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FOREWORD

The fourth event of the biannual Well-being in the information society (WIS) confe-
rence series will again this year call together inter-disciplinary scientists and practical-
ly oriented professionals to share results and experiences.

The conference series is established to discuss topics around health and well-being,
information society and urban way of living. To the best of our knowledge the border
crossing approach of the conference is unique, even in a worldwide perspective.

The importance of the special topic of this year, unequal access to information society
resources, is continuously increasing. Here, especially two macro trends deserve to be
mentioned, empowerment of individuals and the societal transition towards self-
service. Regardless of personal attitudes of clients or professionals, individuals are
expected to maintain or improve their life management, and by that support and pro-
mote their health and well-being. The trend can be criticized but all the same is going
to be the mainstream of the near future. This puts pressure on individuals and also the
service production, demanding good access to information society resources. On the
other hand, the trend of transition towards self-service is not just satisfied by provid-
ing access to resources, but additionally demands a good readiness to use these re-
sources. Almost nobody can just lean on support of others when taking care of daily
matters. Due to the trend a whole new set of terminology has been created: e-health,
e-business, e-service, e-government, you name it...

The previously mentioned information society resources form a key concept of the
conference this year as well as the whole conference series. A common denominator
of these resources is that they are only available through information technology.
They comprise a variety of services including social media that all can be used for
support and promotion of health and well-being.

Both trends put special pressure on individuals with some sort of sensory impairment.
In order to take full advantage of modern computer user interfaces the user is ex-
pected to possess complete vision, hearing and motor coordination.

One important issue, however, is to understand that we all are in some way disabled.
A simple example would be that we all are deaf and mute in 99% of the world’s lan-
guages. Actions taken to improve the life of disabled are supportive also towards the
life of “normal” people they very seldom if never are in a contradiction with the needs
of the general population.

Information technology must not simply be regarded as a problem and challenge for
the impaired but also as a potential provider of solutions, including individuals with
disabilities. The function of conferences like WIS is to make demand and supply
meet.
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We recognize that the conference material might be perceived as sensitive by some
living in the core of the topics discussed. We apologize already in advance, should
such things occur.

However, initiation of discussion is one way to make changes happen, even in sensi-
tive matters.

We want to express our gratitude to all those who have contributed to the organization
and establishment of the conference this year. Authors and program committee mem-
bers are in a central role, through contributing and further elaborating the scientific
contents of the conference. A great number of individuals have contributed by per-
sonal work, and dozens of organizations have as well placed their resources and valu-
able time to the disposal of the conference organization even this year. Your number
is too great to allow individual acknowledgement here, but we wish to thank you all
very much!

An academic conference is like life itself: the key is to meet people and be in interac-
tion with them. As this obviously is not always possible reading the proceedings is the
second best option. In this we wish you educative and rewarding moments.

Reima Suomi Sakari Suominen
General Chair Program Chair
WIS 2012 WIS 2012
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The Demographic Crisis in Care:
Professionalism or Democratisation?

Kevin Carey

Chair, Royal National Institute of Blind People (RNIB)
humanity@atlas.co.uk; kevin.carey@rnib.org.uk

Abstract: The demographic impact of longevity and its consequent substantial
disability sub-set has coincided with a parallel decline in the birth rate and a
catastrophic down-turn in public sector expenditure and disposable resources
for philanthropic purposes. This calls for: a shift of public and private expendi-
ture from youth and middle age to the elderly; a radical re-configuration of
physical and social capital from professionals and institutions to community,
domestic and volunteer services, including a shift from surgery and medicine to
health; a transfer of provision from provider-defined goods and services to con-
sumer choice; and a radical shift in taxation policy and social attitude.

1 Introduction

One of the most universal and persistent icons of civilisation is that of the personal
encounter between the healer and the sufferer which has, over the centuries, morphed
into the relationship between the patient and the doctor, the professional and the lay.
And over the centuries, as the paradigm of service has become personal and profes-
sional, it has percolated down the social structure from the monarch with his magi-
cians to the chaotic mother with her social worker. At the same time, alongside the
human icon of the professional, we have poured massive capital into the physical
icons of professionalism: charity headquarters, hospitals, asylums, institutes, schools,
police stations and scores of other silos with their receptionists, HR directors, finance
departments, processes and jargon. And the simple messages of this presentation that:
all of this is about to come to an end; and very quickly; and that there is a choice be-
tween taxation and professionalisation on the one hand and self-help and the demo-
cratisation of services on the other.

But it should not have been a surprise. One of the most puzzling pieces of profession-
al perversity | have ever encountered is the insistence on the part of pension fund
actuaries that the default for their projections should be that the increase in longevity
will ‘correct' to zero by 2050 whereas all the evidence from 1850 onwards points in
precisely the opposite direction. Perhaps this is a symptom of a wider inability to
adjust process to changing data but, whatever the reason, it represents an alarming
truth: that increased longevity was one of the most easily predictable demographic
phenomena of the second half of the 20th Century, yet it seems to have taken almost
everyone by surprise and, even more remarkable than the apparent ignorance of pub-
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lic sector planners was the negligence of pension fund managers. Simple reasons are
difficult to find, and although | generally deplore explanations which talk about a
whole host of different factors, sparing the pundit from coming clean, my best guess
is that there was a subtle combination of four major factors in the second half of the
20th Century which contributed to the policy sclerosis:
e A growing youth obsession
e The difficulty of understanding the paradigm shift of ageing
e A lack of professional interest in geriatrics; and, where some people did see
the signs
e A recoil from the extent of the problem leading to immobility similar to that
which confronts ecologists

1a) Youth. The symptoms of the irrational youth obsession are easily identified:
e A concentration of youth products when the maximum return comes from
sales to those from 50-60 (fashion, food, consumer electronics)
e Youth dominated mass media, notably television, when the highest per capi-
ta hours of television are watched by people over 65
e Public and third sector expenditure patterns disproportionately in favour of
youth over age, even taking account of calculations about the life span of be-

neficiaries.
1b) Demographics. For the record, here are the basic numbers from Eurostat:
In 2008:
e Female 824
Male 76.4

[ ]
e  The number of people over 65 will rise from 17.5% now to 30% by 2060
o  People over 80 will triple in the next half century

http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/Mortality_and_life_ex
pectancy_statistics

Retirement after employment is no longer a few years of relatively low care life cul-
minating in a rapid transformation from vigour to death.

1c) Professionalism and Geriatrics. The 20th Century's key professional interests
in the age of social care, following on from Freud and Jung, have been centred round
child development; interest in the decline of physical and mental facility have been
much less marked. This emphasis was understandable during the demographic shift
known as the post Second World war 'baby boom' but the trend far out-lived the de-
mographic when those very babies in the boom needed a professional re-focus.

1d) Scale. But perhaps the biggest problem was the sclerosis arising from the
scale of the problem. If you imagine a longevity framework in which 30 years of life
after employment have to be funded by 40 years in employment, you can immediately
see the impact of that on disposable income and the savings and/or insurance re-
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quirement. Imagine the fall in living standards and the fall in consumption.

Along with this demographic there is a parallel and almost equally startling fall in
fertility in the EU 27, only mitigated slightly among immigrants and the descendants
of immigrants, population sectors whose presence is increasingly controversial in the
EU.

e 2002 1.45 births per woman

e 2009 1.59 births per woman

There is no sign, without massive immigration, that the fertility rate will reach re-
placement levels in the 21st Century.

The final development which we need to take into account is the percentage of GDP
spent by the public sector which has recently gone above 50% but is due to fall back
to 45% in the next three years; but from then on | predict a steep fall as the mandate
for increased taxation evaporates and the ability of governments to borrow is increa-
singly curtailed.

http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/National_accounts_%E
2%80%93_GDP

This last point is critical because, although there are some honourable exceptions,
notably in Scandinavia, the radical disjunction between the willingness to pay tax and
demands on the public sector was increasingly mitigated after the economic crisis of
the early 1990s by the ability of governments to borrow.

At the same time, it is clear that the service load required to enable older people to
achieve a reasonable quality of life is far too great for the philanthropic sector. And
s0, in summary, unless people are prepared through taxation, insurance or other forms
of saving to lower their standard of life during their working years, the problem is
financially insoluble; and until that reformed behaviour takes root, we have a short- to
medium-term problem in respect of people who are now 35 and over, people, in other
words, with approximately 30 years to make provision for life after employment.

That, in short, is the bleak prospect of:
e Increased longevity
Inadequate fertility for population replacement
Decreased public sector budgets
Philanthropic incapacity
Contemporary reluctance to save or insure against old age

It is clear from this set of factors that the key change which is required - as is true in
the case of deficit correction and ecological re-balancing - is a renewed acceptance
that the best definition of civilisation is the capacity to delay gratification for a better
long-term future. There could be no civilisation until first food storage and then other
forms of saving became possible and, conversely, the use of credit was only made
possible because of the planning which storage allowed. There is a whole different
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lecture which | could give about consumerism, selfishness, instant gratification, the
breakdown of solidarity, the ineffectiveness of education to influence moral choices,
and so on, and | will briefly return to this theme at the end of my presentation, but |
want to concentrate in the main on rational and achievable measures to mitigate the
current 30-year crisis and to lay foundations for the longer term.

So in this presentation, | briefly want to discuss five issues:
e  Expenditure on demographic groups
Expenditure on physical and social capital
The deployment of Cash and in kind social provision
Lifestyle related taxation; and
A new view of social Capital

2 Demographics and Expenditure

Apart from the natural biological equilibrium which reduces fertility as living stan-
dards rise, there are two other major contributory factors to population stagnation and
decline:
o  First, people perceive that rearing children is too expensive, imposing severe
costs and restraints on lifestyle
e  Except in some minority communities, the link between children and their
provision for older family members which was a spur to breeding, has been
broken

The state can do little about the first problem which arises out of gross materialism
and individualism, although it could point to the relationship between small families
and loneliness in old age; but, going with the grain of self-interest, it could make it
possible for a high degree of hypothecated insurance to be retained within nominated
family units so that the larger the family, the higher the chance of its older members
doing well both in terms of income and direct care. The problem with hypothecation
within families is that it reduces redistribution between the better and the worse off
but, at the very least, the major EU economises with substantial 'under classes' need
to look at the effectiveness of redistribution which forces citizens to make anonymous
donations through a faceless arbitrator.

There is some evidence that economic incentives can be employed to increase the
birth rate but this strategy will only work over a very long period.

The state should also radically simplify its modernist, teacher dominated education
system which is far too expensive. We should now be past the crippling dichotomy of
mothers staying at home versus expensive child care - either privately or publicly
funded - and when we come to primary education it is time to recognise that we are
loading far too much pressure onto young children and spending far too much on near
useless formal education. A technology-based society requires a substantial degree of
peer-to-peer learning and teaching and learning between generations. So far the edu-
cation system has superimposed postmodernist technology-based learning and teach-



ing on top of the 20th Century modernist structure of fact acquisition through a pro-
fessional closed shop. The whole, rigid system from pre-school to university should
be radically simplified and diversified with minimum competence qualifications set as
bench marks for age bands. We could then reap a technology dividend. Again, some
will argue that this policy would directly affect redistributive strategies to the most
disadvantaged but, again, the benefits of modernist education for this population seg-
ment requires close examination. There is an alarming quantity of data which says
that formal education has failed problem families.

If we can de-professionalise large sectors of education it can be diverted to helping
those with complex problems; and the same strategy should be adopted at the other
end of the life span where meeting simple needs should be de-professionalised so that
resources can be concentrated on complex cases.

3 Physical and Social Capital

The two major element of physical capital in care systems are buildings and profes-
sionals. If we look at the average European town we will see that it consists of a wide
variety of institutions in their brick, stone or wood facilities with their own traditions,
bureaucracies, jargons, standards, restricted practises, hierarchies and cost structures.
WE rarely see a citizen advice point set up on a market stall. So far the rise of the
internet has largely imposed extra costs on organisations which have built web sites in
their anxiety not to lose ground to competitors rather than enabling them to cut costs.
As with education, we are not reaping a dividend from the use of new systems. Except
at the chronic end of the spectrum, professional care is over-elaborate and therefore
over-priced.

Perhaps the most striking example of the problem is the surviving iconic status of
hospitals, and the steady progression of medicalisation. For almost a century citizens
have ranked taxation for health over taking personal responsibility but this trend can-
not continue unchecked. The most significant example of medicalisation is childbirth
which is not a disease or an abnormality but doctors and Drug companies have a
vested interest in medicalisation, the most recent striking example of which is the
move away from personal lifestyle control towards the universal prescription of sta-
tins. We will find as this presentation unfolds that time and again there is a choice
between self-help and taxation.

One of the key capacities of digital technology is its ability to break down traditional
dichotomies between the individual and the professional:
e Recording symptoms
Internet searching
Triage
Online consultation
Telehealth and Telecare
Voluntarist and volunteer monitoring

Let me give you one example of the kind of flexibility which is now available in rela-



tion to the final point.

A person who is losing sight and suffers from mild dementia has the stark choice
between going into town with a friend or staying at home.

If we combine navigation technology, a web camera and a call centre, the same per-
son can go out alone but call if he gets lost or confused and ask to be navigated from
his call position on to familiar ground, or even all the way home.

The most frequent objection to voluntarist monitoring, at home or in the street, is that
this is a breach of personal privacy. What people usually compare is the level of vo-
luntarist monitoring versus no monitoring instead of comparing voluntarist monitor-
ing with nursing home or hospital occupation monitoring. In any case, one of the
cultural distortions of the late 20th Century which we will have to put right is an ob-
session with privacy. The natural corollary of privacy is loneliness and isolation and
in constructing voluntarist relations with volunteers rather than formal relations with
professionals, we will have to become accustomed once again to the social, if not the
physical village, which we all say is so much better than our modern isolation and the
erosion of social capital.

In summary, if we are to provide the full range of professional care and medical ser-
vices to those who need them most, either very young or very old, then we have to
stop replicating the one-to-one professional-client relationship across the whole area
of provision and replace it with a system of mutual support and triage which only
refers on to professionals in the case of serious accident or the obvious inability of the
peer system to resolve an issue.

In the end, it will come down to volunteering or taxation on the part of consumers,
and professionals will have to concentrate on the complex and to switch in simple
cases from being providers to brokers and facilitators.

4 Cash and In-Kind Provision

My acid test of where people stand politically is how they propose to handle poverty.
My simple nostrum is that poor people need money rather than, say, vouchers, social
workers, parenting classes, family planning counselling and all the rest of the para-
phernalia which enables the middle classes to ‘farm the poor' such that the people who
really benefit from the current systems are well paid professionals and support staff in
safe jobs in medicine, social care, special education, drug and alcohol counselling,
social housing, parenting, community development and, of course, the criminal justice
system.

The current modernist system calls upon professionals in their building silos to carve
up the client group. This simply does not work with organisations dedicated to single
issue disabilities or social problems when potential customers are multiply disabled or
multiply disadvantaged; and it won't work with organisations dedicated to the elderly



if they are not equipped to deal with the more serious problems of ageing. The only
really viable solution is to put the funding in the hands of users, careers and brokers -
either in cash or in vouchers - so that they can purchase the services they need or
simply spend the money to improve their lifestyle. They will, most likely, reduce their
call on highly specialised services and cut costs where they can; that is not only natu-
ral, it is actually desirable. Again, | am looking towards a situation where we simplify
and cost cut on the relatively routine in order to concentrate professional and financial
resources on the most expensive and difficult cases.

This re-orientation from in kind to cash calls in turn, as does much of the rest of this
presentation, for a radical re-appraisal not only of what people need - best defined by
what they are prepared to purchase - but also of how we match levels of competence
with delivery. Many years ago when | worked in Africa where there was only one eye
doctor per million of population, we trained paramedics to perform cataract surgery
against massive opposition from ophthalmologists in the city hospitals who said this
would lead to a fall in standards but, of course, if you didn't get the surgery there
wasn't a standard to fall. We need to analyse all our delivery requirements and pass
what we can down the professional hierarchies, depositing a massive amount of work
with non-professional modestly paid or volunteer workers.

In summary, we need to shift resources:
e  From buildings to people
e  From professionals to facilitators on modest pay or volunteers; and
e From in-kind services to cash or vouchers for people in need

5 Taxation

What counts is not chronological longevity but the number of years a person enjoys a
reasonable quality of life but much of that lies in our own hands. There are, of course,
genetic factors in how long we live and what we suffer from and we are all well aware
of trauma, although its incidence is falling throughout the EU 27, but much of what
happens to us is brought on by our lifestyle, moderating or exacerbating a propensity.

I am confident that in some countries that people will continue to take a very serious
interest in their own lifestyle, being careful about such factors as food, alcohol, tobac-
co, drugs, exercise, sunlight, stress and socialisation but we have traditionally used
the taxation system to effect social engineering and | think that it is time for us to
consider a radical shift of policy.

We have already become accustomed to taxing petrol, alcohol and tobacco to reduce
consumption but one of our high priorities now must be to agree a common food la-
belling regime which will then enable us to tax high fat, sugar and salt products. The
more or less across-the-board taxation of food through value added tax is irrational in
the context of wishing to improve the quality of life; we should tax fizzy drinks and
burgers much more highly than apple juice and cabbage! The general libertarian ar-
gument that we should be allowed to eat and drink whatever we like is something of a
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smoke screen because we will still have this freedom but we will have to pay a price
for it, just as we have to for consuming tobacco. Behind this argument, however, there
is a serious point which must be put into the policy mix: the general taxation system
should not be used to rectify the results of negligence and known self-harm where the
individual smoker or heavy drinker should take out insurance against the care they
might need as a result of their lifestyle. The debate will then revolve, as it should, on
what is known self-harm and what is the result of illness, a debate sharply focused in
the area of narcotics: are drug addicts ill or are they knowingly self-harming. The
answer is difficult but the debate cannot be avoided.

We should also make a radical shift in state provision and taxation away from build-
ings and professionals to people and communities. If there was any justification at all
for forcing patients, customers or clients to travel for services to a central building the
internet has surely made most of this building-based provision redundant. Most diag-
nostics can be undertaken through ambient or portable technologies, the current divi-
sion between telephony and the internet will soon be overcome so that on-line shop-
ping will combine a keyboard and a conversation, study can be undertaken at home
with effective supervision and surveillance with children attending centres for a min-
imum of core time; and there should be financial incentives to boost the substantial
cost saving through sharing spaces. In the little English village where 1 live:
e The adult library and the children's library, paid for by the same council, are
less than 50 metres apart
e The youth centre is empty on weekdays and the school is empty the rest of
the time
e The school, library and youth centre have different computer, maintenance
and computer contracts
e There are no day centre facilities for older people

In calling for shared space and perforated services | am not trying to take us back to
some golden age where everybody in the village knew everybody else but it is possi-
ble to reverse the situation whereby we pay a substantial amount of our income into a
pooled fund where it is anonymously allocated by a faceless arbitrator. Some people
quite coherently argue that the anonymous arbitrator favours the poor, the people we
don't like, the stranger, the different, and that is why the public sector will have to be
the supplier of last resort but technology now makes it possible to expand the level of
peer-to-peer activity in philanthropy, banking, care and support.

6 Social Capital

But, behind all these interesting proposals there lies a problem to which | referred at
the beginning, and that is the question of how we can shift our society from transfer
payments capital accumulation to building social capital.

By far the most convincing argument here is not the moral but the economic. Transfer
payments for capital accumulation in buildings and professionals have proved to be
extremely expensive and are about to become unaffordable because of the combina-



tion of factors | mentioned at the beginning, the lack of the political will to pay higher
taxes, debt and demographics. It should be a no brainer that it is much cheaper to
watch your weight than to pay for hospital treatment through taxation but we still
have a long way to go.

It is also much cheaper to look after your ageing mother in most cases than to pay
high taxes for somebody else to look after her; but the political crunch arises when we
end up doing both: we perceive that we are paying high taxes for social care but still
end up looking after mother. At the other extreme, of course, the state naturally does
not want the situation to arise where it reduces taxation and we can't be bothered to
look after mother; so we need to have a growing sense of social obligation without
unnecessary state control, a new contract between the citizen and the state on where
the boundary lies between them In the United Kingdom our Prime Minister David
Cameron voiced this sentiment in his proposals for the "Big Society" in 2005 but
when he came into office what he proposed became entangled with emergency and
radical cuts in public expenditure so that the "Big Society" became a discredited slo-
gan for public expenditure cuts. But he was still right. The third sector, consisting of
charities and social enterprises funded by philanthropy and new forms of social in-
vestment should ask themselves whether, in an entrepreneurial environment, big gov-
ernment is their friend or their competitor.

There is no simple answer to these questions but we must begin to have rational dis-
cussions about social capital instead of simply discussing professional standards,
benchmark provision, regulation and de-regulation and a supposed state obligation to
be the supplier of services as well as the legislator and guarantor of last resort. Just
because we remove a considerable quantity of state control and expenditure, allowing
citizens to retain more money and control, this does not necessarily mean that it is
deployed to form social capital.

Obstacles include:
e A degree of innate selfishness and free-loading, the thought that somebody
else will bear the load
e There is also a serious issue with the late 20th Century obsession with priva-
cy which plays back into the doctor/patient paradigm. As | said earlier, isola-
tion is a corollary of privacy; and
e  There are natural surges and setbacks which make a steady service difficult

Political commentators are beginning to detect a trend in the way that electorates are
behaving. They say that we are all protesting against incumbents because of financial
austerity but | do not draw the conventional conclusion that politicians are corrupt
and/or incompetent; rather, | draw precisely the opposite conclusion that voters have
been corrupted by lazy hedonism and are almost completely incompetent to make a
rational assessment of the position in which we find ourselves. Greece is only an ex-
treme case of people wanting prosperity without paying for it. This may sound like an
extremely inauspicious background for the formation of social capital but I believe
that the balance between taxation and socialisation is about to tip, not just because of
self-interest but also because social action will be less onerous as we learn how to use
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networks and how to operate sophisticated triage systems. The erosion reported by
Robert Putnam™ was, in my view, catching a trend at its nadir and there was also an
element of sentimentality and nostalgia for the old ways; and so we will must think of
social capital in new ways where the human contact is critical but not the sole means
of effecting delivery.

7 Conclusion

There are, | think, three important conclusions to draw from my analysis:
o  First, de-professionalisation and democratisation of mass, standard service
delivery means re-deployment to the complex not redundancy
e The demographic won't go away and its pressure will increase rapidly so that
it is beginning to share irreversible characteristics with our planetary ecology
e Public sector services are far too expensive and so the private sector, includ-
ing charities, ought to ask whether it is a collaborator or a competitor.

The prospects are troubling as they always are the morning after a party when you
wake up with a hangover and wonder what you said and did. Well, | was there and
I've just told you what you said and did. So don't worry about yesterday, just concen-
trate on putting things right from now on.
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Abstract. Surgical site infections are endangering patient safety and quality of
care. They are easily preventable althought most of the interventions are tar-
geted on health care staff. Patient education emphazises patients role as sup-
pressors of surgical site infections. A literature review was conducted to assess
information of current empowering patient education for preventing surgical
site infections. Only few patient education interventions were available, al-
thougt they were effective. More research is needed about the content and quali-
ty of patient education for surgical patients from the infection control point of
view.
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1 Introduction

Epidemical infections and pandemics are dangering citizens health and wellbeing.
Most of the preventive measurements are based on the vaccination with poor uptake
[1]. Web-based patient education is effective on reducing the transmission of respira-
tory infections and pandemic [2]. Although more information of the web-based pati-
ent education’s effectiveness on infection rates is needed [3]. One potential infection-
rates are healthcare-associated infections (HAI) and specially surgical site infections
(SSI) as being the most common HAI [4]. SSI are endangering patient safety [5] and
lowering the quality of care [6]. The incidence of surgical site infections is approxi-
mately 5,6 per 100 surgical procedures [7]. Typically, the SSI are associated with
higher mortality [8,4], prolonged hospital stays [9] and the resurgery [10] lowering
the health-related quality of life [11]. The care of the SSI is increasing the usage of
antibiotics [10] which leads to the antimicrobials resistance [4] burdening the society
even more [8].

The prevention of the SSI can be done with better hygiene [13] where patients role is
centric [14, 15] although it is quite dependable on the available guidance [12]. Patient
education can be used to increase the involvement in own care by empowering pati-
ents [16,17]. This is not common in the infection control where the preventive measu-
res in general are focused on the hospital staff [15], the surveillance of the infections
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[14] and the care of environment [12]. Patient education is effective in lowering the
cost of care [18] and improving the self-care [19]. It can also be an effective infection
control measure [20,2,3]. Commonly the patient education is provided with written
material [21,22] although the need for knowledge is not met[23]. Web-based patient
education increases the patients involvement and strengthen’s patients role [24] and
lowers the cost of health care [25].

Educational interventions preventing HAI's are effective on the infection rates and
specially the use of web-based methods are increasing with the technologically orien-
ted society [26,27] thus none of the interventions are targeted in patients. No earlier
reviews have been done about patient educational interventions related to SSI.

2 Method

The aim of this review was to find patient educational interventions on surgical site
infections. The research questions were 1) What kind of the patient educational
methods are used? 2) What is the impact of the patient educational interventions for
the incidence of SSI?

Systematic search was conducted on four international databases: PubMed (since
1948), Cinahl (since 1981), ERIC (since 1966), Cochrane Library (since 1993). Se-
arch terms were patient education, surgical site infetion and surgical patient. The se-
arch terms were used both singly and interchangeably. The queries were used for
MeSH-terms and as free-text searches with cut off the word with * or $. Our inclusion
criteria was education targeted in patients. Exclusion criteria were patient education
for adolescents or their parents. Inductive content analysis was used.

3 Results

Total of 431 articles were found and 7% of them were duplicates (n= 30). After scre-
ening the articles with title or/and abstract level were five articles assessed with full-
text level. Most of the excluded articles handled about personnel or nursing staff
education or their infection control measurements. Total of three (n=3) were evalua-
ted.



Fig. 1. The PRISMA flow diagram of the review [28]
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One of the studies have been done in Asia [29] and other two in the US [30, 31]. Two
of them used randomization in study method [29, 31] and the third used quasi-
experimental study design. The total number of patients were 1535 (=N).
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Table 1. Analysed studies.

Authors Aim Method Results
Merle, V., Marini, H., Rongére, ., | To assess if written information about SSl in n=161 Written information did not improve
Tavolacci, M.P., Scotté, M. & addition to oral information could influence RCT, single-blinded [recall of information. However it was
Czernichow, P. 2011. patient satisfaction, recall of information and associated with increased level of
opinion regarding SSI satisfaction.
Thu, L.T.A, Dibley, M.J., Nho, To lower the incidence of SSI by using alcohol- [n=786 neurosurgicals |SSI rates lowered, spezially superficial
V.V., Archibald, L.. Jarvis, W.R. & |based hand sanitizer. patients SSI's
Sohn, A.H. 2007, To educate both nurses and patients with a Quasi-experimental |Length of stay lowered
poster, an educational brochure and hand Durations and use of antimicrobial
hygienie training. medications lowered
Whitby, M., McLaws, M.L., To improve the validity of patient recognition |n=588 Pre-discharge education causes
Doindge, S. & Collopy, B. 2007. of signs and symptoms of wound infection RCT overdiagnose clinical features of
wound infection.

All interventions used written educational method [29, 30, 31]. Written patient educa-
tion was available in a brochure [29], booklet [30] or poster including illustrations
[29]. Two of them were used pre-operatively [30, 31] and one of them as for standard
care for the hole hospitalization time [29]. Patient education was provided by the
nurses [30, 31] but also by the physicians [29]. Contents of the patient education from
the infection control point of view was focused on the risk factors, symptoms, treat-
ment and prevention of surgical site infections [30, 31]. Implementation of hand hygi-
ene and hand rub was the main preventive measure [29, 30, 31].

Empowering patient education was effective in reducing surgical site infections by
lowering the incidence of SSI with 54 % [29]. It also reduced the use of antibiotics
and shortened the length of stay remarkably [29]. However, preoperative patient edu-
cation on the SSI was linked to overdiagnose [30] and unqualifield measurement [31].
Pre-operatively provided written education with oral patient education was associated
with greater probability of judging SSI as always preventable [30] and better level of
satisfaction [31].

4 Conclusions

Even though the interventions are effective the need to test various patient education
methods is visible. Especially in information society new ways of multimedia solu-
tions are needed to test as patient education tools as well as to learn more about citi-
zens own actions role in infection preventing measurement. Web-based patient educa-
tion models during swine-flu pandemic [2,3] showed the potential of improving infec-
tion control educational interventions.

The weakness of this literature is the lack of infection control education targeted in
patients. In the future there is need to quide the context of the infection control patient
education. Secondly there is need to develop and test models using information tech-
nology solutions.
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Abstract. The Report shows how the association, researchers and experts from
several different disciplines together analyse current problems of blind and
visually impaired, deliver daily practical help and identify themes for research
projects by anticipating future challenges.

Keywords: blind, visually impaired, services, future challenges

1 History of the association and basis of activities

The Brandenburg Association of Blind and visually Impaired was registered in 1990
with around 2500 official members. It has been built on the experience and member-
ships of the regional organizations of the Association of blind and visually impaired
people in the former German Democratic Republic.

On 31st of December 2010 lived in Brandenburg 5962 blind inhabitants. The number
of visually impaired people is not known since they are nowhere recorded. It could be
about 20000 of visually impaired people living in Brandenburg. Most people, about
two third, go blind in the older ages. We estimate that around 200 visually impaired
children are living in Brandenburg that visit a school in their hometown. At the same
time around 200 children are being educated in two specialized centers for early
learning support. Most of them are visually and hearing impaired and have another
severe handicap.

The BSVB currently comprises 930 ordinary and 142 corporate members. From the
ordinary members 25 are deaf-blind or hard of hearing and 35 highly-blind with other
severe disabilities. The members are organized into 32 regional groups in all districts
and cities. Locally 160 volunteers are active members who are blind or visually im-
paired usually themselves. The average age of the members is 67 years.
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We finance our work through membership fees, donations, fines, and projects.
The BSVB is led by its state committee, which consists of 7 volunteer members.

2 Services offered for Blind and visually impaired people

Our office and point of consulting of the association is in Cottbus. We have five full-
time employees in Cottbus of which two are active for the BSVB and the three re-
maining for the two integration services (IFD) which are being supported by the
BSVB  (on behalf  of the Integration ~ Office)  since  1992.
Consultations are every Tuesday from 9:00 to 12:00 and from 13.00 to 17.00
(or by appointment). From 13.00 to 17.00 we offer a telephone consultation. Every
last Tuesday of the month there is a special consultation for the elderly that went blind
very late.

Visits: New blinded people are being visited on the spot. Therefore, groups and indi-
vidual interviews are being set up. In a year we drive around 25000-30000 km
through the Brandenburg region.

Special aids and legal support: During the deliberations we offer aids available for
everyday use. Applications can be filled on the spot. A legal services company
(RBM)  represents  the interests of our members in  court.
A member card of the German Association of Blind and Visually Impaired (DBSV)
provides numerous benefits and discounts to members such as the purchase of audio
books in the culture department store Dussmann in Berlin, hotel stays and the pur-
chase of special aids.

A training initiative is being organized by the BSBV on a yearly basis to all volun-
teers and paid staff of the organization and takes place as a scientific symposium.

Addressing questions like diabetes and blindness, stroke and blindness, prevention
and modern treatment methods of age-related macular degeneration is highly valued.
Patient forums will give the opportunity to discuss issues related to ophthalmolo-
gists.

3 Regional and cross-border co-operation for improved services
to blind people

The 10th Workshop for high school graduates of the Brandenburg School for blind
and visually impaired took place in 2010 and was organized in cooperation with the
regional universities, among them the University of Cottbus and the University of
Potsdam. For this project the association was awarded a certificate of honor from
Vattenfall in 2010.

Together with the University of Cottbus, the University of Zielona Gora in Poland
and the Euro-region Neille three meetings in 2010 for blind and visually impaired
people from Poland and Germany have been organized.



Currently run activities together with the German Adult Education Centre (Deutsches
Erwachsenen-Bildungswerk) in the framework of the nationwide training for "rehabil-
itation advisers” of the employment agencies. That aims at the promotion of employ-
ment for people with sensory disabilities in the open labor market.
Another highlight is the “week of seeing”, which has been held the 10th time last
year. It stands under the motto: "What are we capable of despite visual impairment or
blindness." In 2012 the German Association of Blind and Visually Impaired cele-
brates with a festival of encounter in Berlin the 100th anniversary of a nationwide
self-aid organization for the blind.

The office and point of consulting of the BSVB offers courses to learn Braille and
useful skills for living. We publish brochures and leaflets on specific topics.
Particularly noteworthy is a CD that appears monthly in the Daisy format and con-
tains 20 journals from all national associations as well as a youth magazine. All mem-
bers receive this hearing magazine for free.

4 Current and future challenges

1. Specialized school and qualification offers for blind people:

The preservation of the School for the Blind and Visually Impaired in our region.
With a special regional topic day “Towards inclusive education of blind and partially
impaired children and young people” we invited policy representatives to support the
school with lobbying and finances. There is a growing need of the school which is
caused by so-called career changers. These are blind or visually impaired students that
change to that school after 7th or 11th grades.

2. Financial support

Together with the German Disability Council we are committed to a nationally stan-
dardized disability allowance.

3. Safe mobility and public transport

The German Railway builds many railway stations in Brandenburg or modernizes
them. All project companies submit the caption in Braille for auditing to the BSVB.
Roundabouts make the mobility of blind people increasingly impossible. Shared
Space is rejected by us.

o Electric cars cannot be heard. We require a solution similar to the one of the indus-
try in the United States.
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4. Information and communication facilitating social inclusion

For public events and exhibitions, like the German Gardening Show (Buga) 2015 in
Brandenburg and Saxony-Anhalt we have developed together with the Disability
Officer criteria for accessibility and information.

An important task is to secure also in the future the special integration services for
blind and partially impaired people. While the German unemployment in general
decreases for our clientele it increases. About 75% of blind and visually impaired
people are unemployed. Only about 2% of visually impaired high school and technic-
al college graduates find a permanent employment. Many young people are much too
quickly pushed into retirement because of disability.

Future needs for research and development
for blind and visually impaired people

Specialised education and qualification

Safe mobility and public transport

Financial support systems

Assisting ICT-systems to facilitate social
inclusion

Fig. 1. Future Needs for Research (Source: Own Source)

Present demographic developments will cause the need to offer effective support and
assistance to an increasing part of the population. More and more elderly people will
be affected by various kinds of disabilities, by blindness and visual impairments.

The report of the Brandenburg Association shows how researchers and the association
together with experts from many disciplines analyse current problems of blind and
visually impaired, deliver daily practical help and assistance and identify themes for
research projects by anticipating future challenges. That helps to be prepared for the
future and to meet the individual and social challenges together in an effective way.
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Abstract. The number of people with type Il diabetes mellitus (DM type Il) is
increasing in every country. As a part of proper treatment of DM type I, regu-
lar physical activity is needed, since exercise improves glycaemic control. Even
though the benefits of exercising are well-known, adherence to exercise seems
to be less than optimal. The project in hand aims to investigate whether virtual
community support is an effective way to increase physical activity in people
with type 11 DM. This paper concentrates on presenting the protocol for testing
and assessing the clinical outcomes as well as the user experiences of virtual
community and support on enhancing the physical activity of people with type
11 DM.
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1 Introduction

The number of people with type Il diabetes mellitus (DM type 1) is increasing in
every country (International Diabetes Federation 2011). As a part of proper treatment
of DM type Il regular physical activity is needed, since exercise improves glycaemic
control (Boule et al. 2001, Sigal et al. 2007, Snowling et al. 2006) and decreases car-
diovascular risk (Kirk et al. 2003) in people with DM type Il. Thomas et al. (2009), in
the Cochrane review about the exercise for type 2 diabetes mellitus, state that the
effects of physical activity are conclusive: glycaemic control improves and glycated
haemoglobin decreases, visceral adipose tissue and subcutaneous adipose tissue are
reduced, plasma triglycerides decrease and insulin response is improved. Physical
activity also aids in achieve weight loss and in maintaining it (Colberg et al. 2010).
Low costs and the non-pharmacological nature of exercising enhances its therapeutic
appeal. Even though the benefits of exercising are well-known, adherence to exercise
seems to be less than optimal. Casey et al. (2010) reported that adults with DM type |1
require long-term monitoring and support for physical activity and exercise. New
technology provides exciting and innovative ways to give exercise consultation and
also enables easy formation of social networks and peer support groups.
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Through new devices and applications, people may construct virtual social units with
members who relate to one another as a group and interact in spite of geographic dis-
tance. These virtual communities usually share a goal or interest that provides the
main reason for forming and maintaining the community. A virtual community is
created through repeated and active member participation, access to shared resources,
defined policies for the type and frequency of access and reciprocity of information,
support and services. (Demiris 2006.) There have been great expectations on the
benefits of the virtual, online support groups for patients.

One aim of an EU-funded project called eMedic is to investigate whether the virtual
community support is an effective way to increase physical activity in people with
type 11 DM. This paper concentrates on presenting the protocol for testing and assess-
ing the clinical outcomes as well as the user experiences of the virtual community and
support on enhancing the physical activity of people type Il DM.

2 Objectives

The main aim of the study is to investigate whether virtual support is an effective way
to increase physical activity in people with type 11 DM.

The aim of the study is further divided to research questions:

1. How does belonging to a virtual community enhance the frequency and duration of
aerobic training in patients with type Il DM?

2. How does belonging to a virtual community enhance aerobic training motivation
experiences of type 1| DM patients?

3. How do the users experience the usability of the Sports Tracker application?

In this paper, the protocol for getting answers to these questions is presented in order
to test and improve the method through scientific discussions with diversified special-
ists.

3 Virtual support in enhancing physical activity — research
protocol

3.1 Method

Evaluation of the effectiveness of the virtual community support (Sports Tracker ap-
plication) for increasing physical activity in patients with type Il DM will be con-
ducted with clinical randomised trials that will include a control group having stan-
dard care and an experimental group having experimental treatment (Burns & Grove
2001). In the control group, the participants will use a standard activity diary to moni-
tor and self-report their physical activity and in the experimental group, the partici-
pants will use the Sports Tracker application to monitor their physical activity and
share it in the virtual community with the peer support group. The test phase with the



patients will take six months in both experimental and control groups.

People with type Il DM, who are willing to participate in the study and do not have
any complications (for example foot ulcers) preventing aerobic exercise or the usage
of a mobile phone (for example a serious vision problem), will be included in the
study. A power analysis will be done in order to estimate the effect size.

Participants will be randomised in two groups. The primary outcome measures will be
the frequency and number of sport activities and aerobic performance (Table 1). This
information concerning the experimental group will be gathered directly from the
Sports Tracker application and the control group will mark their activities into a man-
ual activity diary. HbAlc will be measured in every third month in order to monitor
patients’ blood glucose values. Aerobic performance will be tested by a two kilometre
walking test and the body mass index (BMI) will be used for assessing the changes in
weight. These tests will be done before and after the trial.

Table 1. The data acquisition procedure

Outcome variables Indicator

Number and duration of sport activities Experimental group | Control group
Sports Tracker applica- ﬁe(;;)t(ln\rltletz)é) diary (self-
tion

(GPS, time)

(GPS, time)

Aerobic performance 2 kilometre walking test

Blood sugar value HbAlc (blood test)

BMI weight

Before the experiment, there will be a pilot with six patients. In the pilot the proce-
dure of the experimental group will be tested; there will be no control group.

The interviews concerning the physical training motivation and usability of the moni-
toring tools and methods will both be conducted after the test-line period.

3.2 Tools and applications used in research

The application used in the experiment will be Sports Tracker, which is a free app
available for Android, iPhone, Windows Phone, Nokia N9 and Nokia Symbian de-
vices. It is said to be an easy and fun training application that helps people train better
and connects them with each other. Through the application it is possible to track and
analyse exercises and share workouts and photos with friends and other similar-
minded people via the Sports Tracker community, Facebook and Twitter. Those who
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will take part to the experiment will be equipped with a proper phone with GPS and
acceleration sensor.

The use of the application will be carefully taught by a multidisciplinary group of
students from Turku University of Applied Sciences. The same group also arranges
the support to the users during the test phase.

3.3 Performing the clinical trial with DM 11 patients

In clinical trials, the researchers are responsible for protecting the rights of the human
research subjects. The human rights that need to be protected in research are: right to
self-determination, right to privacy, right to anonymity and confidentiality, right to
fair treatment and protection from discomfort and harm. (Burns & Grove 2001.)

The patient selection will be done purposively. Diabetes nurses and doctors from the
participating municipalities will inform the patients about the possibility to take part
in this research. Volunteered participants will be well informed about the study and an
informed consent will be signed by every participant. Participants’ privacy and ano-
nymity will be guaranteed by recommending that participants use some other user
name than their own name in their communications on virtual communities. All in-
formation gathered from the participants will be carefully saved and destroyed after
the research is over. Participating in this study will not affect patients’ care in any
way. Participants may benefit from this study by having more support for their physi-
cal exercising and thus better control of their disease.

4 Conclusions

There might be many risks that should be taken into account before the trial. Out-
standingly careful attention should be paid to patient selection and patient guidance.
Otherwise during the trial months there might be a risk to patient loss.

Because many of the participants may not be acquainted with the use of modern mo-
bile devices i.e. the smartphone and the ICT application related to this, the preparation
for teaching the use as well as for offering constant help should be thorough.
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Abstract: The EU-funded VIRTU-project (Virtual Elderly Care Services on the
Baltic Islands) has developed a new virtual service model. The focus has been
in the service model development to enhance the possibilities of independent
living, increase the safety and quality of life and to increase social interaction of
the elderly. The services are delivered via broadband and touch screen device
placed users’ homes. The old and fragile users have the service delivered to
their homes and they have a way to fulfill different needs such as a need to dif-
ferent types of social interaction, cultural experiences or a need to support one’s
physical capacity. This article represents the common service model and five
different descriptions of the local content production in the municipalities to
fulfill the varying service needs of the elderly.

Key words: service model, elderly, independent living, social interaction

1 Introduction

All the western societies are facing a change in the demographic features in upcoming
decades. The dependency ratio in Finland will rapidly increase in a few decades; as
the dependency ratio was 50,3 at the end of 2008, it will rise up to 70,5 by the year
2026 [1] which sets the public services to face a great challenge. Not only the amount
of old people but also the availability of registered nurses and other social- and health
care professionals will be a challenge in the following decades.

The functional status and the quality of life of the elderly have increased in the past
decades. However, the functional capacity of the elderly and the oldest old has be-
come an increasingly important determinant of the need for care and help. According
to the results over 90% of people aged 65 to 74 but only half of those aged 85 years or
over managed dressing and undressing without difficulties [2]. The self-reported func-
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tional status has increased in aged 55 and over and in both sexes over 20 years. The
increased functional status is evident up till 74 years, but 75 years and older seem
declined [3].

As the physical capacity is the determining factor in performing the activities in daily
living, the other dimensions of functional capacity are strongly included in the ability
to cope at home. The social and psychosocial features effect on the perception of in-
clusion and security which are the determinants of good aging. The meaningful social
relationships and interaction as a whole are important in the well-being and health of
human beings [4], [24]. According to a Finnish study nearly 5 % of the 75 years and
over suffer from loneliness on regular basis [5]. The migration to cities leaves the
elderly in rural areas without the support of social networks. The worst situation in
terms of quality of life is among the elderly with functional deficits and social isola-
tion.

This future phenomenon of expanding number of elderly sets needs to develop new,
innovative service solutions to support health and well-being of the aged. The present
service model for aged in municipal health services is structured strongly on the insti-
tutional care. The focus in the development work is increasingly aiming at preventive
care and to enhance the elderly home delivered services [6]. The municipalities are
trying to survive with growing service needs and limited human resources.

Universities of Applied Science Novia, Laurea and Aland and Saaremaa development
Center in Estonia have worked with Turku University of Applied Science, which
coordinates the EU-funded VIRTU-project (Virtual Elderly Care Services on the Bal-
tic Islands) to develop a new virtual service model. The development work has been
produced in cooperation with the partners in the municipalities in Aland, in Estonia
and in Finland. The focus has been in the service model development to enhance the
possibilities of independent living, increase the safety and quality of life and to in-
crease social interaction of the elderly.

The Universities of Applied Science (UAS) produce with students of various fields
interactive activities which comprise varying contents according to the students’ spe-
cialties. The future nurses, occupational therapists, sosionoms, physiotherapists and
hospitality managers produce interactive services consisting for example information
on health related issues, physical exercises, discussions, quizzes or information on
healthy nutrition. The technology enables the users to contact each other outside the
professional leaded activities.

In addition to the UAS leaded activity production the municipal partners produce their
own activities or services according to the local needs. Virtual doctor appointments
are produced in various municipalities in the Archipelago of the Finnish Gulf, telere-
habilitation of discharged patients is on agenda in a few municipalities and Aland
together with Novia UAS has used the device to educate the health care professionals
in rural areas. The future vision is that Universities produce the interactive, preventive



services for wide user groups and each community would produce more specified and
tailored service contents aimed to specific user groups according to local needs as-
sessment.

The VIRTU-project, funded by Central Baltic Interreg IV A-program, developed a
virtual service model to be tested in municipalities as one solution to the renewal of
the service supply. The meaning of the interactive, real-time broadband served com-
munication channel is not to replace the humane person-to-person services but to have
an instrument to widen the services production and to guarantee the availability of
some home delivered services in the future. The following chapters will clarify the
contents of the common service model arranged by the Universities of Applied
Sciences (UAS) in Turku, Vantaa and Aland and Saaremaa development center. The
article will also describe the tailored services developed in the municipality level to
guarantee the services in rural areas.

2 Common service model

The VIRTU channel is a new kind of social media and well-being service for elderly.
The main partners in the development work are the two Universities of Applied
Sciences in Turku (TUAS and Novia), in Vantaa (Laurea) and in Aland. In Addition
the Saaremaa development center is the responsible partner in Estonia.

The VIRTU project aims to promote the social life of elderly living in the archipelago
or other remote areas. The purpose is to create and maintain social relations and to
prevent loneliness. Loneliness can be considered as a great risk to the individual’s
ability to function and independence at home. The VIRTU project develops preven-
tive working methods and practices. Another key objective is to increase the service
availability and safety of the elderly. Preventive services promote well-being and
further self-fulfillment and a desire to learn. The virtual connection to services can be
considered as a remote access service but it also enables to locally reach many servic-
es and fulfill conventional services. The third key objective is the networking of dif-
ferent actors in a way that enables concrete benefits for the technology users. This
requires the collection of empirical data and a dialogue between various groups of
professionals — including professionals from different fields. Technology also requires
adequate employee orientation. Municipality employees participate in the project
planning meeting and workshops.

Aforementioned objectives require the renewal of the service system. Virtual technol-
ogy calls for new working methods and practices from service providers. In VIRTU
project, empirical knowledge of usage of virtual technology can be obtained from the
views of elderly users as well as of professionals and experts. Elderly participation
plays an important role in the development of services. The aim is to increase the
impact with limited resources which means added value to customers. The effect can
be seen in elevated customer satisfaction and employee well-being at work.
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In institutionalizing the service model, a long-term goal is to connect the virtual ser-
vices to the municipal service system. Through VIRTU project we obtain information
on the possibilities to extend from social and health care services to other service
areas, which can be seen as a challenge. The necessary technology and operating
models are in place but economic issues still require solutions.

Majority of the activity contents are produced in the studios of Universities of Ap-
plied Sciences. Activity contents aim to support elderly users, create and maintain
social relations and promote health. Elderly need an opportunity to participate in dif-
ferent group activities according to their own personal abilities and desires. VIRTU
activities are an important forum to listening to others.

The VIRTU activities are interactive conversations, information about different walks
of life and issues and services — friends, information and entertainment. The role of
health promotion plays an integral role in the activities made by the students of health
and well-being sciences. Activity content is strongly affected by user feedback and
desires.

3 The virtual services organized in municipalities
Virtual doctor appointments

City of Parainen has developed with Novia University of Applied Sciences in Turku
virtual home visits for inhabitants in the island of Inid in the Turunmaa archipelago.
There is a need for this type of virtual service, since distances are long and the Finnish
climate is such that new solutions have to be developed in order to guarantee access to
health care for everyone, regardless of geographic location. A doctor and a communi-
ty health nurse on the island of Ini6é have participated in the planning of this form of
service. New technology enables this virtual and interactive contact to the inhabitants
of the outer archipelago. The distances are long and travelling is time demanding all
year long. The community health nurse has a great responsibility in evaluating the
need for care among the inhabitants in the islands. The doctor appointments are ar-
ranged in Ini6 twice a month, which means that all the other days the nurse needs to
consult the doctor by telephone if needed. VIRTU-channel enables the community
health nurse to consult the doctor virtually, while the patient is present. The doctor is
able to discuss with the patient and give instructions for proper care. If the nurse
needs to suture a wound, she is able to use VIRTU-channel to consult the doctor for
proper instructions. The possibility to consult the doctor virtually increases to the
safety of the patient. The alternative way of for example suturing the wound would be
in the nearest ER unit, which may take a long time due to ferry trips.

There are elderly people who live alone in the archipelago area, and in many cases
they may be the only person on the island. At some points of the year due to extreme



and various weather conditions the nurse of other health care professional are not able
to make home visits physically. This may cause tremendous challenges regarding the
safety and security of the elderly. To relieve this problem VIRTU-project has estab-
lished these virtual connections between elderly and healthcare professionals. The
community health nurse or home care worker can contact the patient by VIRTU
channel every day, all year round.

This virtual contact between patient and doctor is established via touch screen func-
tioning PC. The connection requires a password from both parties and the connection
is secured to ensure the confidentiality of the patient. The functionality of the tech-
nology may pose a challenge due to technical problems despite the fact that network
connections have steadily improved in the outer archipelago. Another, greater chal-
lenge is to integrate this new form of service as part of the daily routines of the health
care personnel. The integration requires lots of work in the organizations to achieve
virtual services as a natural addition to already existing practices.

Education for the professionals in rural areas

E-learning, net based, web based learning and interactive education are some terms
used to describe forms of remote education via computer or other technical device.
Learning is no longer bound to space and time. More and more net based educations
are used in schools and universities around the world. [23.] When educating caring
and nursing professionals web-based education is used widely in universities and also
in nursing programs. Today every educational organization has its own web portal.
Also the net is used for every day purpose to find knowledge concerning health issues
[7], [8]. For professionals there are national portals, guidebooks for nurses and nurs-
ing problems [e.g. 25, 26]. A national web based portal for distributing knowledge
about elderly care is planned in Sweden [22].

In the VIRTU-project the technical devises that is used for elder interactive contact to
nursing homes and the universities, was also used for educational purpose. Staff in
caring and social work in Swedish speaking municipalities and nursing homes were
invited to participate in educative lectures from the Applied Science Universities at
Aland and Abo. The caring homes were independent small institutions run by the
local municipalities in the Aland and Abo archipelago.

The pedagogic method used in the web-based education was the dialogue pedagogic
described by Freire [9]. The educational frame work was based on experiential learn-
ing methodology [10]. The main characteristics of experiential learning were the em-
phasis on action; the participants encouraged to reflect on their experience, and a
clarifying approach which was adopted by the facilitator. It aimed to learn from expe-
rience, and to share knowledge and experience from within the group of participants
(learners) and facilitators [11]. The participants in the web-based education activities
were of different kind of health workers such as nursing axillaries, social workers and
official health and social leaders. The participants learned by active involvement in
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the learning process. In the experiential learning approach, learning is not a process
by, which facts are ‘tacked on’ to the person, nor is the person “filled with knowledge’
[11].

In the web-based education the following topics have been offered meeting with per-
sons of dementia in the elderly care, change, a resource-strengthening and health
promoted caring. The subjects have been discussed by the participants mirrored at
problems, extracted the essences of the problems, and aims and strategies has been set
in order to solve the problems raised in the sessions.

All together 47 participants have attended the sessions. Included in the web-based
education activities during this year will be a pharmacist, a fire chef and dental hy-
gienist by requests from the personnel. The facilitators were situated at the Universi-
ties of Applied Sciences. The personnel were gathered round the devises in the nurs-
ing homes. For 45 minutes after lunch and before the afternoon coffee break when the
elderly was resting. Both flipchart and PowerPoint material were used.

Among the strengths of education at a distance was cost-effectiveness. As often few
training opportunities were offered for these professionals that were living and work-
ing in rural areas. Few had in general a possibility to participate in education or se-
minars offered at the mainland. Firstly because of transportation difficulties and long
distances, secondly due to lacking resources to replacing staff. Although there is a
barrier between the facilitator and the participants —the screen-, a dialogue is well
motivated through the possibility to be close despite of the distance [c.f. 12]. This
shows that dialogue pedagogy is possible and called for. Dialogue education is a good
candidate to implement interactive teaching that encourages participation and deep
learning.

Physiotherapy on VIRTU-channel

The functional capacity is one remarkable feature in coping at activities of daily liv-
ing. However, exercising muscle strength among the elderly is still rare, which leads
to the fact that only 4 % of the men and 5 % women are physically active enough in
terms of national recommendations. The fifth of all over 65 years do not exercise at
all [13]. Due to the demographic changes mentioned earlier the need of rehabilitation
servi