is a waste.
Conclusion.
To sum it all up, it should be noted that this research provides a great importance as it brings up a
very serious matter, and it develops knowledge regarding potential dangers to the young adult.
Dangers that can really afflict a young adult’s life throughout their entire lifespan. Concentrating
on different focal points such as: depression, anxiety, and sleep deprivation, this research brings
explanatory theories or statistical studies, that if not completely illuminate the whole subject, as
it is very complex, at least it gives a better understanding to the mentioned problematic.
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Abstract
This research paper describes the consequences of natural disasters as a result of climate
change and global warming around the world, and what people should do to reduce them.
The word disaster perfectly associates with nature and human made.Natural disasters and the
evolution of human beings through years, play an important role in shaping the ecosystems of
Earth. Disasters caused by nature hit long before modern humans owned the planet and will
continue until the Earth exists. The main natural disasters which have destructive effects are:
earthquakes, fires, tornadoes, tsunamis,hurricanes,etc.

Keywords:Natural disasters, consequences, climate change, destructive effects, etc.
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Introduction
As we know a natural diseaster is a natural process of the earth. Some example of this natural
diseaster are floods,earthquake,tornados, bushfires etc. A natural diseaster can effect very
damage in our life. This damages can be in the infrastructure but also in peoples psychology.

Bushfires in Australia

Figure 1
Changes in Temperatures of Australia
SOURCE: https://www.bbc.com/news/world-australia-50585968

Earthquakes in Albania
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The last earthquake in Albania was a earthquake with 6.4 magnitude and it felt so much in
capital city in tirana. This earhtquake caused a lot of damage to many different buildings but

also brought a lot of sadness to people because many of them were lost. many people were more
psychologically damaged than physically

How do natural disasters effect our psychology?

It is not very easy for each of us to face these problems. many people
can get through this situation very quickly while some eight can't forget
those dangerous scenes that a natural factor can bring. especially young
children experience more and this is created in a kind of fear.
Conclusion

In conclusion, natural disasters are unpredictable and we can never do anything
to stop these kinds of problems that bring many problems to a person's life.
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How Does Playing Sports Affect Your Health?
ABSTRACT
Increasing evidence is convergent to suggest that different metabolic and cognitive functions are
improved by and after physical exercise. They include preventing certain mood disorders such as
depression, strengthening the immune system to cope with certain illnesses, or reducing subjective
perception, and the stress of disability from specific pain. In this latter sense, the threshold of concern
has been demonstrated to be modified in ordinary sportsmen and sportswomen, being more resistant
to pain. Physical activity operates in many metabolic aspects and we will expose in this summary
article three of these pillars of action, with examples and scientific references. On the other hand,
variables such as the frequency and pace of physical exercise are important to consider for potential
health benefits. In this sense, the seconds, minutes, and repetitions of each specific exercise are crucial
to its precise benefits and to the consideration of designing a proper sport training.
________________________________________________________________

Introduction:
Whether it's a basketball game or a football organized league, playing sports can
make you healthier and happier because of the physical activity involved. Playing
sports contributes to muscle development, coordination, cardiovascular health
and numerous other benefits associated with disease prevention; physical activity
can help ward off chronic diseases, including cardiovascular disease, diabetes,
cancer, hypertension, overweight, depression and osteoporosis. Sport can help
kids develop healthy bones, stronger cardiovascular systems, and powerful lungs,
according to Sport and Development.org. Being physically active as a child makes
it more prone to continue playing sports as an adult, promoting lifelong health,
according to the United Nations. Among women, sports can help prevent
osteoporosis and fractures. Sport can help people achieve fitness goals in terms of
weight loss, muscle development and fat reduction due to the physical activity
involved. Children who play sports are less likely to experience obesity. Physical
activity is associated with hormone regulation and the strengthening of the
immune system. It's not just your body that benefits from sports. Playing sports
contributes to mental health, helping to prevent depression and increase selfesteem and body image. Individuals who participate in the sport can also benefit
socially by developing friendships with teammates and feeling part of a group.
Children can learn positive mental health skills, including accountability,
leadership, and dedication, according to the University of Missouri Children’s
Hospital. Playing sports is a major stress reduction strategy because your body
releases endorphins.
Sport and diet
The beneficial effects of regular physical activity occur particularly during fatigue
and lack of concentration, factors that accompany patients during and after cures.
Nutrition and fitness play an important role against tumors, both in the initial
phase and in the quality of life during oncological treatments, explains one
oncologist who is also the meeting coordinator. For a life as before, dedicated to
the healers and their testimonies. To give hope to patients and promote postillness conversation, a website was also opened at the convention, gathering all
the stories of those who succeeded. Many studies have already been done on the
problem and the evidence is very clear, the oncologist continues. Physical activity

protects the development of cancer, especially in the colon and breast. For
example, girls who engage in regular physical activity are less likely to get breast
cancer. Data on breast cancer patients are very clear: sport can protect against
the tendency to recur and may reduce mortality especially in obese or overweight
women.
A solution for the elderly too
In oncology, the number of elderly patients is high and as a result it is even harder
to cure, because they also suffer from other diseases, take many medications and
often their health is more delicate. For this reason, anti-cancer therapies are very
heavy. For them too, a healthy diet and home gymnastics can be of great help,
according to an American study published in the journal Jama. According to latest
Instat data, about 270,000 new tumor cases are registered each year, of which
165,000 (61 percent) among 65-year-olds. 90,000 cases include individuals aged
65 to 75 years (30 percent of the total) and 75,000 cases (28 percent) individuals
over 75 years. It is mainly the elderly who are at risk of continually worsening,
even with a triple harm: their quality of life deteriorates, adversely affects the
family budget, and has a high cost to the local health service.
Confirmation from recent US study
American researchers at the National Institute of Health selected 641 Canadian,
English, and American seniors (65 to 91) overweight and some who survived
cancer. The elderly were diagnosed with breast, colon, or prostate cancer. Half
were told to follow daily dietary and sports habits, while the other half, former
patients, had to follow a diet program and light physical exercise in order to
achieve small daily goals. For example, to do some light exercises to strengthen
muscles, fast walking 30 minutes a day, reduce fat consumption and increase the
proportion of fruits and vegetables. After a year, the results leave no room for
doubt: the diet and gymnastics group showed better body functioning results and
greater mobility, slower age-related decline, lower risk for disease reappearance
and a better quality of life.

Walking, running, biking
So it's never too late to take care of yourself, as one patient who was diagnosed
with a 2001 diagnosis says: I was terrified. The only thought in my head was that I
didn't want to feel sick. So, I decided to do something completely new to myself, I
started running. The first few days I sat down to rest every single meter, but in
2005 I finished the marathon in 4 hours and 24 minutes. Since then I haven't
stopped running. Of course, not all former sufferers can and will want to dedicate
themselves to such competitions. To feel better, a minimal amount of physical
activity is sufficient, such as walking 30 minutes a day, or as doctors recommend,
at least 60 minutes a week of intense activity (running and jogging alternately). ,
or 150 minutes of moderate exercise, such as a slow walk. To feel better, just a
minimal amount of physical activity, such as walking 30 minutes a day fast. A
healthy diet and gymnastics at home "can be a great help.
How much physical activity do people need to stay healthy?
It is recommended that individuals engage in appropriate levels of physical activity
throughout their lives. For general health, it is recommended 30 minutes of
moderate physical activity almost all day of the week or at least 5 days of it, to
prevent obesity require 45-60 minutes of moderate physical activity almost all day
of the week. or at least 5 days of age to maintain normal weight, 60-80 minutes of
moderate physical activity almost all day of the week or at least 5 days of it.
For children and adolescents ages 5 - 17, 60 minutes of moderate to intense
physical activity is recommended for 5 days of the week, or an equal combination
of moderate to intense physical activity. Also, at least 2 days a week, children
should carry out activities that strengthen bone health, muscle strength and
flexibility. Physical activity can be performed in a single session or in 10 minute
sessions each.
For ages over 65 the same advice as for other ages. But if their health conditions
cannot allow them to do the recommended physical activity, they must be
physically active as much as their abilities allow.
Conclusion:

Physical activity has a positive impact on our health. We all need to do different
physical activities during our day. That way we will be healthier. Physical exercise
also helps in depression, strengthening of the immune system probably via
increasing of endorphin release and reducing stress and pain subjective
perception. However, these advantages are only reachable when constancy and
habitual sports of certain intensity are performed by the subject in his/her personal
and individual path of overcoming.
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Abstract

Everyone has the right to a dignified life. But also, states with advanced democracies and its
individuals, believe that death deserves to be so. More and more suicides are being considered
today with the help of medicine, or otherwise called euthanasia. Killing in the state of euthanasia
is one of the most contentious issues nowadays, when the person himself, usually due to
irreversible pain from an incurable disease or from an irreversible condition, expresses a will or
requests that other persons, mainly doctors, to take his/her life as a way to escape unbearable
pain or suffering. In most criminal legislation, this act constitutes a criminal offense and a
separate criminal offense of murder in the state of euthanasia. However, there are places where
such murder is not punishable by criminal law. From a Human Rights point of view, no
circumstance, even in euthanasia, justifies taking one's life.

Key words: euthanasia, murder, legislation, criminal offense, criminal law

3

Introduction
Euthanasia is a topic that has consistently sparked controversial discussions throughout history.
Issues on death go hand in hand with issues on life. Death is a vital fact, and it represents nothing
more than the end of life. Contemporary medicine and its potential for manipulating life result in
new euthanasia questions and problems. Sociology and the sciences related to sociology have
only recently begun to be concerned with the pursuit of medical activity, and thus with the
problem of euthanasia. Euthanasia and the problems that come with it were on the periphery of
events and social interests. In the Western European countries, euthanasia has been hotly
debated for decades. Euthanasia and other contemporary problems of contemporary civilization
must be discussed scientifically and intellectually and should not be silenced before such
problems. The controversies and discussions so far are about the concrete tendencies and
demands for the euthanasia legislation and those who are strongly against it and regard it as an
inhumane and anti-religious act. If, on the one hand, it is compulsory for a broader cultural
discussion to take place on new and important issues and for religions and ideologies to be heard,
on the other it is true that citizens' representatives in a liberal state have the responsibility to
promote freedom in the exercise of choice by individuals, the ultimate subjects of political
freedom. The issue of euthanasia has taken a strong position: the general tendency of the modern
era to model a man-symbol, happy, effective and perfect in all aspects, has in fact given birth to a
culture that tends to create pain, and is considered unbearable.

Definition of “Euthanasia”
The expression of euthanasia has historically acquired very different values: it is possible, in fact,
to operate a clear distinction between:
•

collectivist euthanasia which is oriented towards a public service, non-consensual,
practicable in a broad field.

•

individualistic euthanasia which is shaken by a feeling of regret, both consensual and
non-consensual, exclusively practiced individually.
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The first definition includes:
•

eugenic or eugenic euthanasia: the painless killing of deformed, calibrated, monstrous
individuals in order to improve and maintain the purity of the race.

•

economic euthanasia: painless elimination of incurable, invalid, insane, elderly patients,
as they constitute an unnecessary (especially, but not only) economic burden on society.

•

criminal euthanasia: painless elimination of socially dangerous individuals.

•

experimental euthanasia: the sacrifice of some subjects to make experiments useful for
the advancement of science and medicine.

•

prophylactic euthanasia: painless elimination of subjects with epidemic diseases.

•

solidarity euthanasia: the sacrifice of some individuals in favor of the life or health of
others.

Painful therapeutic euthanasia (i.e. in the field of medicine) may, in turn, be active or passive.
With active euthanasia, one must understand direct and deliberate behavior aimed at causing the
painless death of a person suffering from a debilitating disease or diagnosis when death is
imminent or unavoidable. Whereas, with passive euthanasia, one should understand the rejection
or discontinuation of a therapeutic treatment necessary to sustain the patient. We also distinguish
between voluntary (or consensual) euthanasia specifically required by the patient, and nonvoluntary (or non-consensual) euthanasia, which is not required by the patient because he is in a
state of disabilities.
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Euthanasia in legal terms
Euthanasia in legal terms, is considered deprivation of the life of the other person; i.e. euthanasia
is legally a criminal offense and as such it is subject to criminal liability and punishment. The
law is or should be aimed at securing life and shared values. It must be moral in itself, otherwise
it would not be law. If the law does not secure the life of the individual as well as of the group he
has broken the equality and the dignity of all people. Unlike most killings, where the motive is
mainly revenge, hatred or material interest, in the case of euthanasia the motive is altruistic.
Euthanasia is understood as a form of relief, as a reduction of suffering and it is precisely, from
this distinction between classical suffocation and euthanasia, that problems in the treatment of
euthanasia arise.
In France, Belgium and the UK euthanasia is not classified as a criminal offense but is
punishable by deprivation of life.
In Germany, Italy and the Netherlands euthanasia is classified as a criminal offense, but is
punishable by lighter penalties compared to classical strangulation.
In the US, in most federal countries, the law on the right to die has been enacted which gives
people with terminal illness the right to decide on life and thereby refuse medical assistance for
the purpose of death.
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Arguments Pro & Con Euthanasia
Euthanasia should not be legalized because it would pave the way for abuses and crimes and the
planned application of euthanasia, by example in Germany during World War II. The counterargument is something that can be abused and used for crimes, as well as for euthanasia.
Painkillers make euthanasia excessive, and a good doctor does not allow his patient to die in
pain. The counterargument is that euthanasia where there is no pain or where pain has been
successfully eliminated will not be allowed. But there is no reason to prevent euthanasia in cases
where the pain cannot be alleviated.
Legalizing euthanasia would reduce the public's and the patient's conviction of medical
malpractice and physician morale. The patient's confidence in the physician and hospital whose
duty it is to treat will not diminish if it is emphasized that euthanasia will only be applied at the
patient's request.
The patient may express a desire for euthanasia under the influence of current medication or pain
and that his may be unwise. Even in this case, the counterargument can be raised and the issue of
euthanasia to continue. Different theological religions and modern religious interpretations
regard both euthanasia and suicide as "sinful" acts.
Euthanasia can only be considered "voluntary" if the patient is consciously competent to make a
decision, that is to say, there is an adequate perception of the options and their consequences. In
some cases, cognitive competence can be difficult to quantify. If there is any reason to believe
that the cause of a patient's illness or suffering is or can be resolved quickly, in accordance with
his clinical condition, one choice would be to experiment with new treatments.

7

Family Wishes: Family members often want to spend more time with loved ones before they die,
and in some cases, however, this may translates into a form of malfunctioning inability to accept
the inevitability of death. History has taught us the dangers of euthanasia and that is why there
are only a few countries in the world today where it is legal. That is why almost all societies,
even non-religious ones, have considered euthanasia for thousands of years as a crime.

Conclusions
Despite the discussion, euthanasia cases have not been missed. The euthanasia caused by a lack
of equipment may have occurred, where the patient was stripped of his equipment because there
was another case much more severe than his. An act that, although it may encounter many
opponents, nevertheless finds justification within the judgment of the Doctor's Order. Physicianassisted suicides are only legal in a few countries such as; The Netherlands, Belgium,
Switzerland and some of the constituent states in the US. Today, there are also many euthanasia
associations and active movements that uphold the principle of dignified death.
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How sport affects health
Health is a very important aspect of human life. Even, somewhat philosophically, people often
refer to the concept of health as "a separate purpose of existence ..... However, in everyday life
people occasionally refer to one or more components of their health in different situations and
contexts, considering it (health) as the most precious capital in life.
Physical activity is a necessity and if done regularly it becomes an important tool for improving
overall physical, mental and mental health as well as greatly reducing the risk for people's
chronic illnesses. People who are more active in daily life are less likely to be affected by various
diseases. Physical activity is a must and if done regularly it becomes an important tool for
improving overall physical, mental and mental health, and greatly reduces the risk for chronic
human illnesses, say health promotion specialists at the Albanian Public Health Institute .
To begin with, regular physical activity helps maintain a healthy body. "People who are
physically active have a lower risk of cardiovascular disease, high blood pressure, stroke, type 2
diabetes, breast and intestinal cancer, osteoporosis and depression. They have lower risk of
various crashes and fractures and maintain normal weight and have the opportunity to live
longer, etc ”(according to Jeta Lakrori specialist).
Secondly, physical activity is not just exercise, but any body movement produced by skeletal
muscle that requires energy expenditure. Meanwhile, according to the World Health
Organization, people generally need at least 30 minutes of moderate physical activity in almost
all days of the week, or at least 5 days of it, to be healthy.
Thirdly, physical activity protects the development of cancer, especially in the colon and breast.
For this reason, anti-cancer therapies are very serious. According to the latest data, about 270
thousand new tumor cases are registered every year. Confirmation from recent US study
American researchers at the National Institutes of Health selected 641 Canadian, English, and
American seniors (65 to 91 years old) overweight and some who survived cancer. The elderly
were diagnosed with breast, colon, or prostate cancer. Half were told to follow their daily dietary
habits, while the other half were told to follow a diet program and light exercise. For example, to
do some light exercises to strengthen your muscles, walk 30 minutes a day, reduce fat intake and
increase the proportion of fruits and vegetables.

Moreover, physical education for man is indispensable. There is still talk about the role of
physical education in the human body, the mind in particular for the prevention of overweight,
heart disease, and diabetes. Recent studies show that physical exercise affects a longer, healthier
life better and smarter. It is now a well-known fact that people who regularly engage in sports
live up to 4 years longer than people who do little or no exercise. Doctors say people who do
sports are likely to live longer. They also lead a better quality life. Other studies show that
exercise is good for the brain as well. Some experts say they reduce the risk of Alzheimer's
disease and reduce stress and depression. Sport improves our physical and mental form but also
develops your personality and relationships.
Healthy Things Of Regular Physical Activity
1.
2.
3.
4.
5.
6.
7.

Improve Your Mental Condition
Fights Chronic Disease
Assist in Weight Management
Strengthens the Heart and Muscle
Offers Better Sleep
Reduces Feelings of Depression, Anxiety
Training is fun

Young children who engage in sports develop psychosocial and psychophysical skills (balance,
skills, coordination…), such children more easily form friendships, learn how important
teamwork is. In addition, active children are healthier, their muscular and bone systems stronger
as they get older, and less risk of cardiovascular disease. Games and sports with children
It's never too late to start exercising, researchers say. Exercise can have a positive effect on a
person's health, whether or not they lead to the loss of excess pounds. Even short exercises in
overweight people can speed up fat metabolism. Holding / moving cargo less than 20 kg.
15 Health Benefits of Sports
1. Improved cardiovascular health. The heart is a muscle, it needs to be worked out!
Regular exercise can help improve the overall health of your entire cardiovascular
system.
2. Lowers risk of heart disease, stroke, and diabetes. A healthier heart means reduced
risk of cardiovascular disease, stroke, and diabetes.
3. Helps manage weight. Not only does physical activity burn calories, it also improves
your metabolism in the long run.
4. Reduced blood pressure. Physical activity keeps your heart and blood vessels healthy,
helping to prevent hypertension.

5. Enhanced aerobic fitness. Participating in aerobic activities — such as running, cycling,
or swimming — can improve your body’s ability to transport and utilize oxygen in the
lungs and blood.
6. Improved muscular strength and endurance. Resistance exercises challenge your
muscular system, resulting in bigger, stronger muscles.
7. Improved joint flexibility and range of motion. Improved flexibility reduces risk of
injury.
8. Stress relief. Exercise is a great mood-booster and has proven to be an effective method
of stress relief.
9. Lowers risk of certain types of cancer. People who exercise regularly are less likely to
develop breast, colon, and lung cancer.
10. Control cholesterol. Exercise decreases LDL (bad cholesterol) levels and increases HDL
(good cholesterol) levels.
11. Ward off osteoporosis. Building dense, strong bones is another benefit of physical
activity.
12. Strengthens immune system. Exercising more = getting sick less.
13. Improved sleep. We know just how important sleep is, and exercising can help you
capitalize on these benefits.
14. Mental health benefits. Exercise is good for your mental health too, as it can battle
feelings of anxiety and depression, sharpen your focus, and improve self esteem.
15. Prolonged life. When you add all of these benefits together, what do you get? A longer,
healthier, more enjoyable life!
To sum up, sport has a big impact on human health, but more importantly it has a more positive
impact on human health than a negative one. try to consider practicing as many sports for better
health and you will see very positive results for yourself.
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The quality of life, obesity and their relationship
Quality of life is a concept that is important to everybody nowadays. World Health Organization
has been very vocal emphasizing the significance of this topic, what can be done to ensure this as
well as what are the trends. The world Health Organization defines quality of life “as individual
perception of its position in life in the cultural context and its system of values in which they live
and in relation to the goals, expectations, standards and their concerns.” It is a broad concept that
changes in an appropriate way and very complex because it is related with individuals’ physical
health, condition, psychological level, level of independence, social relationships, personal beliefs
(World Health Organization, 1986).
Some authors define quality of life as part of the complete well-being of a person, consisting of
objectives parameters and subjective assessments, physical well-being, material, social and emotional development, while Cumins (2000) believes that quality of life consist on objective and
subjective components. The subjective components is compounded of: living conditions, good
emotional health, intimacy, safety and environment, whereas the objectives components includes
relevant cultural measures of well-being.
Quality of life encompasses the full maturity of human experiences, condition, situation and the
way of thinking that relates to the lives of individuals or communities. Quality of life has been
found to be influenced, also by many factors with complex interactions with it, and to better understand it, there is a need to explain it through a conceptual model, which explain the relationship
between these factors. Glenny at al (2010) have suggested a 5 level interaction, including biophysical symptoms and mental symptoms, health satisfaction, age, environmental conditions and
depression. Therefore, health plays a significant role, perhaps the most important when it come to

the quality of life for people with different illness such as cardiovascular disease, stroke, diabetes
etc.

What is obesity?
Obesity is characterized as excessive deposition of fat mass in the body and is usually defined
through the Body Mass Index (IMT) or the Quetelet Index. There are two types of obesity in the
human body. According to the body fat distribution model, obesity is categorized into two types:
apple shape and pear shape. Obesity in the shape of an apple results from the deposition of fat
around the abdomen. People with this type of obesity have a large waist, and the circumference of
the abdomen is greater than the circumference of the spine. This type of obesity has many consequences in health, especially is linked with high blood pressure or diabetes. This body shape is
more common in men. Researchers have found that this can also be caused by long-term stress.
This is because a large amount of stress increases the level of cortisol, a hormone that facilitates
the deposition of fat in the abdominal area. People with pear-shaped obesity focus on obesity on
the thighs and thighs. The waist circumference is smaller than the circumference of the waist.
People with this form do not have a high risk of developing health problems. However, over time
the risk of gaining weight even in higher areas such as the abdominal one increases, thereby increasing the risk of problems (Molarius & Seidell, 1998).

How obesity can be measured?
IMT (the Body Mass Index) has generally been used in epidemiological studies. IMT has been
widely evaluated as an accurate tool for measuring obesity in adults, as it is quickly calculated in
a clinical context. As a tool is widely used, but by using it does not take into consideration two
important factors which influence health such as gender or age. When comparing women and men
for fat mass with the same level of IMT, women have higher level of fat than men, as it is normal
that with age increases the level of fat mass, especially deposited in the central part of the body.

Also, the IMT cannot determine where this fat mass is distributed. However, despite these limitations, there is a very good correlation between IMT and body fat percentage and is one of the most
practical means of measuring obesity, including studies with based on general population.
IMT

Weight

Health problems

<18.5

Underweight

Low

18.5-24.9

Healthy

Middle

25-29.9

Overweight

Careful

20-34.9

Obesity of type 1

Moderated

35-39.9

Obesity of type 2

Dangerous

>40

Obesity of type 3

Very dangerous

Source: World Health Organization

Obesity in Albania
Obesity in Albania has been measured as part of studies that have had a general focus, and where
this issue has been addressed. With this regards, a study was conducted by the Institute of Public
Health and INSTAT to evaluate the level of obesity in Albania. As for it 39% of women aged 1549 are overweight or obese, with 29% being overweight and 10% obese. The data show that obesity
and obesity levels increase significantly with age. Thus, at the age of 15-19 years old obesity is

7.9%; at the ages of 20-29, 22.8% are overweight; at the ages of 30-39, 49% are overweight and
at the ages of 40-49, 63% are overweight.
As for men, 53.3% of them aged of 15-49 are overweight and 8.5% are obese. Overweight and
obesity levels increase significantly with age, as do women. Thus, at the age of 15-19 , 21% are
overweight; at the age of 20-29 years old, 38% are overweight; at the ages of 30-39, 40% are
overweight; in the age of 40-49, 60% are overweight. According to the study, only 46% of males
and 58% of females have body mass index within the range of 18.5-24,927. However, there is no
later study on the prevalence of obesity in our country. Childhood obesity assessment, a year-long
study by the Institute of Public Health in 2013, found that 14.4% of children 7-10 years old are
overweight and 3.3% of them are obese (Institute of Statistics, Institute of Public Health, 2010).

Obesity in children
Obesity is considered by specialists to be a worldwide problem and is already spreading an epidemic. Especially in America, children with weight problems are increasing day by day, and nothing has been done to significantly decrease those numbers. When it comes to statistics, 43 million
children or 35 million in developing countries have been reported to have problems with obesity,
whereas there is a high number of others who might be at risk for obesity, around 92 millions.
When comparing numbers, from 1990 to 2010 there has been an increase number of overweight
and obese children, and those numbers nowadays are believed to reach 9.5 %. The prevalence is
lower in Asia and Africa 4.9% in 2010. When talking about obesity, many factors influence it,
such as gender, age, socioeconomic status.
Gender
Overall, studies show that between men and women, the women are more into obesity and are
more likely to be overweight than men. When comparing men and women with the same IMT

level in terms of body fat, men have less percentage of body fat, based also in their body anatomy.
Men have more muscles mass and when gaining fat it does not affect their bodies with the same
level as it does to females. Another aspect relating to autonomy, as well, is the fact that men to
maintain their weight need more calories than women, because their metabolism works faster than
them and therefor gain less weight. In addition, after menopause women experience a decrease in
their metabolic rate. This is also why women gain weight after menopause. Losing weight is also
more difficult for women. Through years muscle mass is reduced and metabolism slows down
even more, so the tendency to gain weight increases, especially if the daily calorie taken is not
reduced (Nguyen, 2003).
Age
The risk of an individual being obese from different studies turns out to vary throughout life. When
referring to two large retrospective studies in the United Kingdom, they have proven that weight
in childhood does not predict the weight when you become an adult. According to Braddon at al
(2006), for children who during their childhood have had problems with obesity, did not have
problems at older ages. Also, Wright et al (2001) arrived at the same conclusion that there is no
relation between obesity in adulthood and childhood, meaning that being healthy in childhood was
not a factor that cause obesity in adulthood. As for the relation between adolescence and adulthood
when it comes to weight, they found to have a stronger relation, meaning that adolescents, who
are overweight, tend to be overweight also in their adulthood. Other studies have drawn other
conclusions. Thus, unlike the above, Ferraro, Thorpe & Wilkinson (2003) found that there is a
strong relation between obesity in childhood and adulthood. The following cross-sectional study
that they conducted showed that with age, obesity tend to increase significantly. It starts at 20-30
and it continues growing until 50. This study also shows that being thin until 30, doesn’t mean that

there is no risk to become obese in their 30, and all these is related to metabolism and many other
some stage of life such as marriage, during pregnancy, after birth, during menopause and when
they retire.
Also, it is fact that metabolism with age, doesn’t not work in the same way as it does in early years,
meaning that the processing of food is slower. Due to these, more calories are needed and this is
why people when they are 40 eat the same, and have the same physical activity as when they are
20, but gain weight. This is the conclusion of a study in the Scottish Health Survey in 1998 in
Scotland, where it has been seen that in women, obesity levels start to rise steadily between the
mid-twenties and the mid-sixties and that the prevalence of obesity is lower in the elderly. However, other results show that abdominal obesity is higher among males (46%) and females (23%),
over age 55.
Socioeconomic status
Various researchers have concluded that factors such as: family, level of income and education are
thought to contribute to obesity. Parental and family behavioural patterns in general, including
those related to shopping, cooking, eating, physical activity, etc., have a major impact on energy
balance and, consequently, body weight at an early age, all this relates to lifestyle. This is especially the case at younger ages, but it definitely continues to be present in adulthood. When it
comes to culture, this is also a factor influencing body weight. We are all aware of some cultures
who are more into salt, sugar, spicy, fat, all these tend to gain weight. (Sobal, Stunkard, & AJ,
2011) .
Obesity is also an issue of social inequality, as it is more widespread among low income groups
and lower socioeconomic strata, and the link between obesity and SSE is already well documented.

Many studies have confirmed this relationship, especially in women, both in developed and developing countries. Initial studies in the United States in the 1960s found that obesity was six times
higher in lower-income women and SSE groups.

Causes of obesity
There is no final version about the primary causes of obesity, unfortunately. However, there is a
general consensus among scholars on this issue that weight gain occurs as a result of energy imbalance, where the total energy consumed is less than the total energy wasted. Nowadays, people
are paying more importance to what they eat and to calories, they are becoming aware of the consequences in their organism. Many organizations, doctors and group interest talk on these behalf.
What is happening is that despite these, people are more into sedentary life, with less physical
activity than previously, they work more and spend more time sitting. All these bring this imbalance of energy and the reason why adults tend to gain more weight after their 30.
Traditional attitudes toward obesity have blamed the obese individual for their laziness and emphasizes once again the fact that obesity develops because of their privileges and sedentary lifestyle (James, 2001).
Genetic factors
Many researchers have given a significant role to genetics in determining obesity. Genes affect
processes related to body weight gain, such as metabolism, blood glucose, fat deposition, hormones, etc. There is a correlation between parents and children, meaning that if biological parents
are obese, the likelihood of children having the same problem is 75%. Studies with adopted children have shown that they tend to have weight problems similar to those of biological parents
rather than adoptive parents. Likewise, children born to overweight mothers have been found to
be less active and to gain more weight over age than others. All of these data suggest that obesity

has a predisposition to be inherited as have hypertension, alcoholism and schizophrenia (Austin,
Friedlander, Newman, & Edwards, 1997).
Environment
In the previous paragraph was explained that genetic factors influenced obesity, but environmental
factors tend to be stronger than they are. Various researchers have argued that the obesity-inducing
environment are related to lifestyle, starting from food with high calories such as fast food and
also the quantity of food, followed by sedentary life and activities such as watching television,
staying home, using cars or public transport. Moreover, the increase in obesity cannot be fully
explained by genetics factors anymore, because the genetic basis has not undergone any substantial
change in these 20 years (Allison, et al., 1995). Meyer & Stunkard (1993) argued that: "Genetic
influences broadly determine whether a person can become obese, but it is the environment that
determines whether that person will become obese." Obesity has occurred as a result of industrialization, urbanization, economic development and globalization of markets. Studies with migrant
ethnic groups confirm the credibility of this environmental hypothesis. For example, Japanese immigrants to the United States are more overweight than their relatives living in Japan. Falsom et
al (1996) argue that the environment nowadays or better said lifestyle encourages overweight and
discourages physical activity. Also, other authors (Ravussin & Swinburn, 1992) suggest that obesity occurs as a result of living in a postindustrial environment.
Physical activity
According to the researchers, the declining trend in physical activity has also had a major impact
on the rise in obesity. Sedentary life such as long hours of work, using public transportation, urbanization, less time to invest in physical activity, more time spent in bars and so on are key factors
when it comes to obesity. Current studies have estimated that a low percentage of the population

generally practices physical activity regularly. However, there are no accurate data on the correlation between IMT and physical activity, so the impact of obesity on lack of physical activity cannot
be accurately stated. What is well known is that obesity causes serious movement problems, due
to problems caused by muscular, skeletal, respiratory, and so on disorders.

The relation between obesity and body image
Body image can be defined as a person's “thoughts, feelings, and perceptions about his body”. The
concept of the image about your body, is a concept influenced by society and the interactions with
it. For example, it has been determined that body image is the way we perceive ourselves and the
way we think others see us. People build their identity and perceptions about weight through social
interaction with others. Likewise, body image is categorized from medical category as "obesity"
and from psychiatrically categories as "nervous anorexia" and "nervous bulimia." Body image and
eating disorders have been extensively studied in the psychiatric and medical literature. There is a
strong correlation between obesity and body dissatisfaction. It was also found that women were
more dissatisfied with their body shape as well as appearance than men. Similarly, body image
incompatibility was higher in females than in obese males and females underestimated their body
shape and felt that their desired shape was actually inaccessible.

Conclusion
All this research was focused on obesity and how it influence quality of life, because this concept
is difficult to give it a concrete description because it is related to all aspects of an individual's life,
including living standards, quality of home, neighborhood, family relationships and health. Said
this, studies have found it difficult to find a correlation between quality of life and obesity, but for
sure, the reduction in the quality of life, affect obesity. Obesity affects one's daily life and the way
he or she feels about oneself. The life of obese people can be difficult even in practical terms. It

can be very difficult to find clothes81. Even the usual seats do not appear to be designed for obese
people. Also, it can often be uncomfortable (sometimes even painful) to perform daily tasks such
as walking, driving, climbing stairs, shopping, etc. (Engel, et al., 2003).
Obesity does not cause psychological distress, but society does create distress through negative
attitudes, prejudice and discrimination. Obesity is a psychological condition. People create the
psychological burden. In a perfect world, no one should be prejudiced in appearance. But people
often build prejudice. Social discrimination involves the way society views the individual based
on one aspect of it. The effects of mental health on obesity include discrimination. Specifically,
obese people are judged or treated negatively because of their body size. They are thought of as
lazy, unwilling and unable to look beyond themselves. Often they are socially undesirable, which
increases the likelihood that they will experience anxiety or depression. Public and medical opinions regarding overweight tend to focus on the notion that people are overweight because they eat
too much and thus, the responsibility for being overweight is attributed to the individual.
Obesity can also result in depressive states due to restrictive diets or occasional therapeutic failures. When it comes to school, overweighed students have poorer academic achievement than
those with normal weight and that obese children are more likely to miss school than non-obese
children. Western post-industrial societies value elegance and triumph over the "cult of elegance".
All these, influence and are strongly related to the quality of life and how it affects their health,
and psychological state. To sum up, we should all be aware of the problems that obesity brings in
our health, how it influence us and more importantly, what our attitude brings to other people.
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Abstract
This paper aims to analyze the structure of the German mental health care system and conclude
upon its effectiveness. During the last decade, mental health care has come to focus as one of the
areas where immediate measures need to be taken. We have examined the role of the process of
decentralization in Germany; it started its social welfare system reformation in the 1970s where
reshaped the nature of mental health care system and moved from hospitalization to a
community-based health care system. Since 2010, mental health care insurance is mandatory and
citizens in Germany have two options of benefiting from the system: public health care providers
and private companies. However, there is not a specific and national law regarding mental health
care and the 16 regions in Germany have full competencies in applying different measures and
ways of actions. Citizens are offered a range of opportunities including primary care and
secondary care, depending in their needs and the general practitioner evaluation. Furthermore we
have investigated the relationship between the funding of the insurance, primary care, secondary
care and the assistance the person who is suffering receives. In general, our finding state that
the division of mental health care system, its funding and structure coordination need
improvement.
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Introduction
Mental health is defined by the World Health Organization as: “A state of well-being
enabling individuals to realize their abilities, cope with the normal stresses of life, work
productively and fruitfully, and make a contribution to their communities. (Investing in mental
health, 2003) The absence of having a healthy mental state can lead to a malperformance of
everyday tasks, non-participatory and integrative attitudes, loss of motivation and drastic
decision such as suicidal attempts. According to Murray and Lopez , as cited in (Ulrich J.
Wilken, 2000), “Of the ten leading causes of disability worldwide, five are psychiatric
conditions: unipolar depression, alcohol use, bipolar affective disorder (manic depression),
schizophrenia and obsessive-compulsive disorder.” The improper conduct and management of
work in the workplace is one of the consequences among others which has a high price tag to
pay. Furthermore, mental illness represents the second major cause of morbidity after
cardiovascular disease. (Coldefy, 2012) Considering the consequences and the scale of the
problem, policymakers, institutions, organizations and countries in the world have shifted their
attention to the mental stability and wellbeing of the individual. However, not all countries have
the institutional capacity, structural infrastructure, policy initiative and economic sufficiency to
treat and solve the problem. Germany is one of the leading countries in mental health care
offering a range of facilities, programs, and assistance for its citizens who suffer from mental
disorders or experience psychological distress. It is widely well-known as a pioneer of the
welfare system which intends to ensure people with basic human needs and provide a minimum
level of wellbeing and enjoyable life. In accordance to European laws, values and human rights,
Germany has built a well-organized and structured system of mental health and since the 1970’s,
the majority of European countries along with Germany have shifted away from institutionalized
4

care in large mental hospitals to the integration of patients in their living environment through
the provision of home and community care services. (Coldefy, 2012). The process started right
after the World War II but factors such as the War consequences and its crimes, and the
unification of West Germany with East Germany slowed down the paste of the reformation of
the mental health care system. In contrast with other European countries, Germany did not
radically change the system by closing psychiatric hospitals but restructured and downsized its
facilities number. From 1970 onwards the number of psychiatric beds was cut by roughly half.
(Salize, Rössler and Becker, 2006). Deinstitutionalization process continued after the 1990 and
deeply affected the implementation of community mental health services. German mental health
care is organized as a subsidiary system, where planning and regulating mental health care is the
responsibility of the 16 federal states. So German mental health care provision is spread among
many sectors and characterized by considerable regional differences. (Salize, Rössler and
Becker, 2006). Usually the system includes primary care and secondary care as well, in the cases
when it is prescribed. Primary care involves outpatient service given in ambulatory care and may
include also overnight treatment in the facility. It is concerned with the examination of the
patient and referring him later to the specialist. While, secondary care includes mental hospitals
and psychiatric units. Other innovative models and programs mostly dedicated to integrated care
including home treatment and medical supervision. The overall goal of this thesis was to study
the consisting approach in German mental health system and its structure along with its
shortcomings.

Legislation
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As previously mentioned, there is not a mental health care legislation at the national level, but
legal provisions are included in other laws such as welfare and health legislation. The legal
framework is set by the Federal ministry of health, which allows the most important body,
Federal Joint Committee to hold regulatory powers to determine which services will be covered
by the sickness funds. The delivery system’s implementation and supervision stand under the
Länder’s administration, but health insurance is guaranteed by the Central Government. To a
large degree, regulation is delegated to self-governing associations within sickness funds and
provider associations, which are together represented by the Federal Joint Committee. Thus, this
makes one of the most notable characteristics of this model, the shared decision-making powers
between states, federal government, and self-regulated organizations of payers and providers.
The ShI and PHI division is the second characteristic of the German insurance system. Mental
health expenditures by the government health department/ministry are 11% of the total health
budget. (WHO, Department of Mental Health and Substance Abuse, 2011). Since 2009, health
insurance is mandatory for all citizens and permanent residents of Germany. It is provided by
two systems, namely: 1) competing, not-for-profit, nongovernmental health insurance funds
(“sickness funds”—there were 118 as of January 20161) in the statutory health insurance (SHI)
system (Gesetzliche Krankenversicherung); and 2) substitutive private health insurance (PHI),
(Private Krankenversicherung). (Blümel and Busse, 2020). Mental health care and prescription
drugs are covered by SHI services. The delivery system is organized and financed in a very
simple way. In the primary care, the service given by General practitioners and specialists is
reimbursed by SHI and are by law mandatory members of regional associations that negotiate
their founding contract with sickness funds.

6

The political leadership of the Federal Ministry of health had undergone a rethinking of
the new forms of improving health care system and restructuring primary care as the basis of
German healthcare system. Since the 2000, The reforms have aimed to address abolish all
structural barriers and put the primary car at the center while the patient would navigate through,
he health care system. It promoted more integrative forms of care via disease management programs
and medical care centers, it induced competition via selective contracting among providers and payers, it
fostered gatekeeping and introduced patient registries for the chronically ill, and it began to align financial
incentives for physicians, insurers, and patients. (Schlette, Lisac and Blum, 2009) The Reform Act of
Statutory Health Insurance 2000 [10] for the first time broke with the strict system of collectively
negotiated contracts and budgets, introducing the possibility for physicians to selectively sign contracts
with health insurance funds for integrated care schemes, gatekeeper models and disease management
programmes. (Schlette, Lisac and Blum, 2009)
The most influential reform is that of the Second Act with the focus on strengthening
long-Term Care which will be backed by the increase in contribution rates in additional revenue.
The importance of the Statutory Health Insurance Competition Strengthening Act in 2007 consists on
strengthening the role of integrated care. Since then, long-term care providers can be included in
contracts, and non-medical professionals can become the main contractual partner to health insurance
funds, a position formerly restricted to physicians. (Schlette, Lisac and Blum, 2009) Furthermore,
since 2007, the population is responsible for defining the designed integrated care suited best to
their needs. The provider companies are seeking to improve the coordination of care and
building integrated models.
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Division of German health care system
Primary care
Primary care in Germany includes all ambulatory care services provided by office-based, mostly singlehanded, private for-profit general practitioners/family doctors, general internists or pediatricians. Primary
care providers make up 49% of office-based physicians in Germany. The other half are specialists—
almost all specialties are offered in Germany by office-based secondary care providers. (Schlette, Lisac
and Blum, 2009) Individuals are free to choose among the General practitioners, specialists, and
if advised, inpatient care, hospitals. It is better if citizens are enrolled in a “family physician care
model” because in this way they will access better options and services. GP-s and specialists are
part of the ambulatory care and their service is free-for-service, thus it is funded by the sickness
funds and physicians as described. Some of the main contributions and reforms in the legislature
have been several acts and amendments which, have expanded support por people who need long
term care and for people with physical, metal and psychological issues.
The German metal health system offers a variety of opportunities for people to access. For a
person dealing with some kind of mental issue, the opportunities offered vary from a medical
doctor in psychiatry, a medical doctor in in psychosomatic medicine and psychotherapy,
psychologists, psychological psychotherapists, (Non-medical practitioner for psychotherapy, to
Coaches and couples’ counselors.
The treatment of mental ill people is done by the severity of the problem and the disorder.
Psychiatrists are the doctors mostly contacted by people with schizophrenia, severe depressive
episodes, bipolar disorders and other problems which cannot be solved by consultation in talkbased therapy. Sometimes both, psychotherapists and psychiatrists cooperate together to achieve
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the best result by medication and frequent talk therapy. The costs for visiting a psychiatrist falls
under the Public German health insurance ( SHI)
Medical doctors in psychosomatic medicine and psychotherapy play a joint function of both
a psychologist and a psychotherapist. This practitioner judges the mental problems as coming
from inside the patient and cures it with medication, but also with talk psychotherapy. The costs
of this service are borne by public German health insurance just like in the first case. However,
long waiting lists are a problem.
Psychologists have a special role and place into the mental health sector. The majority of
psychologist in the field is specialized in clinical psychology or neuropsychology. These two
areas are mostly focused in cognitive-behavioral therapy
Psychotherapists in Germany mostly engage only in three types of therapy, (Cognitivebehavioral-therapy, psychodynamic therapy and psychoanalysis) only the ones that the German
law allows the public sector insurance to pay. To become a psychotherapist a license from the
health system is needed called “Kassensitz”. Since this license is very rare, expensive and strictly
limited to a certain number of medical doctors in the region, the service does not include all the
people who need help. People who have tried several times to access a therapist but couldn’t can
make an inquiry and that immediately forces the Shi to finance the cost for a therapy. However,
this solution was not effective because the demand is very high.
Non-medical practitioner for psychotherapy
Besides working as a medical doctor and as a psychological psychotherapist, the regulation
allows another option in the field of counseling and that is the role of a non-medical practitioner
for psychotherapy. For a person to become a non-medical practitioner for psychotherapy, the
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requirements are not very high because everyone who completes a 2 years course and has a clean
criminal report can offer this service. The cost of this therapy is not reimbursed by the public
health insurance but some public providers and some private health insurance companies can
offer to borne the costs to some degree. However, the majority of people pay for their own
treatment. In overall, this type of consultation has several benefits compared to the other.
Coaches and couples’ counselors
The German law does not include any kind of regulation or protection for coaches and couples’
counselor. Since, everyone can offer this kind of treatment; it depends on the people to check the
qualifications of the people who offer this service. There is no reimbursement from the health
insurance system for this kind of therapy since; the system only pays for diagnosed disorders.

Secondary care
German mental health system has over gone a process of reformation and deinstitutionalization.
Form the start of the mental health care reform process in the mid-1970s, hospital care for people
with mental illness has been transferred from traditional psychiatric hospitals to general hospital
psychiatric wards/departments/units which provide community based inpatient care. (Salize,
Rössler and Becker, 2006).
LTCI
The long-term care or differently known as LTCI is provided by the same insurer and is
offered for those people who have been contributing for at least two years. Furthermore, this
kind of service is open to the people with a physical or mental illness or disability.
After-hours care
Concerning the after-hours care, all physicians are obliged to provide after house care in
their practices depending on their lander’s domestic laws. The 16 state governments determine
10

hospital capacity, while ambulatory care capacity is subject to rules set by the Federal Joint
Committee. (Blümel and Busse, 2020). In contrast to the hospitals which provide acute
psychiatric inpatient care, the number of facilities which deliver assistance to patient suffering
from psychiatric and neurological illness is relatively low. Qualified GPs can provide basic
psychosomatic services.
Psychiatric day or night hospitals
The deinstitutionalization process enabled a re-design of the long-stay areas in psychiatric
hospitals into comfortable housing facilities for people dealing with mental issues. This required
an extension in staff and intensity of care, employment of full-time specialists, psychologists,
and nurses in psychiatric wards.
Shortcomings of the system
Some of the problems that characterize the German mental health care system involve the
differences in the terms and conditions of contracts between the health insurance providers and
people and medical centers, the dis-organization of primary care and secondary care providers
mostly due to the bureaucratic channels, lack of coordination between the sectors. Thus,
ambulatory sector and the hospital is a challenge for the German health care system. (Schlette, Lisac
and Blum, 2009) Furthermore, patients have a right to freely choose between primary care and
secondary care providers leading to the phenomenon known such as doctor hopping. Primary care
fails to provide a gatekeeping function and prevent hospitalization. Efforts also need to be done in the
field of long-term care, social services and community-based treatments. Because of different funding
channels and insurance companies is impossible to coordinate policies for people with special needs or
abilities like mentally ill people and other vulnerable groups of society.
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Conclusion
Our results cast a new light upon the German mental health care system and our research
becomes one of the first one in this field. German health system has developed a lot during the
last 50 years, firstly in the period after the Second world war when a shift from harsh methods
and treatment of mental illness was applied and then after the unification of Western Germany
and Eastern Germany, thus making this system coordinated and effective. From the short review
above, key findings emerge: like the mandatory insurance legislation and the great range of
opportunities Germans have where to address their problems. Mental health is the hallmark of a
developed and prosperous society that is why Germany in the recent years, is reconsidering the
opportunities offered in the health care system, its problems and what can be more effective to
lower the number of people struggling with mental illnesses. However, the largest problem
continues to be the absence of a federal unitary law on mental health care. Incoordination,
funding problems and inability to integrate all parties are some of the consequences that lead to
incoherence. Together, the present findings confirms that Germany has a long tradition of
institutional arrangement of mental health care system, but further improvements and policies are
important to lower the number of people who are mentally suffering and offering them the right
help.
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Abstract
Last couple of years technology has turned into a major force in the world industries. Her
hand has reached in different fields : in sports , in economy , in medical field so basically
everywhere. But what has been very disturbing this days is the fact that the technology has a big
influence in the young generation . The door that connect children or teenagers with technology is
online gaming or video games. In this paper I have written about the effects that video games
cause. The problems and benefits that the young generation earn from it. I have also presented a
solution in order to make the problems factor drop in a lower percentance .
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Introduction

WHAT DO WE UNDERSTAND WITH WORD HEALTH?
Health is a state of physical, mental and social wellbeing.
▪

Physical wellbeing consists of the ability to perform physical activities and carry out social
roles that are not hindered by physical limitations and experiences of bodily pain, and
biological health indicators.

▪

Mental health includes our emotional, psychological, and social well-being. It affects how
we think, feel, and act. It also helps determine how we handle stress, relate to others, and
make choices.

▪

Social well-being is when we have good relationships, social stability and peace.

How do gaming affect our health ?
According to NPD, 91% of children from age 2 to 17 play video games and they spend
from 1 to 3 hours a day playing video games at least and this topic has caused many debates
for the fact that many people say that video games are the source of a violent behaviour
and also are a new weapon developed against health.
There is a connection between virtual brutality and aggressive or violent behaviour. Their
origin comes from video games because it has been proven that gaming has

Physical,

Psychological and Social effects over children.
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The effects that gaming cause on our physical health
About physical problems we can make a very long list, but we are going to cite the most
important ones that are:
•

Sleeping problems

•

Health problems

Michele Garrison, a research scientist for Seattle Children’s Research Institute, says that when
children are supposed to go to sleep, video games interfere with that process by overexciting
their brains. By playing many hours and mostly at the night-time they sacrifice their time to sleep
in order to level up or get an extra kill. But this sacrifice comes with a lot of consequences that
are categorised in short-term effects such as fatigue and hunger to long-term effect effects such
as migraines due to intense concentration or eye strain , diet-related health issues and also carpal
tunnel syndrome that is caused by the overuse of a controller or computer mouse according to
Psych Guides , a website from an American Addiction Centres Resource. By different
psychiatrists’ video games has been called “Brain cells killers”.
We can also add in the physical health problems that video games cause also musculoskeletal
issues and epilepsy. In muscular and skeletal systems, the basic problems that gaming cause are
different pain in neck or back or even thumbs. The neck, back and wrists problems comes from
the postures that gamers while gaming. These kinds of postures have been proven that cause
even haemorrhage. While it has been proven from different psychologists that gaming also cause
epilepsy. In 1993 the daily journal “SUN” reported a boy choked to death on his own vomit during
a seizure triggered by playing a video game.

The effects that gaming cause on our mental health
Another impact that video games have on children are those which are linked with the mental
state of the children or psychological problems. Different studies have proven than that playing
video games for long hours can cause many psychological problems such as depression, social
anxiety, low self-esteem and many other mental problems. Recently video game addiction has
been classified as a mental disorder by World Health Organisation (W.H.O). The researchers
found using video games as a coping mechanism for anxiety predicted symptoms of gaming
disorder, and higher levels of stress increased the risk.
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Douglas Gentile, a professor of psychology at Iowa State University has said for the majority,
playing video games is a normal way to relieve stress, but for a part it reaches to a point that is
dangerous. For example, if students in the study were more stressed and they played video games
specifically as a way of coping, then their risk of dysfunctional symptoms increased.
A different reason that video games has been classified “dangerous” is the fact that they have a
connection with aggressive behaviours. It has been many different cases where F.B.I have
captured persons that had caused big incidents. As example , the Dawson School Shooting of
2006 incident where police department found proves that the shooter had in his P.C had different
gaming websites with violent contain or an incident in Switzerland in 2007 , where a young man
randomly shot a person to death and also in this case police confiscated in his bedroom a box full
of video games with violent content .
So basically, we can call video games as aggressive policies that have been created as a purpose
of entertainment but their unlimited using cause violence. Experts in field of psychology and
sociology have made different studies and they have reached to the conclusion that this happens
for two reasons:
•

Dedication that kids show for video games amplifies itself to the point of aggressivity.
This comes from long hour observation and imitation of what kids see in video games
because what they learn in video games leads them to perform the same violent
behaviour afterwards.

•

Also, kids’ brain it becomes primed to respond a stimulus that cause them to act in a
certain manner that unconsciously cause them to behave as they see in video games.

The effects that gaming cause on our social health
If we are to concentrate in social problems that video games cause we can list the:
▪

Financial problems

▪

School or University problems

It is a very basic knowledge that playing video games cause problems with money. When different
companies release new games every gamer has a tendency to rush to buy those. Game companies
also apply a very profitable strategy. Before games were only for entertainment but lately every
6

released game ask money if you want to have privileges in that game . These come for the fact that
to play a game now is very hard because you can say that the game itself obligate you to pay
money. As example we can take games as Fortnight or CSGO or League Of Legends with their
monthly pass that allows you to take different skins to apply in your weapons or characters that
you use in game.
While we mentioned before that playing video games for long hours cause different problems in
physical and mental health , we can also say that they make their users to neglect their school or
university so we can say that video games cause bad performance in schools .Every gamer
concentrate in the game that is playing and forget the fact that has homework’s or projects to do .
We can also say that a reason that students get bad marks in their exams are the games. A study
that took place from 2012 to 2014 proved that teenagers who played computer games less than
once a week were more successful in school than those who played them twice a day or more
while 41 percent of the students who used gaming devices two or more times a day received
passing grades on school exams .
Another social problem that gaming cause is that it turns kids or teenagers to introverts. They lock their
selves in their rooms for hours and forget reality . The only world that they live is the virtual one .
According to a different study 18 percent of gamers do not have friends in the real life but they have
online friends that they have known in games . They have never meet them in reality only in chats or like
characters in games . They create virtual families , virtual friends , virtual home but nothing real.

Gaming benefits

Gaming can truly be harmful but if it is contained in exact standards and limits can be very
helpful and it can increase brain performance.
Some of gaming benefits are :
7

1. 3D video games could increase memory capacity
In a 2015 study researchers from the University of California, Irvine recruited 69 participants,
and asked a third to play Super Mario 3D World for two weeks, a third to play Angry Birds, and
the rest to play nothing.
▪

"Because of their engaging experiences and enriching 3D virtual environments, the same
video games that have been played for decades by children and adults alike may actually
provide our brain with meaningful stimulation," the researchers wrote.

▪

The people who played Mario ended up doing better on follow-up memory tasks, while
the others showed no improvement pre- and post-gaming.

2.

Gaming could be good for pain relief

This one is the best excuse for playing video games on your next sick day – a 2012 literature
review published that researchers found that in the 38 studies examined, video games improved
the health outcomes of 195 patients on every front, including psychological and physical therapy.
Plus, in 2010, scientists presented research at the American Pain Society's conference, which
found evidence that playing video games, especially virtual reality games, are effective at
reducing anxiety or pain caused by chronic illness or medical procedures. “The focus” is drawn
to the game not the pain or the medical procedure, while the virtual reality experience engages
visual and other senses," said Jeffrey Gold from the University of Southern California.
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Some research shows that video games might actually make you smarter
A study published in PLoS ONE in 2013 goes as far as saying that your cognition might be
enhanced when you start up your Xbox or PlayStation. The researchers took five groups of
non-gamers, and made them play a phone game for one hour a day over four weeks. They
found that all video games, both action and non-action games, improved cognitive function
in the participants – measured by tests such as short term memory tasks.

3. Gaming is linked to an increase in brain matter
And finally – a 2014 study published in Molecular Psychiatry by researchers from the Max
Planck Institute in Germany from the found that playing Super Mario 64 caused an increase in
the size of brain regions.Specifically the bits of the brain responsible for spatial orientation,
memory formation, strategic planning, and fine motor skills.When the researchers looked at 24
participants who had played the game for 30 minutes a day for two months under an MRI
machine they found that they had increased grey matter in the right hippocampus, right
prefrontal cortex, and the cerebellum, compared to a control group that hadn't played any game.

Conclusion
So in few words we can say that long hour gaming can destroy reality. They affect our social
life ,our physical health and even our minds. Video games have been worldwide spread now, like
a disease that has no cure. But we can choose to contain ourselves the consequences will not be
in this scale. People should be aware for this disease and should not let this disease to go into her
last phase. What we can do to prevent the problems is only not to get addicted to much with
them. After all they are only games .Of course we can play video games but we should not forget
the problems that they cause in order to keep our selves in control or what can we do is that we
9

can set a “timer” . “Timer” is a notion that it means that we should make our statement of how
much time we are going to do something , in this case play video games. This way we can also
enjoy the process of playing and even keep our self in a good condition .
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ABSTRACT

The human right to health implies that everybody has the right to the most elevated feasible
standard of physical and mental well-being. Talking about the European Union health policy, it
is considered to have two faces during the last decades. The first face was its generally obvious:
its help for information, systems, offices and research that advanced health destinations in fields,
for example, cancer and transferable infection control. The effect the primary face is striking for
the most part of the fact that the financial backing is so small. The second one is generally
significant for its courts' use of inner market law and guideline to health insurance services in
quest for a coordinated European market and opportunity of movement of merchandise, capital,
services and individuals. The effect of this face creates EU health care policies, but at the end of
the day limits health care frameworks. Since 2010, however, the response to budgetary
emergency has given EU health rights a third face: a recently thorough and close financial
governance model in which part state rights and spending plans will be under constant audit, and
nations in a difficult situation will confront expand advance conditions influencing medicinal
services in detail. The paper will discuss the public health rights as concept and also will study
their role in internal market policies. The article will also cover the debate about European
economic policy related to health.

Customarily, investigation of European Union (EU) health rights centers around two parts of
European joining with ramifications for health: its explicit health rights, the greater part of which
are to do with public health; and its health care services policies, a large portion of which are
driven by the goals of its single market. This paper contends that EU health approach has three
faces: its for the most part generous health rights, its internal market law, which fuses health
frameworks into its more extensive systems of market integrating law — and, since 2010, a

much reinforced fiscal governance framework which makes it a supervisor of part state policy
and expenditure decisions. In other words, the impact of the EU on health services frameworks is
not simply organizing and the compliance costs related with the inside market law. It is
additionally now about the extent of government use and to a changing degree the particular
health rights and needs of part states.
It may appear to be normal to go to the Treaties comprising the European Union to discover
what it can do in health rights. The current (post-Lisbon) form of the Treaty on the Functioning
of the European Union has a Public Health title, made up of a solitary Article, 168. The Article
168 says that a “high level of human health protection shall be ensured in the definition and
implementation of all Union policies and activities” and express that “Union shall encourage
cooperation between the Member States in the areas referred to in this Article and, if necessary,
lend support to their action;” it goes on to specify a variety of areas, including international
organization and health services in border areas, for action. The article brings to an end that
“Union action shall respect the responsibilities of the Member States for the definition of their
health policy and for the organization and delivery of health services and medical care. The
responsibilities of the Member States shall include the management of health services and
medical care and the allocation of the resources assigned to them.” The nearness of a health
article in the Treaties, and language making health a primary goal of the EU, additionally has an
impact beyond the particular rights that it approves. It implies that the EU has some obligations,
or can be asked, to adjust targets including health. Health, just as economic development and
European integration, is a target of the EU. The Article permits rights grounded in other
settlement bases to have a health segment (so a tobacco or patient mobility law can authentically
guarantee additionally to seek after health targets, and in this manner be more health-promoting).
Less obviously, it permits health promoters and specialists to request passage into policy zones
that has recently been defined as different sorts of policy (for example internal market, farming,
agriculture or financial), regardless of whether their success has regularly been constrained.
On a fundamental level, the use of internal market law to human health care services ought
not have come as an amazement. On the off chance that there is a constitutional principle in the
EU treaties, it is that there ought to be opportunity of movement of products/goods, services,
capital and individuals. This implies it would be uncommon if EU law were to acknowledge a
sweeping avoidance for a gigantic segment, for example, health. The Court has made it clear in

the 1991 Grogan decision, about abortion in Ireland, that it viewed health care as a help subject
to EU law (Lawson, 1994). Barely any saw, however, until the 1998 Kohll and Decker choices
unequivocally applied internal market law to health care services, upsetting Luxembourg
approaches that denied reimbursement for specific items bought without pre-approval outside
Luxembourg. These decisions, moved health care services from the realm of social security
coordination, which was controlled by states, to the realm of internal market law, where the
preferences of policymakers are frequently constrained by the exigencies of laws promoting a
nondiscriminatory internal market. On the other hand, pharmaceuticals, by contrast to
pharmacies, has been an area of significant European Union improvement (Hancher, 2009;
Hauray, 2006, 2013; Massard, 2013; Permanand & Mossialos, 2005; Permanand, 2006). Right
now, specialists and pharmaceutical firms have come to concur on the desirability of an
increasingly centralized European Union approach to market authorization for new medicines.
This has accompanied endeavors to improve the transparency and quality of analysis, otherwise
it may leads to dangerous downward competition.
In principle, the mix of momentary concentrated aid and reform in the EAP nations, and
longer-term monetary rigor will protect the mainland from future sovereign debt emergencies.
Insofar as fiscal rigor, and the specific requirements of the EAPs and European Semester,
produce economic growth, it will also improve the standard of living of Europeans and
conceivably finance sustainable welfare states in the future. In Brussels, regardless, the reaction
by those on the left, to a great extent Socialists and Social Democrats, was to refresh and
continue a longstanding effort to "recalibrate" welfare states with the goal that they would give a
blend of basic security and social, or human capital, investment (the case, its history, and setting
are abridged in Hemerijck, 2011). This implied concentrating on effective labor market
activation policies, an essential level of security, and withdrawing from defense of some welfare
systems such as generous occupational pensions and contracts that made it difficult to fire
workers. Directorates-General of the European Commission, remarkably DG Employment, made
a Social Investment Package to supplement the greater austerity centered strategies. In health,
meanwhile, some portion of the reaction was to present a case for health as a significant social
speculation — with DG Sanco adding to the Social Investment Package and long-term
investment (Figueras and McKee, 2011).

Despite the absence of a clear legal basis, public health policy had developed in several areas
prior to the current Treaty. These includes medicines, research and mutual assistance.
Legislation acquainted since 1965 has looked to ensure exclusive standars of research into and
manufacturing of medicines and the harmonization of national medication authorizing methods,
and to present guidelines on advertising. The 'Pharmaceutical Package' concerned about
pharmacovigilance, among different themes, was affirmed by Parliament in 2011. Furthermore,
medical and public health research programs go back to 1978, and have secured subjects, for
example, ageing, environment and way of life related health issues, radiation dangers and human
genome investigation, with a unique spotlight on significant diseases. These health problems and
other emerging subjects were handled in the seventh EU Framework Program. Further work has
been attempted inside the system of its successor, the Horizon 2020 program.
During the last decade, the institutions have concentrated on three key measurements having
direct implications for health rights.
The first one is consolidation of the institutional framework. The job of Parliament as a
decision-making body, in codecision with the Council, has been fortified concerning to health,
the environment, food safety and consumer security issues. The manner by which the
Commission dispatches legislative activities has been fine-tuned, with stansardised inter-services
consultation prodecures, new comitology rules, and dialogue with civil society and specialists.
At last, the role by the offices (EMA, ECDC, EFSA) has been improved, all the more explicitly
with the creation in 2005 of the Executive Agency for Health and Consumers (EAHC), which
actualizes the EU Health Program.
The second is the need to strengthen rapid response capacity. It is currently observed as basic
for the EU to have a quick reaction capacity to empower it to respond to significant health
dangers in an organized way, particularly given the risk of bioterrorism and the potential for
worldwide epidemics during a time wherein fast worldwide transport makes it simpler for
infections to spread.
The last one is the need for improved coordination of health promotion and disease
prevention. The point is to handle the key fundamental reasons of ill-health identified with
individual ways of life and to economic and natural components (pollution from pesticides,
heavy metals, endocrine disruptors). This involves, specifically, close coordination with other
EU policy areas, for example, the environment, transport, agriculture and economic

advancement. Also, it implies nearer consultation with every single interested individual and
greater openness and transparency in decision-making. A key activity is the setting-up of an open
meeting system on health matters.
In conclusion, the development of fiscal governance is a replay of the occasions when the
new century rolled over, when the CJEU made it understood, in the Kohll and Decker decisions,
that internal market law applied to health care. The CJEU decisions implied that the health area
needed to agree to the EU's "constitutional" four freedoms; member states' duty regarding
running and financing health frameworks would need to be satisfied inside the parameters set by
the Court's interpretation of the Treaties and latterly EU legislation. Health systems policy and
reform no longer takes place entirely at national level. Whilst interdependence has become
unavoidable for public health to progress, it is important to ensure that the manner in which
health systems are steered through the European Semester process focuses on improving health
system performance as a means to improve the health of European citizens. The possible impact
of this development on Europe's health systems and their common values remains to be seen and
a full impact assessment of the European Semester process on health systems reform in Europe
may be a timely consideration.
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Abstract

Euthanasia and Physicist-Assisted Suicide have been now more prominent than ever,
being that in medicine, the media or the law. The word euthanasia originated in Greece
meaning a good death. Euthanasia encompasses various dimensions, from active (introducing
something to cause death) to passive (withholding treatment or supportive measures);
voluntary (consent) to involuntary (consent from guardian) and physician assisted (where
physicians prescribe the medicine and patient, or the third party administers the medication to
cause death). This paper shall view the different aspects affecting Euthanasia and PAS
concerning mainly that of morality, ethics, medics and the law. After the introduction, we
shall firstly view the stance of morality and ethics vs reality, then proceeding by stating the
voluntary and involuntary vs consent argument and finally analyzing the slippery slope
argument, after which the paper shall be concluded.

Keywords: Euthanasia, Physician Assisted Suicide (PAS), Consent, Unlawful,
Voluntary, Murder.
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Introduction
As everyone has the right to live, it is thought that it is fair that everyone should have
the right to death as well. The Right to Life is set out in Article 2 of the Human Rights Act,
which states that:” Everyone’s right to life shall be protected by law. No one shall be
deprived of his life intentionally save in the execution of a sentence of a court following his
conviction of a crime for which the penalty is provided by law.” Therefore, the right to life is
a highly moral and absolute right, which means that the Government cannot interfere with
such a principle right but on the contrary they have to make laws which will protect the
citizen’s life. Euthanasia and Physician-Assisted Suicide (PAS) are thought of as mercy
killing acts since they are done because the person who wants to end their life is in a state of
suffering where they have no prospect of improvement. Euthanasia is generally defined as the
act, undertaken only by a physician, that intentionally ends the life of a person at his or her
request. The physician therefore administers the lethal substance. In physician-assisted
suicide on the other hand, a person self-administers a lethal substance prescribed by a
physician. These means of suicide have been legalized in several Western Countries such as
Belgium, The Netherlands and Luxemburg. Switzerland has only legalized the PAS. There
have been times where actions were taken by some EU legislators to put forward Euthanasia
and PAS to become legal as there has been pressure from the people, however they have
failed. The legalization of such mercy killings would entail a lot of legal problems, as they
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would interfere with other laws protection life but also with the moral and ethical side, since
you are granting someone the wish to die which some would go to the extreme by saying that
you are killing them. This is a matter of not only Human Rights but Patent’s Rights as well as
Ethics, Morality and affecting Doctors and their profession vastly. As this paper will analyse
further, we will see how there are criteria to be fulfilled in order for these mercy-killing acts
to take place.

Morality and Ethics vs Reality

After 30 years of public debate, Euthanasia and PAS were legalized in the
Netherlands in 2001, after that it was Belgium that legalized the in 2002 and lastly
Luxemburg in 2009. Switzerland however only allows PAS and not euthanasia. In order for
these acts to be successful there are criteria which must be satisfied in order for the
procedures to take place. First and foremost, the Euthanasia and PAS request must be
voluntary and well considered. Secondly, there must be an unbearable suffering without any
prospect of improvement by the patient. Thirdly, the patient must be informed thoroughly of
their medical state and situation and future prospects. Fourthly, there has to be NO reasonable
alternative for the procedure to take place and finally, the patient must have consulted at least
1 other independent physician before giving their approval for the procedure. These strict
criteria were set purposefully for differentiating the patients who were eligible for Euthanasia
and PAS and those who were not and were simply ‘tired of living’ and wanted to die.
According to the law it is legal for a person to take their own lives i.e. suicide but not to assist
another in committing suicide. Thus, for example, if you were to buy a ticket to one of the
mentioned countries above, hence helping someone who you know that they want to end their
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life because they have willingly expressed themselves, you will be guilty of helping someone
to commit suicide. We can see how this poses a problem where there have been cases where
close relatives, namely parents or spouses have helped those who wanted the procedures and
they have risked so being prosecuted in their own countries where Euthanasia and Assisted
Suicide (EAS) was illegal. However, in some recent cases for example in Italy, where it is
still a largely catholic state, a father who helped his daughter was “forgiven” as the highest
court in Italy deemed such an action as not being murder. The courts and the discretion of the
judges has always had an impact where the other opponent side being that the state has
remained with the legal stance of the law.

In the UK, where there is a common law system, where the constitution is not
codified and thus the cases are decided by the judges using ‘the notion of precedent’. Such
notion entails that a case is to be decided by the precedent of all the other similar cases
before. In the UK EAS is illegal despite public debate to legalize it. In the case of Pretty v
United Kingdom [2002] A woman suffering from an incurable degenerative disease wanted to
control when and how she died. To avoid an undignified death, she wanted her husband to
help her take her life. She sought assurance that he would not be prosecuted, but the
European Court of Human Rights found that the right to life does not create a right to choose
death rather than life. It meant there was no right to die at the hands of a third person or with
the assistance of a public authority. As we can see from such a decision, we can infer that
because there is a Right to Life does not necessarily mean that there automatically exists the
Right to Death. From this stance, we can argue that the ECHR was right to decide so as
agreeing to do the opposite would open the gate to EAS being legal and would question
whether such a decision would be rightly moral and ethical.

6

Stating that someone who wishes to die, being that they fulfil the 5 criteria, could end
their life by themselves or helping someone to die has been seen historically as highly
immoral and unethical. From one respective, that of the church, i.e. the religious argument
where God has given you life i.e. the Right to Life and God should be the only one who
should take it away when the time is right. This argument falls low in the scale or arguments
as the religious stance is nowadays seen as not coherent. However, if we take Italy for
example, the EAS could face the religious argument more prominently than in its other
European western countries. The second argument is that of the Immoral Argument but
focusing on the PAS rather than Euthanasia. The immoral argument follows that one should
not in any way shape nor form help someone to kill themselves as doing so would be to end a
life and therefore murdering someone second-handily. This argument is focused on the moral
and not the legal side as there is a fine line between helping someone to murder themselves
and murdering them. This has been a long philosophical duality that has yet to be settled.

Another argument besides the legal and justice one is that of medical practitioners not doing
any harm. The principles of beneficence and non-maleficence, set out in articles 2 and 4 of the
Oviedo Convention, refer to the doctor’s dual obligation to seek the maximum potential benefit
for the patient and to limit, as much as possible, any harm that might arise from a medical
intervention. It follows that physicians should deliver only appropriate treatments and should
withdraw disproportionate or futile treatments. Such argument originates from the Hippocratic

Oath which says that a doctor or in this case a physician (medical) should not cause any harm
to the patient. Such Oath encompasses notions such as ‘beneficia’; doing only good, therefore
there is a clash between physicians bettering someone’s health and not doing any harm to the
patient and helping a patient by assisting in their suicide in the case of PAS or directly
injecting the liquid in the patient’s veins in the case of Euthanasia. Such clash has been
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regarded and claimed as a direct malpractice by the doctors themselves where they are
actually murdering the patient having the corelating Mens Rea; the mental aspect, i.e. the
intention in committing the crime, as well as the Actus Rea; the act itself, i.e. the murder.
This has been claimed by some as, the doctors and medical physicians murdering people.
However of course this is an extreme stance and if it were to be true than our medical body
would be murderers and this could go further into other professions such as the lawyers for
example, who are culpable of helping someone accused of murder as it is indeed a crime and
punishable offence to help someone committing such an act. Following this poor logic and
way of thinking, it would entail that the two main professions of a healthy working society to
be found guilty of doing crimes which their professions actively entails them to do.
Nevertheless, the reality vastly differs from the philosophical principles of morality and
ethics and questions of Is it Murder? from the actual reality of our daily lives.

Voluntary vs Involuntary and Informed Consent

In all jurisdictions, the request for Euthanasia or PAS has to be voluntary, well
considered, informed, and persistent over time. Consent is defined as an authorization that
healthcare providers have to obtain from patients or research subjects, prior to healthcare
interventions or enrolment in research procedures, and based on sufficient information about
the nature of the procedures, possible alternatives, and the risks and potential benefits of the
various options. The act of consenting can in many circumstances be explicit or implicit,
verbal or written. It is sometimes suggested that consent can be ‘presumed,’ for example in an
emergency context. Consent does not always have to be formalized and can be expressed in
different ways. The requesting person must provide explicit written consent and must be
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competent at the time the request is made. Competency is connected to comprehension.
Competency is another key condition for informed consent. It refers to a person’s ability to
understand the relevant information and to appreciate the consequences of accepting or
rejecting a treatment option or research participation. Competency is presumed in law in the
case of adults.

Despite those safeguards, more than 500 people in the Netherlands are euthanized
involuntarily every year. In 2005, a total of 2410 deaths by euthanasia or pas were reported,
representing 1.7% of all deaths in the Netherlands. More than 560 people (0.4% of all
deaths) were administered lethal substances without having given explicit consent. For
every 5 people euthanized, 1 is euthanized without having given explicit consent. Attempts
at bringing those cases to trial have failed, providing evidence that the judicial system has
become more tolerant over time of such transgressions1.
In Belgium, the rate of involuntary and non-voluntary euthanasia deaths (that is, without
explicit consent) is 3 times higher than it is in the Netherlands. (“Involuntary euthanasia”
refers to a situation in which a person possesses the capacity but has not provided consent,
and “non-voluntary euthanasia,” to a situation in which a person is unable to provide consent
for reasons such as severe dementia or coma). A recent study found that in the Flemish part of
Belgium, 66 of 208 cases of “euthanasia” (32%) occurred in the absence of request or
consent. The reasons for not discussing the decision to end the person’s life and not obtaining
consent were that patients were comatose (70% of cases) or had dementia (21% of cases). In
17% of cases, the physicians proceeded without consent because they felt that euthanasia was
1
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“clearly in the patient’s best interest” and, in 8% of cases, that discussing it with the patient
would have been harmful to that patient. Those findings accord with the results of a previous
study in which 25 of 1644 non-sudden deaths had been the result of euthanasia without
explicit consent2.
Some proponents of euthanasia contend that the foregoing figures are misrepresentative,
because many people may have at some time in their lives expressed a wish for or support of
euthanasia, albeit not formally. The counterargument is that the legal requirement of explicit
written consent is important if abuse and misuse are to be avoided. After all, written consent
has become essential in medical research when participants are to be subjected to an
intervention, many of which pose far lesser mortality risks. Recent history is replete with
examples of abuse of medical research in the absence of explicit informed consent.

Yes, but NO, but Yes – The Slippery Slope Argument

There exist the Slippery Slope Argument, a highly complex legal and social argument, which
entails that one exception of the law is followed by more exceptions of the law until a point
where such exceptions would be unacceptable. Namely opening the floodgates and allowing
actions to be lawful which measures were taken by previous legislations to prohibit and
prevent these exact actions from happening. In this case it would be preventing someone
from choosing to end their own life in the cases where the patient is not terminally ill and
2
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with no real chance of getting better. For example, it used to be that until 2001, where the
Netherlands allowed only adults access to euthanasia or PAS. However, the 2001 law allowed
for children aged 12–16 years to be euthanized if consent is provided by their parents, even
though this age group is generally not considered capable of making such decisions3. The law
even allows physicians to proceed with euthanasia if there is disagreement between the
parents. By 2005, the Groningen Protocol, which allows euthanasia of newborns and younger
children who are expected to have “no hope of a good quality of life,” was implemented. In
2006, legislators in Belgium announced their intention to change the euthanasia law to
include infants, teenagers, and people with dementia or Alzheimer disease4.
In Belgium, some critical care specialists have opted to ignore the requirement that, in the
case of non-terminally ill patients, an interval of 1 month is required from the time of a first
request until the time that euthanasia is performed. One specialist reported that, in his unit,
the average time from admission until euthanasia was performed for patients that seemed to
be in a “hopeless” situation was about 3.5 days5. Beneficence, this specialist argued, was the
overriding principle.
Initially, euthanasia in the Netherlands was to be a last-resort option in the absence of other
treatment options. Surprisingly, however, palliative care consultations are not mandatory in
the jurisdictions that allow euthanasia or assisted suicide, even though uncontrolled pain and
symptoms remain among the reasons for requesting euthanasia or PAS 6. Requests by the
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Belgian palliative care community to include an obligatory palliative care consultation
(“palliative filter”) were denied. From 2002 to 2007 in Belgium, a palliative care physician
was consulted (second opinion) in only 12% of all cases of euthanasia. Palliative care
physicians and teams were not involved in the care of more than 65% of cases receiving
euthanasia. Moreover, the rates of palliative care involvement have been decreasing. In 2002,
palliative care teams were consulted in 19% of euthanasia cases, but by 2007 such
involvement had declined to 9% of cases. That finding contradicts claims that in Belgium,
legalization has been accompanied by significant improvements in palliative care in the
country 39. Other studies have reported even lower palliative care involvement. It must be
noted that legalization of Euthanasia or PAS has not been required in other countries such as
the United Kingdom, Australia, Ireland, France, and Spain, in which palliative care has
developed more than it has in Belgium and the Netherlands. Thus, as we can see from this
timeframe the slippery slope argument here can be seen quite clearly as it is in the nature of
the law, that overtime new legislation will be available which will broaden and liberalize the
scope of the previous [original] law which all the public debates and advocated fought for to
push for such legislation, only to result in the social and legal slippery slope.

Conclusion

As it has been thoroughly discussed throughout this paper, Euthanasia and PAS have a
history of being advocated of more than 50 years and still going on in other western European
countries where they are illegal. EAS will always pose a question of morality and ethics as
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well as the law. It will always be a matter of bodily autonomy and free choice by dying in a
dignifying matter versus how such actions might entail murder, manslaughter and assisting
someone in committing suicide. Furthermore, another argument has been that of the slippery
slope and how the law has a way of allowing previously unwanted actions to become legal as
a result. Despite such arguments, the law is always implemented in relation to its society and
how it can help and regulate it for the better, mainly by helping its taxpaying citizens for the
better, being that in this case by providing them with a way in which they can end their life in
a dignifying manner and honouring therefore their life by having the right to death.
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Abstract: As the population continues to age quickly, the provision of Long-Term Care becomes an
extremely important issue. Providing health coverage for everyone can be challenging for many
countries. Different assumptions exist all over the world about how best to provide care and only the
most developed countries have enough resources to actually provide coverage for every single one of
their citizens. The system of Long-Term Care differs extensively between different countries and this
paper intends to present a complete portrait of Long-Term Care systems in Europe without narrowing
our attention to selected topics.
Introduction
There has been recent alteration in public awareness because of the future financial burden about
ageing and Long-Term Care.
If before the only focus was financial sustainability, now its followed by concerns about the challenge of
financial care rather than the cure for the senior population which is the core of it all. Even though
there are considerable amounts of ways to grouping Long-Term Care systems, most studies have had to
follow a subjective approach. Most sources agree and somehow all come across the same topics when
defining Long-Term care systems; 1) Does the system designate an entitlement to specific benefits or
not? 2) The fundamental source of financing, insurance or tax contribution. 3) The amount of benefits.
4) Access and adequacy, 5) Coverage of disabilities, etc.
Another very interesting topic while defining Long-Term Care systems is from Pacolet et al. (1999)
which analyzes a broader question, as their focus is mainly on social protection for the elderly, they
present the availability, diversity and affordability of services in the then 15 European member states,
including Norway. They believe that it is more informative and helpful to analyze common
characteristics about LTC in Europe than to focus on the differences between the Member States. With
that being said, it doesn’t come as a surprise that they end up with the well-known Bismarck and
Beveridge division.
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Set of definitions for terms used during the research paper

Term
Long-Term Care
Formal Care
Informal Care
Nursing Home
Home Care
Out-of-pocket
payments (OOP)

DK
FR
BE
LU
PT
ES
AT
IE
DE
NL
IT
CZ
RO

Definition
LTC is a variety of services for the elderly who need
medical and non-medical help with basic daily activities
and depend on help.
Contractual relationship in either the private or public
sector. Care services provided by institutions like
nursing homes or individual.
Refers to unpaid informal care givers like close family
members, friends, relatives, etc.
Private Institution with healthcare which provides
nursing and personal care to elderly people with ADL
restriction.
Covers personal care assistance, including
housekeeping and instrumental ADL restrictions.
Direct payments made by individuals for healthcare
services from the persons savings or the household
income.

EU countries Official abbreviations
Denmark
EL
Greece
France
FI
Finland
Belgium
UK
United
Kingdom
Luxembourg SE
Sweden
Portugal
SK
Slovakia
Spain
CY
Cyprus
Austria
EE
Estonia
Ireland
HU
Hungary
Germany
LT
Lithuania
The
SI
Slovenia
Netherlands
Italy
MT
Malta
Czech
BG
Bulgaria
Republic
Romania
HR
Croatia

MK
RS
TR
NO
ROU
CH
KR
JP
CA
AU
IC

Non-EU Countries
Macedonia
Serbia
Turkey
Norway
Romania
Switzerland
Korea
Japan
Canada
Australia
Iceland
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Organization of Long-Term Care in Europe
Population ageing has always been a common challenge for Member States, and LTC policies have
experienced significant reforms in most countries over the last two decades.
Increased spending has helped the formal development of LTC services in the Southern and Eastern
countries meanwhile the Northern and Western countries have slowed or cut back on spending. This
resulted in a triple-tier Europe, characterized by high levels of public coverage and expenditure by
Northern European countries, medium expenditure and coverage by many Western countries, and very
low coverage and expenditure by Central, Mediterranean and Eastern European countries, including
Ireland. Providing health coverage for everyone can be challenging for many countries.
Different assumptions exist all over the world about how best to provide care and only the most
developed countries have enough resources to actually provide coverage for every single one of their
citizens. There is a big difference between countries in the way they are organized, financed, delivered
and how resources are achieved.
Quality assurance
Quality assurance of LTC is a very important step in maintaining and improving the quality of life of
the elderly, both in residential and home care systems.
In theory, quality assurance is one of the most challenging issues because in a variety of LTC systems
quality is a matter of the public concern.
The larger part of European LTC systems have already introduced obligatory quality assurance in homebased and institutional care. Regardless of the many efforts done to improve the quality of care through
accreditation systems, the quality of LTC is still nowadays a problematic issue.
Some of the countries that have obligatory quality assurance in home-based care are CZ and HU, while
in other countries like AT, FI and SI, obligatory quality assurance does not exist. While focusing on the
quality challenge, you must also acknowledge the working conditions for the working people, the ones
who are providing the service.
Due to the poor working conditions and job instability, meaning low income, high workload, lack of
training and high level of pressure, leads to a severe deficiency of qualified professionals.
Typologies of Long-Term Care services
There is no one way, one formal precise approach to categorize and compare LTC systems cross
nationally, but Kraus and his colleagues (2010) classified twenty one of the European Union
LTC systems by using two obvious strategies.
One approach was focused on LTC system characteristics, while the other focused on financing and
system use. The first approach examined the availability of cash benefits, and if individuals had a choice
of provider. The second approach focused on areas such as public expenditures on LTC as a share of
private expenditures, and the relative amount of the older population that used formal care. Their
classification was based on the funding structure which might have been universal, mixed, or meanstested.
Universal systems give publicly funded personal and nursing care to everyone who is qualified which is
defined by the level of disability regardless of assets or income, while under a means-tested
financing structure, assets or income tests are used to determine if you are qualified for publicly funded
LTC services and supports.
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Universal coverage
Uses a range of funding sources like personal income tax, payroll tax, and general revenues whether it
may be regional, national or municipal.
Countries that have universal coverage are DE, KR, NL and JP. What these countries have in common
is the long-term benefit covering both institutional and in-home services for the elderly.
Mixed funding
Uses a system that relies on a mixture of means-tested funding strategies and public insurance, with a
range of financing approaches.
Unlike some countries which do provide a universal benefit for some long-term services, the mixed
funding countries which are AU, FR, CA, ES, CH, and IE usually have a wide collection of communitybased services, institutional, and supportive services.
No public insurance
Offers an extensive array of LTC services including institutional care, supportive housing and
home/community-based services.
Under the no public insurance system no public insurance can fund LTC. Under this approach which is
used in ROU, EE, US, etc, all LTC is means-tested, and public financing begins after the consumer has
consumed his resources.

Public expenditure (share of GDP)
The more a country spends on LTC the more services should supposedly be available.
In almost all countries public expenditure is not one of the most important sources of financing
regarding LTC services. However, public spending is still rather low when it’s compared to the public
spending on healthcare, as a proportion of GDP. SE, IT, FI, DK and NL are big spenders when it comes
to LTC, however in the Eastern European countries spending is very low.

6

Cash benefits
In some countries like DK, NO, UK, FI, SE, IS cash benefits do not have priority over formal services.
In other countries like IE,RO, CY, LT, AT and IT the LTC system is widely based on cash benefits,
while other countries like DE,NL,AT,CY beneficiaries can choose between formal care, cash or a
combination of both.
Most schemes that provide cash benefits are provided by general taxation. However, the system in LU
and BE are funded by a mixture of taxes and contributions. In DE the schemes are based on mandatory
contributions and in SE it is up to the city district to decide whether to set up a cash benefit scheme or
not. Whether or not you qualify for cash benefits depends on: 1. Income and assets. 2. Care dependent
age and 3. Degree of care dependency.
In some systems the cash benefit is reserved for people that have severe disabilities. The amount of
benefits and if you even qualify can also depend on the income of the beneficiary.
Financial sustainability
Expenditure on LTC has been growing over the past 20 years in many of the countries under scrutiny
and it is safe to say that LTC spending will be high on many countries agendas.
There has been recent discussions in various countries about the funding of LTC, because care services
should be economically affordable, otherwise it can leave many people who are dependent on care with
unmet needs. The European Union’s Economic Policy Committee (EPC) managed a study of the
influence of health and LTC and how it could possibly affect the financial sustainability of public
finances. This new European study of Long Term Care expenditure examined the main factors that are
most likely to alter future expenditure on LTC services in countries like Germany, Italy, Spain and UK;
because of course, the system of Long Term Care for the elderly differs extensively between different
countries.
Germany
The German system is based on the principle of social solidarity, which means that the government is
bound to provide a broad series of social benefits to all citizens, as well as medical care, disability
payments, etc.
With the introduction of a mandatory social insurance scheme for Long Term Care we can certainly say
that it covers basically the entire population where 90% of the population is provided with a pay-as-yougo public insurance scheme and the rest of the population by a funded mandatory private insurance
scheme. As we previously said, different countries have different definitions of Long Term Care,
Germany has its own, where the definition of Long Term Care is narrower than that in other countries.
In Germany in order to qualify for Long Term Care benefits, the individual who is requiring LTC must
need help with at least two daily living activities, over a course of 8 months and for more than 90
minutes a day.
The individuals that do not meet the criterias are not covered by Long Term Care insurance.
Spain
The Spanish system is considered as a “system of regional LTC services”. Access to publicly funded
LTC is based on an evaluation of needs and recourses which alters by regions.
LTC in ES is mostly financed through taxes, co-payments and charges.
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Italy
The LTC system in Italy is defined by a very high level of institutional fragmentations like
management responsibilities, sources of funding and governance.
The parties that are directly involved in the organization of LTC services are local health authorities,
nursing homes, municipalities and the National Institute of Social Security. Furthermore, in IT a big
share of LTC expenditure is funded by households, and a considerable part of caregiving is provided by
informal carers, particularly in regions where public services are not as advanced.
In the Italian system, LTC consists of three main sources of assistance: Institutional care, community
care and cash benefits. Health care services given within the Italian National Health Services are free.
LTC is also characterized by a large diversity among areas and regions in both structure and funding
levels of the services that are provided. Italy, instead of one big national LTC system has many regional
LTC systems.
United Kingdom
In the UK system as in Spain and Italy, health services under the National Health Service are free.
Primary Care Trusts are accountable for the arrangements of health care services for the population in
the UK, supplies are means tested, so that out-of-pocket payments will rely upon levels of income,
savings and of course assets.

These four models cover a series of LTC services for people from age 65 and up. They cover both the
public and private sectors, but let’s take a look at the US and Albanian systems.
While the US has a combination of both private and public health care system, unlike other countries
like JP, CA or European countries which have universal health care, where all citizens get some kind of
level of coverage, in the Albanian system most of the individuals who fall under the LTC category rely
on their pensions or remittances from relatives to cover their medical and living expenses.
With future data showing us that the elderly population of Albania is to increase by around 40%, the
need of extended LTC options is a pressing issue. There are currently some health care programs or
private LTC insurance in order to help obtain quality medical care but public funding for LTC do not
cover the costs of private care facilities.
LTC is very expensive and could of course tighten financial resources of individuals and for that reason
in order to assure that everyone in need for care will receive it, and to limit expenses on social welfare,
European countries have modified or created new financial agreements for LTC.
One of the biggest issues for any European system right now is to provide enough resources while
keeping expenses affordable for the national economy.
In most countries Long Term Care is not a definite social policy field. LTC is usually funded by
different sources and organized at different vertical and horizontal levels. Not all countries organize
their systems the same, some countries merge social and health care horizontally. In most countries this
horizontal mixture between social and health sectors is followed by a vertical division of obligations,
with powers assigned at different institutional levels like: regional, local and national. Some countries
have a decentralized governance structure, of which CH is perhaps the most well known example.
Because LTC and health care not always reside under the same department even if they are under the
same governance level.
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Conclusion
The European Commission has shown serious leadership in encouraging all EU countries in taking
steps to diminish the challenges of the aging population by sharing good practices, creating sustainable
financial systems, providing access to affordable quality care and focusing efforts on prevention.
The European Commission has two new proposals about the policy challenge in LTC; The new Start
Initiative and the European Pillar of Social Rights. The New Start Initiative intention is to identify
avenues for the EU legislative action, so it can address women’s underrepresentation in the labor
market.
Ensuring adequate Long Term Care for every country is still a growing challenge and nations will need
to learn from each other. Subversive ideas must be encouraged, breaking down boundaries must be
encouraged, similar creativity must be encouraged and some kind of categorization, so that nations can
best exercise their roles because without categorization it is not possible to establish the long-term plan
about the number of users of each category of care, and without a projected number of users of each
category of care you cannot plan the personnel, financial and spatial requirements, and of course
develop the long-term reform program. It’s very important to organize much more precise standards and
norms of LTC and have a better connection with the private/public initiative.
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Abstract
This paper will discuss the various types of health issues, differentiating them into to major
groups, namely physical and psychological. The paper will also talk about how both types of issues are
treated nowadays. Another topic will be the stigma around mental health problems, and how it has
evolved through the years. Another hot topic which we will discuss in this paper is about the healthy
lifestyle that everyone has to follow in order to not be affected from different kind of diseases. While on
the topic of stigmas which is even nowadays a taboo we will enter into it in details in the following
material. The article will also discuss about some of the problems that our society has encountered as
side effects of health issues. Specifically, how some viruses which make their way into the human
species through one specific location or group of people can cause for said group of people to get
discriminated. And finally, the manner in which people go about taking care of their health, both with
curing existing issues, and also living in a healthy way to avoid any possible issues.

Keywords:
Health, mental health, physical health, health-related problems, stigma, healthy lifestyle

Physical Issues
1

The biggest and most different groups of health issues are physical and psychological. Physical
problems are quite easy to understand, compared to their counterpart the psychological issues. Any
situation in which a person’s body acts in a way which doesn’t conform to the norm and/or it causes
damage to itself. The physical health issues can in itself be grouped into two big groups: injuries and
diseases. Injuries include little things such as cuts and bruises. These are easily patched by the body in a
small amount of time. But they go all the way up to broken limbs, which can cause life-long issues and
even paralysis. Diseases vary from a simple flu, curable in a matter of days, to life-threatening issues
such as cancer which still has no sure way of getting treated, only therapies which can help in some
lucky cases. There are many ways a disease can be caused. The most usual of which is through a virus.
Viruses are microscopical being which lay in the line between living and dead. Viruses contain DNA, and
they search for living creatures whose cells they can corrupt and use the resources that are stored in
said cells to multiply themselves. The cells of the creature then produce the viruses until they burst
through the membrane and the cell is left dead. The human body reacts by immobilizing white cells at
the location of the virus outbreak for them to deal with. Some of the normal symptoms of the seasonal
flu are ways that the body counteracts the viruses. The raised temperature, for example makes the
environment more hostile for the viruses. The aching of the bones which people feel is a side effect of
the creation of white cells which takes place in the bones. These types of diseases are mostly temporary
and curable, and the body becomes more immune to them after the first time it gets infected. That’s
because it learns to create antibodies tailored for the specific type of virus, that’s why most vaccines are
a dialed down version of the virus which they try to counteract. Another way the body can get a disease
is through an unhealthy lifestyle leading to bodily dysfunctions. One such disease is type 2 diabetes,
caused by over-eating. When a person eats, the pancreas releases a hormone called insulin telling the
body, that after it is done dismantling the food into macronutrients, it should release a limited amount
of glucose into the bloodstream for it to make its way into the cells, and the excess is to be stored as fat,
to be used for when the body doesn’t receive the needed nutrients from the diet. But through overeating the body develops something called insulin resistance, which hinders the storing of glucose as fat,
and as a result causes a saturation of glucose in the blood, leading to clogging of the blood stream and
hypertension. Other diseases caused by an unhealthy lifestyle are liver failure, mostly caused by over
consumption of alcoholic beverages, and an array of lunge diseases caused by smoking. And lastly one of
the worst type of diseases are the inheritable ones. These are carried through the genes of the human
DNA, and many of these diseases are chronic, meaning they act up from time to time. Such diseases are
type 1 diabetes, here the pancreas simply stops producing the needed amount of insulin. It produces
either none or close to no insulin at all, and the patient needs daily injections of insulin. Another type of
inheritable diseases is the Alzheimer’s disease, which is mostly found in elderly people, and the disease
acts on the neuron in their brain and hinders the memory making process. Other inheritable diseases
include arthritis, cystic fibrosis, alpha- and beta-thalassemias, sickle cell anemia (sickle cell disease),
Marfan syndrome, fragile X syndrome, Huntington's disease, and hemochromatosis.

Psychological Issues
2

Differently from physical issues, mental health issues are harder to heal, and sometimes even
harder to see. This is caused by the fact that most people go through life thinking that the way they act
is normal, and the people around them also get used to it, and as a result don’t see it a health issue, but
rather as a personality traits : things such as failure in anger management, or trust issues. Most people
either create these problems from their upbringing, or they are innate, and they appear at this age, and
as such they become a part of them. Most of the time they are not taken care of, until it becomes
dangerously unhealthy in their day to day social activities, or it gets called out by someone with
experience with such things, mostly someone who also goes to therapy. In the past these issues were
also left lone by their possessor and their social group, because of a stigma that whoever goes to mental
therapy must have serious mental problems, such as schizophrenia. The people that have this problem
fear that this illness would define who they are as a person, and as a result they wouldn’t be seen the
same way. However, in the last years, more specifically in the last two decades this stigma as been
overthrown, and many more people are seeking help for their problems, however small they may be.
This can be seen the number of people that now go to shrinks for help. Mental health issues range from
things such as social anxiety and depression to bipolar disorders and schizophrenia. Substance abuse
also falls in the mental illnesses’ category, things such as drugs abuse or even eating disorders, can be
talked through with a shrink. That’s why support groups such as AA, Alcoholics Anonymous exist. This is
a group of people which meet up and talk through their problems and experiences with alcohol with a
trained professional leading the discussion. There are also all sorts of rehab centers which help
substance abusers quit and get their life together. In the last two decades there has been an
overwhelming increase in people reaching out for help. A big contributing factor is the fact that more
and more prominent people are speaking about mental health awareness, with some of them even
being diagnosed with mental issues, the most usual of which is bipolar disorder. This condition makes
the affected person have big shifts in mood, to the point where they can affect sleep, energy, activity,
judgment, behavior and the ability to think clearly. In most cases, bipolar disorder is treated with
medications and psychological counseling (psychotherapy). The fact that the public sees that even
people who seemingly have everything in life, can be victims of these illnesses has caused for the stigma
surrounding the topic to almost disappear. Nowadays there are even apps meant to help with mental
health. While some people can create mental health issues through life, they go as far as trust issues or
anger management. But most psychological issues are innate. Things such as ADHD, OCD, Autism
Spectrum Disorder, are issues one is born with. The illnesses mentioned above are mostly diagnosed at
a very young age and as such the children diagnosed with these issues are treated differently and also
put in a separate classroom. This was one of the contributing factors that created such a stigma around
mental health.

Accompanying Problems and other health related Stigmas
3

Other health issues with stigmas around them are STDs. Most people don’t actually know how
dangerous they can be and really overestimate the damage they can do and their contagiousness. As a
result, people who have these diseases are treated as outcasts with revolting habits, and often called
derogatory terms, especially if the carrier is of the female gender. People are also quick to make
assumptions, and as a result people can have hard times for no good reason. The most well-known out
of all STDs has to be HIV (Human Immunodeficiency Virus). This virus is counteracted by the body just
like any other viruses, but unlike the others it can preserve itself for years, although in very small
numbers. Through the years the virus begins to multiply continuously, and normally in ten years, it
reaches numbers large enough to attack the body’s immune cells and disposing of all of them. At this
stage the body gets the AIDS disease (Acquired Immuno-Deficiency Syndrome), at which stage there is
nothing left to do as most often, in a matter of months, the body will be attacked by some kind of virus
or bacteria, and will be unable to counteract because of the absence of white cells. This virus is believed
by many to be lethal upon infection. However, this belief is completely wrong. In fact, while it is
currently impossible to get rid of the virus completely, it is possible for it to be contained. There are
many patients which get treated and contain the virus to such a degree, where it’s almost not even
detectable in the blood. That’s why a big part of a disease’s effect on society is also the mass hysteria
which it causes on people. For example, at the time this paper is being written, a big health related topic
is the coronavirus. News media all over the world are treating this disease as if it is the new plague, and
as a result the people from which it initially came from, namely the Chinese population, are getting a lot
of discrimination because of it. People are afraid of them at the airport, they are afraid of Chinese
tourists, and they are being treated differently for being potential carriers of a disease of which they
know only a little. News outlets just keep pushing out scary numbers, while in actuality the numbers are
not as scary as one would think, the mortality rate is just about 2% nationwide in China, and even in
Wuhan it is as low as 4.9% as calculated on Feb. 8th, 2020. The disease has been quarantined quite well,
and the general danger of anyone getting infected by a Chinese tourist and subsequently dying because
of it, are unimaginably low. But society gets very bothered over small things, and this is a big problem.
The same thing happened years ago with the SARS virus which is a type of coronavirus. The outbreak of
SARS happened in 2002-2003 also in China, and the Chinese population were also discriminated against
back then too. Another disease which was accompanied by a case of mass hysteria was Ebola, which
broke out in West Africa around 2014 to 2016 and caused a lot discrimination against the population of
this country.

Healthy Lifestyle
4

Nowadays more and more people are starting to adopt a healthier lifestyle. People look for diets
which have proven to be better for their organism. Smoking and drinking are much more frowned upon
than they were years ago. And finally doctor appointments have become a routine thing, rather than
just going when pains or discomforts appear. As such the diagnosis of illnesses happens much faster. As
the number of people who opt for a healthy lifestyle rises, the number of trending diets and exercise
programs rises as well. And people seem to always be on the lookout for the new magical diet that will
“rid them of their health problems”, or the new superfood which can “destroy the toxins in their
bodies”. But most people don’t really know much about human biology and health, and as such a lot a
hoaxes and/or half-true advice become gospel for some people. Along the years there have been quite a
lot of such cases. In the 90s the Atkins diet was the trend, a diet that promises weight loss and overall
health gain, if a person were to lower the amount of carbohydrates and fat they consume and as such
maximize their daily protein intake. This means eating less grain products and less sugars, while eating
more meat. Then there was vegetarianism and veganism, in which the follower of the diets is to eat no
meat or no animal products respectively. Some people simply follow this diet as a moral statement, but
some believe that this is the way that humans are supposed to eat. And that the homo sapiens species
was never meant to consume meat or animal products. Although one can manage to maintain a healthy
lifestyle while on such a diet, it is proven by science that this is by far not the optimal diet. Then there
were trends such as the Paleolithic diet, which consists of only whole foods, no processed foods are
allowed, basically as a concept one is to eat as our ancestors ate in the Paleolithic era, food such as lean
meats, fish, fruits, vegetables, nuts and seeds, foods that in the past could be obtained by hunting and
gathering. Foods that became available when humans became farmers are as such not allowed, these
include dairy products, legumes and grains. Then there is the ketogenic diet, which consists of high
amounts of protein and fat, but no carbohydrates at all, which means no grain or sugar products are to
be consumed, including bread and other flour-based products, starchy vegetables such as potatoes, and
even fruit. This diet is believed to resolve or at least help with insulin sensitivity issues, which lead to
type 2 diabetes. This happens by putting the body in what is called ketogenesis, where the body doesn’t
feed off carbohydrates, but rather fat, including the dietary as well as the fat stored in the human body.
Some people have side effects when they first get into this diet. That is what nutritionists call the keto
flu, it includes symptoms such as headache, foggy brain, fatigue, irritability, nausea, difficulty sleeping,
and constipation. Some scientists believe this diet to also have other benefits to health, and that the
ketogenic state is to always be maintained. But such claims are hardly believable. Another trend is
intermittent fasting also known as time-restricted eating, this one is not a diet, meaning it doesn’t
instruct for what to eat, but rather when to eat. There are many variations of this way of eating, some
restrict the time of day in which a person can consume food, like limiting it to an 8-hour period, some
alternate between eating and non-eating days. More and more studies support this theory. “Studies in
rodents and other nocturnal mammals support the hypothesis that intermittent fasting and restricting
the availability of food to the normal nighttime feeding cycle improve metabolic profiles and reduce the
risks of obesity and obesity-related conditions, such as nonalcoholic fatty liver disease, and chronic
diseases, such as diabetes and cancer. However, data from related human studies are limited regarding

the positive impacts of time-restricted feeding (i.e., eating patterns aligned with normal circadian
rhythms) on weight or metabolic health.

Conclusion
In this paper were discussed all types of health issues, including physical and psychological
issues dealing with the human health such as: illnesses or injuries etc. Every person around the world
which is relatively at an adult age has to take care primarily for his older parents and for their children
because this two groups of people are the one who are more in dangerous than the others relating with
the new diseases that are more lethal that they used to be. Hygiene is the most important thing that
every one of us has to use in every day routine in order to keep away any kind of illnesses. People
nowadays are very lucky because all the different states around the world have started to make
improvements in terms of medicine or even about difficult kind of surgeries but more fund have to be
integrated for this cause because the destiny of earth depends from this.it is shown from the data that
mental health was more difficult to fight against but with the evolvement of technologies we have
made great progresses in order to fight against this kind of diseases .It was concluded that more and
more people are taking better care of their body, going to therapists to help with their mental health,
routine check-ups to help with their physical health, as well living a healthier lifestyle day by day to help
with their health improvements.
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Abstract
This background paper describes the challenging phenomenon of depression perceived as
a rapidly increasing mental disease that has reached ‘epidemic’ levels in the modern world. The
World Health Organization (WHO) has coherently asserted this perspective, in addition to this
phenomenon being widely covered by open media and online networks approaches to health
issues. Furthermore, analyzes on the burden of said disease regarding its traditional behavioral
patterns are conducted, supplementary to discussing other syndromal models of depression. The

symptoms and possible diagnoses will be discussed regarding the most evident types of depression,
such as Major Depression, Psychotic Depression, Depressive Phase of Bipolar Disorder,
Dysthymia, Seasonal Affective Disorder (SAD) and similar types of this nature. The paper will
also consider the assumptions as to what causes the disease and the degree of treatment necessary
to react toward it. More importantly, attention will be given to the role depression plays in criminal
charges and defenses, considering the potential scenario in which criminal liability may or may
not be held.
Keywords: Depression, WHO, Mental Illness,

Introduction
David Foster Wallace, a Times author who often voiced the burden of depression through
his influential books, has shared one of the most meaningful viewpoints on the matter, “The socalled ‘psychotically depressed’ person who tries to kill herself doesn’t do so out of quote
‘hopelessness’ or any abstract conviction that life’s assets and debits do not square. And surely not
because death seems suddenly appealing. The person in whom its invisible agony reaches a certain
unendurable level will kill herself the same way a trapped person will eventually jump from the
window of a burning high-rise.” Suffering from deep depression, Wallace outpoured his inner
thoughts and unexpressed reactions on paper while concretely shaping his diagnosed disease. He
continues to compare the unexplainable emotions by saying that a person who’s standing on the
window of a burning building has the same fear of falling with someone who’s admiring the view
from above. Yet, another agonizing factor makes the difference as he states, “Make no mistake
about people who leap from burning windows. It’s not desiring the fall; it’s terror of the flames.
And yet nobody down on the sidewalk, looking up and yelling ‘Don’t!’ and ‘Hang on!’, can

understand the jump. Not really. You’d have to have personally been trapped and felt flames to
really understand a terror way beyond falling.” Having left behind unfinished works that contained
the core of understanding the concept of just being a “human being”, Wallace lost his battle to
depression on September 12, 2008 when he committed suicide by hanging himself on the closet.
Depression has been a common mental issue known to humanity ever since the second
millennium B.C.E, which holds the earliest written accounts. In this era, depression was considered
as spiritual illness caused by demonic possessions, and was therefore treated through primitive
methods like beating or starvation (Edward H Reynolds, 2013). Centuries later, and there is still a
need of efforts and struggles to diagnose the disease or provide the most efficient treatment.
Depression has always been a controversial mental illness in the sense that it was often not
accepted in a medical viewpoint by the society. Confusing the feeling of sadness with severe and
long-term symptoms that characterize the illness is one of the most common misconceptions made
regarding this matter. Many societies see people who fight depression as an excuse to escape daily
responsibilities and therefore, fail to understand the fact that the illness has long before been
diagnosed in its clinical form and is extremely common in the modern world. Furthermore, the
biomedical cause is not known yet, but there is a high need of improving the medical solution for
depression, be that through therapy, antidepressants or addressing the issue in social levels. The
seriousness of the disease is also shown in criminal charges regarding the degree of liability.

Types and Symptoms
The WHO describes a depressive episode when a person is shown to be suffering from low
mood and self-esteem, reduction of energy, decreased social and physical activity, in addition to
“somatic” symptoms, such as loss of pleasurable feelings or interest, loss of appetite, insomnia,

weight loss and so on (World Health Organization, 2020). The continuum of these symptoms,
which could range from mild to severe and are evident in long-term with major consequences is
someone’s life, are indicators that said person is suffering from depression. In that event, clinical
depression is usually referred to in the case when such symptoms require professional medical care
as they have reached the chronic end of the severity scale.
Depression varies in its forms as it can be classified in different types. However, the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (American Psychiatric
Association, 2013), a book that covers mental health disorders for adults and the youth has
categorized depression in two primary groups: major depressive disorder, which is unipolar
depression, and the depressive phase of bipolar disorder. According to an article published in the
National Center for Biotechnology Information, major depression is a ‘severe, life-threatening,
and highly prevalent psychiatric disorder, predicted to soon become one of the major causes of
death worldwide.’ (Bartolomucci & Leopardi, 2009). Regardless of continuous medical
researches, the cause of major depression has not been identified. Said disease is already spread
worldwide with approximately 340 million diagnosed cases. It also ranks fifth in leading causes
of global disease, including developing countries (World Health Organization, Preventing chronic
diseases: A vital investment., 2005). Common symptoms that characterize this illness are feelings
of emptiness, appetite changes, tiredness, physical pain (headaches, stomachaches), feelings of
guilt, lack of focus and suicidal thoughts. Most importantly, major depression is a risk factor for
suicide, and although efficient antidepressant drugs exist, medical solutions through additional
experimental efforts that improve wellness are further needed. Another unipolar depression type
is Psychotic Depression. Some people who have severe depression may also experience additional
psychosis to the usual abovementioned symptoms. Psychosis in non-medical terms is the condition

where the person experiences delusions and hallucinations about their surrounding reality. Thus,
psychotic depression is both the conditions of psychosis and depression interlinked. According to
Rothschild, out of all the people who experience severe depression, about 14.7% to 18.5% will
develop psychotic depression (Rothschild, 2013).
The second important classification category of depression is the Depressive Phase of
Bipolar Disorder. People who are diagnosed with this mental disease tend to alternate phases of
depression and mania, ‘a period of greatly elevated mood, where the mood state is abnormally
heightened and accompanied by hyperactivity and a reduced need for sleep.’ (AK & LG, 2016).
There are two types in diagnosing bipolar disorder according to Diagnostic and Statistical Manual
of Mental Disorders. Bipolar I is when people with the disease experience in their lives at least
one manic episode and one major depressive episode, while Bipolar II is when they experience at
least one hypomanic episode - which is less serious than mania – and one major depressive episode
(American Psychiatric Association, 2013). Some of the symptoms would be excessive talk, less
sleep, increased sexual desire, increased distraction, physical agitation, aggression or irritability,
delusions and so on.

Depression at Epidemic Levels
Stephen Nolan, a BBC television presenter, takes the challenging journey into better
understanding the dark mindset of depression-diagnosed people on the “The Truth about
Depression” BBC documentary. The documentary speaks of social stigma, one of the factors that
further puts emphases on the pressure of dealing with the burden of depression. The diagnosed
people interviewed shared they feelings by stating, “You feel like your brain is crushed, all you
want is to be on your own, isolated. You don't want to go to the toilet, you don't want to make any

food. Never mind look in the mirror to see what your appearance is like. You just get to a point
where you just think, you know what, I'm too much of a burden.” The burden of depression, as
described by depression-diagnosed people can become unbearable, and often lead to suicide. This
is no longer a potential situation, it has happened massively. According to WHO on Depression,
almost 800 000 people die every year due to suicide, making it the second leading cause of death
in 15-29-year-olds (Organization, 2020).
Even if it has not reached the end of the spectrum, depression affects a person’s daily life
to the degree where they no longer can properly function or socialize. They experience difficulties
running errands, sleeping or coping with social situations. The surrounding community, more often
than not, tends to overlook this mental disease, failing to realize that it is as common as the typical
seasonal flu. According to a research paper conducted by the Mental Health Foundation of New
Zealand (Zealand, 2012), there have been striking increases in prescription rates for antidepressant
medication within the last two decades. This shows evidence to the increased rate of depressiondiagnosed diseases. The WHOs analyses have previously predicted that depression will have
become the second most disabling disease globally by 2020. This approach is compounded by the
assumption that depression is under-diagnosed and generally undertreated in the wide population.
In the abovementioned research paper it is suggested that improved diagnoses would most likely
lower the suicide rates together with the social discrimination and stigma towards the disease,
increase productivity, better enhance the physical health and reduce drug or alcohol abuse.
Regarding the controversial topic of the efficiency of ‘over-diagnosis’ through use of
antidepressant drugs, it is argued that this way is less harmful than it would be to not diagnose at
all severe and serious depression, which often has led to suicide. Moreover, the illness of
depression is coherently increasing. Therefore, so is the need for the most appropriate medical

solution. Approaches to these solutions should address not only to extensive social policies
regarding mental health diseases, but also to the level of treatment and care of the individuals.

Depression and Criminal Charges
Regarding a legal perspective, in often cases comes up the question: can a depressiondiagnosed person, who cannot think clearly, be held liable for possible criminal actions? The
Albanian Criminal Code states in article 17 paragraph 1 on Mental Incapacity, “No one shall be
held criminally liable who at the time of committing the offence suffered from psychic or
neuropsychiatric disorders ruining his mental balance entirely and, consequently, was unable
either to control his actions or omissions, or to be aware of committing a criminal offence.” This
refers specifically in the cases when the mental disease has completely caused the defendant to
lose all conceptual awareness of the reality, and therefore in those moments he/she was unable to
comprehend the consequences of his/her actions. Although the criminal offense is committed,
there is no direct intention and the objective of the crime is missing. Depression, however, is
argued to not fall under this paragraph, but rather under the second one which states,
“A person, at the time of committing the criminal offence, suffering from psychic or
neuropsychiatric disorders, having lowered his mental capacity to be aware and fully control his
actions or omissions, shall be liable, however, this circumstance shall be considered by the court
in determining the extent and the kind of punishment.” Depression is a mental disease that is
considered a neuropsychiatric disorder that does not make the diagnosed person completely
incapable mentally, but only lowers the capacity. In cases of severe depression, it is clinically
proven that the patient has tendencies to harm their self and commit suicide. However, it is more
of a variable if these tendencies can be done towards someone else. The latter one is not

clinically supported as an argument. A depression-diagnosed person that commits a criminal
offense, in Albania, will fall under paragraph 2 of article 17 of the Albanian Criminal Code.
Depending on the physicians expertise, if the patient is diagnosed with severe depression, he will
most likely suffer the offense in a ‘prison hospital’ rather than on a normal prison. Therefore, the
patient will be treated in that facility with the proper medical care and attention needed.

Potential Causes of Depression
There’s a current on-going debate and research as to what causes depression. However, up
until now there has been no accurate answer, only possible assumptions. Depression can be
transmitted through genetics or caused by environmental factors. The patient’s family historical
records of mental illnesses can strongly suggest predisposal possibility of someone becoming
depressed. According to (Hyuman, 2000), “all of these mental disorders including major
depression have a high risk of transmission due to heredity”. This work has further suggested that
someone who has history of depression in their family have a two to three times greater risk of
being diagnosed with depression than would an average person. Another key factor assumed to
cause depression is the surrounding environment. If a person is constantly exposed to stressful life
events, it is most likely that he or she will develop depression. Such types of depressions could be
for instance Situational Depression. This type of depression is often caused by the person’s
response to a specific life event, for instance losing a job, getting divorced, having to take care of
a loved one who is ill and so on. Seasonal Affective Disorder is another type in which the
diagnosed person experiences depression at certain times of the year. For instance, the lack of sun
and vitamin D is one of the key factors that may cause the disorder. Additionally, women

experience Premenstrual Dysphoric Disorder, where they become depressed prior to the arrival of
their period. Hormonal changes play an effective role in this case, although the symptoms tend to
be very intense. Women also experience Postpartum Depression which occurs after they give birth.
The vulnerability, stress and anxiety caused by bringing a new-born into the world may affect their
mental health, in addition to high levels of hormonal changes.

Conclusion
“Mental pain is less dramatic than physical pain, but it is more common and also more hard to
bear. The frequent attempt to conceal mental pain increases the burden: it is easier to say “My
tooth is aching” than to say “My heart is broken.” These are the famous words of C.S. Lewis on
his work The Problem of Pain. Physical pain is often bearable and immediately treated: you’re
physically hurt somewhere, you go the doctor, he diagnoses the problem and immediately starts
the operation. Mental pain is much more different. In most cases, the person does not even
comprehend that he or she may have a psychological disorder, since the importance of mental
health is often overlooked by the society. However, the modern community, having constantly
been faced with the issue of psychological disorders, is finally focusing its medical attention into
working out improved and more effective treatments in dealing with depression-diagnosed people.
Although depression is argued to have reached epidemic levels, and although the causes to it are
not yet well defined, improvements are being made. A legal perspective regarding criminal charges
and depression also shows how the society is trying to understand the mindset of such diagnosed
people and is therefore trying to provide better medical solutions alternate to suffering a criminal
offense in prison. Overall, the most important progress is being made into healing depression, or
at the least minimizing its consequences.
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