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Introduction 

The demographic changes taking place in Europe are caused mainly by the accelerated aging 

of the population. At the same time the life span of people has become prolonged therefore 

forcing specilialists, especially in the field of medical and social sciences, to reevaluat the 

current perspective on the aging process. This is an inevitable process in respect to the 

ontological life cycle. Sooner or later, most of us come into this phase of life. It is therefore 

worth developing appropriate attitudes toward the elderly, to affirm active and creative aging, 

assuming that everyone deserves to live their life at the highest possible quality. The main 

postulate becomes the prophilaxis of aging asociated with preparing individuals for the 

inevitable after crossing the threshold of senility. Such preparation should take place 

simulaniously in the biological, physical, intellectual, social and economic levels. These actions 

should be synchronized and create a support system for the elderly and their aim should be a 

long, healthy, cheerful and active life for the elderly and a positive attitude towards senility. 

The problem of the aging society and preparing professionals to take care of them concerns 

the whole of Europe therefore, cooperation in this field is needed. An example could be the 

EU project ELLAN, which involves 28 partners from across Europe. The main objective of the 

project is to develop a European competency framework for professionalists working with 

elderly people (ECCF). 

The WP5 group in which the leader is Poland, consists of partners from Austria, Bulgaria, 

Cyprus, Spain and the Netherlands. The main task of this group was to examine the views of 

health and social services professionals on competencies considered important and necessary 

in caring for older people. 

 

1. Aim of the study and research questions 

 

The main objective of the WP5 research project group was to learn the views of health and 

social services professionals on competencies that are important in the implemented care 

over older people.  

Research questions: 

1. What is the opinion of health and social services representatives in selected partner 

countries on competencies that are important in caring for older people? 

 



This project has been funded with support from the Lifelong Learning Programme of the European Commission.  
This publication (communication) reflects the views only of the author, and the Commission cannot be held 

responsible for any use which may be made of the information contained therein. 4 

1.1.Are there differences in opinions on / assessment of the competencies that are 

important in caring for older people amoungst respondents from the partner countries? 

 

1.2. Are there differences in opinions on / assessment of the competencies that are 

important in caring for older people amoungst representatives of various professions? 

 

2. Research methodology 

The diagnostic survey is a method used in order to obtain the opinion of professionalists from 

health and social care on important competencies, which they should possess in order to take 

care of older people. The research tool was a questionnaire. 

Representatives form the health and social care workforce such as doctors, nurses, 

physiotherapists and social workers, from all six countries, were invited to take part in the 

study. A minimal level of participation in the survey for representatives of various professional 

groups was established by taking into account their representation in the system of caring for 

older people. The study consisted of nurses - representing the largest group among the 

medical profession, so their participation was established at 100+, then doctors at 50+, 

physiotherapists at 50+ and social workers also at 50+. 

Partners from Austria, Bulgaria, Cyprus, Spain, the Netherlands and Poland were 

selected so as to deliver the best examples of important competencies and obtain information 

about differences in opinions. These countries differ in geographical location which results in 

cultural differences and also in their policies of caregiving.Through leading a study on family 

policies in 2004 on the territory of Europe Hantrais has identified four catagories (Hantrais 

2004). The first group, highly defamilialized countries, this meaning that there is a minimal 

dependence of individuals on the family unit due to a well developed system of social services. 

This group includes scandinavian countries (Denmark, Finland, Sweden.) The second group, 

partially defamilialized countries, which includes Austria, Germany, the Netherlands, Ireland 

and the United Kingdom. Countries from the former socialist bloc, including Poland, make up 

the third group, where the leading family policy is refamilialisation. 

The fourth group includes countries such as Greece, Italy, Portugal, Spain, Cyprus and 

Malta, where families have to take responsibility for themselves, here the leading family policy 

is familialization. The problem with the steady increase in the number of people aged 65 and 

over in the general population is common to all partners. Such an age structure creates serious 
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economic and social consequences - for the pension system, but also, and perhaps above all, 

for healthcare -  having older workers means spending more on ensuring them an adequate 

quality of life and performance at work. Therefore changes that will help keep the elderly 

physically efficient for as long as possible are very important. Measures for active aging are no 

longer only the priority of health policies. Active aging is defined by WHO as follows (WHO, 

2002, p. 12). 

„Active ageing is the process of optimizing opportunities for health, participation and security in order to 

enhance quality of life as people age. It applies to both individuals and population groups. 

Active ageing allows people to realize their potential for physical, social, and mental well-being throughout 

the life course and to participate in society, while providing them with adequate protection, security and care 

when they need it.” 

 

For several years a ranking on active ageing has been carried out both in Europe and globally. 

For this purpose, various indicators, such as. AAI (Zaidi A 2013, Zaidi et al. 2013), or Global 

AgeWatch have been used. These indicators are the components of four areas: Income 

security, health status, Capability and Enabling societies and environment. 

Ranking according to The Global Age Watch indicator 2015 in 96 countries 

Table 1, presented below, shows the results of the 2015 ranking indicator for countries 

participating in the WP5 study group. These data indicate the strengths and weaknesses of a 

given country in terms of their senior policy but also enables to establish the differences that 

exist between these countries. 

Table 1. Global Age Watch ranking indicators for the partner countries. 

lp Country % over 60 yo Ranking 
according 
to GW 

Income security 
benifits 

Health 
status 

Capability Enabling  
Societies and 
environment 

1. Austria 2014-24,1 
2030-32,4 
2050-37,1 

13 6 19 40 2 

2 Bułgaria 2014-29,9 
2030-30,1 
2050-33,2 

49 46 68 27 69 

3. Cypr 2014-18,0 
2030-30,1 
2050-33,2 

30 41 24 43 55 

4. Holandia 2014-24,5 
2030 -32,0 
2050-33,2 

6 5 13 12 5 

5. Hiszpania 2014-24,4 
2030-33,5 
2050-41,4 

25 37 3 78 22 

6. Polska 2014-22,7 
2030-28,6 
2050-39,3 

32 26 48 52 37 

source: http://www.helpage.org/global-agewatch/population-ageing-data/global-rankings-table/ 

 

 

Inclusion and exclusion critieria of the study 

http://www.helpage.org/global-agewatch/population-ageing-data/global-rankings-table/
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Representatives form the health and social care workforce such as doctors, nurses, 

physiotherapists and social workers who hold a university degree and qualifications at 

bachelar 6 and master 7 under the Qualification Framework for the European Higher 

Education Area (QF for EHEA) and also have experience in working with the elderly, were 

included in the study. 

 

Research tool 

The research tool was a questionnaire constructed from the standardized CNPI - 70 scale and 

two additional subscales that mention specialist skills concerning caring for the elderly and 

aspects of active aging. 

The CNPI – 70 scale (Cossette & Pepin 2005) consists of 70 items divided into subscales I - 

Humanism: Formation of a Humanistic-altruistic system of values (6 items), II Hope: Instillation 

of faith-hope (7 item), III Sensibility: Cultivation of sensitivity is one's self and to others (6 

items) IV Helping Relationship: Development of a helping-trusting, human caring relationship 

(7 items), V Expression of Emotions: Promotion and acceptance of the expression of positive 

and negative feelings (6 item), VI Problem-solving: Systematic use of a creative problem- 

solving caring process (6 items), VII Teaching: Promotion of transpersonal teaching-learning (9 

items), VIII Environment: Provision for a supportive, protective and / or corrective mental, 

physical, societal and spiritual environment (7 items) IX Needs: Assistance with the 

gratification of human needs (10 items), X Spirituality: Allowance for existential-

phenomenological-spiritual forces (6 items). All items from theCNPI - 70 scale relate to 

competencies in attitude, behavior and skills. Their importance in caring for older people was 

assessed by respondents on a scale from 1 - 5, where 1 means not at all important 2 somewhat 

important 3 moderately important 4 important 5 very important. 

The specialist skills subscale consists of 6 items. The active aging subscale consists of 7 items 

and one open-ended question, that is - What other competencies do you think should be 

distinguished? Respondents evaluated the validity of these competencies on a scale of 1-5 as 

in the CNPI- 70. 

Ethical aspects of the study 
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The research project has obtained the consent of ethics committees from all of the partner 

countries. The respondents were people who voluntarily agreed to participate in the study, 

revealing demographic details without giving personal data which allowed them to remain 

anonomous. 

 

 

Duration of research 

The study was not carried out simultaneously in the partner countries. Its implementation 

depended on when the concent of the given ethical committee was obtained. The study began 

in July 2014 and ended in February of 2015. 

Methods of data analysis 

The material obtained in the study was fed into a compiled Exel file by the WP5 partners. 

Statistical grouping was carried out and then the material was subjected to both qualitative 

and quantitative analysis, with the use of the analytics software package STATISTICA 10. 

The study sample (a convenience) consisted of 1282 respondents including representatives of 

such professions as doctors(n = 226), nurses (n = 717), physiotherapists (n = 161) and social 

workers (n = 112). A group of 66 people did not specify their profession. 

3.Results 

3.1. Socio-demografic characteristics of the study group  

 

Professionals from the health and social care field such as doctors, nurses, physiotherapists 

and social workers from six countries took part in the study. The frequency from the individual 

countries was: Austria (n = 261), Bulgaria (n = 250), Cyprus (n = 227), Spain (n = 171), the 

Netherlands (n = 158) and Poland (n = 215). In total, the opinions of 1,282 respondents were 

obtained. 

Age  

The average age for respondents, who gave this information, (n = 885) was 41 ± 11 years. In 

the Polish group the average age of the respondents was 46 ± 11 years and similarly in the 

group of Spanish respondents 46 ± 10 years. The group from Cyprus averaged with the age of 

34 ± 8 years, Bulgaria 42 ± 10 years, Austria 37 ± 11years and the Netherlands 33 ± 9 years. 
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Gender 
The vast majority of individuals who participated in the study were women n = 880 which was 

68.6%. Men n = 317 accounted for 24.7% of the study group and 85 individuals or 6.6% did 

not state their gender. 

The percentage distribution of male and female representatives among respondents from 

each country is presented in Table 2. 

 

Table 2. The gender of the individuals, from the partner countries, who took part in the study  

gender Poland Spain Cyprus Bulgaria Austrian Netherlands 

male 13,62% 27,75% 35,68% 11,20% 18,01% 53,16% 

female 80,75% 72,25% 58,59% 88,80% 79,31% 13,29% 

missing data 5,63% 0,00% 5,73% 0,00% 2,68% 33,54% 

 
Profession  

The largest professional group, amongst those participating in the study, was nurses (n = 717) 

55.9%, then doctors(n = 226) 17.6%, physiotherapists (n = 161) 12.5% and social workers (n = 

112) 8.7%. The group of respondents who did not state their profession (n = 66) accounted for 

5.1% of participants. The opinions of doctors from the Netherlands as well as that of 

physiotherapists and social workers from Bulgaria were not obtained (Figure 1). 

 

Figure 1. The percentage of professional group representatives from the partner countries.(n= 1282) 

 
 

Place of work 
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Table 2. Place of work of respondents in the given partner country  

place of work Poland Spain Cyprus Bulgaria Austrian Netherlands 

hospital 44,60% 38,15% 84,58% 89,20% 60,54% 3,16% 

care facility 3,29% 5,78% 7,05% 10,80% 7,66% 22,78% 

primary care 7,51% 22,54% 0,88% 0,00% 1,15% 0,63% 

other 10,80% 28,90% 3,08% 0,00% 5,75% 0,00% 

more than one 14,55% 2,89% 0,00% 0,00% 0,00% 0,00% 

the patient's home 13,62% 1,16% 0,00% 0,00% 0,38% 72,78% 

missing data 5,63% 0,58% 4,41% 0,00% 24,52% 0,63% 

 

The main place of work of respondents is the hospital, 57.64% of those participating in the 

survey are employed in one. 11.47% of respondents indicated the patient’s home as their 

place of work. 9.05% of respondents work with the elderly in various types of care facilities. 

Representatives from primary care made up 4.76% of the surveyed group. 2,81% were people 

working in several places the most common being care centers and homes of the elderly or 

primary health care centers. 7,41% of respondents work else where, eg. in sanatoriums.  

 

3.2. Description of the research tool  

To inable respondents to give their opinion on / assessment of the competencies, which they 

feel are important in caring for older people, a questionnaire based on the CNPI – 70 scale was 

developed and supplemented with 7 items which, according to the authors of the survey, 

characterize the specialist skills important in caring for older people. These being for example 

the ability to make extensive geriatric assessments or the ability to deal with people with 

dementia, and 6 items characterizing competencies related to active aging and promoting 

healthy lifestyles of elderly individuals. The survey included an open-ended question where 

respondents could identify and state competencies that they feel are important and have not 

been listed among the survey items. (Tool in annex No.1) 

 

The Caring Nurse - Patient Interactions scale (CNP-70) was developed by researchers at the 

University of Montreal; Cossette, Cara, Ricard and Pepin in 2005. Professor Sylvie Cossette has 

given concent for this tool to be used in the WP5 group studies within the ELLAN project. 

The authors of the scale (Cossette & Pepin 2005) relied mainly on the theory of humanistic 

care and the ten so-called carative factors described by Jean Watson (1979, 1988) when 

creating it. The competencies defined by Watson in "carative factors" include not only clinical 

skills, but also point to the very core of nursing based on care. An analysis of the subscales of 

the tool allows for the characterization of care as follows; care is a fundamental feature of the 
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relationship between care giver and patient based on a humanistic - altruistic value system, 

where the care giver is humane and benevolent in treating the patient as a completely 

individual unit accepting them as they are. A care giver provides hope and strengthens faith, 

is sensitive to others and to themself, brings help and builds relationships based on trust and 

freedom of expression of both positive and negative emotions. Professionalism linked with 

such care involves systematic and creative problem solving, learning and teaching. Another 

feature of care is building a supportive environment and meeting, not only physical, but also 

mental and spiritual needs. 

 

The choice of The CNPI – 70 scale, as the basis of the questionnaire, was motivated by the fact 

that the items constituting the individual subscales are largely in line with the competencies 

characteristic for the roles defined in canMEDS (canMEDS 2015 Framework), which were the 

starting point for developing the competency profile, in elderly care, within the ELLAN project. 

 

CanMEDS designates seven roles, they are: expert, communicator, collaborator, health 

advocate, scholar, professional, leader (formerly manager), assigning these roles with adequet 

competencies. In order to verify that the items included in the CNPI- 70 scale and the 

additional items, related to specialist skills and active aging, coincide with the competencies 

defined in the canMEDS roles, competent judges were asked to make such an assessment. 

(The judges were experts and scientists working with the elderly).  The analysis of the judges 

assessments, conducted on the basis of Kendall’s coefficient of concordance (W), along with 

their average score for each item and the CVR index, allowed for the conclusion that the 

applied tool proved to be accurate and contained six roles assigned within the canMEDS: 

expert, communicator, collaborator, health advocate, professional and leader. All but the role 

of scholar. 

Summery of the conducted analysis: 

o The following positions establish the role of the communicator:1, 4, 5, 6, 7, 20, 21, 24, 

27, 40, 43, 45, 48, s2, a1 

o The following positions establish the role of the collaborant: 5, 6, 10, 13, 20, 22, 23, 24, 

25, 27, 30, 38, 45, 54, 63, 64, s1, s2, s3, s4, s5, a2 

o The following positions establish the role of the leader: 1, 2, 3, 5, 7, 12, 13, 14, 16, 20-

24, 27, 32, 40, 42, 43, 45, 48, 64, s1, s2, s3, s4, s5, s6, a1, a2, a3 

o The following positions establish the role of the health advocate: 

1,8,11,20,21,24,25,27,29,31,37,39,41-44,46,54,63, s3-s6, a1-a3, a5-a7  
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o The following positions establish the role of the profesionalist: 

1,3,4,5,6,15,16,22,24,25,27,30-34,40,41,43,52,53,  

s1-s5, a2, a3, a5, a7 

o All of the positions establish the role of the expert. 

o The following positions may establish the role of the professional expert: 1, 3, 4, 5, 6, 

15, 16, 23, 34, 40, 41, 43, 45, 48, 52, s1-s5, a2, a3, a5, a7 

o The role of the scholar turned out to be inaccurate. 

 

Although the questionnaire did not include items characterizing the role of the scholar, the 

decision to use the CNPI scale, as the fundamental research tool, was upheld as including an 

open-ended question in the scale allowed respondents to add these competencies- if they 

considers them to be important. 

The questionnaire has been translated into the languages of the partner countries. The 

reliability of the individual measuring subscales of the CNPI-70 subscale for each language 

version was measured according to internal compliance in terms of the classical test theory - 

ά -Cronbach indicator. (Table 3) 

 

Tabl 3. The ά –Cronbach indicator for the subscales of the CNPI-70 tool in the given countries  

Subscale CNPI-70  ά –Cronbacha 
Poland Spain Cyprus Bulgaria Austrian Netherlands 

scale I 
Humanism: Formation of a humanistic-altruistic system of values 

0,84 0,78 0,80 0,59 0,75 0,84 

scale II 
Hope: Instillation of faith-hope 

0,85 0,45 0,89 0,69 0,86 0,86 

scale III 
Sensibility: Cultivation of sensitivity to one’s self and to others 

0,86 0,84 0,87 0,58 0,77 0,85 

scale IV 
Helping Relationship: Development of a helping-trusting, human caring relationship 

0,83 0,81 0,89 0,60 0,86 0,85 

scale V 
Expression of Emotions: Promotion and acceptance of the expression of positive and 
negative feelings 

0,87 0,87 0,89 0,57 0,88 0,93 

scale VI 
Problem-solving: Systematic use of a creative problem-solving caring process 

0,85 0,89 0,89 0,48 0,86 0,89 

scale VII 
Teaching: Promotion of transpersonal teaching-learning 

0,90 0,87 0,86 0,59 0,84 0,91 

scale VIII 
Environment: Provision for a supportive, protective and/or corrective mental, physical, 
societal and spiritual environment 

0,86 0,87 0,94 0,75 0,86 0,89 

scale IX 
Needs: Assistance with the gratification of human needs 
 

0,88 0,92 0,92 0,77 0,90 0,92 

scale X 
Spirituality: Allowance for existential-phenomenological-spiritual forces 

0,89 0,91 0,92 0,73 0,86 0,93 

 

 

The Polish, Cyprus, Austrian and Dutch versions of the CNPI-70 scale show high reliability in all 

ten subscales. In the Spanish version the only subscale which shows too low reliability is 

subscale II (ά -Cronbacha = O, 45). Whereas the Bulgarian version of subscales I-VII in general 

showes too low reliability, (ά -Cronbacha below 0.7) the reliability of subscales VIII - X. is 

higher, but not fully satisfying 
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3.3. Analysis of the research results 

 

A statistical analysis was used to measure the arithmetic mean, the median along with the 

minimum and maximum values of the features and the standard deviation. 

 

3.3.1. Opinions on/assessment of the competencies important in caring for the older people. 
The general results obtaied from the entire study group. 

Respondents evaluated each statement of the scale in a range from 1 to 5 points. The 

higher the rating, the greater the importance of the given competence in caring for older 

people. The highest score for each subscale and single items both in the CNPI -70 as well as in 

the other two subscales items 71-83, is 5 -which is very important, 4 - important, 3 moderately 

important 2 somewhat important, 1 - not important. 

 
 Tabel 4. The CPNI-70 scale statistics obtained within the entire study group 

 

 

Table 5. The statystics for items  71 – 83  obtained within the entire study group  
  skills and active ageing subscale items 

 
n M Me SD 

71 skill 1 Knowledge of the principles and the ability in the care of the elderly with dementia 1206 4,2 4,0 0,98 

72 skill 2 The ability to cooperate within the team of therapists 1206 4,3 5,0 0,92 

73 skill 3 The ability to assess the threats in the functioning of the elderly (collapses, mistreatment) 1204 4,3 5,0 0,95 

74 skill 4 The ability to conduct and interpretation of the full geriatric assessment (the usage of appropriate scales) 1207 4,1 4,0 1,06 

75 skill 5 The ability to use knowledge from the fields of biology, physics, cognitive sciences, psychology and social 

changes related to the ageing process. 

1208 4,2 4,0 1,00 

76 skill 6 The conduct of therapies adjusted to the preferences of the elderly 1204 4,2 5,0 1,00 

77 active ageing 1Recognize the right to the goals in life 1172 4,2 4,0 0,99 

78 active ageing 2 Encourage to maintain independence (physical, psychological and social) 1177 4,3 5,0 0,93 

79 active ageing 3 Accept the ageing process and as physiological changes rather than a diseases 1178 4,3 5,0 0,99 

80 active ageing 4 Encourage to vaccinate 1179 3,6 4,0 1,23 

81 active ageing 5 Encourage to do sport 1178 4,0 4,0 1,07 

82 active ageing 6 Encourage to be professsionally active 1179 3,9 4,0 1,11 

83 active ageing 7 Encourage to learn 1174 3,9 4,0 1,09 

 

 

Respondents assessed all the items of the scale as important as the average values fall within the range 

of M = 3.6 - 4.27. Subscale I Humanism: Formation of a humanistic-altruistic system of values was 

Subscale  CNPI – 70 N M Me Min Max SD 

 

I – Humanism: Formation of a humanistic-altruistic system of values 

1275 4,27 4,20 1,50 5,00 0,53 

II.– Hope: Instillation of faith-hope 

 

1268 4,19 4,14 1,57 5,00 0,59 

III. – Sensibility: Cultivation of sensitivity to one’s self and to others 

 

1261 3,88 3,83 1,33 5,00 0,61 

IV. – Helping Relationship: Development of a helping-trusting, human caring relationship 1258 4,10 4,14 0,00 5,00 0,60 

V.– Expression of Emotions: Promotion and acceptance of the expression of positive and negative 

feelings 

1254 4,05 4,00 0,00 5,00 0,62 

VI.  – Problem-solving: Systematic use of a creative problem-solving caring process 1249 3,97 4,00 1,33 5,00 0,62 

VII.– Teaching: Promotion of transpersonal teaching-learning 

 

1240 4,04 4,00 1,33 5,00 0,61 

VIII.– Environment: Provision for a supportive, protective and/or corrective mental, physical, 

societal and spiritual environment 

 

1236 4,03 4,00 0,00 5,00 0,73 

IX.– Needs: Assistance with the gratification of human needs 1230 4,22 4,40 0,00 5,00 0,70 

 

X. – Spirituality: Allowance for existential-phenomenological-spiritual forces 

1228 3,95 4,00 1,33 5,00 0,72 
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assessed the highest (M = 4.27), subscale III Sensibility: Cultivation of sensitivity to one's self and to 

others was assessed the lowest (M = 3, 88) 

 

Among the items defining the specialist skills in the care over older people item 72 -The ability to 

cooperate within the team of therapists (M = 4.3) and item 73- The ability to assess the threats in the 

functioning of the older people (collapses, mistreatment ) (M = 4.3) were assessed the highest. The 

competencies specified in item 74 - The ability to conduct and interpretation of the full geriatric 

assessment (the usage of appropriate scales) were assessed the lowest (M = 4.1). 

 

Among the competencies associated with encouraging active aging those referred to in item 78- 

Encourage to maintain independence (physical, psychological and social) (M = 4.3) and those in item 

79 - Accept the aging process as physiological changes rather than a diseases were assessed the 

highest(M = 4.3). While the competencies listed in item 80 - Encourage to vaccinate were assessed the 

lowest(M = 3.6). 

 

3.3.2. The differences in opinions of the representatives of the partner countries on 

important competencies in caring for older people. 

 

Nonparametric statistics were used to conduct the analysis due to the significant disparities 

in the compared groups and due to distribution not being in accordance with norms. Kruskal-

Wallis’s test was used to evaluate the differences between the answers given by respondents 

from each country. The post-hoc analysis was performed to locate the significant differences 

that had been found. All of the subscales in tool CNPI-70 were successively analysed. 
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Graph 2. The assessment of important competenciesin the  CNPI-70ntries. 

I Humanism: Formation of a humanistic-altruistic system of values - the competencies listed 

in this subscale were assessed the highest by respondents from Spain (M = 4.58 (R 853.91) 

and respondents fromPoland (M = 4.41 (R: 753 , 58) respondents from Bulgaria assessed these 

competencies the lowest(M = 4.02 (R 449.44). The results from Austria (M = 4.23 (R 607,00), 

the Netherlands (M = 4.19 (R : 583.55) as well as those from Cyprus (M = 4.28 (R 644.64) are 

also lower and differ significantly from the Spanish and Polish results (p˂0,001). 

II - Hope: Instillation of faith-hope - the respondents from Spain (F = 4.47 (R 803.24), Poland 

(M = 4.38 (R 763.20) and Cyprus (M = 4.36 (R 754.46) assessed these competencies much 

higher than respondents from Bulgaria (M = 3.78 (R 366.72), the Netherlands (M = 3.99 (R 

507.22) and Austria (M = 4.19 (R 640.51) Respondents from Bulgaria assessed these 

competencies much lower and the difference was statistically significant (p 0.001). The post-

hoc analysis indicates that the results of the Spain, Poland and Cyprs differ significantly from 

that of Bulgaria, the Netherlands and Austria 

III - Sensibility: Cultivation of sensitivity to one's self and to others –  the competencies of this 
subscale were assessed very high by respondents from Poland (M = 4.12 (R 782.57) and Spain 
(M = 4.06 (R: 746 , 62). Respondents from Bulgaria assessed these competencies the lowest(M 
= 3.69 (R 504,21). Respondents from other countries Austria (M = 3.85 (R; 607.83), Cyprus (M 
= 3, 87 (R 626.64) and the Netherlands (M = 3.72 (R 532.63) also assessed these competencies 
much lower than repondants from Poland and Spain. The results from Poland and Spain differ 
significantly from those form Bulgaria, Austria, Cyprus and the Netherlands (p 0.001) 
 

IV - Helping Relationship: Development of a helping-trusting, human caring relationship - the 

competencies of this subscale were assessed highest by respondants form Spain (F = 4.41 (R 

825.94), followed by Poland (M = 4.30 (R: 759 10). Cyprus (M = 4.18 (R 685.82) and Austria (M 

= 4.15 (R 677.20) assessed these competencies slightly lower. Bulgaria (M = 3, 76 (R 395.21) 

and the Netherlands (M = 3.74 (R 420.59)assessed these competencies much lower. 

Statistically significant differences at p˂0.001 exist between the group of respondents from 

Spain and those from Bulgaria, Austria and the Netherlands, as well as between the results 

obtained from Bulgaria and those obtained from respondents from Poland, Spain and Cyprus. 

V- Expression of Emotions: Promotion and acceptance of the expression of positive and 

negative feelings - the group from Spain (M = 4.32 (R 790.84) and the group from Poland (M 

= 4.25 (R 743.88) assessed the competencies listed in this subscale the highest. Respondents 

from Cyprus (M = 4.12 (R 667.85) and Austria (M = 4.4 (R 628.23) assessed them slightly lower. 

Respondents from Bulgaria (M = 3.79 (R 455.46) and the Netherlands (M = 3.79 (R 479.51) 

assessed these competencies much lower. The results from the last two groups differ 

significantly, at the level p˂0,001, from those obtained from the Spanish and Polish groups. 

VI- problem-solving: Systematic use of a creative problem- solving caring process. 

Respondents from Spain (F = 4.21 (R 766.35) and Poland (M = 4.20 (R 764.87) assessed the 

competencies in this subscale the highest. The respondents from Cyprus (M = 3.97 (626.21) 

and, similarly, Austria (M = 3.96 (R 628.06) assessed them a little lower. Respondents from the 

Netherlands (M = 3.72 (R; 473.85) and Bulgaria (M = 3 , 77 (R 480.51) assessed them much 
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lower.The difference between the groups is statistically significant p˂0,001. The post hoc 

analysis indicates significant differences between the results of respondents from Bulgaria and 

those from Poland, Spain along with those from Cyprus and Austria. 

Teaching VII: Promotion of transpersonal teaching-learning. Respondents from Poland (M = 

4.32 (R 793,60) and Spain (F = 4.28 (R 770.14)assessed the competencies in this subscale the 

highest. The results obtained from the other groups were significantly lower. The lowest 

assessments were given by respondents from Bulgaria (M = 3.84 (R 472.61) and the 

Netherlands(M = 3.87 (R 518.94). These differences are statistically significant at p˂0,001. 

VIII - Environment: Provision for a supportive, protective and / or corrective mental, physical, 

societal and spiritual environment. The competencies in this subscale were assessed the 

highest by respondents from Poland (M = 4.35 (R 776.54), followed by Cyprus (M = 4.26 (R 

731.18) and slightly lower by respondents from Austria (M = 4, 13 (R 684.37). The Netherlands 

(M = 3.62 (R 411.56) and Bulgaria (M = 3.67 (R 402.98)assessed these the lowest. These 

differences are statistically significant p ˂0,001. 

IX - Needs: Assistance with the gratification of human needs. The competencies in this 

subscale were assessed the highest by respondents from Poland (M = 4.53 (R 779.70), and 

slightly lower by respondents from Cyprus(M = 4.30 (R 685.76) and Austria (M = 4.28 (R : 

652.14). The Netherlands (M = 3.87 (R 437.48) and Bulgaria  (M = 4.08 (R 485.94) assessed 

these the lowest. A post hoc analysis showed statistically significant differences between the 

results form Poland and those from Spain, Bulgaria and the Netherlands at p ˂0,001 

X Spirituality: Allowance for existential-phenomenological-spiritual forces 
The competencies in this subscale were assessed the highest by Polish respondents (M = 4.19 
(R 734.54), followed by Cyprus (M = 4.14 (R 717.48) and Spain (F = 4.09 (R: 697, 23). The 
Netherlands (M = 3.48 (R 408.92) and Bulgaria (M = 3.70 (R 475.63) assessed them the lowest. 
A post hoc analysis showed statistically significant differences between the results of from 
Poland , Spain and Cyprus, and those from Bulgaria and the Netherlands. There are also 
significant differences between results from Poland and those from Austria. 
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Graph 3. The assessment of the importance of the competencies in the specialistc skills and active aging subscales, according to the 

respondents from the partner countries. 

Skills subscale 

(71) Knowledge of the principles and the ability in the care of the elderly with dementia. These 

competencies were assessed the highest by respondants from Poland(M = 4.46 (R 656.42), 

slightly lower by respondants from Cyprus (M = 4.39 (R 634.53), followed by Bulgaria (M = 4.24 

(R : 598.87), Spain (F = 4.20 (R 597.37), and Austria (M = 4.11 (R 601.12). Respondents from 

the Netherlands (M = 3 , 91 (R 453.12) assessed the importants of these skills the lowest. A 

post-hoc analysis showed statistically significant differences at p ˂0,001 between evaluations 

of respondents from the Netherlands and those from Poland and Cyprus.  

 (72) The ability to operate within the team of therapists. These competencies were assessed 
the highest by respondents from Cyprus (M = 4.63 (703.97) and Bulgaria (M = 4.53 (R 678,00). 
Slightly lower by respondents from Spain (F = 4.34 (R 590.40 ) and Poland (M = 4.21 (R 537.34). 
Respondents from Austria (M = 4.07 (R: 550, 36) and the Netherlands (M = 4.10 (R: 485, 31) 
assessed these competencies the lowest. A post hoc analysis showed statistically significant 
differences at p ˂ 0,001 between the results from the respondents from Cyprus and those from 
the respondents from Austria and the Netherlands and also between the results from 
respondents from Bulgaria and those from the respondents from the Netherlands. 
 
(73) The ability to assess the threats in the functioning of the elderly (collapses, mistreatment) 
These competencies were assessed the highest by respondents from Cyprus (M = 4.57 
(679.79) and Poland (M = 4.40 (R: 597 31). Slightly lower by respondents form Spain (F = 4.33 
(R 600.66), Bulgaria (M = 4.24 (R 573.79) and Austria (M = 4.20 (R: 612.10). Respondents from 
the Netherlands (M = 4.11 (R 492.79)assessed these competencies much lower. A post hoc 
analysis showed statistically significant differences at p ˂0,001 between the results from the 
group from Cyprus and those from the group from the Netherlands  
 
(74) The ability to conduct and interpretation of the full geriatric assessment (the usage of 
appropriate scales) These competencies were assessed highest by the respondents from 
Bulgaria (M = 4.39 (709.31) and Cyprus (M = 4.36 (R: 693.29). Lower by the respondents from 
Poland (M = 4.09 (R 589.67), Spain (F = 4.06 (R 607.04). These competencies were assessed 
considerably lower by respondents from Austria (M = 3.73 (R 523.21) and the lowest by  
respondents from the Netherlands (M = 3.39 (R 370.86). A post hoc analysis showed 
statistically significant differences at p ˂0,001 between the results from Bulgaria, Cyprus, 
Spain and Poland and those from the Netherlands and also between the results from Bulgaria 
and Cyprus and those from Austria  
 
 (75) The ability to use knowledge from the fields of biology, physics, cognitive sciences, 
psychology and social changes related to the aging process. These competencies were 
assessed the highest by respondents from Bulgaria (M = 4.54 (749.89) followed by 
respondents from Cyprus (M = 4.29 (R 639.10), Poland (M = 4.26 (R 614.72 ) and Spain (F = 
4.21 (R 612.35). Respondents from Austria (M = 3.76 (R 502.32) and respondents from the 
Netherlands (M = 3.62 (R: 389.44) assessed these competencies the lowest. A post hoc 
analysis showed statistically significant differences at p ˂0,001 between the results from 
Bulgaria, Cyprus, Spain and Polish and those from the Netherlands and also between results 
from Bulgaria and Cyprus and those form Austria  
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(76) The conduct of therapies adjusted to the preferences of the elderly. These competencies 
were assessed the highest by respondents from Bulgaria (M = 4.50 (697.22). Lower by 
respondents from Cyprus (M = 4.30 (R 598.22) then Spain (F = 4.20 (R 567.08 ) and Poland (M 
= 4.19 (R 573.63). Respondents from Austria (M = 4.11 (R 599.53) assessed them considerably 
lower and respondents from the Netherlands (M = 4.03 (R : 503.44) assessed them the lowest. 
A post hoc analysis showed statistically significant differences at p ˂0,001 between the results 
from Bulgaria and those from the Netherlands  
 
Active aging subscale  
 
(77) Recognize the rights to goals in life. These competencies were assessed the highest by 

respondents from Spain (F = 4.48 (672.59), and similarly by respondents from Poland (M = 

4.44 (R 655.28) and Cyprus (M = 4.42 (R: 637 75), lower by respondents from Austria (M = 4.05 

(R 575.06) and Bulgaria (M = 4.03 (R 524.01). Respondents from the Netherlands (M = 3.71 (R 

387.58) assessed these competencies the lowest. The post-hoc analysis showed statistically 

significant differences at p ˂0,001 between the results from respondents from Spain, Poland 

and Cyprus, and those from the respondents from the Netherlands. Significant differences 

also exist between results from respondents from Spain and those from respondents from 

Bulgaria. 

 (78) Encourage to maintain independence (physical, psychological and social) These 
competencies were assessed the highest by respondents from Spain (F = 4.74 (747.39), lower 
by respondents from Cyprus (M = 4.48 (R: 629 , 23), Poland (M = 4.35 (R 581.58) and the 
Netherlands (M = 4.20 (R 507.12). The respondents from Austria (M = 4 09 (R 563.12) and 
Bulgaria (M = 4.10 (R 508.11) assessed these competencies the lowest, by far. The post-hoc 
analysis showed statistically significant differences at p ˂0,001 between the results from 
respondents from Spain, and and those from Poland, Bulgaria , Austria and the Netherlands. 
 
 (79) Accept the aging process as physiological changes rather than diseases. These 
competencies were assessed the highest by respondents from Spain (F = 4.66 (713.38)and 
similarly by respondents from Cyprus (M = 4.56 (R 665.67). Respondents from Poland (M = 
4.26 (R: 554 78) assessed them a little lower.Respondents from Austria (M = 4.11 (R 586.48) 
and Bulgaria (M = 4.08 (R 524.94) assessed them considerably lower and respondents from 
the Netherlands (M = 3.96 (R 436.62) assessed them the lowest. The post-hoc analysis showed 
statistically significant differences at p ˂0,001 between the results of respondents from Spain 
and Cyprus, and those of the respondents from Bulgaria and the Netherlands. Significant 
differences also exist between results of respondents from Spain and those from Poland. 
 
(80) Encourage to vaccinate These competencies received the highest assessment from 
respondents from Spain (M = 4.26 (771.23), similarly from respondents fromCyprus (M = 4.21 
(R 755.53) and lower from respondents from Bulgaria (M = 3 65 (R 580.99) and Poland (M = 
3.46 (R 524.85). Respondents from Austria (M = 3.09 (R 473.99) assessed them a lot lower and 
respondents from the Netherlands (M = 2.73 (R 341.77) assessed them the lowest. The post-
hoc analysis showed statistically significant differences at p ˂0,001 between the results of 
respondents from Spain, Cyprus, Poland and Bulgaria and those of the respondents from the 
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Netherlands. significant differences also exist between results of respondents from Austria 
and those of respondents from Spain and Cyprus. 
 
(81) Encourage to do sport. This competence was assessed the highest by respondents from 
Spain (M = 4.70 (812.44), slightly lower by respondents from Cyprus (M = 4.59 (R 764.91), 
significantly lower by respondents from the Netherlands (M = 3.94 (R : 535.20) then Poland 
(M = 3.83 (R 493,00), Bulgaria (M = 3.65 (R 457.73) and the lowest from resondents from 
Austria (M=3.62(R:504.84) 
A post hoc analysis showed statistically significant differences at p ˂0,001 between the 
results of respondents from Spain, Cyprus, and those of the respondents from Bulgaria, 
Austria and the Netherlands. Significant differences also exist between results of Polish 
respondents and those from Spain and Cyprus.  
 
 
(82) Encourage to be professionally active. This competence was assessed the highest by 
respondents from Spain (M = 4.40 (757.90), slightly lower by respondents from Cyprus (M = 
4.34 (R 731.79) considerably lower by respondents from Poland (M = 3.70 (R 522.37) then 
Bulgaria (M = 3.64 (R 499.81), Austria (M = 3.59 (R 549.08) and the lowest from respondents 
from the Netherlands (M = 3.41 (R 435.55). The post-hoc analysis showed statistically 
significant differences at p ˂ 0,001 between the results of respondents from Spain, Cyprus, and 
those of the respondents from Bulgaria, Austria and the Netherlands. Significant differences 
also exist between results of respondents from Polish and those from Spain and Cyprus.  
 
(83) Encourage to learn. This competence was assessed the highest by respondents from Spain 
(m = 4.60 (811.96), slightly lower by the respondents from Cyprus (M = 4.45 (R 758.55), 
considerably lower by respondents from Poland (M = 3.65 (R : 492.28,) Austria (M = 3.63 (R 
537.77), the Netherlands (M = 3.62 (R 475.15) and the lowest by respondents from Bulgaria 
(M = 3.51 (R: 443 , 98). The post-hoc analysis  showed statistically significant differences at p 
˂0,001 between the results of respondents from Spain, Cyprus, and those of the respondents 
from Bulgaria, Austria and the Netherlands. Significant differences also exist between the 
results of Poland and of those from Spain and Cyprus.  
 
 
3.3.3. Differences in opinions of representatives of profesion groups, doctors, nurses, 

phisiotherepists, social workers on important competencies in caring for older 
people. 
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Graph 3. The assessment of the importance of the competencies in the CNPI-70 subscales, according to the profession groups. 

 

Nonparametric statistics were used to conduct the analysis due to the significant disparities 

in the compared groups and due to distribution not being in accordance with norms. Kruskal-

Wallis’s test was used to evaluate the differences between the answers given by respondents 

from each country. The post-hoc analysis was performed to locate the significant differences 

that had been found. All of the subscales in tool CNPI-70 were successively analysed. 

I Formation of a humanistic-altruistic system of values - the competencies listed in this 

subscale received the highest assessment from social worker (M = 4.60 (R 831.32) 

considerably lower from physiotherapists (M = 4.35 (R 655.33) then doctors (M = 4.28 (R 

606.61) and the lowest from nurses (M = 4.21 (R 562.86). The post hoc analysis showed 

statistically significant differences at p ˂0,001 between the results of social workers and those 

of physiotherapists, doctors and nurses 

 
II Hope: Instillation of faith-hope. The competencies in this subscale were assessed the highest 
bythe group of social workers (M = 4.54 (R 825.38) considerably lower by the group of 
physiotherapists (M = 4.24 (R 645.18) then doctors (M = 4.15 (R 565.31) and finally nurses (M 
= 4.15 (R 579.11).The post hoc analysis showed statistically significant differences at p ˂0,001 
between the assessment of the group of social workers and that of the groups of 
physiotherapists, doctors and nurses. 
 
III Sensibility: Cultivation of sensitivity is one's self and to others. The Competencies in this 
subscale were assest the highest by social worker (M = 4.34 (R 857.52) considerably lower by 
doctors (M = 3.91 (R 614.72) then nurses (M = 3.84 (R 577.53) and finally, physiotherapists (M 
= 3.80 (R 560.48). The post hoc analysis showed statistically significant differences at p ˂0,001 
between the assessment of the social workers and that of the doctors, nurses and 
physiotherapists. 

 

IV Helping Relationship: Development of a helping-trusting, human caring relationship 
The competencies in this subscale were assessed the highest by social worker (M = 4.49 (R 
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866.58) considerably lower by physiotherapists (M = 4.09 (R 605.95) then nurses (M = 4.07 (R 
578.51) and finally, doctors (M = 4.07 (R 574.75). The post hoc analysis showed statistically 
significant differences at p ˂0,001 between the assessment of the social workers and that of 
the doctors, nurses and physiotherapists. 
 
V Expression of Emotions: Promotion and acceptance of the expression of positive and 
negative feelings.The competencies in this subscalewere assessed the highest by social worker 
(M = 4.46 (R 857,00) considerably lower by nurses (M = 4.03 (R 590.09) then doctors (M = 4.00 
(R 568.59) and the lowest by physiotherapists (M = 3.98 (R 569.73). The post hoc analysis 
showed statistically significant differences at p ˂0,001 between the assessment of the social 
workers and that of the doctors, nurses and physiotherapists. 
 
VI Problem-solving: Systematic use of a creative problem- solving caring process. The 
competences t in this subscale were assessed the highest by social worker (M = 4.40 (R 847.42) 
considerably lower by physiotherapists (M = 3.99 (R 626.96) then nurses (M = 3.93 (R 575.67) 
and finally, by doctors (M = 3.93 (R 575.65). The post hoc analysis showed statistically 
significant differences at p ˂0,001 between the assessment of social workers and that of the 
physiotherapists, doctors and nurses. 
 
VII. Promotion of transpersonal teaching-learning.The competences in this subscale were 
assessed the highest by social worker (M = 4.20 (R 698.78) lower by doctors (M = 4.07 (R 
615.95) then nurses (M = 4, 04 (R 601.98) and the lowest by physiotherapists (M = 3.92 (R 
552.56). The post hoc analysis showed no statistically significant differences at p ˂0,001 
between the assessments of the groups of workers involved in the study. 
 
VIII Environment: Provision for a supportive, protective and / or corrective mental, physical, 
societal and spiritual environment. The competencies in this subscale were assessed the 
highest by nurses (M = 4.19 (R 675.73), lower by social workers (M = 4.01 (R 652,03), then 
physiotherapists (M = 3.79 (R 499.37) and, the lowest, by doctors (M = 3.74 (R 446.59). The 
post hoc analysis showed statistically significant differences at p ˂0,001 between the 
assessment of doctors  and those of nurses and social worker. There are also statistically 
significant differences between the assessment of nurses and that of physiotherapists. 
 
IX. Needs: Assistance with the gratification of human needs. The competencies in this subscale 
were assessed the highest by nurses (M = 4.32 (R 643.98) and similarly by doctors (M = 4.31 
(R 627.85) , considerably lower by social workers (M = 3.88 (R 536.60) and the lowest by 
physiotherapists (M = 3.86 (R 466.23). The post-hoc analysis showed statistically significant 
differences at p ˂0,001 between the assessment of nurses and doctors and that of 
physiotherapists and social workers . 
 
X Spirituality: Allowance for existential-phenomenological-spiritual forces. The competences 
in this subscale were assessed the highest by social workers (M = 4.22 (R 758.68), considerably 
lower by nurses (M = 4.00 (R 630.16), subsequently by physiotherapists (M = 3.85 (R 561.78) 
and the lowest by doctors (M = 3.71 (R 490.58). The post hoc analysis showed statistically 
significant differences at p ˂0,001 between the assessment of social workers and that of 
physiotherapists and doctors. There are also statistically significant differences between the 
assessment of nurses and that of doctors. 
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Specialist skills subscale  
 

(71) Knowledge of the principles and the ability in the care of the elderly with dementia. These 

competencies were assessed the highest by doctors (M = 4.48 (R 690.49), lower by physical 

therapists (M = 4.25 (R 593.04), nurses (M = 4.19 (R 574.23 ) and social workers (M = 4.11 (R 

585.97). The post hoc analysis showed statistically significant differences at p ˂0,001 between 

the assessment of nurses and that of doctors. 

 

(72) The ability to cooperate within the team of therapists. These competencies were assessed 

the highest by doctors (M = 4.51 (R 670.06), lower by physiotherapists (M = 4.37 (R 613.95), 

nurses (M = 4.31 (R 586.74 ) and the lowest by social workers (M = 4.07 (R 515.67). The post 

hoc analysis showed no statistically significant differences at p ˂0,001 between the 

assessments of the professionals participating in the study. 

 
(73) The ability to assess the threats in the functioning of the elderly (collapses, mistreatment). 
These competencies were assessed the highest by doctors (M = 4.56 (R 688.88), lower by 
physicotherapists (M = 4.31 (R 589.71), nurses (M = 4.27 (R 577.94) and the lowest by social 
workers (M = 4.17 (R 558.49). The post hoc analysis showed statistically significant differences 
at the level of p ˂0,001 between the assessment of nurses and that of doctors. 
 
 (74) The ability to conduct and interpretation of the full geriatric assessment (the usage of 
appropriate scales). These competencies were assessed the highest by doctors (M = 4.30 (R 
682.87), lower by nurses (M = 4.10 (R 603.54), physiotherapists (M = 3.89 (R 539.50) and the 
lowest by social workers (M = 3.68 (R 496.12). The post hoc analysis showed statistically 
significant differences at the level of p ˂0,001 between the assessment of doctorsand that of 
physiotherapists and social workers. 
 
 (75) The ability to use knowledge from the fields of biology, physics, cognitive sciences, 
psychology and social changes related to the aging process. These competencies were 
assessed the highest by doctors (M = 4.38 (R 683.13), then nurses (M = 4.16 (R 596.14), social 
workers (M = 4.06 (R: 580 , 50) and the lowest by physiotherapists (M = 3.91 (R 516.83). The 
post hoc analysis showed statistically significant differences at p ˂0,001 between the 
assessment of doctors and that of physiotherapists. 
 
(76) The conduct of therapies adjusted to the preferences of the elderly. These competencies 
were assessed the highest by doctors (M = 4.51 (R 698.06), lower by nurses (M = 4.24 (R 
587.95), physiotherapists (M = 4.20 (R 584.36 ) and the lowest by social workers (M = 3.81 (R 
483.57). The post hoc analysis showed a statistically significant difference at p ˂ 0,001 between 
the assessment of doctors and that of nurses and social workers. 
 
Active aging subscale 
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(77) Recognize the right to the goals in life. These competencies were assessed the highest by 
social workers (M = 4.62 (R 731.16)considerably lower by nurses (M = 4.20 (R 579.91), then 
physiotherapists (M = 4.16 (R: 575.54) and the lowest by doctors (M = 4.09 (R 538.97). The 
post hoc analysis showed a statistically significant difference at p ˂0,001 between the 
assessment of doctors and nurses and that of social workers. 
 
(78) Encourage to maintain independence (physical, psychological and social). These 
competencies were assessed the highest by social workers (M = 4.58 (R 676.72), lower by 
nurses (M = 4.31 (R 587.64), then physiotherapists (M = 4.28 (R: 582, 29) and the lowest by 
doctors (M = 4.22 (R 547.69). The post hoc analysis showed no statistically significant 
differences at p ˂0,001 between the assessments of the professionals. 
 
 (79) Accept the aging process as physiological changes rather than a diseases. These 
competencies were assessed the highest by social workers (M = 4.47 (R 637.40), lower by 
doctors (M = 4.29 (R 593.09), then nurses (M = 4.26 (R: 580 26) and physiotherapists (M = 4.25 
(R 579.75). The post hoc analysis showed no statistically significant differences at p ˂0,001 
between the assessments of the professionals. 

 
 (80) Encourage to vaccinate. The professionals participating in the study assessed these these 
competencies the lowest by far. These competencies were assessed the highest by doctors (M 
= 3.78 (R 624.62),similarly by nurses (M = 3.71 (R 612.90), then social workers (M = 3.42 (R: 
517 and 95) and the lowest by physiotherapists (M = 3.11 (R 461.61). The post hoc analysis 
showed a statistically significant difference at p ˂0,001 between the assessment of doctors 
and nurses and that of physiotherapists. 
 
 (81) Encourage to do sport. These competencies were assessed the highest by social workers 
(M = 4.19 (R 632.42), lower by physiotherapists (M = 4.07 (R 612.96), then nurses (M = 4.04 (R 
589.59 ) and the lowest by doctors (M = 3.91 (R 544.19). The post hoc analysis showed no 
statistically significant differences at p ˂0,001 between the assessments of the professionals. 
 
 (82) Encourage to be professionally active. These competencies were assessed the highest by 
nurses (M = 3.94 (R 608.38), lower by doctors (M = 3.78 (R 550.90),physiotherapists (M = 3.76 
(R: 562, 61) and the lowest by social workers (M = 3.72 (R 567.03). The post hoc analysis 
showed no statistically significant differences at p ˂0,001 between the assessments of the 
professionals. 
 
 (83) Encourage to learn. These competencies were assessed the highest by social workers (M 
= 4.13 (R 651.66), lower by nurses (M = 3.90 (R 584.56), physiotherapists (M = 3.90 (R: 581 , 
15) and the lowest by doctors (M = 3.85 (R 560.79). The post hoc analysis showed no 
statistically significant differences at p ˂0,001 between the assessments of the professionals. 
 
4. Discussion 
 
In sumerizing the results of the opinions of the research participants, who are representatives 

of the WP5 team partner countries, it can be notice that there are three groups, which 

similarly assessed the competencies in the CNPI-70 subscales. 
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The first group being representatives from Spain and Poland - the vast majority of the CNPI-

70  subscale (I, II, III, IV, V, VI, VII, X) was higher assessed by respondents from these countries 

compared to the assessments of respondents from Cyprus, Austria, Bulgaria and the 

Netherlands. 

The second group includes representatives from Cyprus and Austria - respondents from these 

countries similarly assessed competence in the CNPI-70 subscales (I, III, IV, V, VI, VII). Most of 

their assessments of the subscales are lower than the assessments of respondents from Spain 

and Poland, but higher than that of respondents from Bulgaria and the Netherlands. 

The third group of representatives from Bulgaria and the Netherlands, respondents from 

these countries assessed the competencies in all the CNPI-70 subscales the lowest by far. The 

Netherlands assessed the competencies in subscale I - humanism slightly higher than Bulgaria, 

and Bulgaria assessed the competencies in subscale IX - needs slightly higher than the 

Netherlands. 

In the analysis of the specialist skills and active aging subscales, the low assessment of virtually 

all the competencies by representatives from the Netherlands stands out. Only the 

competencies related to encouraging to be independent, to do sports, and to learn were 

assessed as important at a medium level. All the competencies associated with specialist skills 

were assessed the highest by respondents from Cyprus and Bulgaria, and in given aspects also 

by Poland. Respondents from Spain and Cyprus are at the forefront in terms of a high 

assessment concerning active aging. Respondents from Austria assessed all the listed 

competencies the same as or slightly higher than respondents from the Netherlands. 

 

It seems that these differences may result from specific cultural factors, but mainly from 

different social and health care systems in these countries. 

Some significant differences in the opinions of health care and social services professionals 

are especially noteworthy. Social workers assessed the competencies in the CNPI-70 scale 

much higher than respondents representing other professional groups. The exceptions being 

the competencies in subscale VIII Environment: Provision for a supportive, protective and / or 

corrective mental, physical, societal and spiritual environment, which were assessed higher 

by nurses, and the competencies in subscale IX Needs: Assistance with the gratification of 
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human needs, which were assessed higher by doctors and nurses and significantly lower by 

social workers and physiotherapists. Perhaps this is due to the range of professional tasks. 

 

The assessment of the competencies in subscale I Humanism: Formation of a humanistic-

altruistic system of values by the group of nurses was, surprisingly, the lowest. Competencies 

in this subscale relate to the direct relationship with the patient. Who else should have such 

competencies as - Consider them as complete individuals, show that I was interested in more 

than their health problem, Accept them as they are without prejudice, Be humane and warm 

with them and those closest to them, if not nurses who are most frequently with patients. The 

fundamental ethical principle in the care of older people is respect for their dignity, beliefs, 

privacy and autonomy. Elderly Patients do not want to be treated children or weak people 

(Izumi Shigeko et al 2006). The contact of professionals with an elderly person should give a 

sense of acceptance and build trust. It should be characterized by understanding, compassion, 

respect for the elderly and their family (Murphy, 2007b) The opinion that an effective nurses 

-patient relationship is the basis for the high quality of care is undeniably true(Dowling, M. 

2006). 

 

The low assessment made by doctors of the competencies in subscale VIII Environment: 

Provision for a supportive, protectice and / or corrective mental, physical, societal and spiritual 

environment, is also very controvercial. Apart from the item concerning putting the room back 

in order after having taken care of them, which usually does not apply to this group, the other 

listed competencies such as: Check if their medications soothes their symptoms (eg, nausea, 

pain, constipation, anxiety, etc.), Respect their privacy (eg, do not expose them needlessly) 

Before leaving, check if they had everything they needed, are certainly assigned to the 

competence of this professional group and should be highly assessed by them.The group of 

physiotherapists assessed the competencies listed in subscale V Expression of Emotions: 

Promotion and acceptance of the expression of positive and negative feelings, significantly 

lower. 

 

The competencies in this subscale affect very important aspects, in turms of working with 

older people. This group of patients often display psychopathological symptoms, 

hyperactivity, or even aggression, but also sadness and depression. Increased nervous tension 
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is not necessarily due to the traits of an elderly person, it may be a symptom of dementia or 

due to a sense of being neglected. Generally this is the way that the patient wants to 

communicate their needs. Scientists say that these behaviors can never be considered outside 

the somatogenic context (Harwas et al,2006). This involves the necessity of interdisciplinary 

teams work, without which the normal process of recognition of neurotic disorders in the 

elderly is not possible. Studies conducted in hospitals in the United Kingdom suggest that only 

four out of ten patients have been diagnosed with dementia. Therefore, it is important to 

possess appropriate competencies in the assessment of emotion, detailed knowledge of the 

patient and the ability to observe and evaluate these behaviors in every situation by all 

members of the therapeutic team. Special attention should be given to the development of 

these competencies in the education process and to show their importance in complex 

interdisciplinary geriatric assessment and care. 

 

Subscale X Spirituality: Allowance for existential phenomenological-spiritual forces received, 

by far,the lowest assessment form all the respondents but mainly form the group of doctors. 

 

Spirituality is often associated or treated on a par with religion. It has just recently been 

separated from religion (Nolan 2011). Religion is certain beliefs based on tradition and is 

associated most often with an institution or an organization. Whereas spirituality is intangible 

values which are not related to a specific group or organization. Spirituality can relate to 

feelings, thoughts, experiences of the soul, or search for the sacred (King, 2011; p21). 

Nowadays, the word spirituality refers to the deepest values and meanings by which people 

try to live (Sheldrake, 2007, p2). 

 

Spirituality or religion are of great importance to older people, they bring a number of 

benefits in the form of a positive attitude to life, giving life purpose and meaning and often 

giving hope for recovery. Thereby increasing the ability to cope with illness or disability. 

They relieve suffering and help give a different dimension to human existence. 

 

However, it is sometimes the case that some religions have an adverse impact on patients 

through promoting excessive guilt, causing anxiety, introducing restrictions and lack of 

tolerance. 
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Elderly people have different spiritual needs and their assessment can help in finding the 

necessary solutions or resources, such as: counseling, spiritual support from the given 

religious group, participation in religious activity, contacts with members of the 

community. However, spirituality and religion and their impact on health and also the 

competencies of health care and social workers in this filed are all very much neglected 

(Wallace Meredith., Eileen O'Shea 2007). Most professionals believe that they do not have 

sufficient knowledge on how to meet the spiritual needs and, according to them, questions 

about faith can be awkward. 

 

The group of doctors participating in the study assess competencies concerning specialist 

skills, including competencies related to the ability to work together in therapeutic teams, 

much higher than all of the other professional groups. The low assessment of this competency 

by social workers comes as a surprise. This group also assessed the competency; The ability to 

conduct and interpretation of the full geriatric assessment (the usage of appropriate scales), 

very low. 

In recent years the role of social workers in working with elderly people has increased greatly. 

The roles assigned to them can be implemented in hospitals, rehabilitation centers, homes of 

elderly people, primary health care centres, social care centers and local government 

organizations. Thus, in addition to cooperation with their patients they are also required to 

cooperate with representatives of health and social care, as well as with the so-called informal 

groups, which include family, caregivers, friends and neighbors. Studies (Healy et al., 1999) 

found that the contribution of social workers in therapeutic teams and cooperation in the 

complex and multidisciplinary assessment of the patient not only improved communication 

between the professional groups but also allowed a better and faster adaptation of the scope 

of care required after hospitalization. Given the fact that the transfer of an elderly patient to 

eg. a nursing home can be very distressing for the elderly and their families, counseling and 

providing full information by a social worker concerning the rights of older people and the 

duties of local authorities, can help overcome these feelings (Picard 2004). 

Since eldercare goes beyond traditional medical intervention, it needs to be assessed in many 

areas affecting the health of elderly people including: physical, cognitive, affective, social, 

spiritual, financial and environmental. Conducting and interpretating complex geriatric 

assessments is now the standard in t care of the elderly (Derejczyk J, et al 2005). It is a 
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multidisciplinary diagnostic process, which identifies not only medical but also psychosocial 

and functional limitations of an elderly person in order to develop a coordinated and 

cuostomized care plan (Devons 2002). A complex and systematic assessment of older people 

should be carried out by a team of not only health care workers, which includes mainly 

doctors, nurses, physiotherapists, psychologists, often nutritionists and pharmacists, but also 

by social workers. 

 

The lowest-assessed competence in the active aging subscale was that concerning 

encouraging to vaccinat. Doctors and nurses assessed this competency significantly higher 

which indicats greater awareness of these professional groups in terms of eg. the risk of 

influenza complications occurring amoung older people.There was a surprising difference in 

the assessments of the competency concerning recognition of the right to the goals in life. The 

low score obtained within the group of doctors is worrying. 

 

The EU Member States are faced with the common challenge of aging populations. This means 

that it is necessary to make changes in health and social policies and also to treat these areas 

as an investment in the development of society rather than as a source of expenditure. 

Changes should concern not only the financing of health care but, primarily, changes are 

require both in the organization of the care system and in the competencies of health care 

and social services professionals. Socio - economic problems facing the elderly and having a 

direct impact on health also require deep analysis. Perhaps the philosophy of care itself needs 

a change from "taking care of an elderly person" to "caring for an elderly person" (Wild., et al 

2012) (Wild,. et al 2012b). 

 

The elderly are a very diverse group, which has specific and rich life experiences and complex 

needs. The quality of life of this part of the population is often impaired not only by aging, but 

also by the accompanying the disease. The surrounding environment often questions the 

value of older people, thus reducing their sense of self. Thus, not only is the physical condition 

of the elderly threatened but also their identity. (Hobbs 2009). For many years there has been 

an ongoing search around the world for a solution to ensure this part of the population the 

proper quality of life. There are many specialized units and trained professionals such as 

geriatricians, geriatric nurses, geriatric psychiatry etc.emerging in healthcare. However,it is 



This project has been funded with support from the Lifelong Learning Programme of the European Commission.  
This publication (communication) reflects the views only of the author, and the Commission cannot be held 

responsible for any use which may be made of the information contained therein. 28 

worth concidering whether this is the only, just and ample concept. The population of elderly 

people will continue to rise and acute and chronic diseases are inscribed in the aging process. 

It is expected that over the next few years, benefits for the elderly will become the dominant 

type of health and social services (Radziewicz- Winnicki 2013). In the event of hospitalization 

it may not be possible to direct these individuals to specialistic units such as geriatric units – 

simply because they may be scarse,this has already become a problem. 

A More reliable solution would be to prepare all professionals, at successive stages of their 

education, to work with the elderly thus ensuring high quality of care in all organizational units 

(Capezuti & Brush 2009). Therefore, only a comprehensive interdisciplinary approach focused 

on the specific nature of aging and the care of professionals who are sensitized, have 

knowledge, skills and present the appropriate attitude, are vigilant, active and motivated to 

care for the elderly will allow us to calmly think about old age.  

 
5. Summery and conclusion  

 
Quantitative and qualitative analysis of the collected material allows for some generalizations, 

however,our team is aware of the limitations resulting from th e test procedure. Based on the 

opinions/assessments of professionals involved in the study it may be concluded that: 

1. The most important aspects in care of older people are: 

- Competencise, defined in the Humanism subscale: Formation of a Humanistic -altruistic 

system of values, which are related to the relationship between care giver and patient, 

based on a humanistic - altruistic value system, which accepts, without bias, and respects 

individuality, and shows interest not only in health issuse - these were rated the highest 

by respondents from all countries and representatives of all professional groups involved 

in the study. Items from the subscale correspond with the role of communicator, leader, 

health advocate, expert, 

- According to the respondents a care giver should encourage older people to believe in 

themselves, motivate them, emphasize efforts, give hope and provide assistance and 

support where it is expected of them by the elderly- these competencies are presented 

in subscale II Hope: Instillation of faith-hope and IV Helping Relationship: Development of 

a helping-trusting, human caring relationship and correspond with the role of health 

advocate, collaborator and expert. 
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- According to respondents professionalism, involving such skills as purposeful 

observation, evaluation of needs and taking appropriate actions, is very important in 

caring for older people. These competencies are found mainly in subscale VI Problem-

solving: Systematic use of a creative problem- solving caring process and subscale IX 

Needs: Assistance with the gratification of human needs - and are consistent with the role 

of professional,leader and expert 

- Health and social workers believe the ability to be able to work well in a therapeutic 

team, the ability to assess threats and encourage individuals to maintain independence 

for as long as possible and accept the fact of aging as a physiological process and not a 

disease, to be important competencies. These competencies are listed in the items found 

in the specialist skills subscale and the active aging subscale and they are consistent with 

the roles of collaborator, professional, healthadvocate, expert. 

- The highly rated competences are those related to the organization of work both with 

older people and their families. This process should be based on an individual assessment 

of the situation, the problems and the needs. These competencies are found in items in 

subscale III Sensitivity: Cultivation of sensitivity to one's self and to others, subscale V 

Expression of Emotions: Promotion and acceptance of the expression of positive and 

negative feelings, VII Teaching: Promotion of transpersonal teaching-learning and VIII 

Environment: Provision for a supportive, protective and / or corrective mental, physical, 

societal and spiritual environment – and they correspond with the role of leader, expert 

2. Only a few additional entries made by respondents from Austria, Cyprus and Poland 

in the open-ended question "In your opinion, what other competencies are important in 

caring for elderly people? " are notworthy. 

Respondents generally repeated competencies such as :, 

- Encourage the elderly to maintain old and establish new social contacts; 

- Encouraging cultural activities and the fulfillment of hobbies; 

- Professionals should not disregard problems related to the sexuality of older people, 

they should help in solving them;  

- Enable the elderly to live in their own home for as long as this is possible; 

- Use alternative therapeutic methods such as acupuncture or energy therapy. 

3. Opinions / assessments on important competencies in caring for older people vary 

depending on the country and the profession of the respondents. 



This project has been funded with support from the Lifelong Learning Programme of the European Commission.  
This publication (communication) reflects the views only of the author, and the Commission cannot be held 

responsible for any use which may be made of the information contained therein. 30 

3.1. Social workers differed significantly, from the other professional groups, in their 

opinions / assessments on important competencies in caring for older people. They 

assessed all the competencies, except those specified in subscale IX CNPI Needs: 

Assistance with the gratification of human needs, much lower than health care 

professionals. 

4.The analysis the opinions of representatives of the countries participating in the study 

allows to distinguish three groups in which respondents indicated the same competencies 

as important .: Group I: Poland and Spain Group II: Cyprus and Austria and Group III 

Bulgaria and the Netherlands. 
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6. Practical implications of the study 

 

The results show that all the competencies listed in the questionnaire were evaluated as 

important in caring for older people. The differences in the assessments of representatives 

from the different countries probably results from cultural factors as well as the social and 

health policy implemented in these countries. The variety of models and system solutions 

enables the EU countries to share experiences and work together to find optimal variants and 

best practices, on the basis of which to improve the efficiency and effectiveness of health and 

social care. 

The significantly lower evaluation of competencies in both the CNPI - 70 scale as well as in the 

specialist skills subscale by the respondents from the Netherlands, require deeper analysis and 

extended study. The Netherlands is a European country which has had the reputation of a 

welfare state for years. It is famous for its very good, comprehensive and modern organization 

of care for the elderly. However, economic problems arising from an aging population also 

affect the Netherlands today. It is ,therefore,no wonder that the respondents from the 

Netherlands assessed competencies encouraging older people to be independent as long as 

possible and to do sports, highly. Reforms in this country now focus mainly on extending the 

activness, not only professional, of the society. This is one of formulas for all European 

countries. 

 
Limitations of the study  
 

The tests and analysis of the results indicate certain limitations, these are: 
1. Fewer number of surveyed professionals than had been assumed. 
2. A lack ofno opinion from representatives of doctors from the Netherlands and 
physiotherapists and social workers from Bulgaria 
3. Large lack of data on such variables as occupation, 
4. The results obtained from respondents from Bulgaria should be interpreted with 
caution due to the low level of accuracy in the Bulgarian version of the CNPI -70 scale 
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Questionaire  
 

 

 

ELLAN – European Later Life Active Network   Agreement number 2013-3218/001-001; Project number 539547-LLP-1-2013-1-FI-
ERASMUS-ENW  

 
We think that in the care of elderly people special competences are needed.  

http://www.who.int/ageing/active_ageing/en/
http://www.helpage.org/download/52949b561453d
https://www.iasw.ie/attachments/d82b4fe7-b766-4792-83d7-75eefb001b6c.PDF
http://www.gov.scot/Publications/2005/12/16104017/40201
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So that, regardless you are a doctor, nurse, physiotherapist or occupational therapist please express your opinion and 

decide in the scale of 1-5 the importance of these tasks mentioned below in the CNPI-70 scale. 

How important do you consider the attitudes and behaviours enumerated in each of the following statements? 

Rating scale 

1- Not at all.; 2 – A little; 3.- moderately; 4.- A lott; 5.- Extremely 
 

Statement Rating scale 

 

I – Humanism: Formation of a humanistic-altruistic system of values 

1 Consider them as complete individuals, show that I was 

interested in more than their health problem. 

1 2 3 4 5 

2 Try to see things from their point of view. 1 2 3 4 5 

3 Accept them as they are without prejudice. 1 2 3 4 5 

4 Show them respect as well as to those closest to them. 1 2 3 4 5 

5 Do not have a scandalized attitude. 1 2 3 4 5 

6 Be humane and warm with them and those closest to them. 1 2 3 4 5 

II.– Hope: Instillation of faith-hope 

 

7 Show that I will be there for them if they need me. 1 2 3 4 5 

8 Encourage them to have confidence in themselves. 1 2 3 4 5 

9 Draw their attention to positive aspects concerning them and their state of 

health. 

1 2 3 4 5 

10 Emphasize their efforts. 1 2 3 4 5 

11 Encourage them to be hopeful, when it is appropriate. 1 2 3 4 5 

12 Help them to find motivation to improve their state of health. 1 2 3 4 5 

13 Take into account what they know about their health situation. 1 2 3 4 5 

III. – Sensibility: Cultivation of sensitivity to one’s self and to others 

 

14 Ask them how they would like things to be done. 1 2 3 4 5 

15 Show awareness of their feelings and of those closest to them. 1 2 3 4 5 

16 Know how to choose the right moment to discuss with them their condition and 

the steps to come. 

1 2 3 4 5 

17 Know how to express in an appropriate fashion my feelings 

toward their situation. 

1 2 3 4 5 

18 Make them aware of the way those closest to them are 

experiencing their situation. 

1 2 3 4 5 
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19 Keep those closest to them up to date about their state of health (with their 

agreement). 

1 2 3 4 5 

 

IV. – Helping Relationship: Development of a helping-trusting, human caring relationship 

20 Listen to them attentively when they speak, as well as those 

closest to them. 

1 2 3 4 5 

21 Introduce myself by stating clearly my name and function. 1 2 3 4 5 

22 Answer as soon as it is convenient when they call me. 1 2 3 4 5 

23 Respect my engagements, that is to say, do what I said I would do. 1 2 3 4 5 

24 Do not seem busy or otherwise occupied when I am taking care of them. 1 2 3 4 5 

25 Do not cut them off when they speak. 1 2 3 4 5 

26 Do not confront too harshly their ideas and behaviour. 1 2 3 4 5 

 

V.– Expression of Emotions: Promotion and acceptance of the expression of positive and negative feelings 

27 Encourage them to speak their thoughts and feelings freely. 1 2 3 4 5 

28 Keep calm when they are angry. 1 2 3 4 5 

29 Help them to understand the emotions they feel in their situation. 1 2 3 4 5 

30 Not reduce my presence when they have difficult moments. 1 2 3 4 5 

31 Help them to channel their difficult emotions. 1 2 3 4 5 

32 Let them express their pain, their sadness, their fears, etc. 1 2 3 4 5 

 

VI.  – Problem-solving: Systematic use of a creative problem-solving caring process 

33 Help them to set realistic objectives that take their health 

condition into account. 

1 2 3 4 5 

34 Help them to cope with the stress generated by their condition or general 

situation. 

1 2 3 4 5 

35 Help them to see things from a different point of view. 1 2 3 4 5 

36 Help them to recognize the means to efficiently resolve their 

problems. 

1 2 3 4 5 

37 Try to identify with them the consequences of their behaviour.. 1 2 3 4 5 

38 Inform them and those closest to them about the resources 

adapted to their needs (e.g., community health centres, etc.). 

1 2 3 4 5 

VII.– Teaching: Promotion of transpersonal teaching-learning 
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39 Help them to identify, formulate and ask questions about their illness and its 

treatment. 

1 2 3 4 5 

40 Check if they and those closest to them had properly understood the 

explanations given. 

1 2 3 4 5 

41 Give them the necessary information or make it available so they can make 

informed decisions. 

1 2 3 4 5 

42 Explain to them the care or treatments beforehand. 1 2 3 4 5 

43 Not use terms or a language that they or those closest to them did not 

understand. 

1 2 3 4 5 

44  Provide them with the opportunity to practice self-administered care. 1 2 3 4 5 

45  Respect their pace when giving them information or answering their questions. 1 2 3 4 5 

46 Teach them how to schedule and prepare their medications. 1 2 3 4 5 

47 Give them indications and means to treat or prevent certain sideeffects of their 

medications or treatments. 

1 2 3 4 5 

VIII.– Environment: Provision for a supportive, protective and/or corrective mental, physical, societal and spiritual environment 

 

48 Understand when they need to be alone. 1 2 3 4 5 

49 Help them to be comfortable (e.g., offer them back rubs, help them to change 

positions, adjust the lighting, suggest special equipment, etc.). 

1 2 3 4 5 

50 Put the room back in order after having taken care of them. 1 2 3 4 5 

51 Check if their medications soothe their symptoms (e.g., nausea, pain, 

constipation, anxiety, etc.). 

1 2 3 4 5 

52 Respect their privacy (e.g., do not expose them needlessly). 1 2 3 4 5 

53 Before leaving, check if they had everything they needed. 1 2 3 4 5 

54 Help them to clarify which things they would like significant 

persons to bring them. 

1 2 3 4 5 

 

IX.– Needs: Assistance with the gratification of human needs 

55 Help them with the care they cannot administer themselves. 1 2 3 4 5 

56 Know how to give the treatments (e.g., intravenous injections, bandages, etc.). 1 2 3 4 5 

57 Know how to operate specialized equipment (e.g., pumps, 

monitors, etc.).  

1 2 3 4 5 

58 Do treatments or give medications at the scheduled time. 1 2 3 4 5 

59 Encourage those closest to them to support them (with their 

agreement). 

1 2 3 4 5 

60 Closely monitor their health condition. 1 2 3 4 5 

61 Help them to feel that they had a certain control over their 1 2 3 4 5 
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situation. 

62 Know what to do in situations where one must act quickly. 1 2 3 4 5 

63 Show ability and skill in my way of intervening with them. 1 2 3 4 5 

64 Take their basic needs into account (e.g., sleeping, hygiene, 

etc.). 

1 2 3 4 5 

 

X. – Spirituality: Allowance for existential-phenomenological-spiritual forces 

65 Help them to feel well in their condition. 1 2 3 4 5 

66 Recognize that prayer, meditation or other means can help 

appease them and give them hope. 

1 2 3 4 5 

67 Help them to explore what is important in their life. 1 2 3 4 5 

68 Help them to explore the meaning that they give to their health condition. 1 2 3 4 5 

69 Help them to look for a certain equilibrium/balance in their life. 1 2 3 4 5 

70 Take into consideration their spiritual needs (e.g., prayer, 

meditation, participation in certain rites, etc.). 

1 2 3 4 5 

CNPI-70 Cossette&Pepin ( M. Felsmann©) 

 

 

 

Write down your age and circle the features that concern you 

Age 

 

Sex Marital 

Status 

Education Occupation Job seniority in the 

care for the elderly 

Place of work 

 F 

M 

Single 

 

Married 

 

Bachelor 

 

Master 

 

Specialization 

 

Other post-graduate 

studies increasing the 

competencies in the care 

for the elderly 

……………………………………… 

 

 

Doctor 

 

Nurse 

 

Physiotherapist 

 

Social worker 

 POZ 

Hospital 

Care facility 

Environment 

 

Other 

…………………………… 
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Decide how important are these competencies in the scale from 1 to 5. 

1. Knowledge of the principles and the ability in the care of the 

elderly with dementia 

1 2 3 4 5 

2. The ability to cooperate within the team of therapists 1 2 3 4 5 

3. The ability to assess the threats in the functioning of the 

elderly (collapses, mistreatment) 

1 2 3 4 5 

4. The ability to conduct and interpretation of the full geriatric 

assessment (the usage of appropriate scales) 

1 2 3 4 5 

5. The ability to use knowledge from the fields of biology, 

physics, cognitive sciences, psychology and social changes 

related to the ageing process. 

1 2 3 4 5 

6. The conduct of therapies adjusted to the preferences of the 

elderly 

1 2 3 4 5 

 

 Active Healthy Ageing Aktywne - ageing  

1. Recognize the right to the goals in life 1 2 3 4 5 

2. Encourage to maintain independence (physical, psychological and social) 1 2 3 4 5 

3. Accept the ageing process and as physiological changes rather than a 

diseases 

1 2 3 4 5 

4. Encourage to vaccinate 1 2 3 4 5 

5. Encourage to do sport 1 2 3 4 5 

6. Encourage to be professsionally active 1 2 3 4 5 

7. Encourage to learn  1 2 3 4 5 

8.  Are there any other competencies that should be included? 

___________ 

___________ 

___________ 

___________ 

___________ 

 

1 2 3 4 5 

 


