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STANDARDS OF QUALITY OF LIFE FOR PEOPLE WITH
DISABILITIES IN THE EUROPEAN UNION’S POLICY

The image of disability in EU societies is changing. On the one hand, statistical data (global and European) indicate
an increase in the number of people with disabilities. This is especially true for women, the elderly and the poor. On the
other hand, numerous legislative and implementation activities are undertaken to implement the social model in the
approach to disability issues. The effectiveness of social and economic policies in the EU member states is expressed
by the quality of life of people with disabilities. The article presents the WHO global position on the disability problem
and a brief comparative analysis of key statistical data characterising people with disabilities in the EU member states.
The EU priorities regarding the standards of functioning of people with disabilities in the objective and subjective
dimensions are discussed. The source of the EU’s strategy and activities are international documents: The Convention
on the Rights of Persons with Disabilities of 2006 and the Council of Europe Disability Action Plan.
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Introduction. According to data from the World
Health Organization (WHO), over one billion people
with disabilities live around the world, which is about
15% of the world’s population, in other words — every
seventh inhabitant of the Earth is disabled. Of this
number, between 110 million and 190 million adults
experience significant difficulties in functioning. Tt
is estimated that approximately 93 million children
— or one in 20 children under the age of 15 — live with
moderate or severe disabilities. The number of disabled
people will grow as societies age and the incidence of
chronic diseases increases. National patterns of disability
are influenced by trends in health, environmental and
other factors such as traffic accidents, falls, violence,
humanitarian disasters, including natural disasters
and conflicts, unhealthy diets and abuse of addictive
substances. Disability is disproportionately affecting
women, the elderly and the poor (WHO global disability
action plan, 2014, p. 47). People with disabilities face
numerous barriers in accessing services such as health
care (including medical care, treatment and assistive
technologies), education, employment and social
assistance, including housing and transport. (...) These
barriers cause obstacles that people with disabilities
experience. Especially in developing countries, people
with disabilities have worse health than healthy people,
and they also have a higher rate of poverty, lower
education and employment, reduced independence and
limited participation (WHO global disability action
plan, 2014, p. 48).

The World Health Organization (WHO) recognises
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disabled people as people who are unable, partly or
completely, to provide for independent individual and
social life as aresult of congenital or acquired impairment
of physical or mental health. Until now disability, as a
consequence of illness or injury, was considered from
the medical point of view. It was perceived as a unitary
problem of a person requiring proper medical care, aimed
at improving the health and functioning of the body. On
the other hand, psychosocial aspects of real life problems
of people with disabilities, such as the removal of barriers
limiting the possibility of their participation in social
life, were not fully taken into account (Wilmowska-
Pietruszyfiska, Bilski, 2014, p. 20). For a long time, there
was no document on an international scale that would
refer to the whole of the problems of the functioning of
people with disabilities. In 2006, the UN Convention
on the Rights of Persons with Disabilities was adopted,
where persons with a disability were considered persons
with long-term, reduced physical, mental, intellectual or
sensory fitness, which in interaction with various barriers
may limit their full and effective participation in society
on an equal basis with other citizens (The Convention
on the Rights of Persons with Disabilities, 2006).
Therefore, it is not the disability itself that can be an
obstacle in various aspects of human life, but the clash of
its impairment with barriers and obstacles resulting from
the maladjustment of the socio-cultural environment
and its conditions. Person with impairment may become
disabled. He/she becomes it if he/she encounters barriers
limiting or preventing him/her from performing social
roles (including professional ones) in the same way
as other people. Let us remind that impairment is any
loss of fitness or an abnormality in the construction or
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functioning of the body in psychological, psychophysical
or anatomical terms. Disability — any limitation or
inability (resulting from impairment) to lead an active
life in a manner or in a range considered to be typical
for a human being. Limitations in performing social roles
(handicap) — disability of a specific person resulting
from disability or impairment, limiting or preventing
full implementation of the social role corresponding to
age, gender and in accordance with social and cultural
conditions (Wilmowska-Pietruszyfska, Bilski, 2014,
p. 24).

Disability is not just a simple biological or social
phenomenon. WHO views disability as a global public
health problem in the context of human rights and
development priorities. Disability is a global public health
problem, because disabled people throughout their lives
are struggling with common barriers to access health
services and other related to them, such as rehabilitation,
are in a worse state of health than fully functional people.
Some health conditions can also be risk factors for other
health problems, often neglected, such as increased
obesity in people with Down syndrome and diabetes or
colorectal cancer in people with schizophrenia. Disability
is also a human rights issue because adults, young people
and children with disabilities experience stigmatisation,
discrimination and inequality; they are the object of
many violations of their rights, including their dignity,
for example as a result of acts of violence, abuse, prejudice
and disrespect due to their disability; and they are also
deprived of autonomy. Disability is a development
priority due to the higher incidence of it in low-income
countries and because of mutual reinforcement and
consolidation of disability and poverty. Poverty increases
the likelihood of disorders resulting from malnutrition,
inadequate health care and unsafe lifestyle, work and

travel conditions. Disability can lead to a decrease in the
standard of living and poverty through lack of access
to education and employment, and through increased
disability-related expenses (WHO global disability
action plan, 2014, p. 45).

The purpose of the article — to characterize
standards of quality of life for people with disabilities in
the European Union’s policy.

People with disabilities in the European Union
— a review of statistical surveys. In the European
Union, one in six people is disabled, ranging from mild
to significant, which means that around 80 million
Europeans are often unable to fully participate in
social and economic life due to environmental barriers
and attitudes of their environment. The poverty rate of
people with disabilities is 70% higher than the average,
also due to limited access to employment. Over one third
of people over 75 years have a disability that limits their
capabilities to a certain extent, and over 20% of these
limitations are significant. The aging process of the EU
society affects the systematic increase of this number
(Communication from the Commission to the European
Parliament, 2010, p. 3). The research carried outin 2008—
2009 shows that the situation of people with disabilities
in individual countries is significantly diversified. For
example, in 2009, the share of people with disabilities in
the population above 16 years of age was the lowest in
such countries as: Malta, Spain, Sweden, Bulgaria, Italy,
Cyprus, Greece. The highest rate in this respect was
recorded in Slovakia, Germany, Portugal, Finland and
Latvia. The highest increase in this percentage during
the year was found in Finland, the largest decrease — in
Italy (by over 10%). In Poland, the percentage of the
disabled was lower in relation to the EU average (25.5%)
and amounted to 23.1% (Figure 1).
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Figure 1. Participation of people with disabilities above 16 years of age —
EU countries with the highest and lowest percentage (2009)
Source: E. Krynska (ed.), 2013, p. 15.
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The percentage share of women with disabilities in
2009 was 5.1% higher than for men (in Poland 3.3%).
In half of the countries, the percentage of women with
disabilities was higher than the EU average (27.9%),
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among others in: Slovakia, Portugal, Latvia, Germany.
On the other hand, the lowest rate was achieved by
such countries as: Malta, Cyprus, Sweden, Bulgaria

(Fig. 2).
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Figure 2. Participation of women among people with disabilities —
EU countries with the highest and lowest percentage (2009)
Source: E. Kryfiska (ed.), 2013, p. 15.

In terms of age — in EU countries — a definitely higher
percentage of people with disabilities was recorded in the
age group of 65 and more — 54.6% (during the year an
increase of 0.3%). However, in the 16—64 age group it was
17.6% and during the year the situation did not change.
The largest indicator among seniors with disabilities
was found, among others in Slovakia, Estonia, Portugal,

Latvia. The smallest percentage was recorded in Sweden,
Denmark and Malta. In the age group 16-—64, the
percentage was definitely the lowest in Greece, Malta,
Bulgaria, Cyprus and Sweden. The highest rates were
recorded in Finland, Slovakia, Germany and Denmark.
In Poland, percentage in both age groups was close to the
EU average (Fig. 3 and 4).
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Figure 3. Participation of people with disabilities that are 65 or more —
EU countries with the highest and lowest percentage (2009)
Source: E. Krynaska (ed.), 2013, p. 17.
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Figure 4. Participation of people with disabilities aged 16-64 —
EU countries with the highest and lowest percentage (2009)
Source: E. Krynska (ed.), 2013, p. 17.

The average rate of professional activity among
people with disabilities aged 20—64 in the EU countries
in 2009 was 55.5% and was 0.7% higher than in 2008.
In Poland, this indicator in 2009 reached a slightly
lower rate — 38.7%. However, it grew by 1.1% during
the year. The highest percentage of professionally

active people in the aforementioned population of
people with disabilities was recorded in Germany,
Denmark, Finland, Slovenia and Latvia. The lowest
level of economically active people was observed in such
countries as: Romania, Greece, Poland, Malta, Ireland

(Fig. 5).
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Figure 5. Professional activity of people with disabilities aged 20-64 —
EU countries with the highest and lowest percentage (2009)
Source: E. Krynska (ed.), 2013, p. 39-40.

In many European countries people with disabilities
cannot fully implement their professional plans due
to limited ability. The average employment rate in the

European Unionin 2009 was 45.7%. The highest rate was
achieved by such countries as: Denmark, Luxembourg,
Finland, Netherlands, Germany. Definitely lower rates
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were recorded in Ireland, Romania, Greece, Malta and
Hungary. Poland also ranked lower than the EU average
~ 33.3% (Fig. 6).

Based on the above analysis of statistical data, it can
be concluded that the situation of people with disabilities
in the European Union is not satisfactory. The percentage
of such people increases due to, among others, factors
such as the systematic aging of the European population,

chronic diseases, unhealthy lifestyle. There are countries
in Europe where statistical indicators are worrying,
e.g. Slovakia, Germany, Portugal, Latvia and Finland.
Despite many initiatives and undertakings, the quality
of life of people with disabilities, especially seniors,
women and poor people, deviates from the norms and
standards adopted in the socio-cultural environment of
non-disabled people.
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Figure 6. Employment of people with disabilities aged 20—64 —
EU countries with the highest and lowest percentage (2009)
Source: E. Krynska (ed.), 2013, p. 41-40.

The quality of human life. Many authors agree that
quality of life has a dichotomous structure. It consists
of both so-called objective and subjective quality. This
division is reflected in the definition of the World Health
Organization (WHO). Quality of life is an «individual’s
perception of their position in life in the context of the
culture and value systems in which they live and in
relation to their goals, expectations and standards set
by their environments» (Objective and subjective quality
of life of adults with intellectual disabilities, 2014,
p.9). Ja. Daszykowska (2010) cites the description of the
concept of quality of life after M. Wallden, «determined
by the possibilities of meeting the needs and aspirations
by social groups and individuals. At the level of social
groups, the quality of life is treated in terms of goals and
values, while the quality of human life is determined by
the conditions that comprise the physical and cultural
environment, resources and social opportunity to meet
needs and aspirations» (p. 51). Objective and subjective
elements of the quality of life are characterised by
A. Zawislak (2006), based on the views of H. Sek and
A. Firkowska — Mankiewicz: «Objective ones include
macroeconomic conditions, such as the political,
legal and economic system of the state or social and
mesostructural policy, i.e. the functioning of social

institutions, administrative and municipal services. In
addition, factors concerning the conditions and the level
of human life, his social position, education, structure
and state of the organism. In turn, the subjective quality
of life refers to the processes of evaluation, that is, the
assessment and well-being of the individual in all spheres
of his/her own existence». In the concept of quality of life
by D. Felce and J. Perry, there are three levels: 1. Personal
values, 2. Personal life satisfaction, 3. Objective living
conditions. Personal values are good physical condition
(health, mobility, efficiency, safety), good financial
status (earnings, housing, communication, social
security), good social status (personal relationships,
social bonds, support), good emotional state (positive
emotions, mental health, resistance to stress, leisure),
development and activity (competence, productivity,
self-esteem, faith, sex). Objective living conditions
determine the realisation of personal values, which can
affect the achievement of personal life satisfaction by
an individual (Daszykowska, 2010, pp. 51-52). These
personal values are of course subjectively assessed by
the individual and the relationship between all three
levels may vary depending on how a person perceives,
for example, a good physical, material, social, emotional
state, level of development and activity. This is due to
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Campbell’s (1976) study, which stated «the lack of a clear
correlation between the objective parameters of quality
of life and the level of satisfaction with it. It cannot be
assumed that an objective improvement in the quality of
life is accompanied by an increased sense of happiness
(success, satisfaction). In many cases, dissatisfaction
with objective conditions seems to increase during the
same period in which these conditions are improved
in every respect and according to all criteria; this
discrepancy is of great social and political implications»
(after: Sompolska-Rzechuta, 2013, p. 133). Referring to
the issue of the quality of life of people with disabilities
and its shaping factors, reference can be made to the
2002 report, in which R. Schalock, I. Brown, R. Brown,
R.A. Cummins, D. Felka, L. Matikka, K. Keith and
T. R. Parmenter assumed that the quality of life:

1. contains the same factors and relationships for both
people with and without disabilities (non-disabled),

2. is experienced when an individual can strive
to achieve goals in a family, social and professional
environment on equal conditions,

3. is composed of subjective and objective elements,
but the way of perceiving the quality of life by a person is
considered most important,

4. 1s based on values that are especially important for
a given person,

5.1s a multidimensional construct,

6. is constituted by both personal and environmental
factors; relationships: family, friendly, neighbouring,
local; education, health status, standard of living,
nationality (Objective and subjective quality of life of
adults with intellectual disabilities, 2014, p. 11).

Structural determinants of the quality of life of
people with disabilities. The statistical data presented
earlier on the situation of people with disabilities in the
EU indicate that the level of quality of life may vary
depending on such factors as: gender, age, occupational
activity, employment. In the World Report on Disability
2011, a number of up-to-date information on overcoming
the barriers faced by disabled people in accessing health
services, rehabilitation, support and assistance, their
environment (such as buildings and transport), education
and employment can be found. In the opinion of WHO
experts, «the reasons for these barriers are, for example,
inadequate legislation, policies and strategies; no
benefits; problems with their delivery; lack of knowledge
and understanding of disability; negative attitudes and
discrimination; lack of availability; insufficient financial
resources and lack of participation in decision-making
that have a direct impact on the lives of people with
disabilities> (WHO global disability action plan, 2014,
p. 48).

It seems that in the EU countries the following
are of particular importance: legal arrangements,
implementation of policies and long-term strategies.
The inspiration for their creation and implementation
are often the documents of international institutions
— the Council of Europe and the United Nations. In

the Council of Europe Disability Action Plan from
2006, the most important guidelines for improving
the quality of life of people with disabilities in Europe
in 2006-2015 were taken into account. Recommended
actions cover all key areas of life of people with
disabilities. Those facilities include: 1. Participation in
political and public life, 2. Participation in cultural life,
3. Information and communication, 4. Education,
5. Employment, counselling and vocational training,
6. Building environment, 7. Transport, 8. Living in alocal
community, 9. Healthcare, 10. Rehabilitation, 11. Social
protection, 12. Legal protection, 13. Protection against
violence and exploitation, 14. Research and development,
15. Raising awareness. Cross-sectional aspects related
to the prevention of double discrimination in the case
of women, children and adolescents, elderly people and
people from minority communities and from migrants
exposed toa higherrisk of exclusion are also included. The
main elements of the strategy of implementing the Action
Plan for disabled people are the principles of Universal
Design, quality, training and an integrated approach.
Applying the principles of Universal Design is essential
to increase the availability of the environment and the
usability of products. Policies, activities and services
should be characterised by a high standard in terms of
quality. Moreover, the mainstream approach in policy-
making plays an important role in promoting a more
integrated society. The basic assumption is also to change
the way of thinking about persons with disabilities (from
the patient to the citizen), i.e. abandoning the medical
model in favour of a model based on social rights and
human rights (The Council of Europe Disability Action
Plan, 2006, pp. 4—12).

The directions of action indicated in the above Action
Plan refer directly to the UN Convention on the Rights
of Persons with Disabilities adopted in 2006. It contains
basic norms and standards related to the functioning
of people with disabilities in the social, cultural and
economic space. The EU signed the UN Convention on
the Rights of Persons with Disabilities on the opening
day for signature, i.e. on 30 March 2007. The convention
has so far been signed by all 27 Member States (2012 in
Poland) and by 120 countries in the world. As a result
of the completion of the ratification procedure, for the
first time in history, the EU as a whole became a party
to the UN treaty (Lajdych, 2011). The Convention
ensures and obliges the Parties (States) to comply with
generally accepted standards in the field of human rights,
including equality and non-discrimination; the right
to life; protection and safety in emergency situations;
equality before the law and access to justice; the right to
liberty and security of a person; the right to information
and privacy. It also introduces standards relevant to the
quality of life of people with disabilities, such as raising
public awareness; accessibility — on an equal basis with
other citizens — to the physical environment, transport,
information and interpersonal communication, including
communication and information technologies and
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systems, and to other facilities and services offered to
the whole society, both in urban and rural environments;
the right to independent living and social integration;
the right to mobility; providing access to facilities for
full and equal participation in education and social life;
the right to the highest possible standard of health and
revalidation and rehabilitation; the right to work and
employmentaccording to the will of the disabled person in
an open, non-exclusive working environment. Attention
is also paid to providing people with disabilities and
their families with adequate living conditions, including
adequate food, clothing and housing, and to continuously
improve living conditions, the right to social protection;
the possibility of full and effective participation in
public, political and cultural life; the right to personal
development and the use of their creative, artistic and
intellectual potential, not only for their own benefit, but
also for the enrichment of society (The Convention on
the Rights of Persons with Disabilities, 2006).

Europe without barriers. In the 2010 the European
Commission presented the European Disability Strategy
2010-2020 to the European Parliament, the Council,
the European Economic and Social Committee and
the Committee of the Regions: A renewed commitment
to build Europe without barriers in 2010. It indicates
the purposefulness of using the combined potential of
the EU Charter of Fundamental Rights, the Treaty on
the Functioning of the European Union and the UN
Convention and the full use of the «Europe 2020» strategy
and its instruments. The intention of the creators of the
strategy was first of all to improve the quality of life of
disabled people, increase their opportunities so that they
can participate fully in social life and in the European
economy, especially thanks to the uniform market. The
proposed joint actions and mechanisms were to make it
easier for EU member states to effectively implement the
Convention on the Rights of Persons with Disabilities.

The key assumption of the strategy is to build a
barrier-free Europe. The postulates concern such areas
of activity as: 1. Availability, 2. Participation, 3. Equality,
4. Employment, 5. Education and training, 6. Social
protection, 7. Health. Most of the proposed activities
refer to the problems diagnosed in the reports presented
above. The determinant of activities are high standards
of the quality of life of people with disabilities determined
by the level and scope of macro- and microstructural
conditions. In social policy, particular attention is paid
to environmental care systems (instead of institutional
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ones), development of personal care financing systems,
provision of appropriate careers for carers, support for
families and informal carers, standardisation of mobility
and communication rights. In the area of employment,
diversity management in the workplace is promoted, as
well as the issue of self-employment and good quality jobs,
in terms of working conditions and career development.
Equality and accessibility is manifested, among others in
healthcare and social protection standards. People with
disabilities have the right to equal access to health care,
including prevention, and to special high-quality health
and rehabilitation services at affordable prices that
take into account their needs, including those related
to gender. Disabled people must be able to use social
protection systems and poverty reduction programs,
help in disability areas, social housing and other services
that increase their capabilities, as well as pension and
disability programs.

Conclusions. The pursuit of continuous improvement
of the quality of life standards of people with disabilities
is a consequence of demographic changes and the
growing number of such people in the societies of
Europe and the world. It also results from the adopted
model of social perception of disability. As B. Gaciarz
(2014) writes, «disability is a relative feature resulting
primarily from the nature of the interaction between a
given person and the environment in which he/she is and
acts. Obtaining fitness means enabling a given person to
effectively implement their actions despite their damages
and losses in psychosomatic functions. To achieve this,
changes should be made in the material environment,
in the construction of institutional mechanisms to
ensure effective support for people with disabilities,
as well as in social behaviour patterns towards people
with various types of disabilities or impairments»
(p. 21). The quality of life of people with disabilities in the
European Union depends to a large extent on the social,
economic and cultural policy of individual member
states. Strategies and activities assume a clear focus on
preventing discrimination, promoting equality in access
to services, education and employment. An important
aspect of policies towards people with disabilities is
the implementation of the idea of social integration by
creating a legal system that responds to the real needs
and expectations of the disabled people. This s facilitated
by the vision of a person with disability as a fully-fledged
citizen who actively participates in political, social and
economic life.
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00noMiNCHT MexXH0R02iT), 0c8imy, 3aUHAMICMb MA COUIANLHY 00NOMOZY, BKAUAIOUU HCUMIO MA MPAHCNOPNI.
Ha navionanviy 3axonomipnicms ingaiionocmi 6nauearms menoenyii 6 2aiysi 0xoponu 300p06’s, eKopL0Ziuniy
ma inwux Gaxmopis, maxux sk 00poNCHbO-MPALCROPMHI NPUZOOU, HACUILCTNEO, ZyManimapii kamacmpodiu,
BKAI0UAIOUY CTMUXIUHT AUXa Mma KOHGAIKMU, 1He300p06i Jiemu ma 3108HCUBAHNS HAPKOMUUHUMU 3aco0amu. 3
iHu020 6OKY, NPOBOOAMBCS YUCLEHHT 3AKOH00ABUT MA BUKOHABYT 3AX00U 0L BNPOBADNHCEHHs COUIANLLHOT MOOei
y nidxodi do numanv inearionocmi. Epexmuenicmov coyianrvioi ma exonomiunoi nosimuxu 6 kpainax-uienax
EC supaxncaemocs AKICMIO HCUMMSA 1100ell 3 0OMeNCCHUMU MONCIUBOCTNAMU, AKA 6 C60I0 Uep2y 3ALeHCUMD 610
maxux ¢axmopis, sx: cmamo, 6ix, npopeciuna isivnicmo, saiunamicms. gkicmov scumms 1100eil 3 0OMeNceHumu
mosxcaugocmamu ¢ €eponeiicokomy Cor3i 3HAUHOI0 MIPOIO 3ALEHCUMD 810 COUIAILHOT, eKOHOMIUHOT MaA KYLomYy PHOT
noximuxu oxpemux xpain-uiewis. Y cmammi npedcmasieno enobanviy nosuyito BOO3 wodo npobremu
ineanionocmi ma KopoOmMKUL nOPieHANOHUL ALALL3 KATOUOBUX CIMAMUCTRULHUX OAHIUX, UL0 XAPAKMEePUIYIOMb 1100eil
3 obmencenumu moxcausocmamu ¢ kpainax-uienax €C. Obzosoproromvcs npiopumemu €C wodo cmandapmis
Pynxyionyeanns 100eil 3 06MeNCeHUMU MONCAUBOCAMU 6 00 EKMUSHUX Mma cYO exmusnux eumipax. /iceperomn
cmpamezii ma disaviocmi €C € migcnapooni dokymenmu: Konsenuis npo npasa niodeti 3 insanionicmio 2006 poxy
ma Inawn 0iit Padu Eeponu wodo ineanionocmi.

Karouosi caoea: 1100u 3 oomencenumu moxcausocmamu; €eponeiicokutl Cors; cmandapmu; axicmv HCUMIML.
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CTAHIAPTBI KAUECTBA KU3HU JIIOJAEN C OTPAHUYEHHBIMU BO3MOKHOCTSIMU
B [IOJIUTUKE EBPOIEIICKOI'O COIO3A

Kamunckasa MaJjiroxara,

PhD 110 rymMaHuTapHbiM HayKaM B 00J1aCTHU IeAaTrOTUKH,
npenogaBatesib B Boiciieit mkose umenu [1asma Baoakosuir B [Lmo1ike,
ai. flma Kuaunckoro, 12 09-402 IToonxk, IToapia,
osiam0@poczta.onet.pl

Hmuonc unsaruonocmu e obuecmeax ECmensemces. Coonoiicmoponwt, cmamucmuvecxue dannoie (22100aivnvie
U esponetickue) ceudemeibcmeyiom 00 YeeiudenHu Koiudecmsed ioeil ¢ 02panuueHHbLMU 603MONCHOCTAMIL.
Ocobenmo amo kacaemcs deeHusum, noHcUIbLX U 6ednvix. JIoou ¢ 02panuue HHbLMU 603MONCHOCTIAMU CMALIKUBAIOMCSL
€ MHOZOUUCICHHBIMU Oapbepami 8 00CMYyne K MAKuM Yclyzam, Kax 30pagooxpanenue (8Ki0uas MeOUuHcKyio
NOMOUD, JeUEHUE U 6CTLOMOZAMEbHBIE MEXHOL0ZUW), 00PA306AHUE, 3AHAMOCTND U COUUALLHASL NOMOUD, BKATOUASL
scunve u mpawcnopm. Ha navuonaionyio 3axonomepnocmos uneaiuonoCmu AUsLIOM menoenyuu 6 06iacmu
30pasooxpaneniLst, IKOL0ZUUECKUX U OPYeUX Paxmopos, maxux xax 00poNCHO-MPAHCNOPMHBLE NPOUCULECTNEUSL,
Hacuue, YMAnumapnvie Kamacmpopot, 6KA0UASL CMUXULHbIe 0e0CMEUs. U KOHGAUKMbL, He300P06ble Ouembl
u 3noynompebienus uapxomuveckumu cpeocmeamu. C Opyzoil CMOpoHvl, NPOGOOAMCS MHOZOUUCLCHHbLE
s3axonodamenvnvie U UCNOJHUMELbHbLIE Mepbl Ol 6HeOPeHUs COUUANLHOU MOOeiu 6 nodxode K GONPOCAM
uneauonocmu. IPhexmuenocms COUUAILHOU U IKOHOMUUECKOU noJumuxu 6 cmpanax-uienax EC evipaxcaemcs
KAuecmeom HCUSHU J100€l ¢ 02PAHUUEHHIMU 603MONICHOCTIAMU, KOMOPAs 6 CE010 0uepeds 3A6UCUNM OM MAKUX
paxmopos, Kax nour, 603pacm, NPopeccuonarvias oesmeivHocms, 3anamocms. Kauecmeo xcusnu modei ¢
ozpanuuennvimu go3moxcrocmanu ¢ Eeponetickom Corose 6 3nauumenvnoil cmeneni 3a6Ucum om couudibHoll,
IKOHOMUUECKOU U KYALMYPHOU NOIUMUKU OMOCTbHLY CIMPan-uienos. B cmamve npedcmasienvt 2robaivnas
nosuyus BO3 no npobreme unsaiudnocmu u KOpoOmKuUll CPAGHUMENbHBIL AHAIUS KIIOUCEGLLX CTAMUCTIULCCKUX
0anHbLX, XapaKxmepusyouux 100ei ¢ 02panuidennviMu 603moxcHocmamu ¢ cmpanax-uienax EC. O6cyacdaromes
npuopumemor EC omuocumenvio cmandapmos Qyukiuuonuposanius i00etl ¢ 02paniuueHnblMu 603MONCHOCTNAMU
8 00veKmueHux U cybvekmuenvly usmepenusx. Hcmounuxom cmpameeuu u desmenviocmu EC sensiromcs
mencoynapoonvie doxymenmot: Koneenyus o npasax aodei ¢ unsaiudnocmoio 2006 zoda u Ilran deiicmeuil
Cosema Eeponvt no uneaiudmocmu.

Knrouesvie caoea: Esponeiickuti Co103; Kauecmeo JHusHu; 100U ¢ 02PAHULCHHDIMU 603MONCHOCTILAMIU;
cmanoapmaot.

Cmamms naditiwna do pedaxuyii 12.01.2020
IIpuiitnsamo do dpyxy 27.02.2020



