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ANALYSIS OF HEALTHY AND UNHEALTHY BEHAVIORS IN HYPERTENSIVE
PATIENTS

Beata Babiarczyk*, Brygida Malutowska-Dudek**, Agnieszka Turbiarz*
*University of Bielsko-Biafa, Faculty of Health Sciences, Department of Nursing, Poland
**Railway Hospital in Wilkowice-Bystra, Poland

Abstract

Aim: Hypertension is the most common risk factor for cardiovascular diseases and lifestyle
modification is an important part of its non-pharmacological treatment. The aim of the present
study was an analysis of the health behaviors in hypertensive patients.

Methods: A cross-sectional study of 113 patients hospitalized and treated in the cardiology
clinic in the Railway Hospital in Wilkowice-Bystra (Poland) was performed. Method of
diagnostic survey was used, with an own questionnaire as a research tool.

Results: Outpatients suffered from hypertension significantly longer compared with the
inpatients (p=0.004). The vast majority of respondents (78%) had concomitant diseases, most
often - coronary heart disease (41.6%). Daily consumption of fruits and vegetables reported
44.3% of respondents. 35% study participants did not limit intake of animal fats. Overweight
and obesity were observed in approximately 80% of the respondents. Over 50% of respondents,
in particular inpatients (p=0.019), did not participate regularly in physical activity. Outpatients
were more likely to visit regularly the doctor for health check-ups, compared with inpatients
who did it irregularly (p<0,001).

Conclusions: Hypertensive patients often engage in unhealthy behaviors what can raise the risk
of complications of the disease.

Key words: hypertension, lifestyle, health behaviors, patients

Introduction

Despite the fact that the total number of deaths caused by cardiovascular diseases (CVD) has
recently declined slightly, they remain the leading cause of premature death both in Poland and
worldwide. The most important diseases, considering their mortality, include ischemic heart
disease and cerebrovascular disease, which accounts for approx. 35% of all deaths. Numerous
authors in literature have confirmed a direct relationship of these diseases with high blood
pressure (Nichols, 2014, p.2950; Krousel-Wood, 2015, p.36; Slusarska, 2012, p.51). WHO
indicates the risk factors arising from negative health behaviors that adversely affect the
occurrence of CVD (Rolley & Thompson, 2012, p.135). Having high blood pressure is one of
such several risk factors, while others are e.g. smoking, harmful alcohol consumption, high
cholesterol, high glucose levels, overweight and obesity, low fruit and vegetable intake and
physical inactivity (Krousel-Wood, 2015, p.36).

Hypertension (HP) course is often clinically latent. Usually no symptoms develop unless
hypertension is severe or long-standing and its consequences in the cardiovascular system are
already established. Lifestyle modification is an important part of non-pharmacological
treatment in HP (Hedayati et al. 2011, p.1061).

People from an early age start establish some behaviors that have an impact on their health.
Along with factors such as genetics and medical care, health behaviors can directly affect health
outcomes. There are many definitions of health behavior in the literature. Taking into account
the effect of health behavior, there are two basic types: healthy and unhealthy behaviors.
Healthy behaviors can prevent disease, promote health or promote the recovery, while
unhealthy behaviors may endanger health, destroy it or impede recovery (Hedayati et al. 2011,
p.1061; Stopiecka & Cieslik, 2011, p.77).



Healthy behaviors include proper diet, adequate physical activity, body hygiene, taking care of
mental health, coping with stress, medical check up, preventive behavior, taking care of social
ties and the preservation of security. Whereas unhealthy behaviors include harmful alcohol
consumption, smoking, poor nutrition, drug abuse, excessive sunbathing, aggression, risky
sexual behavior or dangerous driving (Stopiecka & Cieslik, 2011, p.77).

Aim
Aim of the study was an analysis of healthy and unhealthy behaviors in hypertensive patients.

Methods

The study was carried out between January and March 2015. A cross-sectional study of 113
patients hospitalized and treated in cardiology clinic in the Railway Hospital in Wilkowice-
Bystra (Poland) was performed. The patients were enrolled in the study if they were >18 years
old, had a diagnosis of HP, expressed consent to participate and were able to fill out the research
tool. Method of diagnostic survey was used, with an own questionnaire as a research tool. It’s
first section contained questions about participants’ demographics, whereas in the second one,
participants were asked to respond to both open- and close-ended questions regarding duration
of the disease, family history of CVD, concomitant diseases, current weight and height.
Participants were also asked to recall their health behaviors regarding diet, exercising, smoking,
alcohol drinking, sleep duration and ways to cope with stress.

All data was analyzed and verified statistically using IBM SPSS 22.00. software. Quantitative
features have been presented with the arithmetic mean and standard deviation. The Mann-
Whitney non-parametric U test, Kruskal-Wallis test and the Chi-squared test were used to
assess the differences between the groups of independent variables. P-values below 0.05 were
considered significant.

Results

A total of 113 individuals were included in the study. 51.3% participants were hospitalized in
cardiology ward (n=58) and 48.7% were out-patients, treated in cardiology clinic (n=55) and
there were no statistical differences between these two groups (p>0.005). The study group
consisted of 60 men (53.1%) and 53 women (46.9%). A significant majority of the study
population were persons 60-69 years old. The vast majority of the study group were married
(78%). Approximately 47.8% of participants had completed college, 39.8% had completed
vocational school, 10.6% - high school and 2 participants (1.8%) had only completed primary
school. Half of study participants lived in a countryside. With regard to professional activity of
study participants, only about 30% were active workers; majority of them were retired. Self
esteem of economic status showed that 50% of participants believed it was good, only 4% study
participants felt that it was very poor. Outpatients suffered from hypertension significantly
longer compared with the inpatients (p=0.004) (Fig.1.).
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Fig. 1 Duration of HP in the study group

The vast majority of respondents (78%) had concomitant diseases, most often - coronary heart
disease (41.6%), congestive heart failure (26.5%), and diabetes (20.4%). Coronary heart disease
was revealed significantly often in older participants (p=0,001). Family history of CVD was
found in 54% of patients. Most often these diseases concerned participants’ parents (74%) and
siblings (36%).

Outpatients were more likely to visit regularly the doctor for health check up, compared with
inpatients who did it irregularly (p<0,001). Similar results were obtained in the assessment of
participants’ adherence to prescribed medications. A significant majority of outpatients
declared a regular, while inpatients - unsystematic medication (p=0,045).

Each study participant was asked to assess the body weight status (undernutrition, normal
weight, overweight, obesity) and then BMI measurements [weight/height?] were calculated for
using the self-reported weight and height data. The BMI scores were classified into four
categories as proposed by WHO: underweight (<18.5 kg/m2); normal (18.5-24.9 kg/m2);
overweight (25-29.9 kg/m2); and obese (>30 kg/m2) (Kuczmarski & Flegal, 2000, p.1074).
Comparison of self-reported and measured weight categories are shown on the Fig. 2.

100 /
90 -
80 -
/ mno data
70 - .
m obesity
60 -
= overweight
50 - )
40 - = normal We.lg.ht
30 - = undernutrition
20 -
10 -
0 T 1
Self-reported Measured

Fig. 2 Comparison of self-reported and measured weight categories
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Diet, cigarettes and alcohol consumption

Analysis of study data with regard to eating of meat preserved by curing, smoking or salting,
or by the addition of preservatives showed that about 30% of respondents do it “sometimes” or
“seldom”, about each fifth respondent declared doing it “often” and a small percentage (4.4%)
do it “occasionally” or even “never”.

Analysis of consumption of animal fats, such as butter, cheese, bacon, lard or cream revealed
that about half of participants try to limit their amount, one third of the study group tend not to
limit this type of fat and 6.2% eat them daily. These participants who limit animal fats
significantly often were older (>70y) (p=0.040).

Fruit and vegetable consumption declared by participants showed that almost half study group
use to include them daily in their diet (44.3%). One third of study group, and significantly more
often women (p<0.001), declared eating them “often, approx. 3 times/week”. No one ticked the
answer ‘“no consumption”.

As for consumption of grain products (e.g. whole-wheat bread, buckwheat) third of respondents
declared their daily, frequent or usually eating. Only about 5% eat this products seldom.

Analysis of fish consumption showed that 39.8% include them in their meals less frequently
than twice a week, one fourth -“sometimes” and 17.7% eat fish “at least twice a week” or
“seldom”. No one ticked the answer “no consumption”.

14.2% respondents smoke cigarettes frequently and 3.5% - occasionally. Almost half
respondents have never smoked cigarettes. With regard to alcohol consumption, majority
declared ,,occasionally drinking” and about 30% declared complete abstinence (mostly women;
p<0,002). A small percentage of respondents (6.6%) admitted that they abuse alcohol.

Physical activity

A detailed analysis of the study results revealed that 28.6% participants performed some
physical activity ,,at least 3 times/week for at least 30 minutes” and about the same percentages
of participants (27.6%) don’t performed it regularly or performed it daily (23.8%). Each fifth
study participant did it “less frequent than 3 times/week”. Statistically important difference
between in- and outpatients was discovered; inpatients were more likely to tick the answer “less
frequent than 3 times/week” (p=0.019). The preferred types of physical activity are shown on
the Fig. 3.

m Brisk walk

m Cycling

= Swimming

= Running

m Physical excercises

= Gardening work

None

Fig. 3 Physical activity preferred by respondents
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Lifestyle

The results of the study on declared by the respondents sleep duration indicate that most of
them (66.4%) sleep "7-9 hours"; a fairly large group (29.2%) sleep "less than 6 hours," while a
small percentage of patients (4.4%) sleep "more than 10 hours" per day.

Analysis of ways to cope with stress showed that the most common method chosen by the
respondents is “favorite activity” (47.7%). A fairly large group as a form of coping with stress
performs "physical exercises"(29.7%). Almost every fifth respondent (19.7%) reported "other"
method, of which the most common were: expressing anger, distance to the problem,
conversation, relaxation, walking. Other reported methods were solving crosswords (2.7%),
religious practices (1.8%), sleep and medication (0.9%). Every tenth respondent (9.9%) in a
stressful situation smokes cigarettes, and 6.3% is excessive overeating. A small percentage of
respondents (2.7%) as a form of coping with stress has also chosen "alcohol drinking".

Discussion

Lifestyle modification is an important element in the process of treating patients with HP, as
well as in the prevention of CVD (Mannu, 2013, p.3).

Experts in the guidelines for management of hypertensive patients, highlight the special role of
non-pharmacological approach. Through this approach lowering blood pressure and reduction
of antihypertensives can be achieved as well as favorably effect on other modifiable CVD risk
factors (Widecka et al., 2011, p.211; Czarnecka & Stolarz-Skrzypek, 2013, p.11).

The analysis of diets in hypertensive patients show that they often require education on proper
nutrition, in particularly on selecting products recommended in the prevention and treatment of
HP, dietary salt restriction and informed choice between products with low sodium content.
Analysis of available literature provides information that the average sodium intake in the
Polish population is more than double that the recommended standards. Currently, the main
source of salt are industrially processed food products (Czarnecka & Stolarz-Skrzypek, 2013,
p.11; Sekuta et al., 2010, p.331). In our study, every fourth person did not limit products
containing salt, even though it has been widely known that they are unhealthy. Moreover,
almost 37% of study participants did not limit the animal fats. Similar results were reported by
Gajewska et al. (2013, p.258). In their study up to 85% of the respondents declared adding salt
during cooking. On the other hand Krzyzanowska et al. (2014, p.79) assessing the eating habits
of 101 patients diagnosed with hypertension found that 34% of respondents did not use salt at
all. Numerous research show that reducing salt intake approx. 5g/day reduces blood pressure
by 2-8 mmHg (Widecka et al., 2011, p.211).

Clinical investigations support the idea that consumption of fruit and vegetables is associated
with a reduced rate of CVD by means of their protective constituents such as potassium, folate,
vitamins and fiber. Polish statistics have shown that its consumption is decreasing, and this is
particularly worrying due to the fact that the problem also applies to children and adolescents
(Poznanska et al., 2012. p.287). The results of the present study have shown that daily
consumption of vegetables and fruits was declared only by 44% of respondents, while whole-
grain products every day or often in their diet included nearly 64% of respondents.

More favourably results obtained Gajewska et al. (2013, p.258); the authors found in their study
that fruits and vegetables daily were consumed by about 65% respondents, and whole-grains in
daily diet were included by 70% respondents. Also, in a study conducted by Latka et al. (2013,
p.21), the authors report that the majority of patients (72%) consumed fruit and vegetables daily
and nearly all respondents (96%) included also whole-grain products in their daily diet.

A consumption of fish assessed in the present study is quite unfavourably. Only 18% of

respondents declared its consumption ,,at least twice a week” and ,,once a week” - 40% of them.

Similar observations arise from the research of Gajewska et al. (2013, p.258) mentioned above,

in which 48% of respondents declared consumption of fish 1-2 times a week, and more often -
12



only 10%. Also Latka et al. (2013, p.21) in their study have shown that almost half of the study
group (48%) declared eating fish once a week.

Physical inactivity is a major underlying risk factor for obesity and hypertension as it is stated
by some authors (Mannu, 2013, p.3; Cegla, 2012, p.26). A review of data on physical activity
revealed that only about 22% of respondents performed it every day, and about 26% - at least
three times a week. The most common forms of physical activity were gardening, brisk walking
and cycling. Those results correspond to the results of the study by Krzyzanowska et al. (2014,
p.79) and Cegta et al. (2012, p.26). Based on their results, the regular physical activity declared
about 20-40% of respondents, and its preferred form were also walking, working on a plot or
cycling. Disturbing is the fact that more than half of the patients with hypertension are inactive.
Epidemiological studies are consistent in showing that taking a systematic physical activity can
result in a reduction of blood pressure by 4-9 mmHg (Mannu, 2013, p.3).

Both a positive energy balance (more in than out) and low physical activity affect the prevalence
of overweight and obesity. Statistical data indicate that one in two Poles has an excessive body
weight (approx. 45% of women and up to 61% of men), and the problem of overweight and
obesity is still growing (Poznanska et al., 2012. p.287). In the vast majority of respondents we
found excessive weight; overweight in 36% and obesity in 43% of patients. Similar results were
seen in some other Polish studies (Kuzma et al., 2013, p.23; Zielinska-Wieczkowska et al.,
2011, p.23) in which also approx. 80% of respondents had an excessive body weight. Weight
reduction of 10 kg, according to the authors of many studies, can help to reduce systolic blood
pressure average of 5-20 mmHg, and this effect is greater in obese patients (Widecka et al.,
2011, p.211). In our study, a quite large group of respondents (approx. 30%) had no awareness
of their body weight and incorrectly indicated its weight category. Therefore, after calculating
the BMI, less patients have been classified as "correct™ and "overweight". Probably some of the
respondents felt that they were overweight, while they already were obese.

Smoking cessation and reducing or eliminating alcohol beverages are known elements of
healthy lifestyle. Statistical data indicate that in the Polish population about 33% men and 20%
women smoke (Poznanska et al., 2012. p. 287). In our study group, 14% regularly smoke
cigarettes and a fairly large group of respondents broke the habit.

Analysing the results on the consumption of alcohol by the respondents we can conclude that
1/3 of respondents do not drink alcohol at all, and 60% of those surveyed drink it occasionally.
The results of the study of KrzyZzanowska et al. (2014, p.79) are a little more favourable, namely
the authors report that more than half of the respondents did not drink alcohol, and more than
40% consumed it occasionally. Also, the data obtained in the study of Latka et al. (2013, p.21)
confirmed that 64% of respondents were totally abstinent. Scientific studies have shown that
alcohol consumed in excessive quantities adversely affect coagulation and lipid profile and
reinforces the occurrence of strokes. It is also one of the important factors in the development
of hypertension, and known factor diminishing the effects of antihypertensive drugs
(Koztowska-Wojciechowska, 2013, p.15; Stolarz-Skrzypek, 2013, p.78; Grabanska &
Bogdanski, 2010, p.115).

Stressful situations often arise in everyday life. Based on the present data it was found that
patients as a form of coping with stress chose a favourite activity or exercise; 10% of
respondents smoke and less than 3% drink alcohol in such situations. In the study of Jedrych et
al. (2011, p.116) conducted among 120 patients with atherosclerosis treated at the cardiology
ward, up to approx. 30% of the respondents used cigarettes smoking, 5% - alcohol consumption,
and almost 27% - contact with someone close, for coping with stress.

Among health behaviors in hypertensive patients, not only non-pharmacological approach is

recommended in the literature, but also the health check-ups and adherence to medical

recommendations regarding pharmacotherapy. In the present study 62% of respondents

reported systematically health check-ups. Regular intake of medications was declared by 85%
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of patients. A similar results were obtained by Krzyzanowska et al. (2014, p.79); in their study
more than half of the study group reported regularly health check-ups and about 80% confirmed
systematic pharmacotherapy. Also, in the study by Zielinska-Wigczkowska et al. (2011, p.23)
almost 60% of respondents regularly reported health check-ups and approx. 72% were taking
regularly recommended medications

Conclusion

Necessity to promote the healthy behaviors in patients with CVD is supported by the results of
many both Polish and international studies. In order to achieve the optimal results such
approach should be held at many levels, taking into account nutrition, systematic physical
activity, weight reduction and resignation from addictions. However, the effectiveness of such
approach needs to be further established in population-based studies, as implementation of
healthier lifestyles is challenging.
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POSUDZOVANIE RIZIKA PADU U HOSPITALIZOVANYCH PACIENTOV —
KOMPARATIVNA STUDIA

ASSESSMENT OF RISK OF FALLS INPATIENT - COMPARATIVE STUDY

Ivana Borikova, Martina Tomagova
Univerzita Komenského v Bratislave, Jesseniova lekarska fakulta v Martine, Ustav
oSetrovatelstva

Abstrakt

Ciel: Analyzovat v dokumentoch podporujicich prax na dokazoch (EBP) posudzovanie rizika
padov u hospitalizovanych pacientov. Klinické odporucania porovnat’ s normou v slovenskej
klinickej praxi.

Metodika: Prehladova literarna S$tidia. Dokumenty boli vyhladané cez webové stranky
institucii podporujicich EBP, vo februari 2016, cez klicové slova: falls, prevention, risk
assessment tool, adult, older, hospital, guideline. Dokumenty spliajice pozadované kritéria
boli analyzované so zameranim na problematiku posudzovania rizika padu.

Vysledky: Analyza 10 dokumentov ukézala, Ze posudzovanie rizika padu hospitalizovaného
pacienta je multifaktoridlne. Pozornost’ sa sustred’uje na identifikaciu kl'a¢ovych rizikovych
faktorov, pouzitie meracicho nastroja na skrining celkového rizika padu alebo Specifického
rizikového faktoru, ana dalSie klinické a funkéné vySetrenie. K najviac odporacanym
skriningovym nastrojom patri Morse Fall Scale a Hendrich Fall Risk Model. Posudenie je
bazalne pre selekciu a implementaciu multifaktoridlnych intervencii. Legislativna norma v SR
uvadza iba stru¢ny vSeobecny protokol na posudzovanie rizika padu, odporacany meraci nastroj
absentuje.

Zavery: Posudzovanie rizika padu je kI'a€ova preventivna stratégia. Multifaktoridlny charakter
padu si vyzaduje proaktivny a systematicky pristup k prevencii. Standardizovana metodika
posudzovania identifikuje kI'a€ové rizikové faktory na individualnej urovni a umozituje zacielit’
konkrétne preventivne intervencie.

KUlucové slova: pady, hospitalizovany pacient, rizikové faktory, posudzovanie, prax zaloZzena
na dokazoch

Abstract

Aims: To analyse in documents supporting evidence-based practice (EBP) assessment of the
risk of falls in hospitalized patients. Clinical recommendations to compare with legislative norm
in Slovak clinical practice.

Methods: This is a survey review study. The documents were searched through the websites of
institutions promoting EBP, in February 2016, were used the keywords: falls, prevention, risk
assessment tool, adult, older, hospital, guideline. Documents that fulfill the required criteria
were analyzed with a focus on the issue of assessing the risk of falling.

Results: Analysis of 10 documents showed that the assessment of fall risk inpatients is
multifactorial. The focus is on identifying key risk factors; use a measuring tool for the
screening of the overall risk of falling or specific risk factors and other clinical and functional
assessment. The most recommended screening tools include the Morse Fall Scale and Hendrich
Fall Risk Model. Assessment is basal for the selection and implementation of multifactorial
interventions. Legislative norm in Slovakia present only a brief general protocol for assessing
the risk of falling, recommended assessment tool absent.

Conclusions: Assessment of risk of fall is a key prevention strategy. Multifactorial presence of
fall requires a proactive and systematic approach to prevention. Standardized assessment
methodology identifies key risk factors at the individual level and to target specific preventive
interventions.
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OSETROVATELSKA DOKUMENTACE JAKO FAKTOR OVLIVNUJICI
OSETROVATELSKOU DIAGNOSTIKU

NURSING DOCUMENTATION AS A FACTOR AFFECTING THE NURSING
DIAGNOSIS

Jana BureSova*, Katarina Ziakova**

*Ustiedni vojenskd nemocnice — Vojenskd fakultni nemocnice Praha, Oddélent Fizeni kvality
zdravotni péce

##Univerzita Komenského v Bratislave, Jesseniova lekarska fakulta v Martine, Ustav
oSetrovatelstva

Abstrakt

Cil: Hlavnim cilem je prostfednictvim auditniho nastroje CAT-CH-ING (Bjorvell, 2002)
provést kvantitativni a kvalitativni vyhodnoceni oSetfovatelské dokumentace, zaloZzené na
osetfovatelském procesu a identifikovat faktory ovlivitujici oSetfovatelskou diagnostiku.
Metody: Soubor oSetiovatelské dokumentace (uzaviena dokumentace, hospitalizace delsi nez
72hodin) bude hodnocen nastrojem CAT-CH-ING. Vyhlaska ¢.98/2012Sb. o zdravotnické
dokumentaci stanovuje, Ze zdznam oSetfovatelské péce musi obsahovat popis osetfovatelského
problému pacienta nebo osetfovatelskou diagnozu. I kdyz metodika néstroje byla vyvinuta pro
Sveédské prostiedi a jednotliva kritéria reflektuji pozadavky Svédské legislativy, cilem feSitela
je tento auditni néstroj vyuzit jako prostiedek kontroly zaznamu poskytované osetfovatelské
péce. Auditni néstroj se skladd se 17 proménnych, odrdzejicich rizné oblasti, tykajici se
osetfovatelského procesu, jako je anamnéza pacienta, jeho zdravotni stav a oSetfovatelska
diagndza. Natavena kritéria hodnoti jak kvalitu zdznamii (Citelnost, signaci, datovani zdznami),
tak kvantitu. Méfeni kvantity je hodnoceno pro kazdou proménnou pomoci ¢tyt bodové skaly
od 0 (viibec) do 3 (vzdy). Dimenze kvality je méfena na ¢tyi bodové Skale od 0 (viibec) do 3
(vzdy). Souhrnné skére je vypocitano v hodnoté od 0 do 80 bodt, kdy vyssi dosazené hodnoty
skore ukazuji na vyssi kvalitu dokumentace.

Vysledky: Analyza oSetfovatelskych zaznami bude vstupem pro identifikaci faktord ovlivitujici
oSetfovatelskou diagnostiku. OSetfovatelskd dokumentace bude hodnocena jako celek, coz
poskytne ucelena data o moznych bariérach ¢i stimulech, které ovliviiuji proces oSetfovatelské
diagnostiky. Vystupem bude valida¢ni studie ¢eské verze nastroje CAT-CH-ING.

Zavery: Prostfednictvim auditniho néstroje, ktery se zaméfuje na vSechny kroky
oSetfovatelského procesu, véetné formalnich nalezitosti jako je datovani ¢i signace zapisti nam
napomuze k odhaleni bariér pouzivani standardizované terminologie a ke zvySeni kvality a
bezpeci poskytované osetfovatelské péce.

Klic¢ova slova: CAT-CH-ING, audit, oSetfovatelska dokumentace, oSetrovatelska diagnostika,
ovliviyjici faktory.

Abstract

Aim: The main objective is to use the audit tools CATCH-ING (Bjorvell, 2002), a quantitative
and qualitative evaluation of nursing documentation, based on the nursing process and to
identify factors influencing nursing diagnosis.

Methods: A nursing documentation (enclosed documentation, hospitalization longer than 72
hours) will be evaluated tool CAT-CH-ING. Decree ¢.98 / 2012Sb. on medical documentation
states that the nursing care record must contain a description of the problem of nursing or patient
nursing diagnosis. Although the methodology tool was developed for the Swedish environment
and the individual criteria reflecting the requirements of the Swedish legislation, the goal of
researchers is the audit tool used as a means of controlling records of nursing care. Audit tool
is composed of 17 variables, reflecting the different areas related to the treatment process, such
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as patient history, his state of health and nursing diagnosis. Melted criteria to evaluate the
quality of the entries (readability, Signac, dating records) and quantity. Measuring the quantity
is evaluated for each variable using a four point scale from 0 (not at all) to 3 (always).
Dimensions of quality is measured on a four point scale from 0 (never) to 3 (always). Aggregate
score is calculated at a value from 0 to 80 points, the higher value achieved scores indicate
higher quality documentation.

Results: Analysis of nursing records will be input to identify factors influencing nursing
diagnosis. Nursing documentation will be evaluated as a whole, which provide comprehensive
data on potential barriers or incentives that influence the process of the nursing diagnosis. The
outcome of the validation study Czech version of CAT-CH-ING.

Conclusions: Through the audit tool, which focuses on all steps of the nursing process,
including formal requirements such as dating or Signac listings will help us to uncover barriers
to the use of standardized terminology and to improve the quality and safety of nursing care.

Key words: CAT-CH-ING, audit, nursing documentation, nursing diagnosis, influencing
factors.
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LEVEL OF KNOWLEDGE OF FORMAL CAREGIVERS OF ALZHEIMER'S
PATIENTS: AN EXPLORATORY STUDY (E-POSTER)

Antonio Calha, Raul Cordeiro
Polytechnic Institute of Portalegre, Portugal

Abstract

Aim: This study aims to identify the level of knowledge on the Alzheimer's disease caregivers
of an institution in Portalegre district.

Method: This is a quantitative, descriptive and exploratory study. In order to be able to respond
to the proposed objectives, we opted to make the collection of data through a survey, created
and validated by Moreira (2012, p. 67), addressed to the workers of an institution of Portalegre
District (n = 18).

Results: The results obtained states a large number of formal caregivers who refers to act
properly with Alzheimer's patients. Still, it is observed lack of information about some of the
items of Alzheimer's disease (particularly in identifying and defining the disease).

Conclusion: It was found good levels of health literacy and health-promoting behaviors among
formal caregivers. However health-related programs (culturally appropriate and literacy
sensitive) are needed to teach formal caregiver and encourage health-promoting behaviors.

Key words: Health literacy; Alzheimer's disease; Formal caregivers
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SELF-RATED HEALTH STATUS A LONGITUDINAL STUDY OF THE ELDERLY
POPULATION LIVING IN PORTALEGRE HISTORIC CITY CENTER (E-POSTER)

Antonio Calha, Raul Cordeiro
Polytechnic Institute of Portalegre, Portugal

Abstract

Introduction: The increase of longevity is one of the greatest gain of the past century but is
becoming one of the most important challenges of this century as it is written by Calha, Arriaga
and Cordeiro (2014, p. 9). Portugal is one of the most aged countries in the European Union: in
2013, 19,8% of the population was more than 64 years old.

Aim: The aim of this poster is to present the results of a longitudinal study of the elderly
population living in Portalegre (Alentejo) historic city center. Identifying the major health
trends occurred between 2013 and 2015.

Methods: This is a quantitative, descriptive and longitudinal study. The first evaluation took
place in January 2013 comprising a sample of 123 elderly. The second evaluation took place in
October 2015 comprising 44 elderly (79 cases have been lost between the 1st and the 2nd
evaluations).

Results: Results have shown between 2013 and 2015: (1) a decrease of self-percevied health
status (2) a deterioration of the capability to perform everyday activities. Although, in both
cases, differences were not statistically significant.

Conclusion: All these variables within the study (feeling of loneliness, symptoms of depression
and self rated health status) reveal to be important and useful in research on quality of life in
the later years of life. Knowing the impact that the loss of autonomy has on the quality of life
of the elderly population, we recommend greater attention to the importance of maintenance
activities for seniors.

Key words: Aging; health status; functional capability
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SCREENING SLUCHU U NOVOROZENCU V SOUVISLOSTI S RIZIKOVYMI
FAKTORY (E-POSTER)

HEARING SCREENING IN NEWBORNS IN CONNECTION WITH RISK FACTORS
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Abstrakt

Cil: Hlavnim cilem naseho Setfeni bylo pomoci otoakustickych emisi hodnotit odpovédi
vnitiniho ucha na slaby zvukovy signal u novorozencii béhem 48 — 72 hodin po narozeni.
Dil¢imi cili bylo zjistovani rizikovych faktorti (dale RF), které by mohly mit vliv na sluch
novorozence a také zhodnoceni ¢asové naro¢nosti screeningového vysetreni sluchu.

Metody: Vyzkumny vzorek tvofily 2 skupiny novorozencl. Prvni skupina - fyziologicti
novorozenci (350), druhé - novorozenci po porodu hospitalizovani na oddé€leni intermediarni
péce — rizikovi (65). Dotaznikovym Setifenim bylo osloveno 70 matek vySetfenych
novorozencl. Zdrojem zjistovani RF byla také zdravotnickd dokumentace vySetienych déti a
jejich matek, které se zarazenim do vyzkumu souhlasily.

Vysledky: Z vysledki studie vyplyva, ze mezi vybavnosti otoakustickych emisi a pfitomnosti
RF je vztah. Naopak mezi klinickym stavem novorozence a vysledkem vySetieni neni vztah.
Nevybavné emise byly zaznamenany i u fyziologickych novorozencti bez RF. Z naméfenych
hodnot bylo zjisténo, ze primérna doba screeningu u jednoho ditéte je 124 s.

Zaveér: Z naseho Setfeni jsme ve shodé s odbornou literaturou. Jakubikova (2006, s. 127) uvadi,
ze je nezbytné provadét screeningu sluchu i u fyziologickych novorozencti. Vyzkumné Setieni

bylo podpoteno studentskou grantovou soutéZi Interni grantové agentury Univerzity Pardubice
SGSFZS_2015003, SGSFZS_2016004.

Klicova slova: novorozenecky screening sluchu, otoakustické emise, fyziologicky a rizikovy
novorozenec, rizikové faktory, délka screeningového vySetieni

Abstract

Aim: The main aim of our investigation was evaluating the response of the inner ear to the weak
sound signal at neonates during 48 to 72 hours after birth by otoacoustic emissions (OAE). Also
the identification of risk factors (RF), which could have a negative effect on newborn hearing.
One of the partial goals of our investigation, it was also time-consuming assessment of hearing
screening test.

Methods: Research sample was composed of two groups of newborns. The first group -
physiological newborns (350), the second group — newborns hospitalized after giving birth in
intermediate care unit — risk newborns — (650). By the questionnaires were interviewed 70
mothers of examined newborns. The data source of RF was the medical records of examined
children and their mothers, who agreed with research.

Results: The results show, that among the negative result of otoacoustic emissions and the
presence of RF is a relationship. Conversely, among the clinical status of the newborn and the
result of the examination is not a relationship. Negative result of otoacoustic emissions was also
recorded in physiological newborns without RF. From the measured values, it was found that
the average time of screening for one child is 124.

Conclusion: From our investigation, we are in compliance with literature. Jakubikova (2006, p.
127) mentions, that it‘s necessary to perform hearing screening at physiological newborns too.
The research was supported by the Student Grant Competition Internal Grant Agency of the
University of Pardubice SGSFZS 2015003, SGSFZS 2016004.
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Key words: neonatal hearing screening, otoacoustic emissions, physiological and risk newborn,
risk factors, length of hearing screening
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Abstract

Aim: The main objective is to know the levels of happiness and social involvement in a small
sample of elderly in a historic area of a city. The study also allows inventorying some nursing
strategies to deal with these situations

Methods: Data were collected from a small sample of old residents (N=30; 18 women and 12
men, older than 65 years) in the historic area of the city of Evora — Portugal using a small
questionnaire - The Subjective Happiness Scale (Lyubomirsky & Lepper, 1999) translated to
Portuguese by Pais-Ribeiro (2012) to assess subjective happiness. We have also explored the
social and biographical data and analyze the social support network.

Results: The results lead us to group activities to promote social relationships and avoid
isolation and loneliness, allowing people feel accepted and understood, can be a time for
establishing new friendships and sharing experiences, and be happier.

Conclusions: A big challenge for nurses is the terminology concerning the concept of
loneliness. There are many concepts like social isolation, feeling lonely, alone and living alone
that are used interchangeably for the concept of loneliness (Karnick 2005). But it is important
to understand that the concepts of loneliness and social isolation are different. When discussing
an individual’s subjective experience one should not refer to it with concepts that mean social
isolation. The content of the concepts should be agreed in work places so that nurses and other
health care professionals understand the concept in the same way. Nurses should be aware that
a feeling of loneliness or unhappiness is often experienced as shameful and older people may
also fear becoming a burden if they complain about their situation (Killeen, 1998; Mclnnis &
White 2001).

Key words: happiness, loneliness, social network, elderly, nursing

Introduction

Aging successfully it is an ability to adapt to losses that usually occur in old age and a choice
of certain lifestyles that provide the maintenance of physical and mental integrity (Fonseca,
2005).

Biological factors such as the role of health, nutrition and exercise, biological and genetic
aspects; psychological factors such as mental functioning, coping strategies, defense
mechanisms, personality; and social factors, such as historical, social relations and support,
economic, cultural and educational resources, have a key role in aging.

Losses, the removal of the family, the departure of children from home, and the loss of loved
ones may trigger and cause feelings of loneliness, this may lead to the onset of depression. In
general, over the old social relations and the exchange of social support decreases, so the feeling
of loneliness comes also associated with the reduction of social networks, and a concept that is
closely related to social isolation and living alone (Sousa at al., 2004). Economic, social and
family changes along with the changes and / or loss of intellectual and functional skills have an
impact on self-esteem, well-being and quality of life of the elderly. The challenge focuses on
reorganizing their everyday lives. Getting older does not mean necessarily sadden.

24



It is true that in this stage of life to experience a range of situations contrary to happiness, such
as, economic and financial issues, loss of close ones, loneliness, physical and / or mental
dependency, reform, fear of death, among others. It is therefore essential that the person is the
holder of right mechanisms in order to overcome the difficulties and experiencing this step
more fully.

The conditions that the social network can offer the elderly are essential to your happiness
being, for example, family size and labor dimension of the greatest importance in influencing
happiness.

Loneliness is a complex phenomenon of broad and subjective meaning, on which there are
several theoretical and methodological approaches that have highlighted different causes and
manifestations of the same. It is essential to a review of some of the loneliness settings to better
understand this phenomenon, in order to help you to know the ways to avoid or combat when
already established.

Neto (2000) states that although some authors have tried to define the concept solitude there is
a definition that is globally accepted by experts. However, according Peplau & Perman (1982
cit by Neto, 2000) in the definitions attributed to loneliness, there are three common aspects
that are shared by other definitions in the literature: (1) loneliness is a subjective experience
that can not be related to the isolation object; (2) this subjective experience is psychologically
unpleasant for the individual; (3) loneliness results in an inefficient means of relationship.

In a study in the general population, Rubinstein and Shaver (1982, cit by Neto, 2000), through
a survey, found four sets of feelings that people said to have when they are alone: despair,
depression, impatient boredom and self-deprecation. And, associated with these four main
appear as many synonyms, for example, also have despair: fear, helplessness, abandonment,
among others. This vast number of susceptible feelings of associating solitude gives us account
of its complexity.

According Neto (2000), have been identified different forms of loneliness associated with
various feelings. For example, Weiss (1973, cit by Neto, 2000) distinguished social loneliness
in which one feels unhappy and lonely because of the lack of a social network of friends and
acquaintances, emotional loneliness in who are unhappy and lonely because of a personal,
intimate relationship. The same author reported that emotional loneliness is the most painful
form of insulation. This is also experienced by some seniors, especially those who have an
intimate company.

Neto (2000) mentions that life satisfaction is negatively linked with loneliness. Empirical
studies have shown that people are more satisfied with life usually find themselves better
adapted and delivered pathologies.

The reform, widowhood, and health decreased deprive people of many roles and key
relationships around which their identities had been built. These seem to be as the main
determinants of loneliness in the elderly.

Depression, on the other hand, is considered today a major health problem that affects people
of all ages, leading to feelings of sadness and social isolation (Martins, 2008). But depression
is much more than a feeling.

The experiential point of view, as we have seen earlier, the elderly are in a situation of continued
losses. According Ballone (2002, cit. By Martins, 2008) these losses awaken often feelings of
discouragement and sadness that ultimately lead to depressive syndromes. Also the individual
adaptation to the aging process can make the person more vulnerable to depression (Martins,
2008). Depression in the elderly is related also to the social context in which it is inserted. In
any event, the manifestation or not a state of depression is related to the type of reaction to

aging.
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Usually, depression brings some effects that impair the life of the elderly (Zimerman, 2000). In
the intellectual area, there is a decrease in capacity and memory disorders that hinder learning.
In the social area, is the removal of the groups, the loss of status, abandonment and isolation.
Somatic point of view may occur heart, lung and gastrointestinal problems.

There are three major determinants that are commonly important in the onset of depression in
the elderly: (a) environmental determinants, namely, isolation and lack of social life, lack of
job, death of spouse, and social and professional devaluation; (b) determining genetic
predisposition to depression in later ages; and (c) organic determinants refer to the enormous
variety of organic disorders that may present with symptoms of this nature.

It is important to note that the issue of loneliness or (in) happiness of older people has become
an important research field of community-based nursing.

Not of course be accompanied by aging and aging, by itself, is not responsible for solitude and
/ or unhappiness. But there is a relationship that is not negligible.

Aims

The aim is to carry out a study that allows to know the levels of happiness and social
involvement in a small sample of elderly in a historic area of a city. The study also allows
inventorying some nursing strategies to deal with these situations.

Methods
Design and subjects

We made a small study about happiness of elderly people, residents in the historical city centre
of Evora and its relationship with the social support network, in the context of the Master in
Psychiatry and Mental Health Nursing, of the College of Nursing, Sao Jodo de Deus de Evora
- Portugal.

Measures

By applying a questionnaire, The Subjective Happiness Scale (Lyubomirsky & Lepper, 1999)
translated to portuguese by Pais-Ribeiro (2012) to assess subjetive happiness. We have explored
the social and biographical data and analyze the social support network, and through the
application of subjective happiness scale we hope to be able to exploit the correlation between
happiness and the presence of a stable and functional social network or the consequences of its
absence. The study was applied to a sample of 30 elderly residents in the historical city centre
of Evora, Alentejo, Portugal.

Results and discussion

Our sample (N=30) is composed of 12 men and 18 women aged over 65 and located between
the ages of 66 and 90 years.
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By Graph 2, we can see that most of the participants have a very good level or satisfactory
perception of their happiness levels.
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Graph 2 Level of happiness

About the importance that respondents give to the social support network can be observed
(Graph 3) that most considered satisfactory or good.
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Graph 3 Importance of the social network

The results lead us to group activities to promote social relationships and avoid isolation,
allowing people feel accepted and understood, can be a time for establishing new friendships
and sharing experiences.

One of the conclusions we can draw from the questionnaire is that older people give extreme
importance to their social support network and more specifically to their family, so that the
social skills training, group sessions, it would be advantageous for better effectiveness and
satisfaction in these relations. Thus, it is considered that it would be useful to create and
implement a training program for social skills, specific to seniors. Thus, we would work with
the elderly in order to promote their social interaction and getting social networks. At the same
time, we would be contributing to the promotion of their mental health because, as already we
have seen previously, are concepts that are related to each other and imply to each other. This
objective could be achieved through an assertiveness training program.

Later, it would be interesting to conduct an evaluation to assess the impact of social skills
training in reducing loneliness, improving relationships and, consequently, increasing the
quality of life of the elderly.

Conclusions

A big challenge for nurses is the terminology concerning the concept of loneliness. There are
many concepts like social isolation, feeling lonely, alone and living alone that are used
interchangeably for the concept of loneliness (Karnick 2005).

But it is important to understand that the concepts of loneliness and social isolation are different.

When discussing an individual’s subjective experience one should not refer to it with concepts
that mean social isolation. The content of the concepts should be agreed in work places so that
nurses and other health care professionals understand the concept in the same way.

Nurses should be aware that a feeling of loneliness or unhappiness is often experienced as
shameful, and older people may also fear becoming a burden if they complain about their
situation (Killeen, 1998; MclInnis & White 2001).

Thus, they are not so willing to speak about their loneliness, which makes it even more
challenging for the nurses to recognize it.
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Nurses can encourage older people to talk about loneliness but they should be considerate when
asking them about their loneliness.

Nurses should acknowledge the whole family situation when examining reasons for older
people’s loneliness.

Often health care system and nursing care have limited means to recognize and intervene in the
loneliness of older people

Nursing interventions in a community base must provide:
In evaluative aspects:

- Assess the mental state (such as screening), depression, loneliness, and a gradually over the
project, the quality of life of older people;

- Seeking to understand the relationship between loneliness, depression and quality of life in
the elderly;

- Check that the environment where the elderly reside influences the feeling of loneliness,
depression and quality of life;

- To evaluate the influence of some sociodemographic variables, such as leisure time and
household, the perception of loneliness, depression and quality of life;

- Assess the satisfaction of the elderly over the intervention program.

- Understand the importance of this type of intervention, either by the opinion of the elderly,
or for the results obtained in each of the rating scales in the various stages of evaluation.

In interventional aspects:

- Check the implementation of a health education program produces changes in terms of
perception of loneliness, depression and quality of life of participants;

- Understand the importance of this type of intervention, either by the opinion of the elderly,
or for the results obtained in each of the rating scales in the various stages of evaluation;

- Stimulate the (re) construction of social networks among elderly.
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POSUDZOVANIE RIZIKA VZNIKU MIMORIADNYCH UDALOSTi SESTRAMI
V KLINICKEJ PRAXI

ASSESSING THE RISK OF EXCEPTIONAL INCIDENTS BY NURSES IN CLINICAL
PRACTICE

Jana Cuperova, Jana Sulcova, Terézia Fertalova, Iveta Ondriova, Livia HadaSova
Presovska univerzita v Presove, Fakulta zdravotnickych odborov, Katedra osetrovatelstva

Abstrakt

Ciel’: Popisujeme vysledky deskriptivnej Studie, ktort sme realizovali u sestier pracujucich vo
FNsP J.A. Reimana Vv PreSove s cielom zistit a vyhodnotit' pravdepodobnost vyskytu
vybranych bezpecnostnych rizik v oSetrovatel'skej praxi, ktoré hrozia pacientom pocas
hospitalizacie z pohl'adu sestier a identifikovat’ najCastejSie dovody pochybenia sestier
v klinickej praxi.

Metody: Vyskumny subor tvorilo 80 sestier pracujucich vo FNsP J.A.Reimana v PreSove.
Dotaznikom vlastnej konStrukcie sme zistovali pravdepodobnost vzniku vybranych
bezpe¢nostnych rizik v oSetrovatel'skej praxi na zaklade posudzovania sestier. Sestry hodnotili
mieru rizika pomocou pét'stupnovej skaly.

Vysledky: Zistili sme, Ze sestry vyhodnotili ako najvysSiu pravdepodobnost’ vzniku tychto
rizikovych situacii — riziko padu, riziko straty dokumentédcie a nespravne zapisy, riziko
chybného spdsobu podavania liekov, riziko nozokomialnej infekcie.

Zavery: Rozpoznanie mimoriadnych udalosti v klinickej praxi sestrami a vnimanie rizika ich
vzniku vytvéra priestor pre kvalitné riadenie rizik a zvySovanie kvality poskytovanej zdravotne;j
starostlivosti.

Krlucové slova: Osetrovatel'stvo, mimoriadne udalosti, kvalita zdravotnej starostlivosti,
riadenie rizik, sestra, deskriptivna stadia.

Abstract

Aim: We report the results of descriptive study, which was conducted with nurses working at
the J.A. Reiman Hospital in PreSov to identify and evaluate the probability of selected safety
risks in nursing practice which endanger the patient during hospitalization from the perspective
of nurses and identify the most common reasons for nursing errors nurses in clinical practice.
Methods: The sample consisted of 80 nurses working at J.A. Reiman Hospital in Presov. Using
a questionnaire, we investigated the probability of selected safety risks in nursing practice based
on nurses’ assessment. The nurses rated the degree of risk on a five-point scale.

Results: We found that nurses identified the highest probability of these risk situations — risk of
falls, risk of loss of documentation and incorrect records, risk of wrong method of administering
medicines, risk of nosocomial infections.

Conclusions: Detection of exceptional incidents in clinical practice by nurses and the
perception of the risks of them create space for quality management of risks and improvement
of the quality of healthcare.

Key words: Nursing, exceptional incidents, quality of healthcare, risk management, nurse,
descriptive study

Uvod

Sestry predstavuju najvacsiu skupinu zamestnancov v zdravotnictve a preto ich zodpovednost’

je zvySena a sledovana vo velkej miere za celé spektrum aktivit spojenych s kvalitnou a

bezpecnou oSetrovatel'skou starostlivost'ou. ,,OSetrovatelsku starostlivost poskytuju vo velkej

miere v psychicky i fyzicky narocnych a velakrat vypdtych situdaciach, a tak sa moze stat, ze

dojde k pochybeniu “(Plevova, 2012, s. 258). Pojem riziko ako také je v sucasnosti chapané ako
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nebezpecenstvo vzniku Skody, straty zniCenia alebo netspechu v podnikani. Riziko mozno
chapat’ tiez ako moznost, ze s urcitou pravdepodobnost'ou dojde k udalosti, ktora sa lisi od
predpokladaného vyvoja (Smejkal, 2010 In Prokesova, 2014, s. 303). V stvislosti s modernymi
trendy v oblasti integrovaného managementu by malo byt riadenie rizik neoddelitelnou
sucast'ou ,,celonemocni¢ného® riadenia (Keclikova, 2011 In Prokesova, 2014, s. 303). Odborny
tim Practice Breakdown Research Advisory Panel (d’alej len PBRAP) v roku 2001 identifikoval
osem hlavnych oblasti v oSetrovatel'stve, kde dochadza naj¢astejsSie k pochybeniu, a ktorymi sa
je potrebné zaoberat’:

1. Nedostatok vnimavosti/pozornosti k meniacemu sa stavu pacienta, pre nedostatok
sestier, pracovnej pretazenosti, nedostatocného poucenia, preskolenia, alebo
nevhodnej/neprofesionalnej komunikacii.

2. Nedostatok moralnej zodpovednosti, I'ahostajnost’ k svojmu povolaniu, k svojim chybam
alebo k chybam ostatnych zdravotnickych pracovnikov.

3. Nespravne rozhodovanie, neochota a nezdujem poziadat' o radu, chybnd identifikécia
pacienta, chybna oSetrovatel'skd anamnéza, ¢i intervencia.

4. Dedikacné chyby, nepozornost, zamena liekov, chybna identifikacia pacienta, neznalost’
terapeutickych davok, podanie chybného lieku v nespravnom case alebo nepodanie liekov.
Podl'a PBRAP najc¢astej$imi dedikacnymi chybami st nespravna davka liekov, prehliadnutie
alergii, nespravny liek, chybajlice informécie, a iné.

5. Nedostatoc¢na intervencia, neochota, neschopnost poziadat o pomoc, radu, nedostatok
Casu, stres, neprofesiondlne vztahy, neochota spolupracovat’.

6. Ordinacie lekarom alebo inych ¢lenov multidisciplinarneho lie¢ebného timu, chybne
interpretované informadcie, neprofesionalny pristup, neochota overit’ si nejasné informaécie.

7. Nedostatok preventivnych opatreni, nedodrziavanie Standardov, protokolov prevencie
vzniku dekubitov, pooperacnych infekcii, pddov, nedodrziavanie hygienickych opatreni.

8. Chyby v oSetrovatel’skej dokumentacii, necitate'nost’, neddslednost’, nekompletné alebo
chybajuce zaznamy, zapisy o reakciach pacienta na liecbu.

~<Mimoriadnou udalostou sa nazyva akakolvek udalost, pri ktorej doslo k pochybeniu liechy,
vykonu alebo procedury. lde o také liecebné alebo oSetrovatelské intervencie, ktoré neprebehli
podla platnych smernic, protokolov, Standardov* (Skrla, Skrlova 2008, s. 50). M4 za nasledok
rozne stupne poSkodenia zdravia pacienta, ¢i uz docasné, trvalé, alebo smrt pacienta. Za
mimoriadnu udalost sa vSak nepovazuje udalost’, pri ktorej nedoslo k ohrozeniu alebo
posSkodeniu zdravia pacienta.

Ciel

Cielom vyskumnej $tadie bolo zistit a vyhodnotit’ pravdepodobnost” vyskytu vybranych
bezpecnostnych rizik v oSetrovatel'skej praxi, ktoré hrozia pacientom pocas hospitalizacie
Z pohl'adu sestier a identifikovat’ naj€astejSie dovody pochybenia sestier.

Subor a metodika

Vyskum bol realizovany ako kvantitativna deskriptivna §tiidia. Pre potreby Studie sme pouzili
dotaznik vlastnej konStrukcie. Sestry vyhodnocovali pravdepodobnost mozného vyskytu
mimoriadnej udalosti na hodnotiacej $kale, kde hodnota 1 znamenala zanedbatelnt
pravdepodobnost’ a hodnota 5 isti hrozbu. Daliie polozky boli zamerané na zistovanie
dodrziavania Standardizovanych postupov v préci sestry a pri¢iny pochybenia pri poskytovani
oSetrovatel'skej starostlivosti.

Dotaznik sme distribuovali sestrdm osobne po ziskani suhlasu namestnicky pre oSetrovatel'sku
starostlivost’ a etickej komisie. Za stihlas s ucast'ou vo vyskume sme pokladali spitné dorucenie
vyplneného formuléra dotaznika.
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Vyskumny subor tvorilo 80 sestier pracujucich vo FNsP J.A. Reimana v PreSove. Vyber
jednotlivych respondentov bol zdmerny podl'a pracoviska.

Priemerny vek sestier v skimanom stbore bol 36,45 roka. NajCastejSie zastipené vzdelanie u
sestier bolo bakalarske (27 %) a 15 % sestier malo vysokoskolské vzdelanie druhého stupna.
Dve tretiny sestier mali odbornt prax dlhSiu ako 10 rokov.

Spracovanie ziskanych tdajov vyskumu sme vykonali pomocou Microsoft Office Excel pre
Windows Office 2007 metodami jednoduchej Statistiky.

Vysledky

V tivode sme zist'ovali, ¢i si sestry jednotlivych oddeleni myslia, ze pocas hospitalizacie je
pacient vystaveny moznému riziku vzniku mimoriadnej udalosti. Vnimanie rizika sa u sestier
pohybuje od 80 % (chirurgické odbory) az 100 % (dlhodoba starostlivost’).

Tab. 1 Identifikacia rizika vzniku mimoriadnej udalosti sestrami podl'a jednotlivych
pracovisk

Mimoriadna udalost’ intenzivn  dlhodoba chir. odd. int. spolu
a star. star. odd.
Pdd pacienta
3,80 3,65 3,65 3,50 3,65
1,43 1,31 1,28 1,36 1,35
Strata dokumentdcie, nesprdavne zdpisy
priemer 3,10 2,35 3,20 3,50 3,04
SD 1,41 1,27 1,47 1,60 1,50
Medikacné chyby
Zamena lieku priemer 2,60 3,50 295 3,20 3,06
SD 1,28 1,28 1,46 1,21 1,35
Chybna davka lieku priemer 2,90 3,55 2,75 3,55 3,19
SD 1,51 1,16 1,26 1,39 1,39
Chybny spdsob podania  priemer 2,40 2,60 2,90 3,55 2,86
SD 1,46 1,36 1,48 2,08 1,68
Spolu priemer 2,64 3,22 2,87 3,43 3,04
SD 1,42 1,27 1,40 1,56 1,49
Infekcie spojené s poskytovanim zdravotnej starostlivosti (HAI)
HAI - katétrova-mocova  priemer 3,80 3,45 2,65 2,80 3,17
SD 1,25 1,28 1,53 1,40 1,45
HAI - katétrova — cievna priemer 4,05 3,45 2,75 3,10 3,34
SD 1,16 1,39 151 145 1,46
Spolu priemer 3,96 3,45 2,70 2,95 3,26
SD 1,21 1,34 152 1,43 1,46

Vysledky preukazuju urcité rozdiely vo vnimani rizika vzniku mimoriadnej udalosti sestrami
jednotlivych oddeleni. Sestry pracujuce V internistickych odboroch vnimaju zvysené riziko
vzniku tychto mimoriadnych udalosti - strata dokumentdcie, nespravne zapisy, medikacné
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chyby, pdd pacienta ako najmenej rizikové nozokomidlne nédkazy. Sestry pracujlice
V chirurgickych odboroch za pravdepodobnost’ rizika istého oznacili riziko padu, problém so
stuhlasom pacienta, vykonom, liechou a stratou dokumentdcie, nespravnym Zzdpisom.
Z analyzy uvedeného sme zistili, Ze sestry pracujuce v odboroch intenzivnej starostlivosti za
istu pravdepodobnost’ rizika oznacili riziko pddu, nozokomidlnej infekcie, vzniku dekubitov
a chybnej administracie v zdravotnej dokumentdacii. Minimalne riziko udavaju sestry v oblasti
podavania liekov. Sestry pracujice na oddeleniach dlhodobo chorych, za najéastejSie mozné
riziko povazuju pdd pacienta, vznik dekubitu, zdmenu lieku, chybni davku lieku,
nozokomidlnu infekciu. V skimanom subore sme zistili, ze najviac vnimanym rizikom
sestrami je riziko padu a nasledne nozokomiilne infekcie. Co sa tyka rozdielu medzi
jednotlivymi pracoviskami, sestry na oddeleniach intenzivnej starostlivosti vnimaju zvySené
riziko padu pacienta a riziko vzniku infekcie spojenej s poskytovanim zdravotnej starostlivosti
katétrovych infekcii mocovych a cievnych. Najvyssiu mieru rizika v oblasti medika¢nych chyb
udavaju sestry na internych oddeleniach.
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Graf 1 Hlavné dovody pochybenia pri oSetrovatel'skej starostlivosti (v %)

Vysvetlivky: A) Pracovna pretazenot sestier, nedostatok sestier, B) Neprofesionalna, nevhodna komunikécia, C)
Nedostato¢na informovanost’ sestier, D) Chybné, neddsledné postdenie pacienta, chybnd oSetrovatel'ska anamnéza, ¢i
intervencia, E) Neznalost’, neochota poZiadat’ o radu, o pomoc, neprofesionalne vzt'ahy, F) Nedostatok preventivnych opatreni
— nedodrziavanie Standardov na prevenciu vzniku dekubitov, padov, pooperaénych komplikacii

Sestry najCastejSie ako dovod, ktory moze viest’ k pochybeniu udavaju moznost’ - pracovna
pretazenost’ sestier, nedostatok sestier a sestry z dlhodobej starostlivosti moznost’ -
nedostatok preventivnych opatreni — nedodrziavanie Standardov na prevenciu vzniku
dekubitov, padov. Viac ako polovica sestier uviedla, Ze poznaji Standardizované postupy
oSetrovatel'skej starostlivosti a nimi sa aj riadia (na pracoviskéch intenzivnej starostlivosti je to
az 85 %).

Diskusia

Cielom vyskumného Setrenia bolo zistit’ a vyhodnotit’ rizikd, ktorymi s pacienti vystaveni

pocas hospitalizacie na jednotlivych oSetrovacich jednotkach z pohladu sestier. Zistili sme, ze

sestry sl vnimavé vo&i moznému vzniku rizikovej situacie. Stadie JCAHO (Joint Commission

on Accredation of Healthcare Organizations) vykazuju priemerne 10% vyskytu poskodenia

pacientov pocas hospitalizacie. Studie Institute of Medicine odhaduje, Ze roéne v USA umiera
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44 000 — 98 000 hospitalizovanych pacientov v désledku pochybenia zdravotnikov. Podla
spravy MZ CR (2010) medzi naj¢astejsie mimoriadne udalosti patria chyby pri podavani lickov,
chirurgické pochybenia, diagnostické chyby a infekcie spojené so zdravotnou starostlivostou.
NajdolezitejSou pric¢inou infekcie krvného rieciska stvisiaceho so zdravotnou starostlivost'ou
st intravendzne kanyly, ktorych odhad tvori 250 000 — 500 000 pripadov v USA kazdy rok.
Tento scenar vedie k néarastu chorobnosti, k dlhsej hospitalizacii a narastu nakladov na
starostlivost. Naklady na starostlivost’ na jeden pripad si v rozmedzi od 4000 do 56 000
dolarov. Podl'a empirickych dokazov sa viac ako 50 % tychto infekcii d4 predist’ (Briggs, 2008).
Pobyt v slovenskej nemocnici je porovnatelny s pobytom v inej nemocnici v ramci EU. V
spolupraci so Svetovou zdravotnickou organizaciou sme robili v roku 2011 prieskum, ako by
takato Statistika vysla v slovenskych nemocniciach. Vyslo nam, ze vyskyt neziaducich udalosti
v nemocniciach bol asi 14 %. Neskor sme robili eSte jeden prieskum, v ktorom sa ¢isla znizili
na 12 %. Znamena to, ze zhruba kazdy desiaty pacient pocas pobytu v nemocnici zazije nejaku
neziaducu udalost’ (Jurikova, 2013). Medzi pochybenia, ktoré sestry identifikovali patri aj
riziko straty dokumentdcie, jej Casti, nespravne zdpisy v dokumentdcii. Zdravotnicka
dokumentécia sluzi nie len ako nastroj pri lieCbe pacienta, ale tiez ako doklad, alebo dokaz
v pripade akéhokol'vek Setrenia v liecbe lekara, jeho postupov, ako aj postupov sestier a d’alSich
¢lenov multidisciplinarneho timu, ktory sa podiela na lieceni pacienta. Neddsledne vedena
zdravotnicka dokumentacia moze potvrdit’ podozrenie nespravneho alebo chybného postupu a
predstavuje jedno z najvacsich rizik pre zdravotnicke zariadenie. Ako tvrdi Skrla, Skrlova
(2008, s. 111), ,,spravne vedena zdravotnicka dokumentacia pacienta by mala presne a
komplexne odrazat starostlivost, ktoru pacient obdrzal alebo neobdrzal, a moéze byt
prirovnavanda ku svedkovi, ktorému pamdt sa nikdy nestraca“. Pad pacienta pocas
hospitalizacie v naSom skiimanom stbore vykazoval vysokt pravdepodobnost’. Vo vyskumne;j
studii, ktort realizovala Minhova (2012), najviac sestier (37,3%) hodnotilo pad ako mozny,
hroziaci prileZitostne a ako oéakavany, s vysokou pravdepodobnostou vyskytu (29,4 %). Ceska
asociace sestier od roku 2004 uverejnuje vysledky svojich vyskumov a prave pady pacientov
boli z prvych neziaducich udalosti, ktoré sa zagali povinne v CR hlésit’, sledovat’ a analyzovat'.
Ako d’alSiu mimoriadnu udalost’, ktorej riziko vzniku hrozi, sestry oznacili nozokomialnu
infekciu katétrovi — intravaskulirnu a nozokomiilnu infekciu katétrovi - mocovu.
ZvySeny vyskyt nozokomidlnych ndkaz je ststredny najmd na jednotkach intenzivnej
starostlivosti vSetkych druhov. U pacientov, ktori su dlhSie hospitalizovani na jednotkach
intenzivnej starostlivosti (viac ako 5 dni), nozokomialna infekcia sa vyskytne v 50 — 60%
(Melicherc¢ikova, 2007). Minhova (2011), riziko nozokomidlnych nékaz nepotvrdila, toto
riziko predstavovalo podla sestier nizku, ¢i zanedbatel'nu pravdepodobnost’ vyskytu, podobne
ako v nasom subore. V prenose nozokomialnych infekcii sa hlavne uplatiiuje priamy kontakt
S kontaminovanymi rukami zdravotnickeho persondlu. Uvadza sa, Ze az 20 — 40% infekcii
spojenych so zdravotnou starostlivostou su spdsobené prenaSanim povodcov rukami
zdravotnickeho personalu (LangSadl 2012). Nozokomidlne infekcie st hlavnou pri¢inou
chorobnosti a imrtnosti u hospitalizovanych pacientov. V USA az u 15% pacientov dojde k
rozvoju infekcie pocas hospitalizacie, Co predstavuje zhruba 1,7 milibna pripadov
nozokomialnych nakaz, 99 000 umrti rocne a viac ako 10 miliard dolarov na nékladoch za rok.
Pokial’ ide o nozokomidlne ndkazy sa odhaduje, Ze 65 az 70% su z intraven6znych katétrov
spojenych s infekciou krvného riecist’a a infekcii spojenych s katetrizdciou mocového traktu,
a je mozné im predist (Septimus, 2016). Skrla, Skrlova (2008) uvadzaju, ze dostupné $tadie
0 pochybeniach  oSetrovatel'skej starostlivosti naznaCujii, Ze najzavaznejSie su prave
medika¢né omyly a chyby, ktoré tvoria viac ako 19 % vSetkych pochybeni sestier. Svetova
aliancia pre bezpecnost pacientov odhaduje naklady spojené s chybami v medikacii na priblizne
4,5 do 21,8 miliard € celosvetovo (Europska agenttra pre lieky 2013 in Kim, 2016). Podl'a
sestier medzi hlavné dovody pochybenia pri poskytovani oSetrovatel'skej starostlivosti patri
pracovna pretazenost’ sestier, nedostatok sestier, nedodrZanie Standardov a nedostatok
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preventivnych opatreni. ,, Riadenie kvality a riadenie rizik maju jedného spolocného
menovatela - §tandardy a audity. Standardy sa zaoberajii tym, ¢o je dolezité a z hladiska kvality
a bezpecnosti starostlivosti prijatelné, zatial ¢o audity sledujii, ¢i zamestnanci v praxi napliiajii
poziadavky Standardov a &i vystupy procesov splitajii ocakdvanie zdravotnickeho zariadenia a
Jjeho klientov* (Skrla, Skrlova, 2008, s. 20). Na druhej strane, riadenie rizik je proces, po¢as
ktorého sa snazime cielene zamedzit' ohrozenie zdravia pacientov, majetku alebo povesti
zdravotnickeho zariadenia nasledkom existujucich alebo potencionalnych rizik (Skrla, Skrlova,
2008). V slovenskych zdravotnickych zariadeniach sa zatial’ stretivame malo so Standardami
riadenia rizik, aj ked’ na druhej strane, ak sestry postupuji podla Standardizovanych
oSetrovatel'skych postupov, vyhybaji sa neStandardnym postupom a tym aj rizikam, ktoré
Z toho mozu vyplyvat. Zvysit kvalitu oSetrovatel'skej starostlivosti znamend poskytovat’
starostlivost’ podla Standardizovanych oSetrovatel’skych postupov.

Zaver

Sestry a ini zdravotnicki pracovnici st zodpovedni za svoje vykony a vysledky svojej prace a
pri poskytovani oSetrovatel'skej starostlivosti by mali klast' doraz na neustdle zvySovanie
kvality Tak ako sa v zdravotnickych zariadeniach riadi ekonomika a kvalita, tak je potrebné
cielene riadit’ aj proces zaistovania bezpecnosti pacientov a riadenie rizik, ktorym su pacienti
vystaveni pocas hospitalizacie. V zdravotnictve je rdznorodost’ zdravotnickych pracovnikov, a
preto je aj vnimanie rizik, ich zavaznosti a nésledkov roéznorodé. Problém pochybenia a
mimoriadnych udalosti je v dneSnej dobe dost’ Castou a obl'itbenou témou médii, odbornej a
laickej verejnosti, ale taktieZ o tom sved¢i mnozstvo prispevkov, clankov, diskusii a staznosti.
Pre mnohych v8ak aj napriek tomu oblast’ riadenia a odhalenia rizik je vecou nevyznamnou.
Z nasej Studie vyplyva, Ze sestry z rdznych odborov maji na pravdepodobnost’ rizika podobny
odhad, avSak zna¢na Cast’ sestier niektoré rizikd povazuje za zanedbatel'né alebo nizke. Preto je
dolezité sa pytat’, ako d’aleko za to nesie zodpovednost’ systém riadenia, a aké je uloha sestier
V celom riadeni. Riadenie rizik v zdravotnickom zariadeni by malo byt stastou programu
kontinualneho zvySovania kvality alebo ako samostatny program. Vysledkom kvalitnej
starostlivosti je spokojny pacient, ktorého pobyt v nemocni¢nom zariadeni prebehol bez
neziaducich udalosti.
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DOSTOJNE UMIERANIE — SKUSENOSTI S VYUCBOU
DYING WITH DIGNITY — TEACHING EXPERIENCE

Juraj Cip
Univerzita Komenského v Bratislave, Jesseniova lekdrska fakulta v Martine, Ustav
oSetrovatelstva

Abstrakt

Uvod:  Dosiahnutie dostojného umierania je jednym z hlavnych cielov starostlivosti
0 umierajucich. Zarovei je vSak vyznam dostojného umierania relativne vagny, preto je nutné
vyuzit’ reflexivne spdsoby vyucby Studentov na jeho objasnenie.

Ciel> Cielom workshopov bola inicidlna reflexia dostojného umierania. Autor prezentuje
vysledky workshopov a skusenosti sich realizdciou vo vysokoskolskom vzdelavani na
Slovensku, v Ceskej republike, Finsku a Anglicku.

Metody: Bola vyuzitd stratégia aktivneho ucenia, ktora zahrnuje niekolko metdd ako
interaktivna prednaska, projektivna metoda, skupinovd préca, individualna prezentacia
vysledkov a panelova diskusia. Tento sposob vyucby dovoluje reflektovat’ dany problém.
Workshopy trvali od 1,5 do 2 hodin a boli koncipované pre 8 az 20 ucastnikov.

Vysledky: Studenti identifikovali a reflektovali, zo svojej vlastnej perspektivy, nasledovné
oblasti dostojného umierania: Byt’ clovekom vs. vecou; Niekto, kto je tu pre mia vs. osamelost’
a l'ahostajnost’; Autondmia a reSpekt; Stcit vs. I'itost’, Kvalita starostlivosti a liecby. Za prinos
povazovali konkretizaciu abstraktného atazko uchopitelného pojmu do jednotlivych
konkrétnejsich oblasti, ktoré ukazuju na pestrost’ problematiky, ale ddvaju aj moznost’ problém
prakticky uchopit’.

Zavery: Workshop otvara dant problematiku, avSak d’alSie vyucovacie jednotky st nutné a to
so zameranim na implementéciu konceptu dostojného umierania do praxe.

Klucové slova: dostojné umieranie, aktivne ucenie, skisenost’ s vyucbou

Abstract

Introduction: Achieving dying with dignity is one of the main goals of end-of-life care.
However the meaning of dying with dignity is relatively vague. Therefore, the use of reflective
methods of learning is needed for better clarification.

Aim: The aim of the workshops was to realize the initial reflection of the dying with dignity
concept. The author presents results and experience of implementation of these workshops in
higher ~ education in  Slovakia, Czech Republic, Finland and England.
Methods: The active learning strategy included several methods as an interactive lecture,
projective methods, group work, individual results presentation and panel discussion was used.
These teaching methods allow reflection on the problem. Workshops took 1.5 to 2 hours and
were designed for 8-20 participants.

Results: Students identified and reflected on the following domains of dying with dignity from
their own perspective: To be a human vs. thing; Someone who is there for me vs. loneliness
and indifference; Autonomy and respect; Compassion vs. pity; Quality of care and treatment.
They considered the concretization of abstract and difficult to understand concept as beneficial.
The richness of the concept and the possibilities of how to handle the issue in practice were
shown.

Conclusions: Workshops open up the topic, but additional teaching units are required to focus
on the practical issues of implementation of the dying with dignity concept into the practice.

Key words: dying with dignity, active learning, teaching experience
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UPLATNENI SUPERVIZE V SESTERSKE PRAXI
USE OF SUPERVISION AT THE PRACTISE OF NURSES

Sarka Dynakova*, Liana Greiffeneggova**

*Univerzita Karlova v Praze, 1. lékarska fakulta, Ustav teorie a praxe osetrovatelstvi

** Masarykova univerzita Brno, Lékarska fakulta, Katedra porodni asistence a zdravotnickych
zdachrandrii

Abstrakt

Uvod: V zahraniéi je supervize pouZivana jako preventivni metoda syndromu vyhofeni u
zdravotnickych pracovniki. Znaji tuto problematiku b&zné sestry v Ceské republice? Budou o
ni mit po edukaci zajem?

Cil:

. Zjistit potfebu racionalni a emoc¢ni ventilace (sdileni) v zatézovém povolani sestry.

. Zjistit s kym sdili své profesni citové obtize.

. Zjistit subjektivni miru informovanosti o syndromu vyhoteni.

Zjistit subjektivni miru informovanosti o supervizi a jejich moznostech.

Zjistit, zda vzroste zajem sester o supervizi poté, co se zucastni edukaéniho programu
o této problematice.

Metodika: Kvantitativni metoda, anonymni dotaznik — dvé ¢asti. Prvni ¢ast vyplhovana pied
edukativnim semindfem a druhd ¢ast po semindii. Dotazniky byly rozdany na dvaceti
&tythodinovych vzdélavacich seminatich v Ceské republice, nahodné vybranym respondentiim,
kteti navstivili seminaf. Celkovy pocet ucastnikii seminaii byl 636. Podminka ucasti -
dokoncené zdravotnické vzdelani vSeobecna sestra a pracovni zafazeni na pozici zdravotni
sestry. Zpracovano 400 relevantnich dotaznikl. Zpracovani dat - sloupcové grafy a tabulky.
Hlavni statistickd metoda - t-test.

Vysledky: Testovali jsme osm vyzkumnych hypotéz. Zjistili jsme, Ze sestry maji potiebu
ventilace problém, vzniklych na pracovisti.

Pted edukaci hodnotily respondentky svoji znalost pojmu syndrom vyhoteni na sedmistupfiové
stupnici jako primérnou a pojmu supervize jako velmi podprimérnou. Po edukacnim seminati
hodnotily svoji znalost pojmu syndromu vyhoteni i supervize jako markantné zvySenou.
Zajem sester o supervizi se podaftilo zvysit na vysokou troven.

Zaver: Diky témto vysledkiim doslo k odstartovani programu boje proti syndromu vyhoteni
pomoci superviznich setkani v Thomayerovi nemocnice v Praze.

G AW

Kli¢ova slova: syndrom vyhoteni, motivace, sestra, supervize

Abstract

Introduction: Supervision has been used as a preventive method of the burn out syndrome in
the health system professionals in foreign countries. Are the nurses in the Czech Republic
familiar with this problem? Will they be interested in it after getting an education?

Aim:

1. To find out whether the nurses have the need to ventilate their issues at their stressful job.

2. To assess a subjective level of understanding of the concept of burn-out syndrome.

3. To assess a subjective level of understanding of supervision and its possibilities.

4. To find out whether the nurses are more interested in supervision after receiving the
education.

Methods: A quantitative method, an anonymous questionnaire. The questionnaires were
administrated to the randomly selected nurses during 20 educational seminars. 400
questionnaires were evaluated. The results — histograms, tables. A main statistic method — T-
test.
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Results: Eight research hypotheses have been tested. We found out that the nurses have a need
to ventilate their working problems. The nurses assessed their knowledge of the concept of
burn-out syndrome as an average and the concept of supervision below average on a 7- point
rating scale before the educational seminar.. After completion of the seminar the nurses
assessed their knowledge of both concepts as significantly higher. The nurses’ interest in
supervision was raised to a high level.

Conclusion: Due to the research results there was a start of a program against the burn-out
syndrome via supervision sessions at the Thomayer Hospital in Prague.

Key words: burn-out syndrome, motivation, nurse, supervision
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SPIRITUALNE POTREBY SENIOROV ZIJUCICH V KOMUNITNYCH
ZARIADENIACH

SPIRITUALS NEEDS OF ELDERLY LIVING IN COMMUNITY SETTINGS

Ivan Farsky, Maria Zanovitova, Martina LepieSova
Univerzita Komenského v Bratislave, Jesseniova lekarska fakulta v Martine, Ustav
oSetrovatelstva

Abstrakt

Ciel: Zistit, ktoré spiritudlne potreby sa vyskytujii u seniorov najcastejSie a ktoré povazuju za
najvyznamnejsie.

Metody: Subor tvorilo 300 (117 muzov a 183 Zien) seniorov zijucich v domovoch socialnych
sluzieb. Pouzili sme Dotaznik spiritualnych potrieb, ktorym respondenti hodnotili
pritomnost/nepritomnost’ 29 spiritudlnych potrieb. V pripade ich vyskytu zaroven hodnotili aj
ich dodlezitost’ na Skale od 1 — malo dodlezitd po 4- extrémne ddlezitd. Spiritudlne potreby s
rozdelené do 7 domén spirituality.

Vysledky: NajCastejSie sa useniorov vyskytovala potreba Byt vdaény zdomény
Pozitivnost/vd’a¢nost/nadej. Tato potreba sa vyskytovala takmer u 93 % seniorov. Najmenej
sa u seniorov vyskytovali potreby Hovorit' s niekym o smrti a umierani (45% seniorov) a
Vyjadrit’ obavy tykajice sa Zivota po smrti (43% seniorov) obe z domény VyrieSenie, smrt’.
V priemere najdolezitejSia spiritudlna potreba bola Mat’ niekoho s kym by ste sa modlili alebo
by sa modlil za Vas (2,90 + 0,93) z domény Bozstvo a Vv priemere najmenej dolezita bola
spiritudlna potreba Zit moralnym Zivotom (1,90 £ 0,80) z domény Moralka a etika.

Zaver: Seniori zijuci v komunitnych zariadeniach maju $pecifické psychosocialne a spiritualne
potreby, ktoré vo vécSine pripadov zostavaji nerozpoznané a preto nemdzu byt rieSené.
Adekvatna oSetrovatel'ska starostlivost’ 0 seniorov sa nemoéze zameriavat’ len na problémy
spojené so znizovanim funk¢nej kapacity starSich I'udi, ale musi v istej miere reflektovat’ aj
spiritudlnu oblast’ Zivota seniorov.

KUPucové slova: spiritudlne potreby, seniori, komunitné zariadenia

Abstract

Aim: The aim of study was to determine spiritual needs of elderly living in social retirements
homes and to determine how those needs are important to them.

Methods: The study group consisted of 300 (117 men and 183 women) elders living in social
retirements homes. We used a spiritual needs survey. Respondents evaluated to the presence
or absence of 29 spiritual needs in their life in recent years. At the same time they evaluated the
importance of the present spiritual needs on a scale from 1 — 4. 1 means few important and 4
means extremely important. Spiritual needs are divided into seven domains of spirituality.
Results: The most frequently need was ,,to be thankful or grateful” from spiritual domain
positivity/gratitude/hope/peace. This need was present in nearly 93% of elders. The needs
which occured least were ,,to talk to someone about death and dying* (45% of elders) and ,,to
address concerns about life after death* (43% of elders) both of the domains resolution/death.
The most important spiritual need was ,,to have someone pray with or for you* (2.90 + 0.93)
from the domain divine and the least important was the need ,,to live an ethical and moral life*
(1.90 £ 0.80 ) from the domain morality and ethics.

Conclusion: Elders living in community settings have specific psychosocial and spiritual needs,
which in most cases remain undetected and therefore can not be addressed. Adequate nursing
care for the elderly can not only focus on the problems associated with the reduction of the
functional capacity of older people, but it has to some extent reflect the spiritual aspect of life
of elders.
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PODAVANIE TRANSFUZNYCH LIEKOV - TEORIA A PRAX
ADMINISTRATION TRANSFUSION MEDICINES - THEORY AND PRACTICE

Terézia Fertalova, Jana Cuperova, Iveta Ondriova, Livia HadaSova
Presovska univerzita v Presove, Fakulta zdravotnickych odborov, Katedra osetrovatelstva

Abstrakt

Ciel: Zistit uroven vedomosti a praktickych zrucnosti v stivislosti s podavanim transfuznych
liekov u Studentov v odbore oSetrovatel'stvo a U absolventov odboru oSetrovatel'stvo, ktori uz
pracuju v odbore.

Metody: Respondentov sme oslovili prostrednictvom elektronického dotaznika vlastnej tvorby.
Vychodiskom pre tvorbu dotaznika bol Metodicky pokyn ¢.81/2004 pre zabezpecCenie
spravnych indikacii transfiznych liekov. Stadie sa za¢astnilo 157 respondentov.

Vysledky: Vysledky poukazuju na niektoré nedostatky v suvislosti s poddvanim transfiznych
liekov v klinickej praxi. Nevlastnia doklad o preskoleni a pri podavani transfiznych liekov
prekracuju svoje kompetencie.

Zavery: Pocas §tudia je potrebné venovat’ vac¢siu pozornost’ podévaniu transfiznych liekov vo
viacerych disciplinach a informovat’ odborni verejnost na nedostatky a prekracovanie
kompetencii sestier.

KUl'ucové slova: transfuzne lieky, sestra, kompetencie, vedomosti.

Abstract

Aim: Determine the level of knowledge and practical skills in connection with the
administration of transfusion therapy among students in nursing and nursing graduates who are
already working in the field.

Methods: Respondents were contacted through an online questionnaire of our own creation.
The starting point for the creation of the questionnaire was Methodological Instruction no.
81/2004 to ensure correct indication of transfusion medicines. 157 respondents participated in
the study.

Results: The results point to some deficiencies in the administration of transfusion medicines
in clinical practice. They do not have a certificate of retraining and when administering
transfusion medication they exceed their competence.

Conclusions: During studies it is necessary to pay more attention to the administration of
transfusion medicines in several disciplines and inform the professional public of the
deficiencies and exceeding the competence of nurses.

Key words: transfusion medicine, nurse, competence, knowledge.

Uvod

Liec¢ba transfuznymi pripravkami a krvnymi derivatmi (hemoterapia) je sucastou liecby
niektorych pacientov v nemocni¢nej a ambulantnej praxi. Vzhl'adom na mozné predvidatel'né
komplikacie zdravotnicki pracovnici, ktori sa zacastiiuju na procese podavania transfuznych
liekov, musia vlastnit’ doklad o vySkoleni na podavanie transfiznej liecby, ktory vyda
Transfizna komisia prislusného tstavného zdravotnickeho zariadenia, tak ako to nariad'uje
Metodicky pokyn pre zabezpecenie spravnych indikécii transfuznych liekov €. 81/Vestnik MZ
SR/2004. Podla tohto metodického pokynu transfuzne lieky podavaju v zdravotnickych
zariadeniach lekari v spolupraci so sestrou.

Kompetencie sestier legislativne upravuje Zakon ¢. 364/2005, ktorou sa urcuje rozsah
oSetrovatel'skej praxe poskytovanej sestrou samostatne a v spolupraci s lekarom. § 3 tejto
vyhlasky vymedzuje rozsah oSetrovatel'skej praxe poskytovanej sestrou v spolupraci s lekarom,
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ktory urCuje aj oSetrovatel'ské vykony, ktoré suvisia s diagnostickymi vykonmi a lieebnymi
vykonmi, ktoré uskutocnuje lekar pri zavadzani epiduralneho katétra, mocového katétra u deti
a muzov, chirurgickych vykonoch, endoskopickych vySetreniach, invazivnych vykonoch a
neinvazivnych vykonoch, podavani kontrastnych latok intravendéznou formou, a podavani
transfiznych liekov a transfiznych pripravkov. Napriek tymto legislativnym normam
Vv zdravotnickych zariadeniach pozorujeme ich porusovanie. S cielom odstranenia tychto
nedostatkov chceme doéslednejSie pristupovat vo vzdelavacom procese pri nadobudani
teoretickych vedomosti a praktickych zru¢nosti buducich sestier.

Ciel’ prace

V zdujme zvySovania kvality vzdeldavania a rozsahu nadobudnutych vedomosti v oblasti
podavania transfuznych liekov, cielom empirickej Studie je zistit' Uroven vedomosti
a praktickych zrucnosti v suvislosti s podavanim transfaznych liekov u Studentov v odbore
oSetrovatel'stvo a U absolventov odboru oSetrovatel'stvo, ktori uz vykonavaji oSetrovatel'ska
prax. V klinickej praxi sme konfrontovani s poruSovanim odport¢anych pracovnych postupov,
¢o nas inSpirovalo uskutociovat’ kroky smerom k odstraneniu nedostatkov pri podévani
transfuznych liekov pri nadoblidani teoretickych vedomosti a praktickych zrucnosti
Vv pregradudlnom vzdelavani.

Sibor a metodika

Sledovany subor tvorilo 67 sestier, absolventov odboru osetrovatel'stvo v akademickom roku
2014/2015, ktori pracuju v odbore a 74 Studentov 3. rocnika odboru oSetrovatel'stvo
v akademickom roku 2015/2016. Kritériom pre sledovany stbor bolo Stidium na Fakulte
zdravotnickych odborov  PreSovskej univerzity v PreSove. Respondentov sme oslovili
prostrednictvom elektronického dotaznika so zaruéenim anonymity. Stadia bola realizovana od
januara 2016 do februara 2016. Oslovenych bolo 157 respondentov. Navratnost” dotaznikov
bola 89,8%. Pouzili sme neStandardizované dotazniky vlastnej tvorby. Vychodiskom pre
tvorbu dotaznika bol Metodicky pokyn ¢€.81/2004 pre zabezpecenie spravnych indikacii
transfuznych liekov. Prvy pre sti€asnych Studentov a druhy dotaznik bol uréeny absolventom,
ktory vykonavaju oSetrovatel'skll prax. Prostrednictvom dotaznikovych poloZiek pre sestry
v praxi sme zistovali v akych medicinskych odboroch pracuji, ¢o mé vplyv na frekvenciu
podavania transfiznych liekov. Zaroven nas zaujimalo ¢i vlastnia doklad o preskoleni
Vv suvislosti s podavanim transfuznych liekov, vydany Transfiznou komisiou zdravotnickeho
zariadenia podl'a vysSie uvedeného metodického pokynu. Vzhl'adom na to, ze transfuzny liek
podl'a metodického pokynu podava lekar v spolupraci so sestrou, v Klinickej praxi sme neraz
svedkami pochybenia, pretoze transfiizny liek podava sestra so suhlasom lekara, ¢im sestry
prekracuju  svoje kompetencie tak, ako ich vymedzuje  Vyhldska 364 Ministerstva
zdravotnictva Slovenskej republiky z 2. juna 2005, ktorou sa urcuje rozsah oSetrovatel'skej
praxe poskytovanej sestrou samostatne a v spolupraci s lekarom. V suvislosti s vymedzenim
kompetencii sestier sme sa dotazovali ¢i odmietli podat’ transfuziu. Na sebahodnotenie
vedomosti a praktickych zru¢nosti v stuvislosti s podavanim transfuznych liekov sme
Vv dotaznikovych polozkach vyuzili linedrnu stupnicu. Druhy dotaznik bol uréeny pre Studentov
odboru osSetrovatel'stvo. Dotaznikové polozky sme upravovali vzhladom na to, Ze nie su
zamestnancami a ich moznosti st obmedzené. Otazky boli formulované tak, aby sme zistili
frekvenciu spolupréace pri podavani transfuznych liekov ¢o ovplyviiuje nadobudnuté praktické
zru¢nosti. Podstatnym tdajom je informadcia, v rdmci ktorych disciplin pocas $tadia ziskali
potrebné teoretické vedomosti o podavani transfuznych liekov. Rovnako sme sa pytali ¢i boli
oboznameni s metodickym pokynom pre zabezpecenie spravnych indikacii transfuznych
lieckov. Na sebahodnotenie vedomosti a praktickych zru€nosti v stvislosti s podavanim
transfiiznych liekov sme v dotaznikovych polozkach vyuzili linedrnu stupnicu. Studenti &asto
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kriticky hodnotia niektoré pracovné postupy sestier, preto sme chceli vediet ¢i sestry v praxi
dodrziavaji odporucané postupy pri podavani transfiznych liekov. Priemerny vek
respondentov bol 23 rokov.

Pre statistické spracovanie ziskanych tidajov sme pouzili jednoduché opisné Statistické metody
ako relativna pocCetnost’ a priemer.

Vysledky

Vysledky empirickej Stadie poukazuju na niektoré nedostatky v stuvislosti s podavanim
transfaznych liekov v klinickej praxi. Studenti §tandardne podas $tudia vykazuju vyssi zaujem
0 chirurgické odbory, s ¢im suvisi vysSia frekvencia spoluprace pri podavani transfuznych
liekov. Priemerna diZka praxe respondentov je 7,36 mesiacov. V stbore sestier v klinickej praxi
29,6 % pracuje v chirurgickych odboroch a 33,3% na jednotkach intenzivnej starostlivosti
a oddeleniach pre anestéziu a intenzivnu starostlivost, preto aj frekvencia podéavania
transfznych liekov je vyssia ako v odboroch vnutorného lekarstva. 63% opytanych sestier
nevlastni doklad o preskoleni v stvislosti s poddvanim transfuznych liekov vydany transfuznou
komisiou zdravotnickeho zariadenia. V zdravotnickych zariadeniach niekedy pozorujeme, Ze
transfuzne lieky podava sestra, ¢o potvrdzuju aj nase vysledky. 63% sestier podava transfizne
lieky pod dohl'adom lekara a dokonca 14,8% nie je pritomny lekdr priamo pri 16Zku iba
kontroluje bed-side-test. Tieto zistenia poukazuji na porusovanie legislativnych noriem.
Z dotazovaného stuboru iba 7,7 % sestier odmietli podat’ transfiziu, avSak je zaujimavé zistenie,
ze az 76,9% sestier by odmietli podat’ transfiziu ak by taki moznost’ mali. Pritom berme do
uvahy, ze ide o sestry s priemernou praxou iba 7,36 mesiacov, teda nemdzme hovorit' o
dostato¢nych klinickych skusenostiach. 96,3% sestier uviedlo, Ze pocas $tidia boli oboznameni
s metodickym pokynom pre zabezpecenie spravnych indikacii transfuznych liekov, ale
v zariadeni kde pracuju, ich o tejto legislativnej norme informovali v niz§om pocte, o potvrdilo
59,3% sestier. Pocas $tadia je Student vedeny tak, aby vSetky pracovné postupy dodrZiaval
pracoval sustredene a dbal na prevenciu roznych komplikacii. U sestier v praxi sme zistovali
¢1 dodrZiavaji odporti¢ané pracovné postupy pri aplikacii transfuznych liekov, ¢o potvrdilo
69,2% opytanych, 11,5% dodrziavaji iba niektoré¢ a 15,4% iba nevyhnutné. Napriek
predchadzajicim okolnostiam sestry hodnotia svoje vedomosti a praktické zru¢nosti
Vv stvislosti s podavanim transfuznych liekov ako vel'mi dobré, o potvrdzuje 81,5% opytanych,
zaroven konStatujeme, Ze aZ 88,9% respondentov ma zaujem roz$irit’ svoje vedomosti
Vv stvislosti s podavanim transfiznych liekov.

Tab. 1 Porovnanie vybranych odpovedi respondentov
Teoretické Praktické Odmietnutie Potencionalne Znalost’

vedomosti  zrué¢nosti podat’ odmietnutie  legislativnych
transfuziu podat’ noriem
transfaziu
Priemer Priemer % % %
Studenti 2,57 2,61 - 59,5 88,1
Sestry 2,11 2,29 7,7 76,9 96,3

Na rozdiel od sestier v praxi v druhom subore respondentov, ktorymi boli Studenti treticho
ro¢nika, az v 78% uvadzali, Ze pri podavani transfiznych liekov spolupracovali len zriedka.
Musime vSak podotknut’, ze v klinickej praxi sestry pri priprave a podavani transfizii pracuji
maximdlne sustredene a zodpovedne aby nedoslo k chybe, ktora by ohrozila zivot pacienta,
preto Casto Student iba pozoruje sestru ¢i lekara pri poddvani transfuznych liekov. Najviac
vedomosti o podavani transfuznych liekov ziskali v rdmci vyucby oSetrovatel'skych technik, o
potvrdilo 63,4% a pocas klinickych cviceni ¢o potvrdilo 22% respondentov. Prekvapujiace
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bolo zistenie, ze v ramci chirurgického osetrovatel'stva Studenti neziskali d’alSie vedomosti
0 podavani transfuznych liekov, ¢o je pre nas podnetom pre upravu obsahu vzdeldavania
Vv chirurgickych disciplinach. Na otazku ¢i modze transfuziu podavat sestra az 70,7%
odpovedalo spravne, teda nesmie podavat, preto aj za podanie transfiznych liekov je
zodpovedny lekar, ktory podal transfazny liek ¢o uviedlo az 97,6% dotazovanych Studentov.
V porovnani so sestrami v praxi Studenti hodnotili svoje vedomosti a praktické zru¢nosti ako
dobré, kym sestry v praxi svoje vedomosti a praktické zru¢nosti hodnotili ako vel'mi dobré.
97,6% Studentov ma zdujem rozSirit svoje vedomosti a praktické zru€nosti v stvislosti
s podavanim liekov.

Diskusia

Hemoterapia (lieCba transfiznymi pripravkami) predstavuje vyznamny proces v starostlivosti
0 pacientov s réznymi ochoreniami. Za dobu svojej existencie preSla niekol’kymi etapami.
V nich sa vyznamne menili ndzory na indikacie lie¢by. Diskusia o tom, Ze sestry tvoria dolezity
¢lanok v poskytovani zdravotnickej starostlivosti a bez nich by nebolo mozné realizovat
klinicki medicinu v praxi je Vv stcasnosti bezpredmetna. Aj ked’ stcasné technologické
moznosti pontikaju mnozstvo vyhod a ulah¢eni, ostava sestra jednym z rozhodujucich ¢lankov
pri podéavani transfuznych liekov (Tupy, 2010, s. 59). Vo vzdelavacom procese v Studijnom
programe oSetrovatel'stvo je prirodzenou sucastou nacvik oSetrovatel'skych postupov
nadvézujuci na bazu teoretickych vedomosti v suvislosti s podavanim transfaznych liekov.
Napriek platnym legislativnym normam a usiliu vzdeldvacej inStitdcie, ktora pripravuje buduce
sestry na vykon povolania, v klinickej praxi sme konfrontovani s niektorymi nedostatkami pri
podavani transfuznych liekov. V zaujme zvySovania kvality vzdeldvania sme zist'ovali uroven
vedomosti a praktickych zruc¢nosti v suvislosti s podavanim transfiznych liekov u Studentov
Vv odbore oSetrovatel'stvo a U absolventov odboru oSetrovatel'stvo, ktori uz pracuju v odbore. Na
zéklade naSich zisteni navrhujeme niekol’ko odporicani na doplnenie obsahu vzdeldvania.
Zaroven prostrednictvom odbornych diskusii chceme informovat' odborni verejnost’ na
vysledky Studie, aby v klinickej praxi nedochadzalo k poruSovaniu platnych a odporicanych
pracovnych postupov pri podavani transfliznych liekov.

Vzhl'adom na mozné predvidateI'né komplikécie zdravotnicki pracovnici, ktori sa zic€astiiuju
na procese podavania transfiznych liekov, musia vlastnit’ doklad o vyskoleni na podavanie
transfiznej liecby, ktory vydd Transfizna komisia prislusného ustavného zdravotnickeho
zariadenia. O skoleni zdravotnickych pracovnikov v suvislosti s podavaniam transfiznych
liekov sa musi vyhotovit zdznam podpisany pracovnikom, ktory sa na Skoleni z¢astnil, a ktory
Skolenie vykonal. Kazdé zdravotnicke zariadenie, v ktorom sa podavaju transfizne lieky musi
mat’ vypracovany plan pravidelnych Skoleni pracovnikov, ktori sa podiel'aju na procese
podavania transfiznych liekov. Vysledky nasej Stidie poukazuju na fakt, ze 63% opytanych
sestier nevlastni doklad o preskoleni v suvislosti s poddavanim transfaznych liekov vydany
Transfiznou komisiou zdravotnickeho zariadenia.

Transfizne lieky podavaju v zdravotnickych zariadeniach lekari v spolupraci so sestrou.
V odbornych ambulanciach, napriklad v hematologickej, onkologickej, v dialyzacnom centre
V jednodiiovej ambulantnej starostlivosti poddva transfuzne lieky odborny lekér so
$pecializaciou (Vestnik MZ SR, 2004). V Ceskej republike transfuziu podava sestra
V spolupraci s lekarom. Podl'a vyhlasky ¢.55/2011Sb. mdze vSeobecna sestra pod odbornym
dohl'adom lekara aplikovat’ intravendzne krvné derivaty, asistovat’ pri zahdjeni aplikacie
transflznych pripravkov a d’alej bez odborného dohl'adu na zaklade indikacie lekdra oSetrovat’
pacienta Vv priebehu aplikacie a ukoncit’ ju. Sestra pre intenzivnu starostlivost’ moze aplikovat’
transflizne pripravky pod odbornym dohl'adom lekara (Vytejckova, 2015, s. 156). V nasom
subore 63% sestier podava transfuzne lieky pod dohladom lekara pri 16zku. Aikenova et al.
(2001) vo svojej stadii potvrdzuje, Ze sestry vykonavaji Cinnosti, ktoré nie sa v ich
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kompetencii. Podobne Kurucova et al (2014, s. 60) sa vo svojom vyskume zameriavali na
kompetencie, ktoré sestry vykonavaji, no nemaju na ne pravomoc. Subskala obsahovala 16
poloziek, pricom naj¢astejsie i$lo 0 informovanie o umrti a na druhe;j strane zriedka islo o odber
arterialnej krvi. Pri tychto vykonoch sestry prekracovali svoje kompetencie.

V pripade indikacie transfuzneho lieku kazdy zdravotnicky pracovnik, ktory sa podiela na
procese hemoterapie, zodpoveda za podanie spravneho transfazneho lieku v spravnom case
(Vestnik MZ SR, 2004). V ramci vzdelavania je ziaduce upozornit’ Studentov aj na pravne
dosledky ak sestra prekracuje svoje kompetencie vymedzené platnou legislativou.

Kazdé zdravotnicke zariadenie, v ktorom sa podavaju transfuzne lieky, musi mat’ vypracovany
systém objednavania transfuznych liekov, postupy v pripade naliehavej potreby transfuzneho
lieku, schémy objednavania transfuznych liekov na oddelenie, metodické usmernenie liecby
transfiznymi liekmi, systém identifikacie vSetkych podanych transfuznych liekov, systém
spatného vyhl'adania kazdého transfizneho lieku a jeho prijemcu, Standardny pracovny postup
podavania transfiznych liekov, plan pravidelnych skoleni pracovnikov (Vestnik MZ SR, 2004).
Prekvapivé je naSe zistenie, v ktorom sestry priznali, Ze pri podavani transfuznych liekov
dodrZiavaju iba niektoré pracovné postupy, konkrétne 11,5% a dokonca 15,4% dodrZiavaju iba
nevyhnutné. Predpokladame, ze moze ist' o vynechanie biologickej skusky v takom rozsahu
ako to popisuje metodicky pokyn, pripadne, Ze transfuziu podéavaju sestry alebo prvych 15
minut nesleduju pacienta priamo pri 16zku. Krv nie je tekutina. Je to transplantacny organ so
vSetkymi imunohematologickymi stivislostami (Tupy, 2010, s. 61). Pri podavani transfiznych
lickov moézu nastat’ komplikacie viazané bud’ na transfuzny pripravok alebo na klinicky
a imunitny stav pacienta. M6zu byt akttne alebo neskoré, 'ahké, stredne t'azké a dokonca
potransfiizna hemolyticka reakcia bezprostredne ohrozuje pacienta na zivote (Endacott, Jevon,
Cooper, 2009, s. 265). Dodrziavanie odport¢anych postupov je predpokladom, ze podanie
transfiznych liekov prebehne bez akychkol'vek komplikacii.

Rozdiely sme zistili pri sebahodnoteni vedomosti a praktickych zru¢nosti. Sestry v praxi
hodnotili svoje vedomosti a praktické zruénosti pri podavani transfuznych liekov ako vel'mi
dobré, kym Studenti hodnotili svoje vedomosti a praktické zrucnosti ako dobré. Vo februari
2014 sme realizovali prieskum, v ramci ktorého sme chceli zistit’, ako Studenti hodnotia svoje
praktické zruénosti pri jednotlivych odbornych vykonoch v klinickej praxi. Hodnotenia sa
zucastnilo 84 Studentov. Pri hodnoteni praktickych zru¢nosti za najlepSie Studenti hodnotili
prakticka zruénost’ pri merani fyziologickych funkcii a aplikaciu subkutannej injekcie, naopak
najhorsie praktické zrucnosti Studenti hodnotili pri priprave transfuzie (Fertal'ova, 2015). Tieto
vysledky boli podnetom, aby sme problematike podavania transfiznych liekov venovali va¢siu
pozornost pri vyucbe v simula¢nom laboratoriu a v podmienkach klinickej praxe. Zarovei boli

.....

Zaver

Vysledky empirickej Studie poukazuju na niektoré nedostatky ¢i neistotu a nedostatocné
vedomosti pri podévani transfiznych liekov. Nasou ambiciou je orientovat’ problematiku
podavania transfuznych liekov pri vyucbe okrem oSetrovatel'skych postupov, klinickych
cvi¢eni aj v inych disciplinach, hlavne v chirurgickom oSetrovatel'stve. Exkurzia Studentov
v krvnej banke vyznamnou mierou méze ovplyvnit’ bazu vedomosti Studentov. Takato forma
vyucby je atraktivnejSia v porovnani s teoretickym vykladom ¢i §tidiom odborne;j literatiry. Za
dolezity krok povazujeme zverejnenie legislativnych noriem, ktoré sestra pri vykone povolania
musi poznat’, v e-learningovom prostredi. O naSich zisteniach chceme informovat’ odborna
verejnost, aby pri poddvani transfuznych liekov boli dodrziavané odporucané postupy
s minimalizaciou komplikacii.
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RATIONING V OSETROVATELSTVI
RATIONING IN NURSING
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Abstrakt

Predkladany piispévek se vénuje problematice pridélované oSetfovatelské péce (rationing),
které se v disledku nastaveného systému poskytovani zdravotnich sluzeb dostava do popiedi v
odbornych diskusich.

Ptid¢élovanou osetfovatelskou péci miizeme definovat jako proces alokace omezenych zdroju,
ktera by méla byt v ideadlnim stavu naprosto spravedliva a efektivni. Ve zdravotnictvi je
aplikovana piidélovand péce ve formé explicitni nebo ve formé implicitni. Explicitni
pridélovana péce je provadéna na Grovni administrativni a je zaloZena na podkladé¢ oteviené¢ho
prijeti nedostatecnych zdroji. Implicitni ptidélovana péce je aplikovana na trovni
zdravotnického pracovnika a konkrétniho pacienta, kdy v disledku limitace zdrojii dochazi
k omezeni péce, o kterém rozhodne samotny zdravotnicky pracovnik. Tento stav je velkym
socialnim a mordlnim problémem, jelikoz nejsou pfesné stanovena pravidla a hranice na
zaklade, kterych k omezeni péce dochazi.

V ramci provedenych zahrani¢nich studii je doloZitelny negativni vliv implicitni pfidélované
péce na poskytovani oSetrovatelské péce. Ma negativni dopad na bezpeci a zdravi pacienta.
Déle ovliviiuje pracovni prostiedi a firemni kulturu zdravotnickych zafizeni. Zéakladnimi
faktory implicitni ptidélové péce v dusledku, kterych dochdzi k negativnimu vlivu na
osetfovatelskou péci, jsou nedostatecné persondlni zdroje, Spatné pracovni prostfedi, tymova
spoluprace, nadmérny pracovni stres a samotny systém nastaveni priorit.

Klicova slova: oSetfovatelska péce, ptfidélovana péce, explicitni, implicitni

Abstract

The presented document deals with the rationing in nursing care, which due to current system
of providing health care services comes to the fore in professional discussions.

Allocation of nursing care can be defined as the allocation process of the limited resources,
which should be in ideal condition absolutely fair and effective. The allocated care is applied
in an explicit or an implicit form in the healthcare. Explicit allocating care is performed on the
administrative level and is based on an open acceptance of inadequate resources. Implicit
allocated care is applied at the level of the healthcare worker and the individual patient. Due to
the limitation of resources, the healthcare is limited too and healthcare worker himself decides
about restrictions on treatment. This state is a major social and moral problem, because they
are not well-defined rules and limits, under which the limitation care is performed.

The negative impact of the implicit allocated care on nursing care is documented in the
performed foreign studies.

Has a negative impact on the safety and health of the patient. Also affects the working
environment and corporate culture of health facilities. The basic factors of implicit rationing
care, for which there is a negative impact on nursing care, are insufficient personnel resources,
poor working environment, teamwork, excessive work stress and the very system of setting
priorities.

Key words: nursing care, rationing, explicit, implicit
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Uvod

Zdravotnictvi jako celek prochazi v poslednich desetiletich velkymi zménami a Celi také celé
fad¢ zavaznych problémul. Z pocatku se muze zdat, ze nejvétSim problémem soucasného
zdravotnictvi jsou finanéni naklady a nedostatek finan¢nich prostfedk. Musime si,
ale uvédomit, ze jedny ze zakladnich problémua zdravotnictvi a zdravotnich systému jsou
ulozeny mnohdy jinde.

Pochopeni pojmu zdravi je zékladnim ptedpokladem pro piipravu i realizaci opatieni vedoucich
ke zlepSeni zdravi a také feSeni rozsahlé problematiky zdravotnictvi. Zdravi lidského jedince je
pojem zdravi je definovan Svétovou zdravotnickou organizaci jako stav plné fyzické, psychické
a socialni  pohody, a nikoli  pouze nepfitomnost nemoci ¢ vady.
Je dulezité si uvédomit, ze zdravi je také povazovano za dynamicky proces, ktery jedinec
¢i stat v dasledku chovani nebo nastavenych politik mize védomé a cilen¢ ovlivitovat (Hol¢ik,
2011).

Velmi dilezity je pohled na etickou, moralni rovinu zdravi a s ni souvisejici poskytovani
zdravotni péce. V ramci legislativnich norem je zdsadnim dokumentem Vseobecna deklarace
lidskych prav, ktera v ¢lanku 25 uvadi: ,, Kazdy ma pravo na takovou Zivotni uroven, kterd by
byla s to zajistit jeho zdravi a blahobyt i zdravi a blahobyt jeho rodiny, pocitajic
v to zejména vyzivu, Satstvo, byt a lékarskou péci, jakoz i nezbytnd socialni opatieni;
ma prdavo na zabezpeceni v nezaméstnanosti, v nemoci, pri nezpusobilosti k prdci,
pri ovdoveni, ve stari nebo v ostatnich pripadech ztraty vydélecnych moznosti, nastalé
v disledku okolnosti nezavislych na jeho viili* (United, 1948). Z uvedené citace je ziejmé,
ze nutnost poskytovat zdravotni sluzby v rozsahu rovnych piilezitosti za ucelem zdravi jedince
je zakladnim ukolem spole¢nosti. Samotné posouzeni, zda je proces spravedlivy, zavisi na tom,
co spolecnost akceptuje jako stejné pravo pro vSechny (McCoy, 2003).

V samotném systému zdravotnictvi jsou sluzby, které povazujeme za samoziejmé. Mezi tyto
zdravotni sluzby fadime poskytnuti neodkladné péce, a to bez ohledu na to zda
ji zdravotni pojiStovna uhradi ¢i ne. Musime se, ale také zaméfit na feSeni situace,
kdy v duasledku rostoucich nakladi nebudeme moci zdravotni péci, nad ramec neodkladné péce,
vzdy poskytnout. DalS§im citlivym tématem je situace, kdy v rozkvétu medicinskych
technologii, s nim souvisejici nasledné lepsi a Casné€jsi diagnostice, v navaznosti kvalitnéjSich
terapeutickych vykonl a ucinnéjsi 1écby, narlsta pocet pacientli vyzadujicich zdravotni péci.
V disledku uvedeného dochazi k rozsifovani pozadavki na zdravotni péci, ktera
je n€kolikanasobné nakladnéjsi.

Samotné rozhodovani o tom, komu a kdy bude urcitd zdravotni sluzba poskytnuta,
je velmi eticky a moralné naro¢né. Optimalni by bylo, kdybychom mohli zdravotni péci
poskytnout bez omezeni v§em, ale moznosti soucasného zdravotnictvi jsou omezené a alokace
dostupnych zdrojl zcela zavisi na zdravotni politice statu. V disledku toho se dostdvame do
situace pridélované péce (Williams et al., 2012).

Cil teoretické studie

Hlavnim cilem je analyzovat, zmapovat v dostupnych literarnich zdrojich a pramenech
vysledky studii vénujici se problematice pridélované oSetiovatelské péce.

Pridélovana péce v oSetrovatelstvi

Pojem ptidélované péce mizeme definovat jako proces alokace omezenych zdroju, kterd by
méla byt videdlnim stavu naprosto spravedlivd a efektivni. Déle také jako nalézani
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a ospravedlnovani diivodii pro pfidélovani a nepiidélovani zdravotnickych sluzeb nékterym
lidem, kterym by mohly piinést uzitek (Williams et al., 2012).

Ve zdravotnictvi je aplikovéana ptidélovana oSetfovatelskd péce ve formée explicitni nebo ve
form¢ implicitni. Explicitni pfidélovand oSetfovatelskd péce je provadéna na Urovni
administrativni a je zaloZena na podklad¢ otevieného pfijeti nedostateCnych zdroji. Jeji zaklad
je zalozen na presné nastavenych pravidlech a normach (péce hrazena zdravotni pojistovnou).
Implicitni pfidélovana oSetfovatelska péce je aplikovana na tirovni zdravotnického pracovnika
a konkrétniho pacienta, kdy v disledku limitace zdroji dochdzi k omezeni péce, o kterém
rozhodne samotny zdravotnicky pracovnik. Implicitni pfidélovand oSetfovatelska péce je
spojena s ¢asteénou svobodou rozhodovani a je prevazné ve forme skryté. Tento stav je velkym
socialnim a moralnim problémem, jelikoZ nejsou presn¢ stanovend pravidla na zéklad¢, kterych
k omezeni péce dochazi. (Williams et al., 2012).

K zésadnim divodim nedostupnosti ¢i nemoznosti poskytnuti urcitého typu zdravotni sluzby
dochazi v disledku nedostate¢né kapacity, kdy ptikladem mohou byt dlouhé ¢ekaci doby nebo
nedostatek zdravotnického personalu v pracovnich sméndch. DalSim ptikladem jsou doplatky
za zdravotni péci, a to z pohledu pacientii ve stavu hmotné nouze. Nedostatecné vzdélani
zdravotnického persondlu ve sméru jazykovych dovednosti a kulturnich rozdild je zasadnim
bodem, ktery se objevuje v ptidélované oSetfovatelska péci. Zcela jisté dochazi k situacim, kdy
jazykova bariéra ma neptiznivy vliv na oSetrovatelskou péci (International, 2011). Dostupnost
zdravotni péce je také ovliviiovdna pfesunem ¢i odkladem neakutni péce, omezenim poctu
luzek, snizovanim kvality poskytovanych vykont ¢i pouziti levnych variant zdravotnickych
materiali.

Uvedené¢ ptiklady vyznamné ovliviiuji oSetfovatelskou péci a to z pohledu vnimani profesniho
prostiedi pro registrovanou sestru. Dale ve vztahu k negativnim vysledktim zdravotniho stavu
pacientil a také s ohledem na bezpeci pacienta. Pfikladem mohou byt zavéry multicentrické
studie autorského kolektivu Schubert et al. (2013). Do této studie bylo zapojeno 35
zdravotnickych zafizeni ve Svycarsku, které poskytuji akutni péci. Celkové se na této studii
podilelo 1633 registrovanych sester v pozici respondentil. Jako vyzkumna metoda byl pouzit
kvantitativni vyzkum. Hlavnim nastrojem, ktery vyzkumny tym pouzil, bylo scale BERNCA
(Schubert et al., 2013). BERNCA scale je nastroj, ktery pomoci stupnice (1 — ¢asto, 2 — n¢kdy,
3 — ziidka, 4 — nikdy, 5 — povinné) mé&fi postoje respondenta v ramci dotaznikového Seteni a
zjiStuje nazory registrovanych sester na problematiku pridélované oSetfovatelské péce.
Uvedené Setfeni bylo zaméfeno na provadéni oSetfovatelskych intervenci, které jsou pfedem
stanoveny Vv ramci oSetfovatelského procesu a v ramci pracovni smény. Nastroj zahrnuje 32
polozek — oSetfovatelské intervence, které registrovana sestra v ramci piridélového systému
vykonava u ptidélenych pacientl. Nizké skére BERNCA naznacuje nizkou hladinu ptidélového
systému (Schubert et al., 2013). V zavérech této studie se uvadi, ze 98 % zucastnénych
registrovanych sester v poslednich sedmi pracovnich dnech, nebyly schopny vykonat primérné
jednu ze 32 oSetfovatelskych intervenci, které jsou uvedeny v BERNCA scale (median 1,69,
smérodatna odchylka 0.571). V ramci pracovni ¢innosti registrovanych sester dochazi k alokaci
zdroji a vytvareni vlastniho hierarchického systému, ktery upfednostiiuje nezbytnou
oSetfovatelskou péci. V poptredi byly oSetfovatelské intervence, které maji pfimy vliv na
pacienta (monitorovani zivotnich funkci, aplikace 1é¢iv). Nejvice byly omezovany intervence,
u kterych neni nastaven cCasovy interval (psychosocialni podpora pacientdi, zpracovani
oSetfovatelské dokumentace). Mezi hlavni faktory, které oSetfovatelskou péci ovlivituji, byly
zafazeny: systém nastaveni priorit, pracovni prostfedi a personalni zdroje. Tyto prediktory
ovlivilyji pfiméfenost pii alokaci zdroji. Pokud dojde k ptekroceni ptedem definované prahové
hodnoty, zvySuje se riziko negativnich dopadii na vysledky pacientu (Schubert et al., 2013).

Dalsi studie, ktera se vénuje oblasti pfidélované oSetfovatelské péci je studie autorského
kolektivu Papastavrou et al. (2014). Tato studie se vénuje pfimo implicitnimu ptidélovani
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oSetfovatelské péce. Cilem studie bylo zjistit, zda je spokojenost pacienta spojena
s pridélovanim osSetfovatelské péce. Dale jaké je vnimani pracovniho prostiedi a samotné
vykondvani praxe registrovanych sester pii nastavovani oSetfovatelského procesu u pacienta.
Dalsim cilem byla identifikace prahové hladiny pro piidélovani péce, kdy zékladnim
parametrem je spokojenost pacienta (Papastavrou et al., 2014). Studie byla zamétena na dvé
kategorie respondentti — 352 dospélych pacientl a 318 registrovanych sester (10 oddé€leni z 5
vSeobecnych statnich nemocnic). Pouzitym nastrojem bylo dotaznikové Setfeni za pouziti
BERNCA scale a Revised Professional Practice Environment (RPPE), které se vénuje
vyhodnoceni pracovniho prostfedi (motivace, vztahy, konflikty, vedeni lidi a autonomie,
tymova spoluprace, kultivovanost, ptfenos informaci) u registrovanych sester. RPPE nastroj
méfi postoje respondenta a zjiStuje nazory registrovanych sester na danou problematiku za
pomoci ¢tyfbodové Likertové skaly (1 — nikdy, 2 — ziidka, 3 — obcas, 4 — ¢asto nebo 5 — vzdy).
Dale byl u pacientti pouzit dotaznik Satisfaction Scale (dotaznik vénujici se oblasti spokojenosti
pacientli s poskytovanou péci). Satisfaction Scale obsahuje 29 polozek rozdélenych do 3
domén, ve kterych se zaméfuje na pifimou a nepfimou oSetiovatelskou péc¢i. Hodnoceni
respondenta je pomoci Likertové Skaly a méfi postoje respondenta na dotazovanou
problematiku (Merkouris et al., 1999). Hlavnim zjisténim uvedené studie bylo negativni
vnimani dvou hlavnich proménnych, pfidélovani osetiovatelské pée a vnimani pracovniho
prostiedi s ohledem na spokojenost pacienta. Regresni analyza ukazala, ze péCe v ramci
ptidélového systému a pracovniho prostiedi ovliviluje spokojenosti pacienta. Pacienti uvadéli
velmi nizkou spokojenost v oblasti pfimé oSetiovatelské péce (zakladni oSetiovatelska péce,
informace, edukace), ale tato nespokojenost byla vazana na proménlivost a nestalost pracovniho
prostfedi. Ve zdravotnickych zafizenich, ktera disponovala dostatecnym poctem
zdravotnického persondlu a kvalitnim pracovnim prostiedim, bylo skore pfidélované péce
velmi nizké. Proti tomu zdravotnické zatfizeni s ne zcela korektnim pracovnim prostredim
a firemni kulturou, mé&lo skore ptidélované péce vysoké (Papastavrou et al., 2014). Zavér studie
shrnuje dulezitost nastaveni prahovych hodnot pro ptidélovy systém, které jiz ovliviuji
vysledny stav pacienta. Samotna pfidélovana oSetfovatelska péce by méla byt nastavena tak,
aby nebyla ohrozena bezpec¢nost pacienta (Papastavrou et al., 2014).

Pridélovy systém je také aplikovdn na urovni zdravotnickych zafizeni v rdmci dlouhodobé
oSetfovatelské péce. Studie autorti Zufiga et al. (2015) monitoruje vyskyt implicitniho
pridélovani o3etifovatelské péée v domech s pecovatelskou sluzbou na uzemi Svycarska. Cilem
této studie bylo popsat urovné implicitniho pfidélovani oSetfovatelské péce a dale prozkoumat
piidélovani péfe ve vztahu k urovni personalniho zajisténi, fluktuace personalu
a dalsich faktor v ramci pracovniho prostfedi. Do studie bylo ndhodnym vybérem zatazeno
156 zatizeni se 402 jednotkami a 4307 zaméstnanci v ptimé péci ve vSech urovnich vzdélavani.
V této skupiné bylo 25 % registrovanych sester. Aplikovanou vyzkumnou metodou byl
kvantitativni vyzkum pomoci dotaznikového Setfeni. Pouzitymi néstroji byly BERNCA scale,
stupnice Nursing Work Index (monitoruje pracovni prostiedi sester), Attitudes Questionnaire
(zaméfuje se na  kvalitu  pracovniho  prosttedi a  tymovou  spolupraci)
a dotaznik Stress Inventory, ktery sleduje vliv pracovnich stresort (Zuniga et al., 2015). Studie
ukazala, ze vuvedenych domech s pecCovatelskou sluzbou nedochdzi vyznamné casto
k implicitnimu pfidélovani péfe na trovni zdravotnickych pracovnikii (pfedevsim
registrovanych sester). V rdmci pfidélovani péce, nebyla omezovana zakladni oSetfovatelska
péce (hygiena, pfijem stravy, vyprazdilovani, medikace). Bylo zjisténo, Ze k omezeni
v diisledku implicitniho ptidélovani oSetfovatelské péce, dochazi pii zpracovani oSetfovatelské
dokumentace. Omezovana byla dale socidlni pée a pecovatelska sluzba. Zakladnim
ovliviiujicim faktorem pro vzniklé omezeni ¢i pfid€leni péCe byly personalni zdroje, tymova
spoluprace a vyssi pracovni stres. Zlepseni tymové prace a sniZzeni pracovniho stresu by mohlo
vést k omezeni aplikace implicitniho pfidélovani oSetfovatelské péce (Zuniga et al., 2015).
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Dalsi problematika, kterd vyznamné ovliviiuje oSetfovatelskou péci, je péce opomijend,
zmeskana ¢i chybéjici (missed care). K této situaci mize dochazet zriznych davodi.
Ptikladem muze byt neposkytnuti péce v dusledku alokace zdrojti a pridélované péce. Pokud
pacient nedostava v pritbehu hospitalizace kvalitni oSetfovatelskou péci, v rozsahu odpovidajici
jeho onemocnéni, miize dochazet k zhorseni jeho zdravotniho stavu, komplikacim a naslednym
negativnim vysledkiim. Vyznamné je ohrozZena kvalita oSetfovatelské péce a bezpeci pacienta.
Problematikou opomijené ¢i chybé&jici péce se zabyvala studie autorského kolektivu Kalisch et
al. (2011). Tato studie byla provedena v ramci 10 zdravotnickych zafizeni poskytujicich akutni
péci. Zapojeno bylo celkem 110 oddé€leni a 4086 respondentt (registrované sestry, praktické
sestry, asistenti sestry). Vyzkumnym nastrojem byl dotaznik MISSCARE survey, ktery je
primarn¢ zaméten na kvantitativni sbér dat. Dotaznik je rozd€len na ¢ast prvni (zmeSkana
oSetrovatelska péce), kde respondent ve 24 polozkach odpovidd na otazky tykajici se
neprovedenych oSetiovatelskych intervenci, které jsou pfedem stanoveny v ramci
oSetfovatelského procesu (stupnice 1 — nikdy, 2 — zfidka, 3 — ob¢as, 4 — ¢asto nebo 5 — vzdy).
V druhé ¢asti dotazniku, odpovida respondent v 16 polozkach rozdélenych do 3 kapitol na
predem stanovené duvody zmeskané péce (Stupnice 1 — neni faktorem pro zmeskani péce, 2 —
minimalni faktor, 3 — sttedni faktor a 4 — vyznamny faktor) (Kalisch et al., 2011). Zavéry studie
prokazaly vztah mezi Grovni zdravotnickych zafizeni a typem zmeskané péce. Trendy v Cetnosti
a typologii zmeskané péce byly u vSech nemocnic podobné. Celkové Ize konstatovat, ze ke
zmesSkané péci dochazelo v rdmci polohovéni, vyzivy, medikace, zpracovani oSetfovatelské
dokumentace. Divody pro zmeskani péce byly také podobné u vSech zarazenych nemocnic.

vvvvvvvv

pracovni zatéz (Kalisch et al., 2011).

Zavér

Dle vyse uvedenych studii je dolozitelny negativni vliv pridélované oSetfovatelské péce.
Vyznamny podil na ném ma implicitni pfidélovand oSetfovatelskd péce, kterd nemd jasna
pravidla, ale ani zcela jasné hranice. Je aplikovana na urovni zdravotnického pracovnika
a konkrétniho pacienta, kdy v disledku limitace zdroji dochdzi k omezeni péce, o kterém
rozhodne samotny zdravotnicky pracovnik. Zakladnimi faktory v disledku, kterych je
realizovanad implicitni pfidélovand oSetfovatelska péce, jsou personalni zdroje, pracovni
prostiedi, tymové spoluprace, pracovni stres a systém nastaveni priorit. V Ceské republice, dle
dostupnych zdroji, dosud nebyla realizovana z4dné studie, kterd by se vénovala ptidélované
oSetfovatelské péci. V souCasné dob¢, kdy se ceské zdravotnictvi dostdva do situace
vyznamného nedostatku registrovanych sester a v disledku této situace dochazi k omezovani
poskytovani péce, by mohl vyzkum ukazat, Ze studie zaméfena na oblast ptidélované péce by
ukdzala slabé stranky organizace systému poskytovani oSetfovatelské péce.
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BEZPECNOSTNIi PROCES NA OPERACNIM SALE (E-POSTER)
SAFETY PROCESS IN THE OPERATING THEATER
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Abstrakt

Cil: Cilem prace bylo zjistit, jak je bezpecnostni proces provadén na kardiochirurgickych
operac¢nich salech ve vybraném zdravotnickém zafizeni.

Metodika: Metodou sbéru dat bylo pozorovani kardiochirurgického opera¢niho personalu pii
provadéni bezpecnostniho procesu ve vSech tfech jeho fazich a zapisi Setfeni do auditniho listu
vlastni konstrukce, ktery vychazi z osetfovatelského standardu Fakultni nemocnice Ostrava —
Univerzalni protokol prevence zamény pacienta, mista operace ¢i provadéného vykonu. Pocet
kardiochirurgickych operaci, které byly ndhodné vybrany v obdobi od 1. 2. 2014 do 30. 10.
2014, kdy auditni Setieni probihalo, bylo 145.

Vysledky: V prvni fazi bezpecnostniho procesu pii pfedavani pacienta mezi sestrami byla
identifikace pacienta, pifedani jeho kompletni dokumentace a zapis do formulafe
bezpecnostniho procesu provedena u vétSiny akutnich i pldnovanych operaci. Identifikace
pacienta v druhé fazi té€sné pied pripravou k operaci nebyla provedena perioperacni sestrou
pouze v jednom piipadé. Ve dvou piipadech nebyl proveden dotaz o celkové pfipravenosti
pacienta k opera¢nimu tymu pied chirurgickym fezem, ob¢ tyto operace byly urgentni. Tteti
faze bezpecnostniho procesu po skonceni operace byla ve vSech bodech splnéna u vSech 145
operaci.

Zaver: Bezpe€nostni proces na kardiochirurgickych operacnich sidlech FNO je provadén
persondlem ve vSech jeho fazich v€as a dle oSetiovatelského standardu FNO. Vyjimkou
uplného nebo ¢aste¢ného neprovedeni bezpecnostniho procesu jsou vykony provadéné v ¢asové
tisni, tedy operace akutni, kdy je veskera ¢innost zdravotniki sméfovana na zachranu lidského
Zivota.

Klicova slova: auditni Setfeni, nemocni¢ni zatizeni, bezpeci, kvalita, bezpeCnostni proces,
operac¢ni sal, komunikace

Abstract

Aim: The aim of this work was to find out how the safety processes are performed on cardiac
operating theatres in the choosen health care facility.

Methods: The data collection method was the observation of cardiac operations personnel
during the implementation of the safety processes in all three phases, and records of the
investigation into the audit worksheet own design, which is based on the standard of nursing
University Hospital Ostrava (FNO) — Universal protocol to prevent confusion of the patient,
the surgical site and conducted performance. The number of cardiac surgeries, which were
randomly selected during the period from 01/02/2014 until 30/10/2014, when the survey was
conducted was 145.

Results: During the first phase of safety process, in the time of a transmission between the
patient's nurses was patient's identification, transfer of his complete documentation, and
registration in the form of safety process performed by the both, acute, and also planned
operations. In two cases, the question of the overall readiness of the patient for the planned
operation before surgical incision was not performed, both of these operations were urgent. The
third phase of the safety process — after an operation, has been completed at all points for all
145 operations.
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Conclusion: The safety process at cardiosurgical operating theaters of FNO is being carried out
by personnel in its all phases on time, and according to nursing standards of FNO. Exceptions
for incompletition, or partial failure of the fullfillment of the safety process are surgical
procedures performed under a time pressure, i.e. acute operations, where all activities of health
professionals is geared to save human life.

Key words: audit inquiry, hospital equipment, safety, quality, safety process, operating theatre,
communication
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GENDEROVE STEREOTYPY VE ZDRAVOTNICTVI
GENDER STEREOTYPES IN HEALTH
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Abstrakt

Cile: Byly stanoveny tyto cile:

- Zjistit, do jaké miry pfetrvavaji genderové stereotypy ve vztahu k profesi vSeobecného
oSetrovatele u dnesnich stfedoskolakt, potencialnich studentt tohoto oboru.

- Mezi zdravotniky ovéfit, jak oni sami vnimaji pfitomnost muzii na pozici vSeobecny
oSetfovatel a zda management zdravotnickych zafizeni cilené muze na tyto pozice vyhledava
a motivuje k vykonu tohoto povolani.

- U ndhodné vybranych zéastupcii vefejnosti ovétit, zda v populaci pretrvavaji genderové
stereotypy v oblasti povolani.

Metody: Kvantitativni prizkum formou anonymniho dotazniku pro management nemocnic,

vSeobecné sestry a laickou vetejnost.

Vysledky: Celkem bylo testovdno 7 hypotéz s vyuzitim zékladnich statistickych metod.

Z vyhodnoceni dotaznikli pro stfedoskolaky vyplyva, Zze povolani vSeobecného osetfovatele

studenti neznaji ajejich pfedstavu o této praci nejvice ovlivnily pfedstavy o povolani

osetfovatele. Dale se potvrdilo, ze mladi lidé ptebiraji spolecenské a kulturni stereotypy

V oblasti genderu a povolani. V oslovenych zdravotnickych zatizenich se pocet muzi ve

sledované profesi pohybuje mezi 1/3 — 1/5 celosvétového priméru. Vedeni nemocnic nevyviji

zadnou zvySenou snahu o zvySeni jejich poc¢tu. Zdravotnici samotni obecné toto povolani

povazuji za vhodné pro obé& pohlavi. Vysledky u zastupctli vefejnosti prokazaly velmi pozitivni

pokrok spolecnosti v oblasti genderové problematiky. Zjisténé naznaky genderové segregace

byly minimalni.

Klicova slova: gender, vSeobecny oSetfovatel, genderové stereotypy, segregace pracovniho
trhu.

Abstract

Aims:

- Determine the extent to which gender stereotypes persist in relation to the profession of nurse
in today's high school students, prospective students in this field.

- Among health care professionals, to verify how they themselves perceive the presence of
mens in the position of general nurse and whether management of health care facilities
focused for mens for these positions also if they searched and motivated to pursue that
profession.

- In randomly selected members of the public, check if the population gender stereotypes
persist in their profession.

Methods: A quantitative survey using anonymous questionnaire for the management of

hospitals, nurses and the general public.

Results: A total of 7 tested hypotheses using basic statistical methods. The evaluation

questionnaire for high school students shows that the profession of nurse students know and

their idea of this work most influenced ideas about the care profession. It was further confirmed
that young people take social and cultural stereotypes in gender and occupation. In the health
facilities surveyed, the number of mens in the profession pursued between 1/3 - 1/5 of the world
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average. Keeping hospitals not involved in any extra effort to increase their numbers. Health
workers themselves this profession generally considered suitable for both sexes. Results for
members of the public showed very positive progress of society on gender issues. Detected
signs of gender segregation were minimal.

Keywords: gender, general nurse, gender stereotypes, labor market segregation.
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FAKTORY OVPLYVNUJUCE EFEKTIVNOST KLINICKEHO PROSTREDIA
V PREGRADUALNEJ PRIPRAVE SESTIER

FACTORS INFLUENCING THE EFFECTIVENESS OF CLINICAL LEARNING
ENVIRONMENT IN NURSING EDUCATION
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Hudakova”, Slavka Mroskova”
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oSetrovatelstva

Abstrakt

Ciel’. Ciel'om deskriptivnej prierezovej Studie bolo zistit’ ako Studenti oSetrovatel'stva hodnotia
vybrané¢ faktory klinického prostredia v priebehu oSetrovatel'skej praxe v zdravotnickych
zariadeniach. Zist'ovali sme vzt'ahy medzi vybranymi faktormi klinickej vyucby a hodnotenim
klinického prostredia Studentmi.

Metody: Vyskumu sa zucastnilo 503 Studentov druhych a tretich ro¢nikov Studijného programu
oSetrovatel'stvo zo Siestich univerzit v ramci SR. Na hodnotenie klinického prostredia bol
pouzity validny a reliabilny dotaznik Clinical Learning Environment, Supervision and Nurse
Teacher evaluation scale (CLES+T). Rozdiely v hodnoteni klinického prostredia sme zist'ovali
Pearsonovym chi-kvadratovym testom, viacfaktorovou analyzou rozptylu (ANOVA). Na
zistenie zavislosti medzi premennymi sme pouzili Pearsonov korela¢ny koeficient. Vysledky
boli spracované na hladine Statistickej vyznamnosti a < 0,05.

Vysledky: Vyznamna cCast’ Studentov uvadzala skusenosti s tradicnym modelom skupinove;j
supervizie. Metdda supervizie, frekvencia superviznych stretnuti a dizka klinickej praxe na
pracovisku mali signifikantny vzt'ah k hodnoteniu klinického prostredia.

Zaver: Metoda supervizie predstavuje signifikantny faktor ovplyviiujuci hodnotenie klinického
prostredia Studentmi. V porovnani s eurdpskymi Studiami sme zistili niz§iu mieru
implementécie individualneho supervizneho vzt'ahu Studenta s mentorom. V rdmeci univerzit na
Slovensku dominoval tradicny skupinovy model supervizie. Uvedené vysledky umoznuju
analyzu faktorov vyznamnych pre zabezpecenie kvality klinickej vyucby.

KUlucové slova: klinicka vyucba, klinické prostredie, klinicka supervizia, mentoring

Abstract

Aim: The purpose of the cross-sectional descriptive study was to investigate how nursing
students evaluate particular factors of clinical learning environment during their clinical
placement in hospitals. We explored which factors of the clinical environment contribute
significantly to students' perceptions of clinical learning environment

Methods: The sample included 503 students attending the second or the third year from six
Slovak universities. Student nurse experiences of clinical learning environments, the
supervision provided by qualified nurses in clinical placements were measured by the Clinical
Learning Environment, Supervision and Nurse Teacher evaluation scale. The data were
analysed using descriptive statistics, Pearson’s chi-square test, multifactorial ANOVA
procedure and Pearsons’ correlations and p-value < 0.05 was taken to indicate statistical
significance for all comparisons.

Results: Majority of students in the Slovak sample experienced a traditional model of group
supervision. Frequency of supervision meetings and mainly the supervision model have a
significant association with students” perceptions of clinical learning environment.
Conclusion: The supervision methods have an association with students” perceptions of clinical
learning environment. In comparision with European studies we did not confirm a move from
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group supervision approach to a one-to-one supervision orientation. The study offers a valuable
insight into analysis of factors contributing to improvevement of clinical learning environment
and models of clinical or workplace training.

Key words: clinical learning, clinical learning environment, supervision, mentorship

Studia vznikla ako siucast projektu KEGA Hodnotenie klinického prostredia v pregradudlnom
vzdeldavani sestier (016PU-4/2015).
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SKUSENOSTI S REALIZACIOU EDUKACNEHO PROGRAMU ZAMERANEHO NA
PREVENCIU NOZOKOMIALNYCH NAKAZ

EXPERIENCE IN IMPLEMENTING EDUCATIONAL PROGRAM AIMED AT THE
PREVENTION OF NOSOCOMIAL INFECTIONS

Livia HadaSova, Terézia Fertalova, Iveta Ondriova
Presovska Univerzita v Presove, Fakulta zdravotnickych odborov, Katedra oSetrovatel 'stva

Abstrakt

Uvod: Realizacia edukaéného programu pre sestry v oblasti prevencie nozokomialnych nakaz
je jedna z moznosti ako posilnit’ bezpecnost’ pacienta, podporit’ proces zabezpeCovania a
zvySovania kvality v zdravotnickom zariadeni a zvysit’ odbornu erudiciu sestier.

Ciel. Predstavit edukacny program zamerany na prevenciu nemocni¢nych nakaz, ktory je
sicast’ou stratégie prevencie a kontroly nozokomialnych infekcii v klinickej praxi.

Metody:  Edukaény program bol organizovany v privatnom zdravotnickom zariadeni
Vv kosickom regione v rokoch 2010-2015, raz mesacne, 9x rocne, bol ureny pre vedice sestry,
kontaktné sestry oddeleni pre nozokomialne nakazy, celkovo sa ho zucastnilo 44 o0sob.
Obsahom edukacného stretnutia v rozsahu 90 minat bola kazuistika pripadu nozokomidlnej
nakazy, rozbor a vysledky kontroly hygienicko-epidemiologického rezimu, Standard
osetrovatel'ského vykonu suvisiaceho s rizikom vzniku nozokomidlnej nakazy. Sucastou
edukacného programu boli aj prehl'ady rezistencii na antimikrobidlne latky podl'a oddeleni,
novelizované pravne predpisy a informéacie zo Studii rieSiacich problematiku nozokomidlnych
nakaz.

Vysledky: V mikrobiologickom monitoringu z ruk a prostredia 0 60% pokles pozitivnych
vysledkov, eliminacia chyb a nedostatkov v hygienicko-epidemiologickom rezime, znizenie
spotreby antibiotik z22% na 17%, pri stipajicom pocte hospitalizovanych pacientov,
zvySujuce sa percento hlasenych nozokomialnych nékaz z 0,6 na 1,1%, vypracované a do praxe
implementované Standardy suvisiace s problematikou profylaxie a rieSenia nozokomialnych
nakaz.

Zaver: Dosiahnuté vysledky v klinickej praxi preukazali efektivnost’” eduka¢ného programu
zameraného na podporu bezpecnosti pacienta v aspekte prevencie nozokomialnych nékaz.

KUrucové slova: nozokomialne nakazy, prevencia, kontrola, sestra, edukacny program.

Abstract

Introduction: Implementing an educational for nurses in the prevention of nosocomial
infections is one of the ways to enhance patient safety, support the process of quality assurance
and quality improvement in health care facilities and enhance the professional expertise of
nurses.

Aim: Introduce an educational aimed at the prevention of hospital-acquired infection, which is
part of the strategy of prevention and control of nosocomial infections in clinical practice.
Methods: The educational was organized in private health facilities in the KoSice region in the
years 2010-2015, monthly, 9 times per year. It was meant for managing nurses, department
contact nurses for nosocomial infections, overall it was attended by 44 people. The educational
content of 90 minutes was case reports of cases of nosocomial infections, analysis and
inspection results of sanitary epidemiological regime, standards of nursing performance
associated with the risk of nosocomial infections. The educational also included reports of
resistance to antimicrobial agents by department, amended regulations and information from
studies addressing the issue of nosocomial infections.

Results: In microbiological monitoring of hands and environment there was 60% decline in
positive results, an elimination of errors and deficiencies in the sanitary-epidemiological
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regime, a reduction in the consumption of antibiotics from 22% to 17% against an increasing
number of hospital patients, increasing the percentage of reported nosocomial infections from
0.6 to 1.1%, developing and implementing in practice the standards related to the problem of
solutions for the prophylaxis of nosocomial infections.

Conclusion: The results obtained in clinical practice have shown the effectiveness of the
educational on promoting patient safety in the aspect of prevention of nosocomial infections.

Key words: nosocomial infections, prevention, monitoring, nurse, educational programme.

Uvod

Nemocnicna nakaza (d’alej NN) je ndkaza vnatorného alebo vonkajSieho povodu, ktoré vznikla
V pri¢innej suvislosti s pobytom alebo vykonom v zdravotnickom zariadeni alebo zariadeni
socialnych sluzieb (Zakon ¢.355/2007 Z.z). Krkoska (2002, s.8) uvadza, ze podl'a Centre for
Disease Prevention and Control je nozokomialna ndkaza definovana ako lokalny alebo celkovy
stav, ktory je vysledkom reakcie pritomného infekéného agens alebo jeho toxinu. Vznika pocas
hospitalizacie, pricom infekcia nie je pritomna a rovnako nie je v inkubacnom Case pri prijati,
pri¢om spiia $pecifické kritéria lokalizacie infekcie. Ked’ inkubaéna doba nie je znama, su za
nozokomialne nakazy povazované tie, ktoré vznikli po viac ako 48-72 hodinach od prijatia do
zdravotnickeho zariadenia. NajCastejSimi su infekcie mocovych ciest, nasleduju infekcie
dychacich ciest, infekcie v mieste chirurgického vykonu, infekcie krvného rieciska a ostatné
(ECDC, 2013). V sucasnej dobe zdravotna starostlivost’ zahifia okrem klasickej nemocniénej
starostlivosti aj iné formy poskytovania intenzivnej, resp. invazivnej zdravotnej starostlivosti,
napr. v zariadeniach jednodinovej chirurgie, v poliklinickych centrach, Specializovanych
ambulanciach, predpoklada sa, ze infekcie moézu byt akvirované vo vsSetkych tychto
zariadeniach. Z tohto dovodu sa postupne termin nozokomialne nakazy nahradza terminom
nakazy suvisiace so zdravotnou starostlivostou (HAI — healthcare- associated infection)
(Mayhall, 2012). Na Slovensku sa podl'a oficialnej $tatistiky nozokomidlne ndkazy vyskytuju
priblizne u 0,5 -1% hospitalizovanych pacientov (UVZ, 2012). Toto &islo je nerealisticky nizke.
V sucasnosti sa priemernd incidencia nozokomidlnych ndkaz v nemocniciach vo vyspelych
krajinach pohybuje v rozmedzi 6-10% hospitalizovanych pacientov. Vyssi vyskyt NN sa
zist'uje u kriticky chorych pacientov na jednotkach intenzivne;j starostlivosti a na oddeleniach
S va&§im poétom imunokompromitovanych pacientov (Stefkovi¢ova, 2013, 5.77). Z uvedenych
dovodov je nevyhnutné neustale hl'adat’ vzdy nové a uc¢inné metody prevencie a profylaxie.
Literarne zdroje uvadzaju, ze priblizne u 20-30% pripadov nozokomiélnych infekcii je mozne
predist’ intenzivnymi programami na prevenciu a kontrolu nozokomialnych nakaz (Stastna,
2005, s.21). Efektivnym program pre prevenciu mozno ovplyvnit’ pocet a zadvaznost NN
i finan¢né naklady. V roku 1985 v projekte SENIC v USA (Study on the Efficacy of
Nosocomial Infection Control) bolo dokazené, Ze ak m& nemocnica zriadeny nemocni¢ny tim
a zaobera sa cielenou, premyslenou kontrolou NN, vyskyt NN poklesne o 32%. Tento program
je efektivny v prevencii prenosu nozokomidlnych nakaz, ale aj ndkladovo efektivny. Bolo tiez
dokdzané, ze pri minimalnych preventivnych opatreniach sa vyskyt nozokomidlnych nakaz
znizil o 6%. Naopak, ak sa tejto problematike nevenuje systematicka, riadena pozornost’, pocet
infekcii narastd (Haley et al., 1985, 5.22).

Ciel’

Cielom prace je predstavit' realizaciu edukacného programu zameraného na prevenciu
a kontrolu NN, ktory je sucastou programu Stratégie prevencie a kontroly NN v klinickej
praxi. Edukaény program je zamerany na posilnenie bezpecnosti pacienta, zvySovanie
odborne;j erudicie sestier a podporu rozvoja kvality poskytovanej zdravotnej starostlivosti.
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Subor a metodika

Eduka¢ny program zamerany na prevenciu a kontrolu nozokomialnych nakaz bol organizovany
V privatnom zdravotnickom zariadeni v koSickom regione s poctom 16zok 379. Jeho aplikacia
V praxi prebiehala kontinudlne v obdobi rokov 2010-2015. Edukacia bola realizovand ako
vzdeldvacia aktivita miestnej urovne v trvani 90 minut raz mesacne, 9x ro¢ne, na samostatnych
edukacnych stretnutiach, kde témy boli Specificky prispdsobené k zisteniam a identifikovanym
nedostatkom na vybranom oddeleni. Za vytvorenie a realizdciu edukac¢ného programu
zodpovedal tGstavny hygienik, namestni¢ka pre oSetrovatel'stvo a epidemiologicka sestra.

Struktira edukaéného programu pozostavala z 5 zakladnych okruhov:

1. Kazuistika pripadu nozokomialnej ndkazy z vybrané¢ho oddelenia.

2. Standard vybraného osetrovatel'ského vykonu, savisiaceho s rizikom NN.

3. Rozbor hygienicko-epidemiologického rezimu vybraného oddelenia a vysledky
mikrobiologického monitoringu.

4. Statistika — poet NN, podet operacii, po¢et odobratych hemokultir, poéet pozitivnych
hemokultur, pocet zavedenych periférnych venoéznych katétrov.

5. Prehl'ady mechanizmov rezistencie na antimikrobialne latky.

Cielovou skupinou pre edukacné stretnutia boli kontaktné sestry oddeleni pre NN, vedlce
a usekové sestry oddeleni, celkovy podet za¢astnenych osob bol 44. Clenovia ciel'ovej skupiny
boli na svojich pracoviskach zodpovedni za prenos informacii a realizéciu opatreni, tykajicich
sa prevencie NN. Efekt eduka¢ného programu sme zist'ovali sledovanim indikatorov ako pocet
kontaminovanych sterov z nemocni¢ného prostredia, pocet kontaminovanych odtlackov z rik
personalu, pocet infekcii v operacnej rane na pocet operacii, pocet pacientov s pozitivnou
hemokultirou, ndklady na antibiotikd, ndklady na dezinfekciu.

Vysledky

Po piatich rokoch fungovania timu pre kontrolu infekcii, na zdklade aktivnej spoluprace
komisie pre NN a antibiotickej komisie, pravidelného monitorovania a vyhodnocovania
stanovenych indikatorov a realizdcie eduka¢ného programu sme v stratégii prevencie
a kontroly NN, dosiahli uvedené vysledky:

1. Pravidelny mikrobiologicky monitoring prostredia, ruk — pokles pozitivnych vysledkov
060% - ¢o odraza spravnost” vykonavania dekontaminacnych postupov a G€innost’
dezinfekénych prostriedkov.

2. Pravidelny vykon auditov realizdcie a dokumentacie oSetrovatel'skych vykonov
stvisiacich s rizikom NN, ¢o donieslo efekt postupnej eliminacie chyb a nedostatkov
prostrednictvom napravnych a preventivnych opatreni.

3. Do praxe implementované Standardy bariérového oSetrovatel'stva a Standardy na
profylaxiu ranovych, mocovych, krvnych infekcii a oSetrovatel'skych vykonov
stvisiacich s prevenciou a rizikom NN.

4. Vykon auditov hygienicko-epidemiologického rezimu a prislusnej dokumenticie,

postupna eliminacia nedostatkov.

Zvysujuce sa percento hlasenych nozokomialnych nakaz z 0,06 na 1,1 %.

6. Znizenie spotreby ATB z23% na 17% z celkovych nakladov na lieky (zniZenie
empirického podavania ATB), pri stipajicom pocte hospitalizovanych pacientov
a operacnych vykonov.

7. Zavedeny kontinudlny vzdelavaci program pre Standardizované oSetrovatel'ské vykony
vyzadujuce asepticky pristup a legislativne poziadavky tykajice sa nemocni¢nej
hygieny.

o
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Diskusia

V zmysle platnej legislativy podla Zakona ¢. 578/2004 Z.z., je povinnostou kazdého
zdravotnickeho zariadenia mat zavedeny systém kvality. Sucastou systému kvality je
zadefinovany program Bezpe¢nosti pacienta, ktorého sucast’'ou je stratégia prevencie a kontroly
NN. Zakladom uvedeného programu bolo vytvorenie smernic, manualov pre hygienicko -
epidemiologicky rezim oddeleni, d’alej Standardov zameranych na oSetrovanie ran, zavedenie
a oSetrovanie, periférnych vendznych katétrov, permanentnych mocovych katétrov, bariérové
oSetrovatel'stvo, hygienu ruk, procesy sanitdcie a dekontaminacie prostredia a zdravotnickych
pomocok, bezpecni manipuldciu a transport Dbiologického materidlu, manipulaciu
s nebezpecnym odpadom. Hygienicko—epidemiologicky rezim stanovuje prevadzkovy
poriadok oddeleni, je v podobe riadenej formy dokumentécie, zahiiia dezinfekény program,
rezim a manipulaciu s nemocni¢nym pradlom, manipulaciu so stravou, triedenie a separaciu
odpadov na oddeleni, Standardné pracovné postupy pri vyskyte multirezistentnych kmenov.
Mesacne sme na vybranych oddeleniach realizovali kontroly hygienicko-epidemiologického
rezimu, d’alej vykonavali a vyhodnocovali vysledky mikrokrobiologického monitoringu
prostredia a odtla¢kov ruk, ¢o poskytlo informéacie o rezervoaroch pévodcov nozokomialnych
infekcii, d’alej kontaminacii predmetov a ucinnosti vykondvanej dezinfekcie. Cielom
vzdeldvania bolo, aby si zdravotnicki pracovnici boli vedomi doleZitosti a principov prevencie
a kontroly NN, kritickych bodov v hygienicko-epidemiologickom rezime aVv procese
starostlivosti 0 pacienta. Podl'a autorick (Cervenanova, Blazejova, 2011, s.17) §tadie
a skusenosti z praxe poukazuju, Ze sestry majui nedostatocné vedomosti v zasadach dezinfekcie,
predsterilizacnej priprave a hygiene ruk. V §tadii, v ktorej autori zistovali a porovnavali uroven
vedomosti, zrunosti a navykov sestier v problematike centralnych ven6znych katétrov vo
vztahu k rizikdm infekcie na vybranych oddeleniach podl'a odporuc¢ani CDC a procesudlnych
Standardov, poukdzala, Ze sestry nedodrziavaju niektoré zakladné bariérové oSetrovatel'ské
techniky a nemaju dostato¢né vedomosti v osetrovatel'skych postupoch, ktoré suvisia s rizikom
a vznikom nozokomialnych nakaz (Kel¢ikova, Sakmarova, 2011, s.11).

Eduka¢ny program vznikol na zdklade identifikovanych nedostatkov pocas oSetrovatel'skych
auditov oSetrovatel'skych vykonov, zistenych nedostatkov v hygienicko-epidemiologickom
rezime oddeleni. Sti¢ast’ou naplne edukaéného programu boli aj aktudlne novelizované pravne
predpisy a informacie z domacich a zahrani¢nych $tadii rieSiacich problematiku prevencie
i kontroly NN. Uvedeny eduka¢ny program spristupnil informacie z aktivnej ¢innosti komisie
pre NN (sledovanie po¢tu NN, analyza hlasenych NN a z nich vybrané kazuistiky, pocet
odobranych a pozitivnych hemokultir) a komisie pre racionalnu antibiotickt politiku a liecbu
- Standardy pre profylaktické, empirické a cielené podavanie antibiotik, sledovanie nakladov na
spotrebu antibiotik podla jednotlivych skupin, prehlady mechanizmov rezistencie na
antimikrobialne latky. K uspesSnej realizacii edukacného programu zameraného na prevenciu
NN prispelo aj vytvorenie timu pre kontrolu infekcii a referdtu nemocni¢nej hygieny
Vv organizacnej Struktire nemocnice so zadefinovanim stratégie, cielov, kompetencii a tloh.
Tim pre kontrolu infekcii tvori nemocni¢ny hygienik, epidemiologicka sestra, ¢lenovia komisie
NN, klinicky mikrobiolog, kontaktni lekari oddeleni pre NN, kontaktné sestry oddeleni pre NN.
Tim pre kontrolu a prevenciu NN tvori a realizuje programy pre kontrolu infekcii na rovni
nemocnice.

Zaver

Nozokomidlne ndkazy predstavuji vazny medicinsky, ekonomicky i eticky problém, st
zavaznou komplikaciou zdravotnej starostlivosti a podielaju sa na predcasnych umrtiach.
Zhor$uju kvalitu Zivota pacientov, predlzovanim dizky hospitalizacie a potrebou d’aliej lie¢by
zhorSuji ekonomiku nemocnic. Manazment rizik sa stdva nevyhnutnou sucastou manazmentu
organizacie, pretoze i napriek vSetkej starostlivosti nie je mozné vylucit’ mnozstvo neziaducich
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situacii, ktoré mézu ohrozit’ jej Cinnost’ (Szekelyova, Dimunova, 2014, s.31). Svetovy trend
rieSenia prevencie nozokomialnych nékaz sa realizuje prostrednictvom programov bezpecnosti
pacienta. Podl'a pokynu Uradu pre dohl'ad nad zdravotnou starostlivostou je nevyhnutnostou
V ramci stratégie bezpecnosti pacienta v kazdom zdravotnickom zariadeni spracovat’ program
na prevenciu NN, ktorého sucast'ou je nastavenie spolahlivého systému identifikacie, evidencie
a analyzy NN, d’alej implementécia preventivnych opatreni pre zniZenie vzniku NN (UDZS,
2014). V zmysle posilnenia bezpe€nosti pacienta a zabezpelenia a zvySovania kvality
poskytovanej starostlivosti ma mat’ zdravotnicke zariadenie do praxe implementovany systém
sustavného vzdeldvania. Konstatujeme, zZe navrh, vytvorenie a realizacia nasho edukac¢ného
programu zameraného na prevenciu NN sa javi ako G¢inny. Dosiahnuté vysledky v Klinickej
praxi preukazali efektivnost’ vytvoreného a realizovaného edukac¢ného programu zameraného
na podporu bezpecnosti pacienta v aspekte prevencie NN.
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Abstrakt

Cil: Cilem studie bylo validovat oSetfovatelské aktivity oSetfovatelskych intervenci
z klasifika¢niho systému NIC 1054 Asistence pifi kojeni a 5244 Poradenstvi pii kojeni
vybranym souborem neonatologickych sester a porodnich asistentek — expertek.

Metody: Za ucelem validace oSetfovatelskych intervenci byl pouzit upraveny Fehringiv model
validity diagnostického obsahu (Diagnostic Content Validity Model), ktery v souvislosti S
validaci oSetfovatelskych intervenci byva oznaCovan jako Fehring Interventions Content
Validition (ICV). Soubor tvofilo 81 neonatologickych sester a porodnich asistentek — expertek.
Za expertky byly povazovany sestry pracujici na neonatologii, které¢ ziskaly minimalné 4 body
dle modifikovanych Fehringovych kritérii. Neonatologické sestry spliiovaly kritérium vzdélani
V oboru vSeobecnd sestra se specializovanou zpusobilosti détské sestry a zaroven byly
absolventkami certifikovaného kurzu pro lakta¢ni poradkyné s délkou praxe vice jak 5 let. Do
skupiny expertek byly zatfazeny i absolventky bakalarského stupné vzdélani v porodni asistenci,
s minimalni délkou kontinudlni praxe 5 let na novorozeneckém oddéleni. Pro posouzeni
vyznamnosti oSetfovatelskych zasahi byl pouzit meéfici ndstroj obsahujici 63 polozek
oSetrovatelskych aktivit uvedenych v klasifika¢nim systému NIC.

Vysledky: Na podklad€ nazoru experti bylo detekovano pouze 6 oSetfovatelskych €innosti jako
nevyznamné u intervence 1054 - Asistence pii kojeni. U intervence 5244 - Poradenstvi pfi
kojeni jako nevyznamné oznacili experti 3 ¢innosti. Ob€ intervence dosahly vaZzeného skore >
0,80.

Zaver: Osetrovatelské intervence, které 1ze vyuZit v neonatologické péci pro edukaci o kojeni,
jsou validni.

Klicova slova: ICV model, expert, asistence pii kojeni, poradenstvi pii kojeni, oSetfovatelska
intervence, validace.

Abstract

Aim: The aim of this study was to validate the nursing activities of nursing interventions of the
NIC classification system in 1054 Assistance with breastfeeding and lactation consultancy 5244
file selected neonatal nurses and midwives - experts.

Methods: To validate the nursing interventions used a modified model Fehringiiv diagnostic
content validity (Diagnostic Content Validity Model), which in connection with the validation
of nursing interventions is termed Fehring Interventions Content Validition (ICV). The sample
consisted of 81 neonatal nurses and midwives - experts. For they were considered expert of
nurses working in neonatology, which received at least 4 points by modified Fehringovych
criteria. Neonatal nurses meet the criterion of education in the field of general nurse with
specialized qualifications baby sister and was also a graduate course for certified lactation
consultant practice with a length of more than 5 years. To a group of IT specialists were
included graduates of the bachelor of education degree in midwifery, with a minimum length
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of 5 years continuous experience in a nursery. To assess the significance of nursing
interventions used measurement instrument containing 63 items nursing activities listed in the
classification system NIC.

Results: On the basis of expert opinion was revealed only six nursing activities as insignificant
at the 1054 intervention - Assistance during breastfeeding. In 5244 intervention - Consulting
during lactation experts as insignificant marked 3 activity. Both interventions have achieved a
weighted score of> 0.80.

Conclusions: Nursing interventions that can be used in neonatal care, for education about
breastfeeding, are valid.

Key words: ICV model, expert, help with breastfeeding, advice on breastfeeding, nursing
interventions, validation.

Uvod

V soucasné dobé je kromé klasifikacniho systému NANDA-I (North American Nursing
Diagnosis Association — International Taxonomy) pfedmétem zajmu v oSetiovatelském
vyzkumu i klasifika¢ni systém NIC (Nursing Interventions Classification), ktery je zaroven
zakomponovan do vzdélavacich kurikul budoucich v§eobecnych sester a porodnich asistentek.
Vyzkumnici v oblasti klasifikaéniho systému NIC vydavaji publikace, které¢ vychazi ve
ctyfletych intervalech. Jejich edice vznikaji rozvojem a zdokonalovanim téch ptedchozich a
byly datovany roky: 1991, 1996, 2000, 2004, 2008 a 2013. Posledni Sesta edice obsahuje 554
oSetfovatelskych intervenci (Bulechek et al., 2012). Klasifikace NIC prezentuje velkou Skalu
intervenci, které jsou Clenény do taxonomické struktury tvofené 7 doménami a 30 tfidami.
Intervence lze pouzit na jakémkoliv pracovisti poskytujicim oSetfovatelskou péci napf.
jednotky intenzivni péce, standardni oddé€leni, domaci a hospicova péce, primarni péce, akutni
péce, dlouhodoba péce. Z tohoto divodu je tato klasifikace oznaCovana jako zevrubna
(Bulechek et al. 2008). Pro oblast neonatologické péce 1ze uvést osetfovatelské intervence, které
je mozné vyuzit pii laktaénim poradenstvi. OSetfovatelskd intervence 1054- Asistence pii
kojeni je definovana jako pfiprava matky ke kojeni jejiho ditéte a oSetfovatelska intervence
5244 - Poradenstvi pii kojeni je definovana jako vyuziti interakce mezi matkou a sestrou
k podpofte uspésného kojeni (Bulechek et al., 2012).

Cil

Validace osetfovatelskych aktivit oSetfovatelskych intervenci z klasifikaéniho systému NIC
1054 Asistence pii kojeni a 5244 Poradenstvi pti kojeni vybranym souborem neonatologickych
sester a porodnich asistentek — expertek na tzemi Ceské republiky.

Soubor a metodika

Za uéelem vyhledani klinickych expertii bylo osloveno pét nemocnic v Usteckém kraji, které
vyjadfily souhlas s realizaci vyzkumného Setfeni. Do souboru 81 expertii byly zafazeny
registrované vSeobecné sestry se specializovanou zpusobilosti détské sestry a registrované
porodni asistentky s vykonem klinické praxe na oddéleni Sestinedéli nebo oddé€leni
novorozeneckém. Pii jejich vybéru byla respektovana modifikovana Fehringova kritéria: 1.
dosazené vzdélani — minimalné bakalatsky stupen; 2. ziskani specializace v neonatologii nebo
porodni asistenci; 3. délka praxe na novorozeneckém oddéleni, nebo na odd¢€leni Sestinedéli —
minimaln¢ jeden rok; 4. zdvére¢nd prace studia zamétena na oSetfovatelskou diagnostiku a 5.
publikovany clanek na téma oSetfovatelské diagnostiky. Do souboru expertek studie byly
zatazeny ty, které splnily minimélné 4 z uvedenych kritérii (ziskaly 4 body) a soucasné
souhlasily s participaci na vyzkumu (Zelenikova et al, 2010). Za ucelem validace
oSetrovatelskych intervenci byl pouzit upraveny Fehringiiv model validity diagnostického
obsahu (Diagnostic Content Validity Model), ktery v souvislosti s validaci oSetfovatelskych
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intervenci byva oznacovan jako Fehring Interventions Content Validition (ICV) (Fehring,
1986). Pro sbér dat byl vytvofen vyzkumny nastroj, ktery obsahoval zakladni
sociodemografické udaje experta, polozky k identifikaci kritérii k zafazeni sestry nebo porodni
asistentky do skupiny expertd a 63 polozek oSetfovatelskych ¢innosti oSetfovatelskych
intervenci z klasifikacniho systému NIC, véetn€ zptisobu hodnoceni jejich vyznamnosti na
Likertové Skale v rozmezi 1-5 (Bulechek et al., 2012).

Vysledky

K analyze vyznamnosti oSetfovatelskych ¢innosti byl pouzit vypocet vazeného pruméru
metodikou ICV modelu Fehringa (1987). Vyhodnoceni udaji na Likertové skale bylo
provedeno nasledovné: 5 na skale=1,4=0,75,3=0,5,2=0,25a 1 =0. Poté byly aritmetickym
prumérem pripraveny ICV vazené primeéry pro vSechny osetiovatelské Cinnosti. OSetfovatelské
¢innosti byly zafazeny do tfech skupin. Hodnota vadzeného priméru > 0,80 = aktivity pro plnéni
intervence vyznamné, vazeny pramér 0,79-0,50 = aktivity pro plnéni intervence mirné
vyznamné a vazeny pramér < 0,50 = netypické pro plnéni dané intervence. Na podkladé nazoru
expertll bylo detekovano pouze 6 oSetfovatelskych Cinnosti jako nevyznamné u intervence
1054 - Asistence pfi kojeni (Tabulka 1).

Tab. 1 Osettovatelskd intervence - Asistence pii kojeni

1054 - ASISTENCE PRI KOJEN{

Definice: Ptiprava matky ke kojeni jejiho ditéte

Nazev oSeti'ovatelské aktivity primér (o) skére
Sleduj schopnost sani novorozence 4,68 0,64 0,92
Presvéd¢ o nevhodnosti pouziti umélych latek pro kojici 4,68 0,77 0,92
Monitoruj novorozencovu schopnost spravné uchopit bradavku 4,64 0,71 0,91
Poug, jak ma novorozenec odiihnout 4,62 0,68 0,90
Pouc o spravné technice ukonceni sani kojence 4,59 0,64 0,90
Sledu;j integritu ktize na bradavkach 4,62 0,70 0,90
Informuj matku v piipadé potifeby o moznosti odsavani k udrzeni laktace 4,54 0,74 0,89
Podporuj pohodlné, bavinéné, podptirné podprsenky pro kojici 4,54 0,69 0,89
Diskutuj o pouziti odsavacky, pokud novorozenec zpocatku neni schopen 4,56 0,72 0.89
kojeni )
Pouc o spravné péci o bradavky véetné toho, jak zabranit bolestivosti 4,53 0,67 0.88
bradavek :
Pou¢ o kontrole méstnani v prsech, o v€asném vyprazdiovani kojenim nebo 452 0,74 0.88
odsévanim ,
Presvéd¢ matku, aby se vyvarovala koufeni cigaret pfi kojeni 451 0,86 0,88
Podporuj matku, aby pii pocatecnich pokusech a v ptipadé potieby pozadalao | 4,47 0,74 0.87
pomoc sestry, k dosazeni 8 az 10 krmeni béhem 24 hodin '
Pou¢ matku o charakteristickych znacich kojeneckého moceni 4,43 0,68 0.86
a vyprazdnovani '
Pou¢ matku o spravné poloze 4,38 0,95 0,85
Podporuj pohodli a soukromi pti prvnich pokusech o kojeni 4,42 0,89 0,85
Pouc¢ matku o dobie vyvazené stravé v obdobi kojeni 4,41 0,87 0,85
Diskutuj s matkou o planované intenzité a délce doby, po kterou by chtéla 4,42 0,89 0.85
kojit .
Pomahej rodictim pii identifikaci podnétii probuzeného novorozence jako 4,41 0,91 0.85
prilezitost ke kojeni '
Upozorni matku na lakta¢niho poradce, dle potieby 4,38 1,00 0,85
Podporuj matku v kojeni ditéte tak dlouho, dokud bude mit zajem 4,36 1,13 0,84
Umozni v¢as kontakt matky s ditétem a pfilezitost ke kojeni do 2 hodin po 4,30 0,85 0.82
narozeni )
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Monitoruj zvyS$ené plnéni prsou v souvislosti s kojenim anebo odsavanim 4,28 1,10 0,82
Identifikuj matcin podplrny systém pro udrzeni laktace 4,30 0,90 0,82
Pou¢ matku o sledovani novorozence pii sani 4,19 1,29 0,80
Podporuj nenutritivni séni z prsu 4,21 1,01 0,80
Podporuj matku v nabizeni obou prsou pii kazdém kojeni 4,12 1,21 0,78
Sleduj polohu novorozence u prsu, poslouchej zvuk polykani a zptisob 4,14 1,19 0.78
séni/polykani '

Podporuj matku k dostate¢nému piijmu tekutin k uspokojeni pocitu zizné 4,14 1,04 0,78
Doporuc¢ ¢asty odpocinek 4,14 1,12 0,78
Zajisti domu pisemny material s dostatecnymi informacemi 411 1,01 0,78
Monitoruj vyprazdnovaci reflex 3,98 1,29 0,74

U intervence 5244 - Poradenstvi pii kojeni jako nevyznamné oznacili experti
(Tabulka2). Obé¢ intervence dosahly primérného vazeného skore > 0,80.

Tab. 2 OSetfovatelska intervence - Poradenstvi pii kojeni

3 ¢innosti

5244 - PORADENSTVI PRI KOJENI

Definice: Vyuziti interakce k podpote tspé$ného kojeni

Nazev oSeti‘'ovatelské aktivity Primér (o) Skore
Zhodnot’ rozpoznani ucpani kanalki mlékem a mastitidu 4,60 0,66 0,90
Presvéd¢ matku, aby se vyhnula koufeni cigaret pfi kojeni 4,57 0,80 0,89
Instruyj o relaxac¢nich technikach, véetné masaze prsu 4,54 0,70 0,89
Piedved dostupné vybaveni pomahajici pii koj eni a dalsi zakroky na prsech, 4,53 0,61 0.88
napf. odsavacky, teplé zabaly a dopliky ke kojeni '
Ur¢i vhodnost pouziti odsavacky 4,49 0,76 0,87
Uved’ na pravou miru omyly, nepiesnosti a dezinformace o kojeni 4,49 0,76 0,87
Pouc o pfiméfené pravidelnosti stolice a moc¢eni u ditéte 4,48 0,85 0,87
Zjisti frekvenci krmeni ve vztahu k potfebam ditéte 4,43 0,82 0,86
Poug, jak v pfipadé potieby obnovit laktaci 4,44 0,96 0,86
Monitoruj integritu kiize bradavek 4,38 0,83 0,85
Zhodnot’, zda matka porozuméla novorozeneckym podnétim ke krmeni 4,42 0,78 0,85
Ptedved’ masaz prsou a diskutuj o jejich vyhodach na zvyseni zasoby mléka 4,42 0,78 0,85
Ptedved’ a pouc o efektivnim sani 4,40 0,78 0,85
Vyhodnot’ dostate¢né vyprazdiiovani prsu pii kojeni 4,38 0,94 | 0,85
Podporuj pfi podeziele nizkych zasobach mléka odsavani prsti mezi krmenim 4,40 0,86 0,85
Poskytni informace o vyhodach kojeni 4,37 0,84 | 0,84
Zjisti, zda si matka pieje a je motivovana ke kojeni 4,37 0,97 0,84
Pou¢ matku o ristovych vinach ditéte, uréete normalni vzor kojeni déti 4,36 0,97 0,84
Doporu¢ vhodnou péci o bradavky 4,32 0,93 0,83
Podporuj matku k nabizeni obou prst pfi kazdém krmeni 4,33 098 | 0,83
Sleduj schopnost spravné zmirnit méstnani v prsech 4,27 0,99 0,82
Doporu¢ rodi¢tim v pfipadé potieby vzdélavaci materialy 4,30 0,99 0,82
Pouc¢ o vedeni zaznamt o délce a frekvenci kojeni 4,27 0,94 0,82
Pouc¢ rodice o vyzivé novorozence pro pfijimani erudovanych rozhodnuti 4,23 101 | 0,81
Zjisti znalosti 0 kojeni 4,25 1,05 0,81
Odkaz rodice na piislusné kurzy a podpirné skupiny pro kojeni 4,26 1,24 0,81
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Sleduj dovednost matky ptilozeni ditéte k bradavce 4,19 1,02 0,80

Zhodnot’ kvalitu a vyuziti pomtcek ke kojeni 4,19 1,03 0,80

Zhodnot sani/polykani novorozence 4,16 1,12 0,79

Poskytni matce podporu pti rozhodovani 4,15 1,03 | 0,79

Pouc rodice o tom, jak rozlisit vnimany a skute¢ny nedostatek mléka 4,05 1,16 0,76
Diskuze

V soucasné dobé existuje velmi malo relevantnich ¢eskych i1 zahrani¢nich védeckych dukazi
vénujici se problematice oSetfovatelskych intervenci vztahujicich se k neonatologické péci
Vv oblasti kojeni.

Nejrozsahlejsi vyzkum s implementaci klasifikacnich systémid NANDA-I, NIC NOC
zaméienych na rozvoj a podporu efektivniho kojeni realizovala v roce 2004 Boledovicova.

V posledni ¢asti vyzkumu metodou kvaziexperimentu autorka pouzila klasifikacni systémy
NANDA-I, NIC a NOC. Z vysledkt je patrné, ze zeny, které absolvovaly prenatalni piipravu,
ve 3. mésici po porodu vylucné kojily v 84 % a v kontrolni skupiné bez prenatalni ptipravy
kojilo 17 % zen. V ramci dalsi hypotézy autorka potvrdila efektivnéj$i edukaci s pouzitim
klasifika¢nich systémi NANDA-I, NIC a NOC. Ve tfeti hypotéze ovéfila tvrzeni, Ze je potiebna
systematicka piiprava v seznamovani se s klasifikaénimi systémy NANDA-I, NIC a NOC, aby
hodnoceni procesu kojeni, bylo objektivnéjsi (Boledovicova, 2008)

Michalova (2013) zame¢fila diplomovou priaci na management péfe o fyziologického
novorozence taktéz s vyuzitim klasifikacnich systému NANDA-I, NIC a NOC. Vybrala
prostfednictvim obsahové analyzy 9 oSetfovatelskych diagnoéz, z publikace Nursing
Interventions Clasification (NIC) 9 osetfovatelskych intervenci a z publikace Nursing
Outcomes Clasification (NOC) 5 ocekavanych vysledkl,, vztahujicich se k péci o
fyziologického novorozence. Z 9 souborit NIC osetiovatelskych intervenci vyplynulo 130
aktivit pouZzitelnych v praxi, ve shod€ s nasimi vybranymi intervencemi.

Melni¢akova (2013) se v diplomové praci se také pokusila implementovat klasifika¢ni systémy
NANDA-I, NIC a NOC a to do oSetfovatelské péce o nedonosené novorozence v souvislosti
s kojenim. V uvedené diplomové praci nejde o validaci v souladu s Fehringovymi modely, ale
presto je studie prokazuje efektivnost oSetfovatelské dokumentace vychazejici z klasifikacnich
systémi.

Zavér

Z uvedenych vysledkli naSeho Setfeni je patrné, Ze vybrané intervence jsou validni pro nase
sociokulturni prostiedi a pro sestry 1 porodni asistentky realizujici lakta¢ni poradenstvi, jsou
srozumitelné. Dohledané podobné studie dokladaji efektivitu vhodné oSetfovatelské
dokumentace. V ¢eském prostiedi do jisté miry pretrvava mezi oSetiovatelskymi profesionaly
nazor, ze pouzivanim jednotné oSetfovatelské terminologie a klasifikanich systéma, vzroste
pouze administrativa. Implementovat jednotny oSetfovatelsky jazyk v podobé vybranych
komponent z Aliance NNN do bézné praxe neonatologické péce zaméfené na laktacni
poradenstvi, bude nadale spocivat, v predkladani dikazii poskytovatelim péce o jejich
prospésnosti pro n¢ ale hlavné pro matky po porodu v dob¢ hospitalizace.
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RIZIKO PADU V PEDIATRICKEM OSETROVATELSTVI
RISK OF FALL IN PEDIATRIC NURSING

Jana Chroma
Fakultni nemocnice Ostrava, Klinika detskeho lékarstvi

Abstrakt

Uvod: Pady Vv pediatrickém oSetfovatelstvi jsou fenoménem, jeZ je povazovén za nejrizikové;si
anejcastéj$i hlaSenou mimotadnou udalosti. Zdravotnicka zafizeni hodnoti pady jako
vyznamny indikétor kvality poskytované péce.

Cil: Cilem ptispévku je popsat, analyzovat a porovnat hodnotici néstroje uzivané k hodnoceni
rizika padu v pediatrickém oSetfovatelstvi.

Metodika: Pro ziskani dat byly pouzity elektronické licencované a volné pfistupné databaze
(Medline, ProQuest, Google Scholar, Web of Science, Springer, Blackwell, Willey, Science
Direct, Cochrane Collaboration). Z analyzy byly vylou¢eny méfici nastroje hodnotici riziko
padu v jiném nez ¢eském, slovenském nebo anglickém jazyce a skaly nevhodné k méteni rizika
padu v pediatrickém oSetiovatelstvi.

Vysledky: Z analyzy zjisténych informaci se jako nejvhodnéjsi pro hodnoceni rizika padi
Vv pediatrickém oSetfovatelstvi jevi méfici nastroj Humpty Dumpty.

Zaver: V dne$ni dob¢ existuje tfada posuzovacich nastroji, které mohou byt pouzity
k hodnoceni rizika padu v pediatrickém oSetfovatelstvi, ov§em vétSina jich je interpretovana
v anglickém jazyce. Ceské pediatrické oSetiovatelstvi ma nadale nedostatek validnich nastroji,
u kterych by dochézelo k ovéfovani jejich psychometrickych vlastnosti.

Kli¢ova slova: riziko padu, hodnoceni, pediatrie, dit¢, oSetfovatelstvi

Abstract

Indtroduction: Falls in pediatric nursing are a phenomenon which is considered the riskiest and
the most frequent emergency incident. Healthcare facilities assesses the falls as an important
indicator of quality of care.

Aim: The aim of this article is to describe, analyze and compare the assessment tools used to
evaluate risk of falls in pediatric nursing.

Methods: Electronic licensed and freely accessible databases (Medline, ProQuest, Google
Scholar, Web of Science, Springer, Blackwell, Willey, Science Direct, Cochrane Collaboration)
were used to obtain data. From the analysis were excluded measuring instruments evaluating
risk of falls in other than Czech, Slovak or English language and scales inappropriate to measure
risk of falls in pediatric nursing.

Results: From the analysis of collected information will the most convenient for assessment
risk of fall in pediatric nursing, seems Humpty Dumpty measuring scale.

Conclusion: At present there are many assessment tools that can be used to evaluate the risk of
a fall in pediatric nursing, but most of them are interpreted in English languages. Czech
pediatric nursing have continues shortage valid measurng tools for which there would be
verification of their psychometric properties.

Key words: risk of fall, assessment, pediatrics, child, nursing
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VYSKUM EFEKTIVITY INTRAVENOZNEHO APLIKOVANIA VITAMINU C
ZHEADISKA OVPLYVNENIA KVALITY ZIVOTA ONKOLOGICKYCH
PACIENTOV

RESEARCH INTRAVENOUS DRUG EFFICIENCY OF APPLICATION OF VITAMIN
C IN TERMS AFFECTING THE QUALITY OF LIFE OF CANCER

Elena Janiczekova*, Tatiana Rapcikova*, Veronika Ondrejkova**, Anna Melichova***
*Slovenska Zdravotnicka Univerzita v Bratislave so sidlom v Banskej Bystrici, Fakulta
zdravotnictva, Katedra osetrovatel’stva

**Kozna ambulancia, DERMISIMA s. r.0., Banska Bystrica

**% Stredna zdravotnicka skola, Banska Bystrica

Abstrakt

Ciel* Cielom realizovaného vyskumu bolo zistit, ¢i intravendézne poddvanie
vysokodavkovaného vitaminu C u pacientov s onkologickym ochorenim pocas onkologicke;j
liecby ovplyvituje ich kvalitu zivota.

Metody: Na hodnotenie kvality Zivota sme pouzili medzinidrodne validovany dotaznik
WHOQOL-BREF, v ktorom 26 poloziek hodnoti $tyri domény kvality zivota. Komparovali
sme kvalitu Zivota onkologickych pacientov, ktori maji pocas liecby aplikovany
vysokodavkovany infuzny vitamin C s kvalitou Zzivota pacientov, ktorym pocas liecby
vysokodavkovany infizny vitamin C nebol aplikovany. Zistené vysledky sme porovnali S
populacnou normou. Vo vyskume sme vyuzili Statistické metody: F - test a Studentov t — test
na hladine vyznamnosti o = 0,05. Skiimant problematiku sme overovali v Slovenskej republike
vo vybranych ambulanciach.

Vysledky: Zistili sme, Ze kvalita zivota pacientov s aplikovanym vysokodavkovanym infiznym
vitaminom C je hodnotena vyssie vo vSetkych Styroch doménach v porovnani s kvalitou Zivota
pacientov, ktorym vysokodavkovany infuzny vitamin C aplikovany nebol. Kvalita Zivota
onkologickych pacientov s aplikovanym intravendznym vitaminom C je porovnatel'na
s popula¢nou normou WHOQOL-BREF, v doméne 4 - prostredie ju dokonca presiahla.
Zavery: Aplikovany intravendzny vitamin C ma pozitivny vplyv na kvalitu Zivota
onkologickych pacientov v kazdej skiimanej doméne.

KUlucové slova: kvalita zivota, onkologicky pacient, vitamin C, WHOQOL-BREF.

Abstract

Aim: The aim of the survey was implemented to determine whether intravenous administration
of high dose vitamin C in patients with cancer during the oncological treatment affects their
quality of life.

Methods: To evaluate the quality of life we used internationally validated questionnaire
WHOQOL-BREF in which the 26 items assessed four domains of quality of life. We compared
the quality of life of cancer patients who are administered during treatment with Vitamin C
High dose infusion to the quality of life of patients. High dose infusion Vitamin C for not
receiving treatment. The results were compared with population norm. In the research we used
statistical methods: F-test and Student's t-test, significance level oo = 0.05. Examined the issue
was verified in the Slovak Republic in selected clinic.

Results: We found out that the quality of life of patients in group A with the applied vitamin C
scored better in all four domains, as compared to the quality of life of patients in group B,
vitamin C High dose which did not use. The quality of life of cancer patients injected with
intravenous vitamin C is comparable to the population norm WHOQOL-BREF in the domain
4-environment it even exceeded.
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Conclusion: Applied intravenous vitamin C has a positive impact on the quality of life of cancer
patients surveyed in each domain.

Key words: quality of life, cancer patient, vitamin C, WHOQOL-BREF.

Uvod

Niektori odbornici charakterizuju podavanie vysokodavkovaného infuzneho vitaminu C ako
»zabudnuty poklad vo farmakoterapii®. O tomto spdsobe liecby sa vie uz 50 rokov. Povodné
zéavery boli vSak negativne, avSak nové Studie a pozitivne odborné argumenty jasne ukazuju, ze
podavanie vitaminu C pacientom s rakovinou vyrazne zlepsuje ich kvalitu zivota. Napriek
novym zisteniam s nazory odbornikov na pouzitie danej lieCby stale nejednotné. Vitamin C
svojim u¢inkom dokaze nasmerovat’ nadorové bunky k apoptéze a zaroven chranit bunky
zdravé. Tento dvojaky ucinok vysvetluji odbornici tym, ze vitamin C ako antioxidant, ktory sa
podava vysokodavkovanymi infiziami, chrani zdravé bunky pred oxidativnym stresom a v
blizkosti nadorovych buniek ma prooxidativny uc¢inok prostrednictvom tvorby vodika
(Kotlarova, 2014, s. 143; Cullen, 2013, s. 495).

Pri vysokom davkovani vitaminu C od 0,1 - 0,6 g/kg telesnej hmotnosti sa prejavuje jeho
antioxida¢ny, imunomodulacny, protizapalovy a selektivne cytostaticky ucinok voci
nadorovym bunkdm. V davkach od 0,75 - 1,75 g/kg telesnej hmotnosti vykazuje vitamin C
selektivne cytotoxicky u¢inok voci nddorovym bunkam (Tocikova, 2013, s. 37).

Podl'a European Society for Clinical Nutrition and Metabolism (ESPEN) vitamin C chrani
bunky pred oxidativnym stresom, ktory sa podiel’a na vzniku onkologickych ochoreni a pacienti
s onkologickym ochorenim maju zvySenu spotrebu vitaminu C (Cullen, 2013, s. 496).

Infizny vitamin C sa aplikuje formou kratkodobej vnutrozilovej infuzie, aplikuje ho lekar alebo
sestra. Infiizna terapia vitaminom C je registrovana Statnym ustavom pre kontrolu liediv a
viaze sa na lekarsky predpis. Sucasny vyskum s vitaminom C sa zameriava na jeho
antiangiogénny inhibujuci efekt, ktory je v inverznej korelacii medzi podanou davkou vitaminu
C a migraciou nadorovych buniek (Mikirova, 2012, s. 192). Vysokodavkovany infuzny vitamin
C je od oktobra 2012 dostupny pre pacientov v Slovenskej a aj v Ceskej republike. Vd'aka
pokroku, ktory priniesol do liecby onkologickych ochoreni, vyvolava rastici zdujem nielen vo
svete, ale iv Ceskej a Slovenskej republike (Kotlatova, 2014, s. 12). Ako sme uz uviedli,
podavanie vysokodavkovaného vitaminu C vyrazne zasahuje do kvality Zivota onkologickych
pacientov.

Jednoznaéne definovat’ kvalitu zivota je naro¢né, pretoze definicia vychadza z podmienok,
v ktorych jedinec Zzije, je ovplyvnena socioekonomickymi faktormi, zdravotnym stavom
a mnohymi d’al§imi premennymi (OliSiarova, 2013, s. 15). Gurkova (2011, s. 22) chape kvalitu
zivota ako popis pozitivnych i negativnych aspektov Zivota - ¢i je, alebo nie je nas zivot kvalitny
a porovnava ho so Ziaducou oc¢akavanou troviiou existencie, resp. so Zivotom druhych l'udi.
Podl'a Babincaka (2013, s. 358) celosvetovo pozorujeme evidentny zaujem vyskumnikov
0 problematiku kvality Zivota a jej meranie sa stalo dolezitym aspektom pri hodnoteni vystupov
zdravotnej starostlivosti ¢i efektivity lieCby z perspektivy pacienta. Svedcia o tom mnohé
analyzy a odporucania pre zlepSenie kvality Zivota vo svetovych databdzach ProQuest Central,
EBSCO, Scopus, Knovel, atd’. Vzhl'adom k celosvetovému narastu onkologickych ochoreni je
potrebné hodnotit’ kvalitu Zivota, pretoze aj tieto analyzy umoziuji planovat’ zdravotnikom
starostlivost’ tak, aby bola pre pacienta maximalne prospesna.

Ciel
Ciel'om vyskumu bolo zistit’, ¢i intravendzne podavanie vitaminu C u onkologickych pacientov
pocas liecby ovplyviiuje ich kvalitu Zivota.

Pri formulovani vyskumného problému sme stanovili hypotézy, ktoré sme Statisticky overovali:
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H1 Predpokladame, Ze kvalita Zivota onkologickych pacientov, ktori majii okrem Standardne;
onkologickej lieCby aplikovany vysokodavkovany infizny vitamin C je vysSia ako kvalita
zivota onkologickych pacientov, ktori st na Standardnej onkologickej lie¢be bez aplikovaného
vysokodavkovaného infuzneho vitaminu C.

H2 Predpokladame, ze kvalita zivota onkologickych pacientov, ktori maju okrem Standardne;j
onkologickej liecby aplikovany vysokodavkovany infuzny vitamin C sa 1isi od kvality zivota
beznej populacie.

Subor a metodika

Vyskumny stbor sme rozdelili do dvoch vyberovych siborov A a B. Kritéria pre zaradenie
pacientov do siboru A: onkologicka diagnoza, Standardna onkologicka terapia v ambulancii a
aplikacia vysokodavkovaného infuzneho vitaminu C. Kritéria pre zaradenie pacientov do
siboru B: onkologicka diagnéza a Standardnd onkologicka terapia vV ambulancii. Vyskum sme
realizovali v Slovenskej republike v nasledovnych ambulanciach: Algeziologickej ambulancii
Fakultnej nemocnice s poliklinikou F.D. Roosevelta v Banskej Bystrici, Ambulancii
praktického lekara DonumVitae, s. r. 0. v Banskej Bystrici, Onkologickej ambulancii LC-
ONCOMED, s. r. 0 v Lucenci, KoZnej ambulancii Dermatovenerologickej kliniky SZU vo
Fakultnej nemocnici s poliklinikou F. D. Roosevelta v Banskej Bystrici, Ambulancii bolesti
AMBOMED, s. r. 0. v Rimavskej Sobote, Ambulancii praktického lekara MEDIVIA, s. r. o.
v Trnave, Dermatovenerologickej ambulancii Dermisima, s. r. o. v Banskej Bystrici
a Onkologickej ambulancii Mamma-centrum sv. Agaty v Banskej Bystrici.

Subor A - 38 pacientov (19 zien a 19 muzov) vzhl'adom na Specifické kritérium, ktorym bola
terapia vysokodavkovanym vitaminom C v infuziach (jedna davka stoji v prepoc¢te 25 Eur
a hradi si ju pacient sam). Priemerny vek - 51,45 roka (modus 64, median 53, min. 24 a max.
72 rokov). Zamestnanie: najviac - 65 % bolo zamestnanych pacientov, dochodcov bolo 28,95
%, rovnako po 2,63 % bolo nezamestnanych pacientov a Studentov. Onkologické diagndzy, na
ktoré sa pacienti v subore ambulantne liecili: karcinom prsnika 26,32 %, melanom 15,79 % a
karcinom prostaty 13,16 %. Rovnaké zastupenie — 5, 26 % mali diagnézy: karcinom pluc,
Grawitzov tumor obli¢ky, karcinom rekta, karcindm pankreasu a karcindom hrubého Creva.
Subor B - 84 pacientov (50 Zien a 34 muzov). Priemerny vek - 57,4 roka (modus 66, median
60, min. 24, max. 84 rokov). Zamestnanie: najviac - 57,14 % bolo dochodcov, 32,14 %
zamestnanych pacientov, 9,52 % bolo nezamestnanych a 1,19 % tvorili §tudenti. Onkologickeé
diagnozy, na ktoré sa pacienti v siibore liecili: karcindm prsnika 26,10 %, karcindm prostaty
9,52 %, rovnako - po 4,76 % karciném rekta, karcinom vaje¢nikov a karcinom Zaludka, po 3,57
% mali zastipenie: karciném hltana, karciném jazyka a karcindm hrubého creva.

Ked’Ze pacienti st lieCeni ambulantne a st aktivne zaradeni do Zivota, pouZili sme kvantitativnu
vyskumni metodu - dotaznik WHOQOL-BREF. Pouzili sme jeho skratent verziu, ktora
obsahuje 26 otdzok, je nenaro¢na na vyplnenie aje vhodnd ipre pacientov lieCenych
ambulantne. Dotaznik skiima 4 domény zivota: dom 1 - fyzické zdravie (bolest” a neprijemné
pocity, zavislost’ od lekarskej starostlivosti, energiu a inavu, pohyblivost’, spanok, kazdodenné
¢innosti, pracovni vykonnost); dom 2 - prezivanie (poteSenie zo Zivota, zmysel Zivota,
schopnost’ sustredit’ sa, prijatie telesného vzhl'adu, spokojnost’ so sebou, negativne pocity); dom
3 - socialne vzt'ahy (osobné vzt'ahy, sexualny zivot, podporu zo strany priatelov); dom 4 -
prostredie (osobné bezpecie, zivotné prostredie, finanént situdciu, pristup k informaciam,
zaluby, prostredie v okoli bydliska, dostupnost’ zdravotnej starostlivosti, dopravu) a dve
samostatné polozky Q 1 - kvalitu Zivotaa Q 2 - spokojnost’ so zdravim. Zber dat sme uskutocnili
od decembra 2014 do maja 2015. Na verifikaciu hypotéz sme vyzili: F-test a Studentov t-test
na hladine vyznamnosti a = 0,05.
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Vysledky

Overovanim hypotézy 1 sme zistili vdom 1 - fyzické zdravie Statisticky vyznamny rozdiel
V hodnoteni kvality fyzického zdravia medzi suborom A aB. Pacienti s aplikovanym
vysokodavkovanym infiznym vitaminom C hodnotili kvalitu fyzického zdravia vysSie
V porovnani S pacientmi bez aplikacie vysokodavkovaného infazneho vitaminu C (p = 0,0017)
(tab.1). Vdom 2 — prezivanie sme nezistili Statisticky vyznamny rozdiel medzi siiborom
A a suborom B. Obidva stibory hodnotia kvalitu fyzického zdravia nizsie (p = 0,2704) (tab. 1).
V dom 3 - socialne vzt’ahy sme zistili signifikantny rozdiel medzi siborom A a suborom B.
Pacienti s aplikovanym vysokodavkovanym infiznym vitaminom C hodnotili kvalitu
socialnych vztahov vysSie ako pacienti bez aplikovaného vysokodavkovaného infuzneho
vitaminu C (p =0,0110 < 0,05) (tab.1).

V dom 4 - prostredie sme zistili Statisticky vyznamny rozdiel medzi siborom pacientov
s aplikovanym vysokoddvkovanym infuznym vitaminom C a suborom pacientov bez
aplikované¢ho vysokodavkovaného infuzneho vitaminu C v prospech stiboru A (p = 0,0055)
(tab. 1). V samostatne hodnotenej otazke Q 1 - kvalita zZivota sme nezistili Statisticky
vyznamny rozdiel v jej hodnoteni medzi siborom A a siborom B (p =0,1089) (tab.1). V otazke
Q 2 - fyzické zdravie sme zistili signifikantny rozdiel medzi suborom A asiborom B
(p =0,0158) (tab. 1). Pacienti v subore A hodnotia spokojnost’ so svojim zdravim vyssie ako
pacienti v subore B.

Tab. 1 Rozdiely priemerov suborov v jednotlivych doménach a signifikancia

Domény Subor A - Subor B - bez t — test signifikancia
s vitaminom C vitaminu C (o =0,05)
priemer £ SD priemer + SD P ano/nie
Dom 1 14,33 £2,17 12,90 +£2,55 0,0017 ano
Dom 2 13,58 2,20 13,10 2,25 0,2704 nie
Dom 3 14,56 + 3,14 13,14+ 3,12 0,0110 ano
Dom 4 13,66 + 1,94 12,61 £2,13 0,0055 ano
Q1 3,43 £0,80 3,23+ 0,96 0,1089 nie
Q2 3,13+ 0,81 2,77 0,86 0,0158 ano

Hypotézou 2 sme overovali, ¢i kvalita Zivota onkologickych pacientov, ktori maju okrem
Standardnej onkologickej lie€by aplikovany vysokodavkovany infizny vitamin C je rovnaka
ako kvalita Zivota beznej populécie. Statistickym skiimanim sme nepotvrdili platnost’ hypotézy
2vdom 1, dom 2 av samostatnych otazkach Q1, Q2 a potvrdili sme jej platnost’ v doméne 3
a doméne 4. V.dom 1 - fyzické zdravie sme zistili, Ze subor B - pacienti bez aplikovaného
vysokodavkovaného vitaminu C hodnotili kvalitu svojho fyzického zdravia ako vel'mi zniZent
s priemernym skore - 12,90 v porovnani so siiborom A — pacientmi, ktorym bol aplikovany
vysokodavkovany infizny vitamin C s dosiahnutym priemernym skore - 14,33. V porovnani
S popula¢nou normou WHOQOL-BREF podl'a Dragomireckej (2006, s. 42), ktora uvadza
priemerné skore pre dani doménu - 15,49, je skére pacientov siboru A mierne zniZené.
Hodnoty priemerného skére v obidvoch suborov sa Statisticky vyznamne liSia od hodnoty
populacnej normy (tab. 2). V. dom 2 - preZivanie sme zistili minimalne rozdiely v kvalite
prezivania medzi siborom A S priemernym skore - 13,58 a siborom B s nameranym skore -
13,10. Hodnoty priemerné¢ho skore v obidvoch suborov sa Statisticky vyznamne liSia od
hodnoty populacnej normy, podl'a Dragomireckej (2006, s. 42), ktora uvadza pre danti doménu
normu 14,80 ¢o je vysSie skore v porovnani s naSimi subormi A aB (tab. 2). V dom 3 -
socidlne vzt’ahy sme zistili, Ze pacienti v sibore A hodnotia kvalitu socidlnych vztahov vyssie
priemernym skore - 14,56 ako pacienti v subore B s priemernym skore - 13,14. V porovnani
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s popula¢nou normou WHOQOL-BREF podl'a Dragomireckej (2006, s. 42) pre dani doménu
je skore - 14,93. Kvalita Zivota v dom 3 - socialne vztahy sa v sibore A S$tatisticky vyznamne
nelisi od populacnej normy a v subore B sa kvalita zivota Statisticky vyznamne li§i od hodnoty
populacnej normy (tab. 2). V. dom 4 - prostredie vy$$im skore - 13,66 hodnotili kvalitu Zivota
pacienti v stibore A s aplikovanym vysokodavkovanym infuznym vitaminom C v porovnani
S pacientmi so suboru B bez aplikovaného vysokodavkovaného infizneho vitaminu C, ktori
hodnotili kvalitu zivota v dom 4 - prostredie niz§im skore - 12,61. V porovnani s populac¢nou
normou WHOQOL-BREF podl'a Dragomireckej (2006, s. 42) pre dani doménu uvadza skore
- 13,41, je kvalita zivota v subore A hodnotena vysSie ako stanovena norma. V stibore B je
hodnota priemerné¢ho skore v dom 4 Statisticky vyznamne nizSia ako je hodnota populacne;j
normy. V otazke Q 1 - kvalita Zivota pacienti v sibore A dosiahli vyssie skore - 3,43
V porovnani s pacientmi v subore B s nizsim skoére - 3,23. Dragomirecka (2006, s. 42) uvadza
priemerné skore - 3,82. V otazke Q 2 -fyzické zdravie sme zistili, Ze pacienti siboru A, ktori
maju aplikovany vysokodavkovany vitamin C, hodnotia spokojnost’ so svojim zdravim vysSim
skore - 3,13 oproti pacientom stboru B, ktorym vysokodavkovany vitamin C nebol aplikovany
- priemerné skore - 2,77. Dragomirecka (2006, s. 42) uvadza priemerné skore - 3,68. Pacienti
v obidvoch otdzkach hodnotili kvalitu zivota nizSie ako je uvadzana kvalita Zivota beznej
populécie (tab. 2).

Tab. 2 Porovnanie priemernych hodnét a signifikancie siborov v jednotlivych doménach
S popula¢nou normou

Domény Subor A - s vitaminom Subor B - bez popula¢na signifikanc

C vitaminu C norma ia
priemer + p priemer + p +SD ano/nie

Dom 1 14,33 £2,17 0,0011  12,90+2,55 <0,001 15,4942,56 ano

Dom 2 13,58 £2,20 0,0008 13,10+2,25 <0,001 14,80+2,34 ano

Dom3 14,56 +3,14 02367 13,14+312 <0,001 14,93+2,74 nie

Dom4  13,66+1,94 02182 12,61 +2,13 0,0005 13,41£2,07 nie

Q1 3,43+ 0,80 0,0032 3,23 +0,96 <0,001 3,82+0,72 nie

Q2 3,13+0,81 <0,001 2,77+ 0,86 <0,001 3,68+0,85 nie

Diskusia

Pozitivnejsie vysledky v kvalite zivota podla dotaznika WHOQOL-BREF sme zistili
u pacientov v subore A s aplikovanym vysokodavkovym infuznym vitaminom C v porovnani
snizSou kvalitou Zivota u pacientov v subore B bez aplikovaného vysokodavkovaného
infizneho vitaminu C v doml - fyzické zdravie, dom 3 - socialne vzt'ahy, dom 4 - prostredie
a Q 2 - kvalita zivota.

Sadovska (2012) porovnavala kvalitu zivota onkologickych pacientov u pacientov
hospitalizovanych na akutnom oddeleni paliativnej starostlivosti. Do stboru boli zaradeni
pacienti, ktori mali menej ako 65 rokov. Zistila, Ze priemerna globélna kvalita zivota (Q1)
pacientov v paliativnej starostlivosti je 3,34, t. j. niz§ia v porovnani s nasim siborom A —
pacienti, ktori mali aplikovany vysokodavkovany vitamin C, kde skore bolo 3,43. V porovnani
so suborom B - pacienti bez aplikicie vitaminu C s priemernym skore - 3,23 je porovnavané
skore pacientov v paliativnej starostlivosti vyssie. Hodnoty celkovej spokojnosti so zdravim
(Q2) su u pacientov v paliativnej starostlivosti vyrazne znizené - 2,59 v porovnani s pacientmi
suboru A — skére — 3,13 a su porovnatelné so siborom B - skére - 2,77.

Do tuvah o kvalite Zivota onkologickych pacientov s aplikovanym vysokodavkovanym
vitaminom C i pacientov bez jeho aplikacie je potrebné zahrnut’:
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Vek pacientov v stibore A, ktori vykazovali vyssiu kvalitu zivota - priemerny vek bol 51,45
rokov. V subore B, kde hodnoty kvality Zivota boli nizSie, bol priemerny vek 57,40 rokov.
Onkologicki pacienti so zvySujucim sa vekom mézu vykazovat’ potencidlne viac zdravotnych
problémov vo fyzickom zdravi (dom 1), prezivani (dom 2), v oblasti sociadlnych vzt'ahov (dom
3) a prostredi (dom 4). Vasilkova (2015, s. 158) vo svojej praci uvadza, ze vyznamnymi
faktormi ovplyviiujucimi kvalitu Zivota pacientov po onkologickej terapii su vek, pohlavie,
zamestnanie, rodinny stav, sexudlna orientdcia, socidlna opora a Struktira osobnosti.
Morovicsova a Kalmancaiova (2013, s. 11) posudzovali kvalitu Zivota v psychickej dimenzii u
pacientov s rakovinou prostaty z hl'adiska ich veku arovnako, ako v nami realizovanom
vyskume, potvrdili vysSie zastupenie psychickych problémov u pacientov vo vekovej kategorii
od 71 - 90 rokov, kde pacienti najcastejsie uvadzali prezivanie bolesti, zmeny v sebakoncepcii
a oslabenie sebadovery.

Zamestnanie pacientov moze do istej miery ovplyvnit' hodnotenie kvality zivota. V subore
pacientov s aplikovanym vysokodévkovanym vitaminom C bolo viac pacientov v pracovnom
procese - 65 % a 28,95 % bolo dochodcov. V stbore pacientov bez aplikovaného
vysokodavkovaného vitaminu C bolo viac dochodcov - 57,14 % alen 32,14 % bolo
zamestnanych, ktori hodnotili kvalitu zivota nizSie. Zamestnanie do istej miery ovplyviluje
kvalitu zivota z dvoch aspektov: prvy - zamestnani pacienti sa v praci nezaoberaju svojim
ochorenim, €asto si ho nepripustaju a ziju plnohodnotnym Zivotom; druhy - pacienti, ktori st
nezamestnani a na déchodku si nemoézu dovolit’ zakupit’ vysokodavkovany vitamin C, ktorého
pozitivne u¢inky pri liecbe onkologickych ochoreni sme uviedli v uvode a naklady na jeho
predpisanie a aplikaciu si zatial’ hradi pacient sam.

Aj prostredie, v ktorom sa onkologicka lieCba realizuje aplikaciou vysokodavkovaného
vitaminu C, moze vyrazne ovplyvnit’ kvalitu Zivota. V naSom vyskume boli pacienti lieCeni
v prostredi ambulancii, kde mézeme predpokladat’ menej komplikacii a neziaducich ucinkov
onkologickej terapie v porovnani s pacientmi, ktori z dovodu komplikacii ¢i taz§ieho priebehu
ochorenia maju liecbu realizovant v prostredi onkologického oddelenia, ¢o sa moze vyrazne
podielat’ na ich kvalite Zivota. V zisteniach Sadovskej (2012, s. 65), onkologicki pacienti, a to
I napriek tomu, Ze boli hospitalizovani na akitnom oddeleni paliativnej starostlivosti, vel'mi
pozitivne hodnotili kvalitu Zivota v dom 4 - prostredie so skore - 15,09 v porovnani so siborom
A - 13,66 a siborom B - 12,61 verzus populacnd norma podl’a Dragomerickej (2006, s. 42) -
13,41. Aj autorky Morovicsova a Kalmancaiova (2013, s. 10) v realizovanom vyskume
zameranom na hodnotenie kvality spanku, prijmu potravy, vyprazdiovania a Grovne
sebestacnosti pacientov s rakovinou prostaty pri jej porovnavani z hl'adiska typu poskytovanej
zdravotnej starostlivosti/prostredia a liecby zistili vys$$i vyskyt problémov u pacientov v
nemocnicnej starostlivosti. Z jednotlivych telesnych problémov znizujucich kvalitu zivota,
hospitalizovani pacienti uvadzali v 94,29 % problémy so spankom, v 64,71 % tnavu, v 53,33
% pritomnost’ problémov vo vyprazdinovani. Pacienti v ambulantnej starostlivosti uvadzali v 60
% problémy s kvalitou spanku, v 35,29 % tnavu a v 46,66 % problémy vo vyprazdiovani.

Aplikacia vysokodavkovaného infliizneho vitaminu C, ako ukézali vysledky vyskumu,
pozitivne ovplyvnila kvalitu Zivota onkologickych pacientov podla WHOQOL-BREF
liecenych ambulantne v troch doménach, okrem dom 2 - prezivanie a Q 1 - kvalita Zivota.

K podobnym zdverom dospela aj Stadia realizovana Yeom et al. (2007), ktord zistovala kvalitu
zivota u 39 pacientov s nadorovym ochorenim v terminalnej faze po podavani intravendzneho
vitaminu C v davke 10 g dvakrat denne v trojdennych intervaloch a peroralne 4 g vitaminu C
denne pocas 1 tyzdna. Vysledky stidie na Skale celkového zdravia / kvality Zivota ukézali
signifikantné zlepSenie, na Skale funkcnosti sa zlepSilo skore pre fyzické, emocionalne
a kognitivne funkcie, na Skéle priznakov pacienti uvadzali vyrazné zniZenie skore pre unavu,
nevolnost’, vracanie, bolest’ a stratu chuti do jedenia. Aplikovanie intraven6zneho vitaminu C
zlepsilo kvalitu Zivota onkologickym pacientom v terminalnom S§tadiu ochorenia.
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Dalsia $tadia, ktora hodnotila zlepSenie kvality Zivota po aplikovani vitaminu C, bola
realizovand Takahashim (2012). Do Sstadie bolo zaradenych 60 pacientov s rdéznymi
onkologickymi ochoreniami, ktorym sa podaval intraven6zne vysokodavkovany vitamin C
dvakrat tyzdenne ako adjuvantna terapia (davka sa riadila ciel'ovou plazmatickou koncentraciou
v rozpiiti 350 - 400 mgl™?). Pomocou dotaznika EORTC-QLQ C 30 sa hodnotila kvalita Zivota
na zacCiatku Stadie a po dvoch az Styroch tyzdnoch liecby. Vysledky ukazali, Ze ukazovatele
globalneho zdravia a kvality zivota sa v priemere signifikantne zlepSili po dvoch a este
vyraznejSie sa zlepsili po Styroch tyzdnoch lieCby. Vyznamné zlepSenie nastalo vo fyzickych,
emociondlnych, kognitivnych a socialnych funkciach. Autori uzatvaraju stidiu konstatovanim,
ze intravenozny vitamin C nielenZe zlepsuje kvalitu Zivota onkologickych pacientov, ale je pre
nich z hladiska lieCby bezpecny. Jakobs et al. (2015, s. 201) vo svojej Studii vyhodnocovali
protinadorové Ucinky a toxicitu lieCby askorbatom (vitaminom C). Pracovali so 696 zdznamami
v centralnom registri Cochrane obsahujicimi  pozorovacie Studie a kazuistiky pacientov
lieCenych vysokodavkovanym askorbatom. Zistili, Ze neexistuju ziadne vysoko kvalitné dokazy
naznacujuce, ze aplikovany askorbat u pacientov s rakovinou zvysSuje protinadorové ucinky
chemoterapie alebo znizuje jej toxicitu. Z hl'adiska znacnych finanénych a ¢asovych nékladov
st pre pacientov potrebné vysoko kvalitné placebom kontrolované stadie. Ma et al. (2014)
v randomizovanej $tudii 27 pacientiek s novodiagnostikovanou rakovinou vaje¢nikov v I1./1V.
Stadiu choroby porovnavali dve skupiny pacientiek — skupinu s terapiu samotného ochorenia
a skupinu s terapiou v kombinacii s aplikovanym vysokodavkovanym vitaminom C. Autori
zistili znizenu toxicitu chemoterapie v skupine pacientiek s pridanym vysokodavkovanym
vitaminom C.

Vollbracht et al. (2011) v epidemiologickej retrospektivnej §tidii hodnotili podavanie
vysokodavkovaného intravendézneho vitaminu C v prvom pooperaénom obdobi u zien s
rakovinou prsnika. Zistili, Ze vitamin C ma za nasledok vyznamné zniZenie tazkosti
vyvolanych ochorenim, chemoterapiou a radioterapiou i to, Ze vitamin C je pacientkami dobre
tolerovany.

Zaver

Z vysledkov vyskumu vyplynulo, Ze aplikdcia vysokoddvkovaného infuzneho vitaminu C
vyznamne zasahuje do kvality Zivota pacientov s onkologickym ochorenim v ambulantnej
starostlivosti. Vysledky vyskumu poukazuji na vysSiu kvalitu zivota pacientov s aplikovanym
vysokodavkovanym vitaminom C vo vSetkych sledovanych doménach. Kvalita Zivota
pacientov s aplikovanym vysokoddvkovanym vitaminom C je porovnatelnd s popula¢nou
normou vdom 3 a v dom 4 populaéni normu presiahla. Pri hodnoteni kvality Zivota
onkologickych pacientov majucich okrem Standardnej lieCby aplikovany vysokodavkovany
vitamin C, je potrebné sledovat’ ich vek, zamestnanie i prostredie, v ktorom sa liecba realizuje,
pretoZze dané Cinitele sa mézu vyrazne podiel'at’ na ovplyvneni kvality Zivota.
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VYSLEDKY PILOTNi IMPLEMENTACE KLINICKEHO DOPORUCENEHO
POSTUPU PREVENCE PADU HOSPITALIZOVANYCH PACIENTU

OUTCOMES OF PILOT IMPLEMENTATION OF A CLINICAL GUIDELINE FOR
FALLS PREVENTION IN HOSPITALIZED PATIENTS

Darja JaroSova*, Renata Zelenikova*, Radka Kozakova*, Kamila Majkusova*, Radim
Li¢enik*, Milan Stolicka**

*Ostravska univerzita v Ostrave, Lékarska fakulta, Ustav oSetiovatelstvi a porodni asistence
**Fakultni nemocnice Ostrava, Lécebna dlouhodobé nemocnych Klokocov

Abstrakt

Cil: Cilem pfispévku je prezentovat vysledky pilotni implementace adaptovaného KDP
prevence padi hospitalizovanych pacientt.

Metody: Pilotni implementace KDP probihala na 10 lizkovych jednotkach akutni a dlouhodobé
péce dvou ostravskych nemocnic (2014-2015). U vSech hospitalizovanych pacientii (n = 4264)
bylo hodnoceno riziko padl pfi ptijeti a pii propusténi. Pii padu byl zpracovan zaznam padu
zahrnujici hodnoceni pacienta pted a po padu. Soucasné byly sbirany zakladni demografické a
klinické tidaje pacienti. Data byla vyhodnocovéna statistickym software STATA (Chi? test,
Wilcoxon test, Mann-Whitney test) na 5% hladiné vyznamnosti.

Vysledky: Byly potvrzeny signifikantni rozdily v primérném skore hodnoceni rizika padt mezi
zafizenimi akutni a dlouhodobé péce a mezi hodnocenim pii piijmu a pii propousténi pacienti.
Celkem bylo zaznamenano 490 padii se souvislosti s vybranymi faktory pacientli (vyssi vek,
vys$$i pocet uzivanych 1€ki, uzivani rizikovych 1¢kt, predchozi pady v anamnéze, pouzivani
pomticek, snizena mobilita a sobé&stacnost, psychicky stav pacienta). K padim dochazelo
nejéast&ji pii vstavani a presunech z Itizka a pii nestabilni chiizi. Ceska verze stupnice padu
Morse (MFS-CZ) spolehlivé predikovala budouci pad u pacienti, nastroj vykazoval vysokou
senzitivitu a nizkou specifitu.

Zavery: Vysledky pilotni implementace prokazaly, ze adaptovany klinicky doporuceny postup
(v€etné hodnoticiho nastroje Morse) je vyuzitelny v klinické oSetfovatelské praxi.

Kli¢ova slova: prevence padu, adaptovany klinicky doporuceny postup, pilotni implementace,
hodnoceni rizika padu.

Abstract

Aim: Presented are results of pilot implementation of an adapted clinical practice guideline
(CPG) for preventing falls in hospitalized patients.

Methods: The CPG was implemented in 10 inpatient departments providing acute and long-
term care in two hospitals in Ostrava, Czech Republic (2014-2015). In all inpatients (n = 4264),
the risk of falls was assessed on admission and at discharge. Following a fall, a fall record was
compiled that included assessments of the patient prior to and after the fall. At the same time,
basic demographic and clinical data of patients were collected. The data were processed with
the Stata software (chi-square test, Wilcoxon test, Mann-Whitney test) at a 5% level of
significance.

Results: There were significant differences in the mean scores of fall risk assessment between
acute and long-term care facilities and between assessments on admission and at discharge of
patients. A total of 490 falls were recorded in relationship with selected patient factors (older
age, polypharmacy, use of high-risk medications, history of previous falls, use of aids,
decreased mobility and independence, and mental status). Most frequently, falls occurred upon
getting out of bed, transfers from a bed and unstable gait. A Czech version of the Morse Falls
Scale was reliable in predicting future falls in patients; the tool showed high sensitivity and low
specificity.
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Conclusions: The results of the pilot implementation confirmed that the adapted CPG
(including the Morse assessment tool) is suitable for use in clinical nursing practice.

Key words: fall prevention, adapted clinical practice guideline, pilot implementation, fall risk
assessment.
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THE QUALITY OF LIFE PATIENCE WITH STOMA

Sanja Jureti¢*, Sandra Boskovi¢**, Daniela Malnar**
*Medical center Rijeka, Clinic for surgery
**University of Rijeka, Faculty of Health Studies, Department for health care

Abstract

Aim: The aim of this work is to investigate the difference in quality of life before and after
surgery and define facts which have influence on quality of life of patents with stoma.
Methods: In this study was enroled 100 participants who were either patience of Department of
digestive kirurgije at the University Hospital Center Rijeka or members of Stoma association
Primorsko-granske zupanije. Participants were inluded if they had stoma one year or longer. A
cross-sectional study was conducted with convencience sample of stoma patience.

Results: The results of survey show that patients were more active before surgery and creation
of stoma. Furthermore, they show that family give the most support to patients after releasing
from hospital, while they get a little support from medical personnel. According to the results
which show that patients who ask for help and participate in education are more active after
surgery that patients who don’t, we can conclude how important help and support of
professional stuff are.

Conclusion: Stady results indicate the need for organizing specializations for stoma therapists
and to organize other forms of training for health professionals to provide adequate care,
assistance and to educate people with stoma and thier families.

Key words: stoma of digestive system, quality of life, support, education.

Introduction

Nowadays, colorectal cancer is a public health problem with a growing tendency in the world
and also in Croatia. The number of patients and deaths caused by colorectal cancer is increasing.
Every year there are about 950.000 new colorectal cancer patients in the world. According to
Resolution on cancer prevention and control (WHA58.22) and recommendations of the
Council of Europe, since December 2003 (Kutnjak Ki§ 2010) screening program of the target
group of people at the age of 50 to 75 with the usual risk for development of colorectal cancer
has been launched, with the goal to reduce the disease incidence for 15%. The number of
colorectal cancer patients is constantly decreasing in the EU and the USA as a result of
screening and diagnosis in the early stage of disease and improvement of treatment. Colorectal
cancer is the second most common cancer diagnosed and the second leading cause of cancer-
related deaths in Croatia. According to the last report of Cancer Registry from 2012 (new data
isn’t available), among diagnosed cancer cases, there are 15 % of men and 13% of women with
diagnosed colorectal cancer. The number of deaths caused by colorectal cancer is constantly
increasing, as well. Data on the number of deaths in period between 2000 and 2010 showed the
increasing number of deaths in men from 841 cases in 2000 to 1139 cases in 2010. There were
668 cases of death in females in 2000, while there were 792 cases in 2010 (Croatian institute
of public health, Croatian National Cancer Registry, Cancer incidence in Croatia 2012). As a
result of the increasing number of colon cancer cases, the number of people with a stoma
increases too. According to Registry, there are 5000 patients with a stoma in Croatia. (Croatian
institute of public health, Croatian National Cancer Registry, Cancer incidence in Croatia 2012)
The program for early detection of colorectal cancer was launched in Croatia in October 2007,
in accordance with guidelines of National strategy of health development 2006-2011,
Resolution on cancer prevention and control (WHAS58.22) and recommendations of the Council
of Europe since December 2003. (Ministry of health and social welfare, Plan and the program
of health care measures from mandatory health insurance 2006.) Introducing this program,
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Croatia has become the 13" country in Europe which implements national colon cancer
prevention program. Although implementation testing was well organized, the results of
Institute for public health of Primorje-Gorski Kotar County showed that 29624 tests were sent
to the target group in 2012, but only 6659 people responded to a screening test, which was
22,5%. There were 114 (1,8%) people with positive tests, and 42,1% of them responded to
invitation for colonoscopy. (Institute for public health of Primorje-Gorski Kotar County,
National colon cancer prevention program 2012.) Low turnout for screening test and the large
number of colon cancer patients were the reasons for survey on Clinic for surgery of The
Clinical Hospital Center Rijeka.The survey was implemented since 2008 to 2012. The goal of
the survey was to compare mortality rate since 2008 to 2012. It was expected that there would
be larger number of patients with better prognosis thanked to the national screening program.
However, the results showed that the percentage of survival was 60% in 2008 and 56% in 2012.
Stoma was created in almost all patients who had inoperable colorectal cancer and that was the
only solution. The surgical patients don’t live longer and quality of life is significantly
disturbed.(Jureti¢, 2013). Chronic diseases are often cause of mental disorder, especially in
conditions where appearance is disfigured. Disease leads to changes in the lifestyle and
psychological crises are inevitable. Family influence and help are very important for patients’
psychological stability during treatment and recovery (Dikli¢ et al., 2013). Mental disorder
leads to social isolation, reducing daily activities and in the end quality of life is significantly
disturbed after surgery. Therefore, numerous surveys dealing with quality of life in chronic
patients and patients with a stoma were implemented. These surveys show lower quality of life
after surgery and creation of a stoma. (Person et al., 2012). Also, they show the significance of
providing technical assistance and education on quality of life of people with a stoma. The
surveys also indicate significantly improved quality of life after surgery in patients who have
the support and help of a stoma therapist. (Kjaergaard Danielsen et al., 2014.). Some studies
indicate return to daily activities and improvement of quality of life for those patients who have
been involved in a group training and meetings organized for patients and their families
(Dabirian et al., 2011, Anarak et al., 2012. In 2006, the Ministry of Health and Social Welfare,
pursuant to the Act on compulsory health insurance, as proposed by the Croatian Institute for
Health Insurance and the Croatian Institute for Public Health, decided on the detection and early
diagnosis of colorectal cancer, as well as implementation of health education of people with a
stoma which includes lectures, seminars and demonstrations. Specialist advisory and hospital
oncology activity and team of general/family medicine in cooperation with the Croatian League
of cancer (Ministry of Health and Social Welfare, Plan and program of health protection from
compulsory health insurance, 2006) are implementers of this project. Although the prevention
program of colorectal cancer is performed regularly, organized training for people with a stoma
has not been implemented to date. People with a stoma, who have the opportunity, get involved
in clubs for patients with a stoma, whose members they are, but there are a small number of
clubs and they are not available to all patients. Club members receive medical advices and
assistance from medical personnel who volunteers in clubs. However, the lack of expertise and
education of patients, such as lack of trained nurses ultimately leads to deterioration in quality
of life of patients with a stoma.

Aim
The aim of this study was to examine the difference in quality of life of patients before and after
surgery and to determine the factors that affect quality of life of people with a stoma.

Materials and methods

The survey was implemented from February 2014 to September 2014. The respondents
involved in this study were patients of Digestive Surgery Department of Clinical Hospital
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Center Rijeka and members of Stoma Club of Primorje-Gorski Kotar County in the Republic
of Croatia. There were a hundred patients included in the study. Criteria for selection of
respondents was that they have had a stoma for more than a year after surgery, the period which
is considered sufficient for recovery and return to daily activities. Respondents were informed
about objectives and methods of the research by telephone and had opportunity to refuse
participation in the research. If they agreed, terms of testing would be arranged in Stoma Club
of Primorje-Gorski Kotar County, as well as in their homes.

Testing was carried out through a structured questionnaire, forming a standardized set of
questions. It was conducted individually with each patient in accordance with set testing
methodology and recording of answers. The questionnaire contained five groups of questions
formed on the basis of the previous questionnaires that were used in testing of patients in
Surgery Department of Clinical Hospital Center Rijeka. The first part of the test consisted of
socio-demographic data (age, gender, employment status, date of surgery, type of surgery). The
second part was the self-assessment test of frequency of activities before and after surgery.
Activities were divided into two groups, simple and complex ones. Simple activities included
questions about activities of daily walks, spending time with family and friends, while complex
activities involved activities such as hobbies, swimming in the sea, travel and sporting
activities. Furthermore, the significant part of the test was related to perception of participants
about quality of assistance provided in period after returning from hospital, as well as, who
was, in their opinion, the greatest support. Within this part of the study, frequency and need for
professional psychological help and support were examined, as well as who provided
professional psychological help to respondents.

The results were processed by the application program Statistica version 12.0 (StatSoft Inc.,
Tulsa OK). Data was categorical (qualitative) and therefore it was shown by the frequencies
and percentages. 2 test was used in the study of statistical significance. Statistical significance
was assessed at the level of P <0.05, ie. with 95 % confidence limit.

Results
Socio-demographic data of the participants

A hundred respondents participated in the survey and the results of socio-demographic data
showed that the average age of respondents was 67.03, the youngest participant was 34 years
old and the oldest one 85 years old. The classification of the respondents by sex showed that
there were 64% of men and 36% of women who participated in the study, indicating a higher
incidence of male sex, but it wasn’t statistically significant. The results based on employment
status before surgery showed that the largest number of the respondents were retirees 61%, 35%
were employed and 4% of the respondents were unemployed. Out of 35% of employed
respondents before surgery, 60% of them returned to working environment after surgery, while
40% of respondents were retired.

Assessment of the frequency of activities before and after surgery

Tab. 1 Display of the frequency of simple and complex activities before and after surgery

every day often rarely never
Before 55 39 6 0
After 33 46 20 1
Before 55 39 6 0
After 33 46 20 1

The results of the Table 1 show the frequency of implementation of simple activities before and
after surgery. Almost all patients were doing these activities before surgery, 55% of them on a
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daily basis, 39% often and 6% rarely. The results also show that the frequency of
implementation of simple, daily activities has been significantly changed after surgery. After
the surgery, 33% of respondents did the same activities every day, 46% often, and rarely or
never even 21% of respondents. The results of comparing frequency of simple activities before
and after surgery show statistically significant difference in the implementation of simple
activities before and after surgery. Simple activities took place on a daily basis before surgery
and after surgery they took place often. (P <0.001). Before surgery, 6% of respondents carried
out complex activities on a daily basis, often 46%, rarely even 48% of them, while none of the
respondents answered negative on this question. After surgery, none of the respondents carried
out these activities daily, 9% of them carried them often, 42% rarely and 49% never. The
difference in the frequency of implementation of complex activities before and after surgery is
statistically significant (p = 0.009).

Period after returning from hospital

The respondents were questioned who was the greatest support and assistance after returning
from hospital and the largest number of them (86%) agreed that was a family, 10 % of them
pointed out that it was a nurse, while other respondents mentioned a family doctor, friends and
members of a stoma club. Family implemented continuing training and psychological support
at 58% of the respondents, a nurse at 37 of them, and family doctors, friends and members of a
stoma club at 5% of the respondents.

Tab. 2 Comparison of the results of offered and requested assistance

Offered assistance of Requested assistance

medical personnel during YES NO total

discharge

YES N 14 54 68
% 20,59% 79,41%

NO N 1 31 32
% 3,13% 96,88%

Total 15 85 100

¥>=5,204 P =0,022

Comparing the results of assistance provided, a statistically significant difference was showed.
The respondents to whom medical personnel offered assistance more often, also asked for help
more often (P = 0.022).

Psychological help and support

The results of perception about psychological state after surgery showed that 80% of the
respondents said that they faced with the new situation, while 20% of them said that they didn’t
face with the new situation.

Tab. 3 Influence of dealing with the disease on the sense of inferiority

The sense of inferiority Dealing with the disease
YES NO total
Yes N 6 10 16
% 37,50% 62,50%
% 37,50% 62,50%
NO N 74 10 84
% 88,10% 11,9%
Total 80 20 100

y?=21,503  P<0.001
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Those respondents who have faced with the new situation show that they have no sense of
inferiority compared to other respondents, and it is statistically significant. (P <0.001) Only
16% of respondents received recommendation for visiting a psychologist. Only one respondent
didn’t request the recommended assistance, and out of 16% of the respondents who asked for
psychological help, 81% pointed out that psychologists helped them in dealing with the new
situation.

Discussion

Nowadays, there are many researches about quality of life of patients, chronic patients, due to
the increasing number of chronic and malignant diseases. Also, mental disorders are on the rise,
especially depression, and they are closely associated with chronic diseases and their
consequences. Physical impairment in people with a stoma that significantly impairs
appearance affects mental stability. Patients retreat into their own environment due to impaired
physical appearance, have the sense of inferiority and embarrassment, which consequently
affects the implementation of daily activities after surgery, and thus quality of life of people
with a stoma. These people have low self-confidence and negative self-image and therefore
they need help in order to return to everyday life. Numerous studies in the world that indicated
that quality of life was impaired after creation of a stoma (Richbourg and sur.2007). Person et
al., 2012, Anarak et al., 2012) and the lack of research on this topic in Croatia, were the reasons
of implementation of this study. The aim of this study was to examine the difference in quality
of life of patients before and after surgery and to determine factors that affected quality of life
for people with a stoma. A hundred respondents participated in the study which lasted six
months. The respondents were patients of Surgery Department of Clinical Hospital Center
Rijeka to whom the stoma of digestive system was created more than a year ago. The period of
one year after surgery is considered to be sufficient for returning the person with a stoma in
everyday life. After examining the socio-demographic data, it is evident that most of the
respondents belong to the age group from 50-75, which coincides with the data on the normal
risk of developing the disease (\Von der Schulenburg et al., 2010). Considering that men become
ill more often than women (Dikli¢ et al., 2013), among respondents in this study is greater
number of men. In this study, the assessment of quality of life for people with a stoma after
surgery was tested with the frequency of implementation of daily activities before and after
surgery. Activities are divided into two categories, simple and complex activities. According to
the severity and complexity, activities that include daily walks, spending time with family and
friends are simple and there is no physical barrier to their implementation after surgery. In
contrast, complex activities that include hobby, travel, sports and swimming in the sea,
however, require additional effort and commitment and reduction of these activities before and
after surgery is expected. The results of the implementation of simple activities showed that the
greatest number of the respondents carried out these activity before surgery every day, and after
surgery the largest number of respondents carried out simple activities often and there was a
statistically significant difference in the implementation of activities before and after surgery.
Also, the research of Erwin-Toth and collaborators in 2012 with patients with a stoma in North
America showed a decline of implementing simple activities after surgery in patients with a
stoma and effects on quality of life. (I Richbourg sur.2007) The comparison of the
implementation of complex activities before and after surgery was even more devastating and
there was statistically significant difference in their implementation before and after surgery.
Before the surgery, all respondents carried out these activities, although not with the same
intensity, some of them more often, some less, but after surgery almost half of the respondents
didn’t carry out these activities. The research on quality of life of patients with a stoma in
Poland speaks in favor of the results of this study, where it has been confirmed that people with
a stoma have reduced the implementing of complex activities after surgery. (Golicki et al. 2013)
Provided help and support after discharge from hospital is one of the important factors that
89



affect the implementation of activities after surgery, and it can be seen from the comparison
results which show that assistance and adequate education increase implementation of activities
after surgery and it is statistically significant. Numerous studies show the importance of
education and support of stoma therapists just in the first year after creation of a stoma. These
studies show increased intensity of the implementation of activities and better quality of life of
people who have support of stoma therapists. Provided help consists of education and support
which provides security and self-confidence, and therefore the intensity of activity
implementation. (De la Quintana Jiménez et al., 2010, Ishiguro et al., 2012, Danielsen and
sur.2014.).The stoma of the digestive system is a major handicap for any person and, associated
with malignant disease, significantly impairs quality of life of every person and often results in
isolation from environment and a significant reduction of carrying out daily activities. All of
the above was caused by the sense of inferiority and shame, and it was proved in the above
studies and also in this one. According to the respondents in this study, the largest assistance
was provided by family, but there weren’t enough support and education by medical
professionals. The majority of respondents said that they had been offered help of medical
professionals and family doctors after discharge from hospital. However, the help was only
offered, not implemented, unless it was requested. After discharge from hospital, family
provided assistance and education, although they weren’t sufficiently prepared and trained, in
58% of respondents, a nurse in only 37% of respondents, while the results which gave the
insight into the support received from family doctors were devastating, only 3%. Some studies
suggest the importance and desirability of including family in the process of recovery and
increasing quality of life (Zhang et al., 2013, Leyk et al., 2014). However, the results of this
study also show the importance of support of health professionals. Those respondents who were
offered a nursing care asked for help more often. The researches of various forms of assistance
provided by health care professionals, by phone calls (Aazam et al., 2011, Zhang et al., 2013),
educational meetings with patients and families (Altuntas et al. , 2012, Akiko Kimura et al.,
2013), organized meetings and gatherings (Dabirian et al, 2012), and continuing assistance of
a stoma therapist (De la Quintana Jiménez et al., 2007, Person et al., 2012, Erwin-Toth et al.,
2012), show the significance of the assistance provided by medical professionals. All these
studies suggest a positive effect of the aid and training by health care professionals on quality
of life of people with a stoma, which also reduce complications, and thus the cost of treatment.
(Anarak et al., 2012, Danielsen, 2013). Dealing with the disease without professional help, and
perceptions of the respondents about the assistance provided speak in favor of insufficient
involvement of medical professionals. In this study, the majority of respondents faced with the
present situation, mostly without professional assistance. Only 16% of respondents received
recommendation of a specialist or a family doctor to seek professional psychological help.

The fact that almost all respondents who received the recommendation requested the assistance,
and it helped them, speaks in favor how this form of assistance and recommendation to seek
assistance are important. The importance of the recommendation of experts was confirmed by
the fact that none of the respondents asked for help on their own if it was not recommended.
The importance of the psychological aspect of recovery and quality of life after creation of a
stoma and provided professional assistance has been confirmed in numerous studies. The
problems that occur related to self-care of a stoma, leakage of the stoma bag, where there is a
leakage of the contents in stomach, releasing gases that can not be controlled, significantly
affect the mental state of a person with a stoma. All of these cause withdrawal from environment
and anxiety that causes the development of depression if it is unrecognized and untreated in
time. Authors Richbourg et al., 2007, emphasize the importance of stoma therapists who help
to prevent such situations and raise quality of life for people with a stoma. The results of the
research of Anarak and associates in 2012 pointed out the development of depression in patients
where there was lack of education and assistance of experts, that was needed to return to
everyday life. Some studies demonstrated that the shame which occured in people with a stoma
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caused by physical appearance could be significantly reduced with the help and support of
stoma therapists (Mitchell et al., 2007).

Conclusion

In the end, we can confirm that this research demonstrate disturbed quality of life of patients
after surgery. The results speak in favor of reduced implementation of activities after surgery
in relation to the implementation of activities before surgery. Furthermore, the results show that
assistance after discharge from hospital is a significant factor that affects quality of life of
patients after surgery and it was provided by family, and very little by health care professionals.
The results also showed the significance of the assistance provided by medical professionals
which confirm that those respondents who received help, also asked for help more often, were
satisfied with education and they implemented activities on the higher level after surgery than
those patients who did not get help and who considered education inadequate. The feeling of
abandonment is an important factor in coping with the new situation and the sense of discomfort
that has affected the level of self-confidence, and thus engagement in everyday activities. It is
necessary to observe people with a stoma as chronic patients whose treatment does not end after
hospital discharge. Period within a few months after hospitalization is essential for a full
recovery of patients and return to everyday activities. In this period, the assistance of health
care professionals, primarily stoma therapist, is necessary.
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Abstract

Aim: Being homeless is associated with hard realities. Homelessness is accompanied by a wide
range of health problems. Usually ill persons receive care from different people. For homeless
people it is uncertain whether this resource is available. It is known that professional care is
important for the recovery of ill persons. There is a lack of knowledge regarding experiences
of homeless people with nursing care in the context of health problems. The aim of this
literature review is to explore the nursing care experiences of homeless people with health
problems in hospital settings.

Methods: To answer this question a literature review was conducted. Different databases and
further resources were used to perform the literature search. The studies identified were
systematically analyzed.

Results: Only a small number of existing studies focused experiences of homeless people
regarding nursing care. Those studies illustrated that homeless people receive help from nurses.
The overall results related to satisfaction were heterogeneous. Both, positive and negative
experiences were reported.

Conclusion: The results of the review offer first indications of how care is experienced by
homeless people with health problems. For a better understanding of the phenomenon,
empirical research from the perspective of homeless people is necessary. Especially, for the
question of who may be appropriate caregivers for this vulnerable group in case of health
problems.

Key words: homeless people, health problems, literature review, nursing care.

Introduction

A homeless life on the street is associated with hard realities. Some of those such as housing
instability, missing protection against environmental conditions (Williams & Stickley, 2011,
Essendorfer, 2007), unhealthy food (Crawley et al., 2013; V6lm et al., 2004), unhygienic
opportunities for personal care and needs (V6lm et al, 2004) imply a considerable risk for the
development of health problems (Lebrun-Harris et al., 2013; V6lm et al., 2004). Moreover there
are many obstacles for them to receive health care (Lebrun-Harris et al., 2013; Crawley et al.,
2013). In general, nursing and medical care take place in primary care, visiting or institutional
settings (Kushel et al., 2002; Essendorfer, 2007). If a health problem cannot be solved in
primary care, institutional care is needed. Particularly when hospital admission is required,
negative stress arises for homeless people (BAG Wohnungslosenhilfe, 1992). Leaving for
hospital treatment goes along with losing the provisional sleeping place and the risk that
someone might steal the personal belongings. This is one of the main reasons why homeless
people leave institutional care early, often before the treatment is completed (Behnsen, 1995).
Despite existing knowledge about the characteristics, the living-conditions and the health status
in the context of homelessness only little is known about the experiences of homeless people
with nursing care in institutional settings. The aim of this literature review is to analyse research
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published so far to get insight into this experience of homeless people and to broaden the general
understanding of issues of homelessness.

Methods

The literature research was performed using the databases PubMed, CINAHL, Carelit, Embase,
Science Direct and SOMED. The following terms were used in different combinations:
homeless people, homeless persons, shelterless people, berber, rough sleeper, homelessness,
houselessness, shelterlessness, nursing, nurses, nursing care, care dependency, health care,
health care providers, hospital, acute care, emergency service, illnesses, health situation, health
problems, manners, behaviors, reactions, experiences, perceptions, attitudes and perspectives.
Additional records were identified through other sources such as hand searches in libraries,
following up reference lists and citation snowballing (Figure 1).

Figure 1: Flowdiagram (based on Moher et al., 2009)
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The search period was limited from 1980 to 2016. In total, there were 3 875 hits. Two steps of
screening were performed. First, the publications were screened on title and abstract using the
following inclusion and exclusion criteria. Only articles in German and English language
dealing with the construct of homelessness, health und nursing care were eligible for inclusion.
Due to the aim of the literature research, describing the phenomenon extensively, qualitative
and quantitative studies were included as well all kinds of literature reviews, professional
articles and thesis. After the first screening, 36 studies were preliminary classified as relevant.
These articles were analysed in full text to prove if they meet inclusion criteria. With this
approach five publications were integrated in the detailed review. They all have a qualitative
design.

Results

The literature reveals that nursing care of homeless people in the institutional setting has not
been investigated so far. Although something is known about bad living conditions and the high
risk for acute and chronic diseases, research on this topic has almost not been conducted. In
total, only five studies could be identified (Table 1).
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Tab. 1 Overview of included articles

Autor/ Title Main focus Informants Design Type of
Year/ publication
Country
McCabe et Homeless Patients’ Experiences  Homeless qualitative research
al., 2001, Experience of of homeless  people research article
USA Satisfaction With persons with  n=17

Care. nursing care
Martins, Experiences of Experiences  Homeless qualitative research
2008, Homeless People in  of homeless  people research article
USA the Health Care people with n=15

Delivery System: A health care

Descriptive

Phenomenological

Study.
Nickasch & Healthcare Experiences  Homeless qualitative research
Marnocha,  experiences of the  of homeless  people research article
2009, homeless. people with n=9
USA health care
Stehling, Experiences of Experiences  Homeless qualitative  unpublished
2003, homeless people of homeless  people research thesis
Germany with nursing care.  people with n==6

nursing care

Wenetal., Homeless People’s Experiences  Homeless qualitative research
2007, Perceptions of of homeless  people research article
Canada Welcomeness and  people with n=17

Unwelcomeness in  health care

Healthcare

Encounters.

They all describe experiences of homeless people. Only two deal with specific experiences
concerning the care from nurses. The other studies describe the experiences with health care
providers in general, not explicitly with nurses. It can be assumed that nurses are included in
the term “health care providers”, so these studies also deal with experiences of nursing care and
were included. Moreover, it is not specified if the results of the studies are only based on
experiences of homeless people in the context of hospital treatments. Some may also include
contacts to health care providers in the community setting.

The results of the studies show ambivalence in the experiences with health care. Two studies
describe positive as well negative experiences (Stehling, 2003; Wen et al., 2007), one deals
only with positive (McCabe et al., 2001) whereas Nickasch and Manocha (2009) as well as
Martins (2008) point out only negative experiences. To illustrate the opposing experiences the
results have been categorized into positive and negative care experiences and will be presented
accordingly.

Positive Care Experiences

Diverse positive care experiences are reported. Among those experiences were supportive
behavior of nurses, joint problem-solving between nurses and homeless people and the
acceptance of non-compliance (McCabe et al., 2001). Positive care experiences included
humanistic and thoughtful interventions that were adapted to the individual living situation
(Stehling, 2003). Nurses showed emphatic behavior and trusted in the homeless people
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(McCabe et al., 2001). Homeless people experienced an unprejudiced (McCabe et al., 2001),
equal (McCabe et al., 2001; Stehling, 2003; Wen et al., 2007), non-stereotypical and integrated
care (McCabe et al., 2001; Wen et al., 2007; Stehling, 2003). Furthermore, an open-minded
atmosphere underlying the communication between homeless people and nurses existed
(Stehling, 2003). Health care providers were interested in the agendas and problems of
homeless people (Wen et al., 2007). Besides, positive care experiences were characterized when
the health care providers accepted the homeless people as equal and showed this during
interactions (Wen et al., 2007). Furthermore homeless people experienced positive care when
nurses care for them despite a poor hygienic bodily state (Stehling, 2003)

Positive care experiences seem to be linked to a feeling of being welcome, characterized by an
existence of ‘I and You’ (Wen et al., 2007). Homeless people were pleased when they received
humanistic confidential care (McCabe et al., 2001). They perceived freedom to reject a
treatment without expecting negative consequences from nurses (McCabe et al., 2001). They
felt themselves taken seriously (Stehling, 2003) and respected (McCabe et al., 2001). Further,
experiencing humanistic care allowed homeless people to take a rest and recover (Stehling,
2003).

There is a lot of potential of good care for homeless people. According to McCabe et al. (2001),
positive experiences of nursing care triggered feelings of well-being and increased self-esteem.
The homeless people shared sensitive facts with health care providers (Wen et al., 2007;
McCabe et al., 2001) and trusted nurses (McCabe et al., 2001). Furthermore, positive care
experiences resulted in a positive evaluation of health care, in the willingness to comply with
professional recommendations (Stehling, 2003) and lead to satisfaction of the homeless people
(Stehling, 2003).

Negative Care Experiences

Negative care was experienced when nurses showed different behavior in comparison to non-
homeless patients (Stehling, 2003; Martins, 2008). Homeless people perceived this care as two-
tier health care (Wen et al., 2007). Health care providers offer homeless people an unequal and
disregarding care (Stehling, 2003; Martins, 2008). They treated them with disrespect,
stigmatization and prejudgment (Martins, 2008; Wen et al., 2007). Negative care experiences
were characterized by insufficient or missing communication (Wen et al., 2007) and
hierarchical structures (Wen et al., 2007). Sometimes homeless people experienced physical
violence, like forced or degrading personal care and fixations (Stehling, 2003).

Due to the behavior of health care providers, homeless people felt ignored (Wen et al., 2007;
Stehling, 2003), sidelined and treated rudely or in a rush (Nickasch & Marnocha, 2009).
Moreover, they felt unwelcomed and dehumanized as a result of discrimination (Wen et al.,
2007) and they experienced a lack of compassion in the nurses’ behavior (Nickasch &
Marnocha, 2009). Because of the perceived negative situation with health care providers
homeless people announced that they sometimes felt like an invisible human being (Martins,
2008), an object (Wen et al., 2007), an “experimental animal” which is treated with an
ineffective therapy (Martins, 2008) or as a “number” which has to be treated and discharged
from hospital as soon as possible (Nickasch & Marnocha, 2009). According to Nickasch and
Marnocha (2009), homeless people were disappointed in the way they were treated. They felt
judged on their human physical appearance (Nickasch & Marnocha, 2009) and criticized this
treatment as unfair because they cannot change their living conditions (Nickasch & Marnocha,
2009). They assumed that particularly nurses showed no confidence in them and believed that
nurses considered them not telling the truth (Martins, 2008).

According to Nickasch and Marnocha (2009), homeless people doubted on the oath of health
care providers. They could not believe that these providers swore to care for all people with
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health problems, because they made a difference between people with housing stability and
people without housing stability in daily care. Homeless people had the impression that health
care providers do not care enough for the homeless (Nickasch & Marnocha, 2009).

Negative care experiences resulted in conceiving a negative opinion (Wen et al., 2007),
developing mistrust (Wen et al., 2007) and reinforcing the lack of self-worth (Martins, 2008).
As a consequence homeless people left institutional care before the treatment was completed
(Stehling, 2003) and will avoid the health system in the future (Martins, 2008; Wen et al., 2007).
Also they lead to a negative evaluating of health care, sometimes they decided that they would
not even send their animals for a treatment to this institution (Martins, 2008).

Discussion

Being homeless is associated with hard realities (Williams & Stickley, 2011). The results of
this review confirm other statements from the literature that seeking for and receiving health
care is a challenge in homeless people’s life (Trabert, 1995; Gillich, 2003; Volm et al., 2004).
When trying to map the results from the literature, it can be assumed that there are two key
opposing categories: Positive Care Experiences and Negative Care Experiences. Homeless
people experienced different care situations. It can be assumed that health care providers
convey their societal attitudes in their encounters with homeless people, which is the reason
why different experiences emerge (Wen et al., 2007; Martins, 2008). Homeless people were
stigmatized and dismissed (Daiski, 2007; Williams & Stickley, 2011). They do not fit into the
social image (Williams & Stickley, 2011) and because of this they are excluded from society
(Williams & Stickley, 2011; Daiski, 2007). Due to the results of the review, this process can
also be detected in the experiences of homeless people with health care. However, the real
reasons responsible for the opposing experiences have not been studied yet. In general,
independent from the kind of experiences which people have with care from health providers,
experiences will have a solid impact of the further health behavior. The purpose of the literature
review was to conduct an overview of the research field and find new indicators about the
experiences of homeless people with nursing care. It is possible that due to the selected search
terms and the inclusion as well as the exclusion criteria not all relevant data could be found.
This is typical for a specific issue, which is not dealt with frequently.

Conclusion

Homelessness is becoming an increasing public health and social concern worldwide. The
present experiences with health care of homeless people show that the care of this vulnerable
population requires a different approach. Nurses and other health care providers must be aware
of their influence on homeless individuals and learn how to interact with these people in a
proper way. The findings of this literature review give an overview of experiences, which
nurses and other health care providers can use to reflect on their treatments, see how their
behavior towards homeless people effects the feeling and well-being among this vulnerable
population.

Nursing care of homeless people has not been focused in detail so far. Due to this fact, there is
a need for further qualitative and quantitative research on this subject. Only, when homeless
people are interviewed personally about their experiences, there is the opportunity to obtain real
insights in this phenomenon. Moreover, it has to be considered that homeless people are living
single, under a wide range of environmental influences and poor living conditions. These facts
accrue the question about which people care for a homeless individual with health problems. Is
there a working care relationship, which gives the support needed or does being homeless also
mean being alone in a situation of illness? And do only professional caregivers care for this
group of people if they have a health problem or are there also informal caregivers who take
care? Especially, when nursing care is rejected through homeless people, it is not clear, who
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cares for them. We have to examine this also insufficiently investigated field to understand the
whole phenomenon “care of homeless people with health problems”, especially with the focus
on the role of family and informal caregivers.
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ALGORITMUS LINGVISTICKE VALIDIZACE MERICIHO NASTROJE (E-
POSTER)

ALGORITHM OF LINGUISTIC VALIDATION MEASURING INSTRUMENT

Jana Konecna, Zdenka MikSova
Univerzita Palackého v Olomouci, Fakulta zdravotnickych véd, Ustav osetiovatelstvi

Abstrakt

Uvod: Méfici nastroje se pievazné vyskytuji v anglickém nebo jiném ptvodnim jazyce.
Soucasné tyto nastroje vznikaji v odlisném sociokulturnim prostfedi. Proto pfi piekladu
originalniho nastroje do cilového jazyka je nutné postupovat podle doporuc¢eného postupu —
metodologie jazykové (lingvistické) validizace.

Cil: Ptredlozit algoritmus jazykové validizace s aplikaci na vybrany méfici néstroj.

Metodika: Neexistuje standardizovany postup, ale modifikované guidelines. Algoritmus
jazykové validizace je slozen z n¢kolika fazi a dil¢ich krokli. Mezi vyznamné faze patii -
preklady origindlniho nastroje do cilového jazyka; zpétné pieklady do ptivodniho jazyka a
pilotni testovani (cognitive debriefing) na potencionalnich uzivatelich konkrétnitho méficiho
nastroje. Prelozend verze musi byt koncepéné shodna s originalni verzi a musi byt vzdy
testovana jako novy ndstroj. Koncepéni shoda je jak ve vyznamové, tak obsahové strance
originalni a pfelozené verze, ktera vychazi z kulturniho kontextu cilové populace.

Zaver: Realizace lingvistické validizace je ¢asové velmi ndro¢na metoda a klade vysoké
pozadavky na sestaveni expertniho tymu. Je nutné dodrzet jednotlivé kroky lingvistické
validizace k zajisténi konceptualni ekvivalence originalni a ptelozené verze.

Klicova slova: méfici nastroj, lingvisticka validizace, validizace, guidelines

Abstract

Introduction: Measuring instruments are found predominantly in English or another native
language. At the same, these instruments originate in different social and cultural environments.
Therefore, in the translation of the original instrument into the target language must follow a
recommended procedure - Methodology language (linguistic) validation.

Aim: To present the algorithm of linguistic validation with application to the selected measuring
tool.

Methods: Not exist standardized procedure, but modified guidelines. Algorithm of linguistic
validation consists of several phases and substeps. The significant phase include - translation
of the original instrument into the target language; back translation to the original language and
pilot testing (cognitive debriefing) for potential users of specific measurement tool. A translated
version must be conceptually identical to the original version and must always be tested as a
new instrument. Conceptual conformity both in meaning and content of the original and
translated versions, which based on the cultural context of the target population.

Conclusion: Realization of linguistic validation is very time-consuming method and puts high
requirements on expert team. It is necessary to observe the individual steps of linguistic
validation to secure conceptual equivalence of the original and translated versions.

Key words: measuring instrument, linguistic validation, validation, guidelines

Dedikovano k projektu IGA UP: Kvalita Zivota V kontextu hodnoceni self~-managementu u osob
S chronickym onemocnénim, ¢. IGA_FZV 2015 009.
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VZAJEMNE VZTAHY MEZI KVALITOU ZIVOTA, ZATEZI A SYNDROMEM
V){HORENi PRI POSKYTOVANI PROFESIONALNi ZDRAVOTNE-SOCIALNI
PECE (E-POSTER)

RELATIONSHIPS BETWEEN QUALITY OF LIFE, BURDEN AND BURNOUT
SYNDROME IN PEOPLE PROVIDING PROFESSIONAL HEALTH AND SOCIAL
CARE

Radka Kozikova®, Eva Reiterova™, Sarka Vévodova®, Jifi Vévoda”, Bronislava Grygova”
*Univerzita Palackého v Olomouci, Fakulta zdravotnickych véd, Ustav spolecenskych a
humanitnich véd

“*Univerzita Palackého v Olomouci, Fakulta zdravotnickych véd, Ustav oSetiovatelstvi

Abstrakt

Cil: Cilem vyzkumu bylo zjistit vzajemné vztahy mezi kvalitou zivota, zatézi a syndromem
vyhoteni pfi poskytovani profesionalni zdravotné-socialni péce.

Metody: Byla pouzita metoda kvantitativniho dotaznikového Setfeni s pouzitim dotazniku
zatéze — Meisteruv dotaznik, dotazniku syndromu vyhoteni - Burnout Measure (BM) a
dotazniku kvality Zivota - WHOQOL-BREF. Soubor respondentl byl tvofen 57
profesiondlnimi pecovateli (55 zen, 2 muzi), ktefi poskytuji péci v zafizeni Domov pro seniory
Pohoda, Olomouc - Chvalkovice a Domov pro osoby se zdravotnim postizenim Nové Zamky
— poskytovatel socialnich sluzeb. Vyzkum byl realizovan v letech 2015-2016.

Vysledky: Z vysledki vyzkumu vyplynulo, Ze existuje signifikantni korelace mezi mirou
vyhoteni a mirou zatéze. Cim vys§i je zatéZ profesionalniho pecovatele, tim vy3$i je mira
syndromu vyhoteni. Negativni signifikantni korelace byly zjiStény mezi mirou zitéze a
faktorem kvality Zivota Fyzické zdravi, mirou zatéze a faktorem kvality Zivota ProZivani. Cim
je vyssi zatéz profesiondlniho pecovatele, tim je nizsi kvalita Zivota v oblasti fyzické zdravi a
prozivani profesionalniho pecovatele. Negativni signifikantni korelace byly potvrzeny mezi
mirou vyhoteni a faktorem kvality zivota Fyzické zdravi a mezi mirou vyhoteni a faktorem
kvality zivota Socialni vztahy a mezi mirou vyhoteni a faktorem kvality zivota - Prostfedi. Se
vzristajici mirou syndromu vyhoteni se sniZuje kvalita Zivota v oblasti socidlnich vztahd,
prostredi a fyzického zdravi profesiondlniho pecovatele.

Zaver: Vysledky vyzkumu ukézaly existenci vzdjemnych vztahi mezi mirou zatéZe a sniZenim
kvality zivota a mirou syndromu vyhoteni a niz§i kvalitou Zivota pecovateli Vyzkum tak
poukdzal na potiebu systematického posuzovani kvality Zivota pecovatele a realizaci intervenci
zamétenych na eliminaci disledki zatéze vyplyvajici z vykonavani péce.

Klicova slova: kvalita Zivota, zat€z, syndrom vyhoteni, profesionalni pecovatel

Abstract

Aim: The aim of the reserach was to establish interrelations between quality of life, burden and
burnout syndrome in people providing professional health and social care.

Methods: The method od quantitative questionnaire research was adopted. We used the
following questionnaires: burden questionnaire — Meister questionnaire; burnout syndrome
questionnaire — Burnout Measure (BM); quality of life questionnaire - WHOQOL-BREF. The
set of respondents included 57 professional caregivers (55 female, 2 male) working at Home
for the Elderly ,,Pohoda*, Olomouc — Chvalkovice, and at Home for the Disabled Persons Nové
Zamky — provider of social services. The research took place from 2015 to 2016.

Results: The results suggest significant correlations between the total score burnout degree, and
burden extent. The higher the level of burden of a professional caregiver, the higher the burnout
syndrome degree. Negative significant correlations were found between the total score burden
extent, and the quality of life indicator Physical health, burden extent and the quality of life
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indicator Experience. The higher the level of burden of a professional caregiver, the lower their
quality of life in terms of physical health and experience. Negative significant correlations were
proved between the total score burnout degree, and the quality of life indicator Physical health,
between burnout degree, and the quality of life indicator Social relationships, and between
burnout degree, and the quality of life indicator Environment. The higher the burnout syndrome
degree, the lower the quality of life in terms of social relationships, environment, and physical
health of a professional caregiver.

Conclusion: The results of our research point out to the need of systematic reviewing of a
caregiver’s quality of life, and to the implementation of interventions focused on the elimination
of burden consequences following from providing care.

Key words: quality of life, burden, burnout syndrome, professional caregiver
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ZATEZ A SYNDROM VYHORENI U RODINNYCH PECUJICICH
STRAIN AND BURNOUT IN FAMILY CAREGIVERS

Radka Kozakova, Sarka Vévodova, Jifi Vévoda, Lukas Merz
Univerzita Palackého v Olomouci, Fakulta zdravotnickych ved, Ustav spolecenskych a
humanitnich ved

Abstrakt

Cil: Cilem vyzkumu je zjistit miru zatéze rodinnych pecujicich a vztah jednotlivych faktori
zatéze k syndromu vyhoteni.

Metody: Byla pouzita metoda kvantitativniho dotaznikového Setieni s pouzitim dvou dotaznika
— Index zatéze pecovatele (CSI) a Burnout Measure (BM). Soubor respondentt je tvoren 50
rodinnymi pecujicimi (42 Zen, 8 muzl) s primérnou délkou peCovani 5 let. Vyzkum byl
realizovan v letech 2014-2016.

Vysledky: Z vysledkl vyplyva, Ze existuje signifikantni pozitivni vztah mezi mirou syndromu
vyhoteni a mirou celkové zatéze (r=0,462, p<0,01). Existuje signifikantni pozitivni vztah mezi
omezenim ¢asu a mirou vyhofeni, mezi chovanim pacienta a mirou vyhoteni a mezi finan¢ni
zatézi a mirou syndromu vyhoteni.

Zaver: Je aktualni zaméfit se na prevenci zatéze a syndromu vyhoteni u rodinnych pecujicich
a identifikovat u nich konkrétni zaté¢zové faktory.

Kli¢ova slova: pecovatel, ptijemce péce, z4t€z, syndrom vyhoteni

Abstract

Aim: The aim of the research was to ascertain the degree of family caregiver strain and the
relation to the factors of burnout.

Methods: A quantitative design was used with two questionnaires — Caregiver Strain Index —
CSI and Burnout Measure (BM). The sample comprised of 50 family caregivers (42 women
and 2 men) with the average care length of 5 years. The research was carried out between 2014-
2016.

Results: The results suggest there is a significant positive relationships between degree of
burnout and total strain index (r=0,462, p<0,01). There is a significant positive relationship
between time limitation and degree of burnout, patient's behaviour and degree of burnout, and
between financial strain and the degree of burnout.

Conclusion: It is necessary to focus on preventing strain and burnout amongst family caregivers
and to identify their particular strain factors.

Key words: caregiver, care recipient, strain, burnout

Uvod

Aktualnost potieby dlouhodobé péce o €lena rodiny se zvySuje v disledku starnuti populace
(Rychtatikova, 2006, s. 253). Pocet obyvatel ve véku nad 65 by mohl byt v 50. letech 21. stoleti
dvojnasobny ve srovnani se souasnym stavem. Nejrychleji se bude zvySovat pocet osob nad
85 let (www.mpsv.cz). Odhaduje se, Ze pfiblizné Ctvrtina az tietina osob bude z divodu
zhorSeného zdravotniho stavu vyzadovat néjakou formu dlouhodobé péce (Klimova,
Chaloupkova, 2013, s. 109). Setkdvame se s terminem laickd péce, kterou rozumime péci
rodiny, pfibuznych a znamych, nikoliv pééi poskytovanou zdravotnickymi profesionaly
(Bartlova, 2006, s. 237). Podobné neformalni péce, je péci poskytovanou rodinnymi
ptisluSniky, dobrovolniky a zndmymi. Rodina je nepostradatelnou slozkou této péce. Péce o
rodinného piislusnika je naro¢na a predstavuje pro pecovatele zaté€z (Klimova, Chaloupkova,
2013, s. 109; Formankova, Novotny, Efenberkova, 2012, s. 160). Dlouhodobé pecovani
znamena pro rodinné pfislusniky velmi casto vysokou zatéz (Klimova, Chaloupkova, 2013,
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s. 109). Zajisténi péCe o nesobéstacnou osobu je narocné a ne kazdy rodinny pfislusnik je
k tomu ochotny (Forméankova, Novotny, Efenberkova, 2012, s. 161). Uloha rodinného
pecovatele je zéasadni zivotni zménou, kterd je Casto spojena se stresem a s télesnym a
psychickym vycerpanim (Jedlinskd, Hlubik a Levova, 2009, s. 33). Bartlova (2006, s. 236)
potvrzuje, Ze ochota rodiny pecovat o nemocného je ovlivnéna predevsim onemocnénim, jeho
zéavaznosti a dlouhodobosti. Zatéz pecovatele 1ze diagnostikovat na zakladé urcujicich znakt
osetfovatelské diagnozy. Osetiovatelska diagnoza Pretizeni peCovatele (00061) je
standardizovany ndzev oSetfovatelského problému cloveéka s obtizemi vyplyvajicimi z
vykondvani pecovatelské role pfi péci o blizkou osobu (Mareckova 2006, s. 149). Byla pfijata
do seznamu Nanda diagnoz v roce 1992 (Kolegarova, Zelenikova, 2011, s. 283). Zatéz se
projevuje zménou somatického, emocniho nebo socioekonomického stavu pecovatele, napf.
bolestmi hlavy, hypertenzi, inavou, nedostatkem spanku, depresi, stresem, izolaci atd. (Nanda,
2014, s. 310-311). Pecovatelé prozivaji pii poskytovani pée emocni stres, ktery ma negativni
vliv na jejich zdravi. V disledku emoéniho stresu vznika zatéz (Do Kyung et al., 2015, s. 224).
V disledku dlouhodobé zatéze mize u pecovatele dojit k rozvoji syndromu vyhoteni. Velké
riziko vyhofeni je zejména tam, kde dochazi k nerovnovaze mezi vydanym usilim a piijatou
pozitivni odezvou (Kupka, 2008, s. 26). Proto je aktudlni zaméfit se na prevenci zatéze a
syndromu vyhoteni u rodinnych pecujicich a identifikovat u nich konkrétni zatézové faktory.
Dulezité je, aby nemocni a peovatelé byli informovani o doplitkovych sluzbach, které mohou
V péci o rodinné ptislusniky pomoci. Vyznamnou pomoci je ptisobeni svépomocnych skupin,
které sdruzuji lidi s obdobnymi zdravotnimi a zivotnimi problémy (Bartlova, 2006, s. 238).
Z vysledkii vyzkumu Serfelové a Ziakové (2011, s. 155) vyplyva, Ze jednim ze zplisobi
minimalizace pfetizeni peCovatele a negativniho hodnoceni jeho Zivota, je vyuzivani sluzeb
paliativni péce, zapojeni dobrovolnikl a jinych ¢leni multidisciplinarniho tymu do procesu
péce.

Cil
Cilem vyzkumu je zjistit miru zatéze rodinnych pecujicich a vztah jednotlivych faktort zatéze
k syndromu vyhoteni.

Soubor a metodika

Soubor respondentti je tvofen 50 rodinnymi pecujicimi (42 zen, 8§ muzl) s primérnou délkou
pecovani 5 let. Bylo osloveno 76 rodinnych pecujicich, s ticasti ve vyzkumu souhlasilo 50
pecujicich. Distribuce dotazniki byla zajisténa pracovniky terénnich socialnich sluzeb v okrese
Olomouc. Vyzkum byl realizovan v letech 2014-2016. Byla pouzita metoda kvantitativniho
dotaznikového Setieni s pouzitim dvou dotaznikli — Index zatéze pecovatele (CSI) a Burnout
Measure (BM).

Dotaznik Burnout Measure slouzi ke zjiSténi miry syndromu vyhoteni. Dotaznik BM byl
vytvoren autory Pines a Aronson (1988). Tato metoda je v literatufe hojné citovana a podle
Kebzy a Solcové jde o druhou nejéastéji uzivanou metodu k diagnostice vyhaslosti. V literatufe
jsou uvadény dobré psychometrické hodnoty tohoto dotazniku. Kebza a Solcova uvadgji, ze
faktorove analytické studie potvrdily, Ze vSechny polozky syti pouze jeden hlavni a dominujici
faktor, tj. vyCerpéani (Kebza, Solcova, 1998, s. 441). Dotaznik BM se sklada z 21 polozek,
posuzovanych na sedmibodové Skale Likertova typu.

Index zatéze peCovatele (CSI) je 13-ti polozkovy dotaznik, ktery zjistuje zatéze pecovatele o
¢lena rodiny po ukonceni hospitalizace. Autorem dotazniku je Robinson (1983).

Pred realizovanym Setfenim byl ziskan informovany souhlas od rodinnych pecujicich. Pro
zjisténi vztahu mezi sledovanymi proménnymi byl pouzit Spearmaniiv korelacni koeficient na
5% a 1% hladin¢ vyznamnosti.
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Vysledky

Syndrom vyhoreni a zdtéZ peCovatele

Pro zjiSténi vnitini konzistence pouzitych dotazniki byla vypocitana Cronbachova a dotazniku
MB a = 0,81 a dotazniku CSI o = 0,74.

Pomoci dotazniku BM bylo zjisténo u 13 (26%) respondentll zvySené riziko syndromu

vyhoteni. Syndrom vyhoteni byl prokdzan u 25 (50%) respondentti (viz tabulka 1).

Tab. 1 Vyskyt syndromu vyhoieni

Kumulativni
N % %
Bez piitomnosti SV 12 24 24
Zvysené riziko SV 13 26 50
Prokazana ptitomnost SV 25 50 100
Celkem 50 100

Pomoci dotazniku CSI byla zjisténa zatéz u pecujicich. Nejvyssi zatéz byla zjisténa u faktort
socialni stav a omezeni ¢asu. Hodnoty celkové zatézZe a jednotlivych faktori zatéze u pecujicich

jsou uvedeny v tabulce 2.

Tab. 2 Celkové hodnoty zatéze a syndromu vyhoieni

N Promér Median Modus SD Min Max
Syndrom vyhoteni 50 3,69 4 3 0,884 1 5
Fyzicky stav 50 1,74 2 2 0,922 0 3
Omezeni ¢asu 50 2,12 2 2 0,799 0 3
Socialni stav 50 2,26 2 2 0,777 0 3
Chovani pacienta 50 1,06 1 2 0,867 0 2
Finanéni zatéz 50 1,24 1 1 0,716 0 2
Zatéz celkova (CSI) 50 8,42 8 7 2,689 0 13

SD — smérodatna odchylka

Pro zjisténi vztahu mezi mirou vyhoteni a faktory zatéZe byl pouzit Spearmantiv koeficient.
Z vysledkl vyplyva, Ze existuje signifikantni pozitivni vztah mezi mirou syndromu vyhoteni a
mirou celkové zatéze (r=0,462, p<0,01). Se vzriistajici mirou zatéZe peCovatele vzriista mira
syndromu vyhofeni. Déle bylo zjiSté€no, Ze existuje signifikantni pozitivni vztah mezi mirou
vyhoteni a omezenim ¢asu pecovatele (1=0,514, p<0,01). Cim je vétsi omezeni asu, tim je
vys§i mira syndromu vyhoteni pecCovatele. Byla také potvrzena existence signifikantniho
pozitivniho vztahu mezi mirou vyhoteni a chovanim pfijemce péce (r= 0,284, p<0,05). Cim
jsou projevy chovani pecovaného horsi, tim je vyssi mira syndromu vyhoteni pecCovatele.
Rovnéz byla potvrzena existence pozitivniho vztahu mezi mirou vyhoteni a finan¢ni zatézi
(r=0,291, p<0,05). Se vzrustajici finan¢ni zat€zi vzrista mira syndromu vyhoteni (viz Tabulka

g 3).
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Tab. 3 Vztah mezi faktory zatéze pecovatele a syndromem vyhoteni, vékem a délkou péce

Syndrom Fyzicky Omezeni Socialni Chovani Finanéni Vek Délka

vyhofeni  stav Casu stav  pacienta zatéz péce

Vyhoteni 1 0,218 0,514™ 0,227 0,284 0,291 0,241 0,003
Fyzicky stav 1 0,348 0,011 0,352 0,066 0,155 0,030
Omezeni ¢asu 1 0,409™ 0,520 0,555 0,202 -0,013
Socialni stav 1 0,098 0,289" -0,25 0,097
Chovani .

pacienta 1 0,305° 0,211 -0,200
Finanéni zatéz 1 0,245 -0,160
Veék 1 -0,195
Délka péce 1

**Correlation is significant at the 0.01 level (2-tailed)
*Correlation is significant at the 0.05 level (2-tailed)

Vztahy mezi jednotlivymi faktory zdatéZe

Byla zjisténa existence signifikantnich korelaci mezi jednotlivymi sledovanymi faktory zatéze
pecovatele (viz Tabulka 3.). Existuje signifikantni pozitivni vztah mezi omezenim c¢asu
pecovatele a fyzickym stavem pecovatele (r=0,348, p<0,05), mezi omezenim ¢asu pecovatele
a socialnim stavem pecovatele (r=0,409, p<0,01), mezi omezenim ¢asu pecovatele a chovanim
ptijemce péce (r=0,520, p<0,01), mezi omezenim Casu pecovatele a financni zatézi (r=0,555,
p<0,01).

Existuje signifikantni pozitivni vztah mezi chovanim piijemce péce a fyzickym stavem
(r=0,352, p<0,05). Cim je horsi zdravotni stav pfijemce péce, tim je vétsi fyzickd zatéz
pecovatele.

Existuje signifikantni pozitivni vztah mezi finan¢ni zatézi a socialnim stavem ptijemce péce
(r=0,289, p<0,05) a mezi finan¢ni zatézi a chovanim pacienta (r=0,305, p<0,05). Se vzrustajici
finan¢ni zatéZi se zvySuje zatéZ v oblasti sociadlni. Finan¢ni zatéZ vzristd se vzristajici zatézi
vyplyvajici z chovani pacienta.

Déle byl posuzovan vliv sociodemografickych charakteristik na miru syndromu vyhofteni.
Nebyl potvrzen vztah mezi vékem pecujicich ani mezi délkou pecovani a mirou zatéZe a mirou
syndromu vyhoteni (viz Tabulka ¢. 3).

Diskuze

V naSem vyzkumu jsme se zaméftili na zjiSténi miry zatéze rodinného pecovatele a jejiho vztahu
k syndromu vyhoteni. Zaté€z pecovatele lze diagnostikovat na zakladé urcujicich znaki
oSetrovatelské diagnozy (Mareckova, 2006, s. 149). Zatéz se projevuje zmeénou somatického,
emocniho nebo socioekonomického stavu pecovatele, napt. bolestmi hlavy, hypertenzi,
unavou, nedostatkem spanku, depresi, stresem, izolaci atd. (Nanda, 2014, s. 310-311). Cilem
studie Kolegarové, Zelenikové (2011, s. 283) bylo zjistit, jak rodinni pecovatelé pecujici o
blizkou osobu v Ceské republice hodnoti definujici charakteristiky o3etfovatelské diagnézy
NANDA PietiZeni peovatele. Rodinni pfislusnici za hlavni definujici charakteristiky PretiZeni
pecovatele oznacili celkem 8 charakteristik: obavy z mozné institucionalizace péce ptijemce;
obavy, jak vytesit péci o ¢lena rodiny, kdyZ nebudu schopen péci vykonavat; konflikt v roding;
nejistota ze zmény vztahu s piijemcem péce; starost o ¢leny rodiny. Za vedlejsi bylo oznaceno
10 definujicich charakteristik: obtize v dokoncovani pozadovanych ukolt; obtize se sledovanim
piijemce péce v pribéhu nemoci; obtize ve vykondvani pozadovanych ukold; vysoky krevni
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tlak; kardiovaskularni onemocnéni; somatizace; frustrace; depresivni nalada; poruseny spanek;
stres (Kolegarova, Zelenikova,2011, s. 283).

Vysledky vyzkumt Do Kyunga et al. (2015, s. 224) a Moshera et al. (2013, s.53) potvrzuji, ze
pecovani mé negativni vliv na fyzické zdravi pecovateli a pecCovatelé trpi v disledku
poskytovani péce v mnoha oblastech fyzického zdravi. Ornstein a Gaugler (2012, s. 1537)
uvadi, ze zmeény chovani peCovaného zvysuji zatéz peCovatele. Pecovatel je nejvice ovlivnén
projevy deprese, agrese a poruchami spanku pecovaného. Jak uvadi Holeksova (2002),
nasledkem dlouhodobé chronické zatéze vznika syndrom vyhoteni. Jedlinska, Hlubik a Levova
(2009, s. 33) realizovali méieni psychické zatéze, pro které byl pouzit BM dotaznik. Syndrom
vyhoteni byl zjistén u 30 %. Tyto vysledky vyzkumu potvrzuji vliv zatéze na vznik syndromu
vyhoteni a shoduji se s vysledky naseho vyzkumu. Z celkového souboru 50 respondentt
vV naSem vyzkumu byl syndrom vyhoteni prokazan u 50% pecujicich. Truzzi et al. (2012)
potvrzuji vysokou miru emo¢niho vycerpani u 42 % pecujicich. Depersonalizace byla zjiSténa
u 23 % pecujicich. Jedlinskd, Hlubik, Levova (2009, s. 33) uvadi, ze mezi nejrizikovéjsi faktory
syndromu vyhoteni, které byly ve vyzkumu odhaleny, byla zavaznost zdravotniho stavu
pecovaného. V nasem vyzkumu byl potvrzen signifikantni pozitivni vztah mezi chovanim
pacienta a syndromem vyhoteni. Projevy chovéani pe¢ovaného se zhorsuji vlivem zmény jeho
zdravotniho stavu, coz zvySuje miru syndromu vyhoteni pe¢ovatele.

V nasem vyzkumu byl zji$tén pozitivni vztah mezi syndromem vyhoteni a finanéni zatézi. Cim
je vice pecovani finan¢né zatézujici, tim je vEtsi mira syndromu vyhoteni pecovatele. Zvérova
(2011, s.308) uvadi, ze peCovatelé financné stradaji kvili ztraté zaméstnani, ztraté piijmu
nemocného, ale i v souvislosti s poskytovanim pécée. Z publikovanych vysledki vyzkumu
Jezorské, Vévody, Chrastiny (2014, s.14) vyplyva, Ze nedostate¢na saturace v oblasti financi
neni hlavni pfi¢inou syndromu vyhoteni. Teprve az pecujici vyhoti, finance se pro néj stavaji
motivacnim faktorem. V nami realizovaném vyzkumu nebyl potvrzen vztah mezi délkou
pecovani a mirou z4téZe a syndromu vyhoteni. Primérna doba pecovani o blizkého ptibuzného
V nasSem vyzkumu byla pét let. Jedlinské, Hlubik, Levova (2009, s. 33) zjistili, ze rizikovy faktor
pro vznik nadmérné psychické zatéze je délka vykonavané role pecovatele. Pecovatelé v tomto
vyzkumu pecovali déle neZ 1 rok po dobu vice nez 8 hodin denné. Serfelova, Hladekova (2010,
s. 90) potvrzuji vyssi miru zatéze u respondentd s délkou péce nad 3 roky. Tew (2013) uvadi
vysledky vyzkumu u pecovatela s primérnou délkou péce 4 roky. Nizsi Groven kvality zivota
koreluje s vétsi délkou trvani nemoci, s vétsi délkou poskytovani péée. Ve vyzkumu Brenera et

wevr

snizuje pocit psychické pohody a celkového zdravi pecujicich.

Zavér

Vyzkum prokéazal existenci vztahu mezi mirou zatéZe pecovatele a syndromem vyhoteni.
Vysledky vyzkumu tak poukazuji na potiebu zlepSeni prevence zatéze a syndromu vyhoteni
rodinnych pecujicich. Bylo by vhodné se zaméfit na identifikaci konkrétnich zatézovych
faktorti u rodinnych pecujicich.

Bartlova (2006, s. 238) uvadi, ze doplnkové sluzby a respitni péce neni vyuzivana z divodi
nedostate¢né informovanosti pecovatelt. V zahrani¢i se stava edukace rodiny vyznamnou
¢innosti zdravotnickych a jinych pracovnikd, ptichazejicich do kontaktu s pecovateli v terénu.
,Narodni ak¢ni plan podporujici pozitivni starnuti pro obdobi let 2013 az 2017 si klade za cil
zvysit informovanost neformalnich pecujicich v ramci péce o své blizké vytvorenim podminek
pro peCuyjici rodinné piisluSniky a motivovat je kpéfi o své rodice.
http://www.mpsv.cz/files/clanky/14540/111_vlada__Akcni_plan_staruti_.pdf.
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VYSKYT, FORMY A PSYCHICKE SOUVISLOSTI MOBBINGU U VSEOBECNYCH
SESTER V CESKE REPUBLICE (E-POSTER)

MOBBING OF NURSES: INCIDENCE, FORMS AND PSYCHOLOGICAL
CONCOMITANTS IN THE CZECH REPUBLIC

Radka Koziakova, Radka BuZzgova
Ostravska univerzita v Ostrave, Lékarska fakulta, Ustav osetFovatelstvi a porodni asistence

Abstract

Cil: Hlavnim cilem vyzkumu bylo identifikovat vyskyt mobbingu u v§eobecnych sester, zjistit
nejcastéjsi formy mobbingu a identifikovat jakym zptisobem se mobbing promita na psychiku
pracovnikd.

Metody: M¢teni probihalo mezi sestrami Moravskoslezského kraje v obdobi od zaii 2014 do
ledna 2015. Vyzkumny soubor byl sestaven z 456 vSeobecnych sester. Pro sbér empirickych
udajii byly vyuzity dva dotazniky doplnéné o demografické udaje. Jednalo se Dotaznik
negativniho jednani na pracovisti (NAQ) a Dotaznik struktury a dynamiky subjektivnich
prozitkl a stavi (SUPSO). Statisticka analyza byla provedena softwarem SPSS verze 17.0.
Testovani vyznamnosti rozdili jsme zjistovali prostiednictvim Kruskall-Wallisova testu,
Mann-Whitneova U testu a pomoci Spearmanovy korela¢ni analyzy.

Vysledky: Z naSich vysledki vyplyva, ze celkem 14,3 % dotazanych respondentti ma zkuSenost
S mobbingem na pracovisti béhem poslednich 6 mésici. K nejcastéjSim formam mobbingu
mezi v§eobecnymi sestrami patii: vystaveni nezvladatelnému mnozstvi prace, Siteni pomluv a
fam, vykonavani prace pod trovent kompetence a nezadat o néco, na co mé pracovnik narok.
V naSem S$etfeni byly zjistény statisticky vyznamné rozdily ve vyskytu mobbingu z hlediska
sektoru zaméstnani, ale nebyly zjiStény statisticky vyznamné korelace mezi vyskytem
mobbingu a stupném dosazen¢ho vzdélani, vékem a ani délkou zaméstnani. Z hlediska
psychickych dasledkii mobbingu jsme nalezli vyznamné vztahy ptfedev§im ke sklicenosti
(r=0,411), depresi (r = 0,355) a tizkosti (r = 0,327).

Zaver: Vysledky potvrdily, Ze se mobbing mezi vSeobecnymi sestrami vyskytuje. Mezi
nejcastéjSi formy mobbingu sestry uvadély, ze byly vystaveny nezvladatelnému mnozstvi
prace, Siteni pomluv a fam, vykonavani prace pod tirovenn kompetence a nezadani o néco, na co
ma pracovnik narok. Vyskyt mobbingu se liSil v zéavislosti na sektoru zaméstnani, pficemz
sester v neziskovém sektoru se tykal mobbing Castéji. Vystaveni mobbingu bylo u sester
spojeno s pritomnosti smutku, deprese a tzkosti.

Klicova slova: mobbing, v§eobecna sestra, psychické disledky

Abstract

Aim: The main objectives of the study were to assess the prevalence of mobbing in general
nurses in the Czech Republic, identify the most common forms of mobbing and determine how
mobbing affects employee mental health.

Methods: Data were collected from nurses in the Moravian-Silesian Region, Czech Republic,
from September 2014 to January 2015. The sample comprised 456 general nurses. Empirical
data were collected using two questionnaires and a demographic data form. The two instruments
were the Negative Acts Questionnaire (NAQ) and SUPSO, a questionnaire for assessing the
structure and dynamics of subjective experiences and states. Data were statistically analyzed
using the statistical software package SPSS version 17.0. The significance of differences was
determined by the Kruskal-Wallis test, Mann—Whitney U test, and Spearman’s correlation
analysis.

Results: A total of 14.3% of the respondents stated that they had been subjected to workplace
mobbing in the previous six months. The most frequent forms of mobbing in this population

111



were being exposed to unmanageable workload, spreading of gossip and rumors, being ordered
to do work below one’s level of competence, and pressure not to claim something which by
right workers are entitled to. The study found statistically significant differences in the
prevalence of mobbing with respect to the employment sector but no statistically significant
correlations between mobbing and the level of education, age or length of service. As for the
psychological consequences of mobbing, there were statistically significant associations
between mobbing and sadness (r = 0.411), depression (r = 0.355) and anxiety (r = 0.327).
Conclusion: This is one of the first studies using a large sample to investigate mobbing and its
effects on the mental state of Czech nurses. The results confirmed that mobbing was present in
Czech nurses. The most frequent forms of mobbing in this population were being exposed to
unmanageable workload, spreading of gossip and rumors, being ordered to do work below one’s
level of competence, and pressure not to claim something which by right workers are entitled
to. The rates of mobbing differed as a function of the employment sector, with nurses in the
non-profit sector being most affected. In the sample, mobbing was not influenced by the level
of education, age or length of service. In nurses, exposure to mobbing was associated with the
presence of sadness, depression and anxiety.

Key words: mobbing, general nurse, psychological consequences
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INTERVENCE BEHEM PORODU A PORODNI PORANENI - EVIDENCE BASED
PRACTICE

INTERVENTIONS DURING CHILDBIRTH AND PERINEAL TRAUMA -
EVIDENCE BASED PRACTICE

Petra Kramna, Yvetta Vrublova
Ostravska univerzita v Ostrave, Lékarska fakulta, Ustav oSetrovatelstvi a porodni asistence

Abstrakt

Cil: Cilem bylo vyhledat odborné zdroje tykajici se intervenci ve druhé dob¢ porodni (masaz
hraze, aplikace teplych obkladi a technika ,,hands on“) a zhodnotit jejich vliv na vyskyt
poranéni hréze.

Metody: K vyhledavani literarnich zdroju byly vyuzity elektronické databaze Cinahl, Medline
a Pub Med. Byly vyhleddvany studie publikované mezi léty 2006 — 2016 v ¢eském nebo
anglickém jazyce. Pfi vyhledavani byla zadana klicova slova: porod, porodni poranéni,
epiziotomie, masaz hraze, teplé obklady a technika hands on. Byly dohledany 2 metaanalyzy,
2 systematické piehledy a 8 randomizovanych kontrolovanych studii.

Vysledky: Na zaklad¢ vyhledanych ¢lankt bylo zjisténo, ze aplikace teplych obkladli a masaz
hraze prokazatelné snizuji riziko poranéni analniho svérace, ale nesnizuji vyskyt spontannich
poranéni a epiziotomii. Metoda ,,hands on®, pouzivana pii profezavani hlavicky plodu, zvySuje
pocet epiziotomii, ale neni zcela jasné, zda ovliviuje také vyskyt spontannich ruptur hraze.
Zaver: Vyznamné snizeni rozsdhlych poranéni hraze bylo potvrzeno pouze pifi provadeéni
masaze hraze a aplikace teplych obkladi béhem druhé doby porodni.

Kli¢ova slova: porod, porodni poranéni, epiziotomie, masaz hraze, teplé obklady, technika
hands on

Abstract

Aim: The aim was to find proffesional resources about the interventions during second stage
of labour (perineal massage, warm compresses and ,,hands on* technique) and to evaluate the
effect on the incidence of perineal trauma.

Methods: The electronic databases Cinahl, Medline a PubMed were used for the search. The
search was made in the studies published between 2006 and 2016 in Czech or English
languages. These keywords were used: childbirth, perineal outcomes, episiotomy, perineal
massage, warm compresses a hands on technique. Two meta-analysis, two systematic reviews
and eight randomised control trials were found.

Results: On the basis of the searched articles, it was found, that the application of warm
pressures and perineal massage provably reduce the risk of anal sphincter injury, but do not
reduce the rate of the perinal tears and episiotomy. The method of " hands on", used when the
fetal is crowning, increases the rate of the episiotomies, but it is not clear whether it affects the
incidence of spontaneous perineal tear.

Conclusion: The significant reduction of the large perineal tears was confirmed only for use the
perineal massage and aplication of warm compresses during the second stage of labour.

Key words: childbirth, perineal lacerations, episiotomy, perineal massage, warm compresses,
hands on technique

Uvod

Poranéni hraze se vyskytuji az u 85 % vaginalnich porodi (McCandlish et al., 1998, s. 1267).

Mezi porodni poranéni perinea patii spontanni ruptury hraze, epiziotomie nebo vyskyt obou

poranéni soucasné¢ (Renfrew et al., 1998, s. 143). Spontanni ruptury hraze jsou ve svété

nejcastéji klasifikovany pomoci Ctyt stupiiii. Pfi prvnim stupni je zasaZzena pouze kliZze na hrazi,
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pfi druhém svaly. U tretiho stupné dochazi k poranéni komplexu anélniho svérace a u ¢tvrtého
stupné je poskozen zevni i vnitini analni svérac¢ s mukézou rekta (RCOG, 2007, s. 5-6). Porodni
poranéni mohou vést u Zeny k tadé¢ kratkodobych nebo dlouhodobych problémii. Mezi
kratkodobé problémy patii naptiklad potieba oSetieni suturou, krvaceni nebo bolest hraze. Mezi
dlouhodobé se pak fadi mocova a fekalni inkontinence nebo problémy v sexudlnim Zivoté
(Renfrew et al., 1998, s. 144; Albers et al., 2006, s. 94). Obavané jsou piedevsim rozsahlé
ruptury hraze, kdy se u zen v 30-50 % rozvine fekalni inkontinence (Kalis, et al., 2003, s. 33;
Starck, Bohe, Valentin, 2003, s. 609; Poen et al., 1998, s. 1435), piestoze bezprostiedné po
porodu je poranéni osetfeno. Tyto problémy mohou u zeny pretrvavat i nékolik let (Haadem,
Gudmundsson 1997, s. 602; De Leeuw et al., 2001, s. 832, Poen et al., 1998, s. 1435).

Existuje fada metod, kterymi se porodni asistentky a porodnici snazi zredukovat vyskyt
poranéni hraze. Mezi zakladni techniky patii masaz hraze a aplikace teplych obkladi a metoda
,hands on‘ vyuzivana pti profezavani a porodu hlavicky ditéte (Bulchandani et al., 2015, s.
1158).

Pii aplikaci teplych obkladl se zen€ jemné piiklada na hraz sterilni vlozka namocena v teplé
vode o teploté 45 — 59°C. S aplikaci se obvykle za¢ind, kdyz hlavicka plodu zaéne roztahovat
hraz a zena v této oblasti vnima napinani (Dahlen et al., 2007, s. 284).

Masaz hraze je bdhem porodu provadéna druhou osobou, nejéastéji porodni asistentkou. Zena
lezi na zéddech. Porodni asistentka si nasadi rukavice, dva prsty si zvlh¢i lubrikantem a zavede
je rodici zené 2-3 cm hluboko do pochvy. Prsty vytvafi tlak na poSevni stény (Damirel, Golbasi,
2015, s. 184).

Pti profezavani hlavicky ditéte, miize porodni asistentka provadét takeé tlak na hlavicku plodu,
aby ji udrzela ve zvySené flexi, zabranila rychlému porodu hlavicky a ochranila tak hraz.
K porodu ramének vyuziva lateralni flexi. Tato metoda se nazyva ,,hands on‘. Naproti tomu pfi
metod¢ ,,hands off™ se porodni asistentka hlavi¢ky a hraze viibec nedotyka, nebo ma pouze ruce
ptichystané (,,hands poised®), v ptipadé€, Ze by doslo k rychlému protfezéani hlavicky plodu. Pti
téchto dvou technikach se raménka ditéte rodi spontdnné (McCandlish et al., 1998, s. 1263;
Petrocnik et al., 2015, s. 275).

Cil

Cilem bylo vyhledat poznatky tykajici se intervenci ve druhé dobé porodni (masaz hraze,
aplikace teplych obkladl a technika ,,hands on*) a zhodnotit jejich vliv na vyskyt poranéni
hréze.

Metodika

Byly vybrany tfi techniky, které mohou byt béhem druhé doby porodni pouZzivany ke snizeni
poranéni hraze - masaZ hraze, teplé obklady hraze a techniky vyuZivané pii profezavani
hlavicky. U téchto intervenci byla vzdy porovnavéna varianta, ktera je u porodu povaZzovana za
béZnou s metodou alternativni. Masaz hraze a aplikace teplych obkladl byla porovnavéana se

standardni péc¢i (bez této intervence) a metoda ,.hands on“ s metodou ,,hands poised” nebo
,,;hands off™.

Uginnost technik byla hodnocena podle ptitomnosti a rozsahu porodniho poranéni hraze (hraze
bez poranéni = intaktni hréze, epiziotomie, spontanni ruptury 1. az 4. stupn¢).

K vyhledavani byly vyuzity databaze Pub Med, Cinahl, Medline. Bylo pouzito rozsifené
vyhledavani pomoci Booleovskych operatorit OR a AND samostatné pro kazdou stanovenou
intervenci. Pfi vyhledavani byla pouzita tato klicova slova: porod, porodni poranéni,
epiziotomie, masaz hraze, teplé obklady a technika hands on. Vyhledavaci obdobi bylo
stanoveno Vv rozmezi leden 2006 az brezen 2016. Vybrany byly literarni zdroje v ¢eském a
anglickém jazyce s dohledatelnym plnotextem. Uroveni dikazii byla posuzovina podle
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hierarchii diikazi pro intervence (Melnyk, Fineout-Overhold, 2011, s. 12). Zafazeny byly
zdroje, které odpovidaly urovni dikazi I - IV. (I — systematické ptehledy, metaanalyzy, II —
randomizované kontrolované studie, I1I — kontrolované studie bez randomizace, IV — kohortové
studie, studie ptipadt a kontrol). Na zaklad¢ zadanych kritérii byly dohledany 2 metaanalyzy,
2 systematické ptehledy a 8 randomizovanych kontrolovanych studii.

Vysledky
Masaz hraze
Byly dohledany c¢tyfi randomizované kontrolované studie a jedna metaanalyza (tab. 1). Tyto

studie porovnavaly vyskyt a rozsah porodniho poranéni mezi skupinou Zen, u kterych byla
provedena masaz hraze a témi, které mély standardni péce ¢i metodu ,,hands off*.

Podle metaanalyzy autorti Aaeshim et al. (2011, s. 39) masaz hraze vyznamné snizuje ruptury
3. a 4. stupng, ale nesnizuje celkovy pocet poranéni hraze. Ze ¢tyi randomizovanych studii
(Damirel, Golbasi 2015, s. 185; Zare, Pasha, Faramarzi, 2014, s. 13; Karagam, Ekmen, Calisir,
2012, s. 79; Geranmayeh et al., 2012, s. 79), bylo pouze v jedné (Geranmayeh et al., 2012, s.
79) prokazano, ze provadéni masaze redukuje vyskyt spontannich poranéni perinea.

Neni zcela jasné, zda masdz hraze vyznamné snizuje pocty epiziotomii. Podle metaanalyzy
autori Aaeshim et al. (2011, s. 39) pocet epiziotomii se signifikantné nelisi od standardni péce
nebo metody ,hands off*. Vysledky randomizovanych studii nepfinasi jednotné vysledky.
Snizeni poctu epiziotomii pfi provadéni masaze hraze bylo prokdzano ve dvou studiich
(Damirel, Golbasi, 2015, s. 185; Geranmayeh et al., 2012, s. 79), ale v dalSich dvou potvrzené
nebylo (Zare, Pasha, Faramarzi, 2014, s. 13; Karagam, Ekmen, Calisir, 2012, s. 79). Podle
autort Karagam, Ekmen, Calisir (2012, s. 79) masaz hraze nesnizuje obecné pocet epiziotomii,
ale redukuje ptipady, kdy se spontanni poranéni hraze vyskytuje spole¢n¢ s epiziotomii.

Tab. 1 Masaz hraze vs. standardni pé¢e/metody ,,hands off*

Autor (rok)  Velikost Vysledky ZAvér Typ studie Uroveii
souboru dikazu
Aasheimet 651 Masaz hraze vs. ,,hands off* Masaz hraze  Systematicky 1
al. (2011) (8RCT) technika/standardni péce snizuje riziko  prehled,
Bez poranéni hraze ruptury hrdze metaanalyza
(2 studie; 2147 respondentek) 3. a 4. stupné
RR 1.04; 95% CI 0.90, 1.20;
p=0,61
Epiziotomie
(2 studie; 2147 respondentek)
OR 1.42; 95% Cl 0.42, 4.87;
p=0,57
Ruptury hraze I11. a IV. stupné
(2 studie, 2147 respondentek)
RR 0.52; 95% CI 0.29-0.94;
p = 0,032
Damirel, 284 Masaz hraze vs. standardni péce Masaz hraze  RCT 2
Golbasi Masaz hraze  Epiziotomie 31,0 % vs. 69,7 % snizuje
(2015) (n=142) (p =0,0001) vyskyt
Standardni Spontanni ruptury 9,2 vs. 4,2 % epiziotomii
péce (p =0,096)
(n=142)
Zare, Pasha, 145 Masaz hraze vs. standardni péce Masaz hraze RCT 2
Faramarzi Masaz hraze  Bez poranéni hraze 22,2 % vs. nesnizuje
(2014) (n=45) 20,2% (p = NS) vyskyt
Standardni Epiziotomie 44, 4 % vs. 49,3 % porodniho
péce (p = NS) poranéni
(n=100) hraze
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Geranmayeh
et al. (2012)

Karacam,
Ekmen,
Calisir
(2012)

90

Masaz hraze
(n=45)
Standardni
péce
(n=45)

396

Masaz hraze
(n=198)
Bez masaze
(n=198)

Ruptury hraze 33,3 % vs. 28,3 %
(p=NS)

1. stupeni 33,3% vs. 28,3%
(p=NS)
2. stupen 0 % vs. 0 % (p =NS)
3. stupent 0 % vs. 0 % (p =NS)
4. stupen 0 % vs. 0 % (p =NS)

Masaz hraze vs. standardni péce

Vyskyt poranéni (p = 0,004)
Poranéni hraze 73 % vs. 96 %
Bez poranéni hraze 27 % vs.

4 %

Typ poranéni hraze (p < 0,001)
Ruptura 1. stupné 15 % vs. 9 %
Ruptura 2. stupné 10 % vs. 2 %
Epiziotomie 45 % vs. 88 %

Masaz hraze vs. bez masaze hraze

Epiziotomie 52,0 % vs. 60,6 %;

p =0,085

Epiziotomie a ruptury 7,6 % vs.
15,7 %; p = 0,012

Bez poranéni hraze 3,5 % vs.
35%;p=1,0

Spontanni ruptury 44,4 % vs.
35,9%; p=0,51

1. stupeni 42,9 % vs. 35,9 %;

p =0,150

2. stupen 4,6 % vs. 3,5 %;

p=0,610

Masaz hraze  RCT
snizuje

vyskyt

porodniho

poranéni a

epiziotomii

Masaz
nesnizuje
vyskyt
porodnich
poranéni, ale
snizuje
vyskyt
epiziotomii
spole¢né

S rupturami

RCT

RCT = randomizovana kontrolovana studie

Aplikace teplych obkladu

Vliv teplych obkladii na vysledky porodniho poranéni hodnotila jedna randomizovana
kontrolovana studie a jedna metaanalyza (tab. 2). Snizeni vyskytu poranéni andlniho svérace,
pii provadéni masaze, bylo potvrzeno v obou studiich (Aaeshim et al., 2011, s. 36-37; Dahlen
etal., 2007, s. 287). Obecné sniZzeni vyskytu spontannich poranéni a epiziotomii vSak prokézano

nebylo.
Tab. 2 Teplé obklady vs. metoda ,,hands off*/bez obkladii
Autor Velikost Vysledky Zavér Typ studie  Uroveii
(rok) souboru diikkazu
Aasheim 651 Teplé obklady vs. metoda ,,hands oft™/ Teplé obklady  Systematicky 1
et al. (8RCT) bez obkladu snizuji vyskyt  ptehled,
(2011) Bez poranéni hraze poranéni metaanalyza
(2 studie, 1525 respondentek) analniho
RR 1.05; 95% CI 0.86, 1.26; p = 0,65  svérace

Epiziotomie
(2 studie, 1525 respondentek)

RR 0.93; 95 % C10.62,1.39; p=0,71

Ruptury hraze I1I. a IV. stupné
(2 studie, 1525 respondentek)
RR 0.48; 95 % Cl 0.28, 0.84;
p = 0.0094
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Dahlen 717 Teplé obklady vs. klasicka péce (bez Teplé obklady RCT

et al. Teplé obklady  obkladu) snizuji vyskyt

(2007) (n =360) Poranéni oSetfeno suturou poranéni
Klasicka péce 78,6 % vs. 79,9 %; OR 1,0; analniho
(n=357) 95% CI1 0.69-1.47 svérate

Malé poranéni (zadné, ruptura 1. stupné,
trhliny labii nebo pochvy)
41,4 % vs. 40,4 %; OR 1.04; 95% CI
0.78-1.41
Velké poranéni (ruptury IL., III., IV.
stupn¢)
58,6 % vs. 59,6 %
Epiziotomie
10,8 % vs. 11,5 %; OR 0.94; 95% CI
0.59-15
Ruptury hraze I1I. a IV. stupné
4,2 % vs. 8,7 %; OR 2.16; 95%
Cl 1.15-4.10; p = 0,02

RCT = randomizovana kontrolovana studie

Metody pouZivané pii prorezavani hlavicky

Bylo dohledéano celkem 7 studii (2 metaanalyza, 2 systematické piehledy a 3 randomizované
studie), které porovnavaly metodu ,,hands on* a metodu ,,hands off* nebo ,,hands poised* (tab.
4).

Sest literarnich zdrojt (Bulchandani et al., 2015, s. 1160; Aasheim et al., 2011, s. 34; Petrocnik
et al., 2015, s. 277-278; Kettle, Tohill, 2007, s. 8-9; Rezaei et al., 2014, s. 428; Foroughipour
etal., 2011, s. 1043) hodnotilo, zda mé& metoda ,,hands on“ vliv na vyskyt epiziotomii. Ve vSech
studiich byl zji§tén vyznamné vysS$i vyskyt epiziotomii pii vyuZziti metody ,hands on*
V porovnani s metodou ,,hands poised* nebo ,,hands off*.

Z4dna ze studii neprokézala, Ze by metoda ,,hands on* obecné zvySovala poéty spontannich
poranéni, predev§im ruptur hraze 1. a 2. stupné.

Neni zcela jasné, zda metoda ,,hands on“ ovliviluje vyskyt poranéni analniho svérace. Podle
metaanalyzy z randomizovanych kontrolovanych studii (Aasheim et al., 2011, s. 34), metoda
,»hands on* nema vliv na vyskyt poranéni andlniho svérace. Metaanalyza autori Bulchandani
et al. (2015, s. 1160) byla rozdélend na dvé casti. Metaanalyza z randomizovanych studii
neprokdzala vliv metody na poranéni andlniho sv€raCe, ale podle metatanalyzy
Z nerandomizovanych studii metoda ,,hands on* vyrazné redukuje poranéni analniho svérace.
Také systematické prehledy a randomizované studie nepfinesly jednotny nazor. Podle autorti
Petrocnik et al. (2015, s. 277-278) metoda ,,hands on* zvySuje riziko poranéni svérace, ale podle
Kettle, Tohill (2007, s. 8-9) to nelze s jistotou potvrdit. V randomizované studii autorti Rezaei
et al. (2014, s. 428) byl vyssi vyskyt ruptur 3. stupné pii pouzivani metody ,,hands on®, ale ve
studii Foroughipour et al. (2011, s. 1043) vyznamny rozdil prok4dzan nebyl.
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Tab. 3 Metoda ,,hands on“ vs. metoda ,,hands off*/poised*

Autor (rok)  Velikost  Vysledky Zavér Typstudie  Uroveil
souboru ditkazu
Bulchandani 60 105 Metoda ,,hands on* vs. ,hands RCT studie Systematicky 1
et al. (2015) (5 RCT, off“/poised - RCT studie neprokazaly ptehled,
7 NRS) Bez poranéni hraze vliv metody metaanalyza
(5 studii; 6783 respondentek) ,;,hands on“ na
RR 0.98 95 % CI 0.87 - 1.11; vyskyt
p=0,78 spontannich
Poranéni analniho svérace poranéni,
(4 studie, 6717 respondentek) prokazaly
RR 1.03; 95 % CI 0.32 - 3.36; vyssi vyskyt
p=0,96 epiziotomii
Ruptura hraze 1. a II. stupné
(5 studii, 6783 respondentek) NRS studie
RR 1.00; 95% CI10.90 - 1.11; poukazuji na
p=1,0 vyrazné
Epiziotomie snizeni
(3 studie, 6647 respondentek) poranéni
RR 1,62; 95 % Cl 1.16 - 2.26; analniho
p = 0,004 svérace pri
Metoda ,,hands on* vs. ,,hands metodé ,,hands
off“/poised* - NRS studie on“,
Poranéni analniho svérace
(3 studie, 59885 respondentek)
RR 0.45; 95% CI 0.40 - 0.50;
p < 0.00001
Epiziotomie
(2 studie, 71 861 respondentek)
RR 1.20; 95% CI 0.67 - 2.15;
p=0,53
Aasheim 11 651 Metoda ,hands off* vs. ,hands on“ Metoda Systematicky 1
et al. (2011) (8 RCT) Bez poranéni hraze ,»hands on* prehled,
(2 studie, 6547 respondentek) zvySuje vyskyt metaanalyza
RR 1.03;95% Cl 0.95-1.12; epiziotomii
p =0.46
Epiziotomie
(2 studie; 6547 respondentek)
RR 0,69; 95 % CI 0,50-0,96;
p =0.027
Ruptury hraze I11. a IV. stupné
(3 studie; 6617 respondentek)
RR 0.73; 95 % CI 0.21 - 2.56;
p=0,63
Petrocnik 4099 Metoda ,,hands on‘ vs. ,hands Metoda Systematicky 1
et al. (2015) (2 RCT, off*/poised ,,hands on* piehled
2 quasi- Poranéni hraze zvySuje vyskyt
exp. (5 studii, 4099 respondentek) epiziotomii,
studie,1 metoda ,.hands on“ zvySuje poranéni
observacni vyskyt poranéni analniho analniho
studie) svérace svérace

Epiziotomie
(2 studie, 1176 respondentek)
metoda ,,hands on* zvysSuje

vyskyt epiziotomii v porovnani

s metodou ,,hands - off)
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Kettle, Tohill 6632 Metoda ,,hands on‘ vs. ,hands Metoda Systematicky
(2007) (1 RCT, poised* ,,hands on* ptehled
1 kvazi- Epiziotomie zvySuje vyskyt
RCT) (2 studie; 6632 respondentek) epiziotomii
metoda ,,hands on“ zvySuje
vyskyt epiziotomii
Poranéni vyzadujici suturu
(1 studie; 5471 Zen)
metoda ,,hands on“ se nelisi ve
vyskytu sutur od metody ,,hand
off™
Poranéni analniho svérace
(2 studie; 6632 respondentek)
nelze jednoznaéné urcit, zda
metoda ,,hands on“ ma vliv na
poranéni analniho svérace
Rezaei et al. 600 Metoda ,,hands on‘ vs. ,hands off* Metoda RCT
(2014) Handson  Epiziotomie 12,7 % vs. 5,7 % ,»hands on*
(n =300) (p =0,003) zvysuje vyskyt
Hands off  Ruptura hraze 49,0 % vs. 47,9 % epiziotomii a
(n=300) (p=0,74) ruptury hraze
1. stupeni 17,3 % vs. 22,0 % 3. stupné
(P=0,17)
2. stupent 4,7 % vs. 4,0 %
(p=034)
3. stupeni 2,7 % vs. 0,3 %
(p=0,01)
Foroughipour 100 Metoda ,,hands on“ vs. ,,hands off* Metoda RCT
etal. (2011) Handson  Epiziotomie 84 % vs. 40 % ,,hands on*
(n =50) (p =0,001) zvysuje vyskyt
Hands off ~ Ruptura hraze epiziotomii
(n=50) Bez ruptury 52 % vs. 38 % (p =
NS)
1. stupeni 22 % vs. 34 % (p = NS)
2. stupent 22 % vs. 26 % (p =NS)
3. stupen 0 % vs. 6 % (p = NS)
da Costa et 70 Metoda ,,hands on* vs. ,,hands off*  Techniky se RCT
al. (2006) Handson  Trhliny hraze 80,0 % vs. 82,28% nelisi ve
(n=35) (p=0,76) vyskytu
Hands off  Stupei ruptury (p = 1,0) spontanniho
(n=35) 1. stupeni 82,2 % vs. 82,7 % poranéni hraze

2. stupent 17,8 % vs. 17,3 %
2 quasi-exp. = kvazi-experimentalni studie; kvazi-RCT = kvazi-randomizovana kontrolovana studie; RCT =
randomizovana kontrolovana studie

Diskuze

VétSina vaginalnich porodi je provdzena poranénim hraze (McCandlish et al., 1998, s. 1267;
Albers et al., 2005, s. 367). Porodni poranéni mize béhem porodu vniknout spontanné nebo
muze byt zené béhem druhé doby porodni provedena epiziotomie. Ve svéte se pocty episiotomii
vyrazné li§i. V n€kterych zemich ma nastiih hraze jen 10 % rodicek, v n€kterych zemich az 90
% (Jovanovic, Kocijancic, Terzic, 2011, s. 885). Svétova zdravotnickd organizace uz v roce
1996 doporucila, aby se pocet epiziotomii pohyboval kolem 10 % vSech porodi (WHO, 1996,
s. 29). V Ceské republice je toto procento ale stale vice jak trojnasobné (UZIS, 2015, s. 83).
JelikoZ porodni poranéni mohou u Zeny zpUsobit problémy trvajici 1 né€kolik let, snahou
porodnich asistentek a porodniki je minimalizovat vyskyt poranéni pomoci rtiznych intervenci.
V tomto ptispévku jsme se snazili dohledat relevantni literarni zdroje a zhodnotit, zda masaz
hréze, aplikace obkladl a metoda ,,hands on* sniZuji pocty porodnich poranéni hraze.
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Jednoznacné pozitivni vliv byl prokézan pii provadéni maséaze hraze a aplikace teplych obkladii
béhem druh¢é doby porodni. Tyto dv¢ intervence vyznamné snizuji vyskyt rozsahlych porodnich
poranéni, ale neovliviluji celkovy pocet spontannich ruptur hraze a epiziotomii. Pfesto tyto
intervence byvaji v Ceské republice vyuZivany spie vyjimeéns. Metoda ,,hands on®, ktera se
rutinné vyuziva pti porodu hlavicky a ramének ditéte, zvysSuje vyskyt epiziotomii. Na druhou
stranu neni u této metody jednoznacné prokazano, ze redukuje vyskyt spontannich ruptur hraze.
Bulchandani et al. (2015, s. 1157-1165) provedl metaanalyzu z nerandomizovanych
kontrolovanych studii. Zkoumany soubor obsahovat t¢émét 60 000 participantek. Zjistili, Ze
metoda ,.hands on“ signifikanté snizuje vyskyt poranéni analniho svérace. Metaanalyzy
Z randomizovanych studii (Bulchandani et al., s. s. 1160; Aasheim et al., 2011, s. 34) vSak
neprokazaly vliv metody ,hands on“ na vyskyt spontanni ruptur hraze. Podle vysledkl
systemického piehledu (Petrocnik et al., 2015, s. 277-278) a randomizované studie (Rezaei et
al., 2014, s. 428) tato metoda nezvysuje jen epiziotomie, ale také zvySuje riziko poranéni
analniho svérace.

Zavér

Podle prozkoumanych odbornych zdrojii 1ze konstatovat, Ze masaz hraze a aplikace teplych
obkladi prokazatelné snizuji vyskyt rozsahlych porodnich poranéni hréze. Pii vyuZzivani
metody ,.hands on* se zvySuje pocet epiziotomii, ale nebylo jasné¢ prokazano, ze by metoda
snizovala vyskyt ruptur hraze. V praxi by tedy k redukci poranéni méla byt preferovana masaz
hraze a aplikace teplych obkladd.
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CESKA VERZE SKALY ,,POZITIVNI ASPEKTY PECOVANI“
THE CZECH VERSION OF SCALE ,,POSITIVE ASPECTS OF CAREGIVING*

Tat’ana Krsikova, Renata Zelenikova
Ostravska univerzita v Ostrave, Lékarska fakulta, Ustav osetrovatelstvi a porodni asistence

Abstrakt

Cil: Cilem ptispevku je prezentovat ¢eskou verzi Skaly Pozitivni aspekty pecovani.

Metody: Skala Positive aspects of caregiving byla se souhlasem autori originalni verze
ptelozena do ¢eského jazyka metodou ,,forward-backward translation. Na zaklad¢ forward-
backward translation byla vytvotfena ¢eska verze skaly Pozitivni aspekty pecovani. Originalni
anglicka verze Positive aspects of caregiving byla publikovana v roce 2004 autory Boerner,
Schulz, a Horowitz.

Vysledky: Skéla obsahuje 11 poloZek a je zaméfena na to, co petovatelim péce piinasi, dava
nebo poskytuje. Skéla Pozitivni aspekty pecovani je v souéasné dobé testovana u peovateld,
kteti pecuji o své rodinné ptislusniky trpici demenci. Sbér dat probiha u pecujicich o nemocné
trpici demenci z psychiatrické ambulance, psychiatrického odd¢leni a geriatrického oddéleni
Nemocnice s poliklinikou v Havifove, p.o., Slezska diakonie, centrum dennich sluzeb SILOE
Ostrava Nova Ves, psychiatrické ambulance Mayfair, s.r.o. v Karviné a psychiatrické
ambulance v Karviné.

Zaver: 1 ptes tézkosti spojené s poskytovanim pécée ¢lenovi rodiny s poruchami paméti nebo
jinymi problémy, zkuSenost peCovani mize peCovateliim ptinadSet také pozitiva. Realizovany
vyzkum pfispéje k ovéfeni zahrani¢niho standardizovaného dotazniku Pozitivni aspekty
pecovani (Positive aspects of caregiving) v ¢eském sociokulturnim prostiedi a také zjisténi,
které aspekty pecujici oznaci za pozitivni. Lepsi porozumeéni pozitivnim aspektim péce miize
pomoci zdravotnikiim podpoftit pecujici v jejich odhodlani pecovat o své piibuzné.

Klicova slova: pozitivni aspekty peCovani, Skala, pecovatel.

Abstract

Aim: The aim of the paper is to present the Czech version of the scale of the Positive aspects of
caregiving.

Methods: After the permission of the authors of the original version the scale Positive aspects
of caregiving was translated into Czech by the forward-backward translation. On the basis of
forward-backward translation was created Czech version of the range of the positive aspects of
caring. The original English version Positive aspects of caregiving was published in 2004 by
authors Boerner, Schulz and Horowitz.

Results: The scale includes 11 items and it is focused on aspects what caregivers care brings,
gives or provides.The scale of Positive aspects of caregiving is currently being tested by
caregivers who take care of family members suffering from dementia. Data are collected in a
sample of caregivers of patients suffering from dementia in a psychiatric clinic, psychiatric unit
and a geriatric ward Hospital in Havirov, po, Silesian Diaconate, the center of daily services
SILOE Ostrava Nova Ves, Mayfair psychiatric clinic, Ltd. Karvina and psychiatric outpatient
in Karvina.

Conclusion: Despite the difficulties associated with providing care to a family member with
memory disorders or other problems, the experience of caring caregivers may also bring
positives. Realized research contributes to verify foreign standardized questionnaire positive
aspects of caring (Positive aspects of caregiving) in the Czech socio-cultural environment and
determine which aspects of caring identified as positive. A better understanding of the positive
aspects of care can help health workers to support carers in their determination to care for their
relatives.

122



Key words: positive aspects of caregiving, scale, caregiver.

Uvod

Problematika zéatéze pecovateli je v poslednich desetiletich pfedmétem mnoha vyzkumu
V Ceském 1 mezindrodnim kontextu. Sérensen a Conwell ve své publikaci (2011) shrnuji, Ze od
roku 2005 byly vysledky souvisejici s peCovateli publikovany ve vice nez 800 studiich a
piehledech po té, co Vitaliano v American Journal of Geriatric Psychiatry vyzval k vyzkumu
v gerontopsychiatrii (Sorensen, Convell, 2011, s. 491). Pecovani, zejména je-1i dlouhodobé, je
vysoce psychicky a fyzicky narocné a piedstavuje pro peCovatele vysokou zatéz. Rodinni
ptislusnici, kteti pecuji o nemocného trpicitho demenci, popisuji své pocity jako trvaly stres a
frustraci, kterd pak casto vede k onemocnéni samotného peCovatele s neschopnosti nadale o
svého piibuzného pecovat. I pres tézkosti spojené s poskytovanim péce clenovi rodiny
S poruchami paméti nebo jinymi problémy, zkuSenost peCovani miize peCovatelim piinaSet
také pozitiva. Az do roku 2007 byl vyzkum pozitivnich aspekt v pé¢i o nemocné okrajovou
zalezitosti (Hilgeman et al., 2007). Také Lopez et al. (2005) potvrzuje, Ze do nedavné doby
vyzkum v oblasti peCovani byl zaméten prevazné na negativni disledky pecovani, napt. zatéz,
deprese, nemoc (Lopez et al., 2005), a teprve az v poslednich desetiletich se vyzkumnici zacali
zabyvat také pozitivnimi aspekty pecovéani. Vzhledem k tomu, Ze pozitivni zkuSenost je
subjektivni zalezitost, je tézké definovat pozitivni aspekty a neexistuje standardni formalni
definice. Mnoho autord chape pozitivni aspekty ve smyslu piinosti, spokojenosti a zkusenosti
(Kate et al., 2012). Pozitivni aspekty pe¢ovani zahrnuji podle nékterych studii zlepSeni vztaht,
zvySeni sebeucty, pocit ocenéni, zlepSeni vnimani smysluplnosti, potéSeni, pocit potiebnosti,
splnéni povinnosti, nauceni se novych dovednosti a dalsi. Pozitivni aspekty pecovani byvaji
nejcasteji posuzovany jako pozitivni zkusenost s pe¢ovanim, spokojenost s peCovanim a ptinos
pecovani (Kate et al., 2012). Autorka Tarlow et al. (2004) provedla analyzu studii zamé¢fenych
na pozitivni aspekty pecCovani u pacientd trpicich demenci. Zjistila, Ze nejCastéji pouzivana
operacionalni definice pozitivnich aspektl peCovani byla spokojenost s pecovanim (Tarlow et
al., 2004, s. 430). V uvedenych studiich bylo prezentovano, ze krom¢ mnoha negativnich a
stresujicich aspektli pecovani, peCovatelé vnimaji také uréitou Spokojenost s pecovanim
zdiraziujice komplexnost problematiky. V poslednich letech bylo vytvofeno nékolik néstroja
na posouzeni pozitivnich aspektli pecovani. Jedna se napt. o Skaly Adapted Caregiver Gains
Scale (Chen, Greenberg, 2004), Positive Aspects of Caregiving (Boerner, Schulz, Horowitz,
2004), Scale for Positive Aspects of caregiving Experience — SPACE (Kate et al., 2012).

Originalni anglicka verze Positive aspects of caregiving byla poprvé publikovana v roce 2004
jako piiloha piispévku autori Boerner, Schulz, Horowitz (2004). Skala obsahuje 11 polozek a
je zaméfena na to, co peCovatelim péce ptinasi, dava nebo poskytuje. Jednotlivé polozky jsou
hodnoceny na 5bodové Likertové Skéle od 0 do 4, kde 0 - znamena siln€é nesouhlasim a 4 —
siln€ souhlasim. Ve stejném roce byly prezentovany psychometrické vlastnosti této Skaly
(Tarlow et al.,, 2004). Dotaznik byl validovan v souboru 1229 pecujicich o nemocné
Alzheimerovou demenci (Tarlow et al., 2004). Faktorovou analyzou byly identifikovany dva
faktory, které se tykaly oblasti vlastniho ocenéni a pohledu na zivot. Na zakladé faktorové
analyzy byly ze §kély odstranény 2 polozky. Cronbachovo alpha celé skaly bylo 0,89 (Tarlow
etal., 2004, s. 442).

Cil
Cilem ptispévku je prezentovat Ceskou verzi skaly Pozitivni aspekty pecovani.

Soubor a metodika
Ptiprava ceské verze Skaly probihala v nasledujicich krocich:
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. Souhlas autort s piekladem a pouzitim $kély. Skala Positive aspects of caregiving byla se
souhlasem autorti originalni 11polozkové verze pielozena do Ceského jazyka metodou
forward-backward translation (Boerner, Schulz, Horowitz, 2004).

. Forward translation — pteklad $kaly z anglického jazyka do Cestiny. O pieklad skaly byli
pozadani dva nezavisli prekladatelé, kteti prelozili Skalu z anglictiny do CeStiny.

. Vytvoteni spojené verze (reconsiled version). Dalsi odbornik vytvofil spojenou verzi na
zékladé dvou nezavislych prekladi.

. Backward translation — zpétny pieklad skaly z Ceského jazyka do anglického jazyka.
Nasledné¢ byla spojend verze skaly prelozena z CesStiny zpét do angliCtiny.

. srovnani anglického ptekladu skaly a originalni verze a vytvoireni findlni verze. Poté byla
utvorena skupina odbornik z praxe, ktefi porovnali ob¢ anglické verze. Nasledné probé¢hla
analyza rozdila a nejasnosti. Po prodiskutovani nejasnosti a rozdilti byla metodou konsenzu
vytvofena finalni ¢eska verze Skaly.

. Pilotni testovani Ceské verze Skaly u skupiny pecovateld. Pilotni ovéfeni ceské verze Skaly
bylo provedeno u deseti laickych pecovateld. Cilem pilotniho ovéfeni bylo posoudit

srozumitelnost jednotlivych polozek $kaly.

Vysledky

Na zéklad¢ forward-backward translation byla vytvotena ¢eska verze Skaly Pozitivni aspekty

pecovani (tab. 1).

Tab. 1 Ceska verze $kaly Pozitivni aspekty petovani

Nekteri pecovatelé Fikaji, Ze i pres tezkosti spojené s poskytovanim péce clenovi rodiny s
poruchami pameéti nebo jinymi problémy, zkuSenost pecovani jim prinasi také pozitiva. Ted’
budu prochazet nekolik dobrych veci, které nékteri pecovatelé zaznamenali. Rad bych se Vis
zeptal/a, jak moc s témito vyroky souhlasite nebo nesouhlasite.

Poskytovani pomoci mi Silng Trochu Ani Souhlasi Silng
Umoziiuje nesouhlasim | nesouhlasim | souhlasim mtrochu | souhlasim
() D) ani 3) (4)
nesouhlasim
(2)

24

Mit ze sebe dobry pocit.

Citit se potiebny.

Citit se ocenény.

Citit se dilezity.

Citit se silny a sebejisty.

Dévat vetsi smysl svému
Zivotu.

Ucit se novym
dovednostem.

Vice si vazit sviij zivot.

Rozvijet pozitivni postoj k
Zivotu.

Posilovat mé vztahy s
jinymi.
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Pilotni testovani potvrdilo srozumitelnost Skaly pro pecovatele. Na zaklad¢ rozhovorid
s ucastniky pilotniho Setfeni nebylo potfebné upravovat zadnou polozku. VSechny polozky byly
srozumitelné a pecovatelé na né odpovedéli.

Prezentovana Ceskd verze skaly Pozitivni aspekty pecovani je v soucasné dob¢ testovana u
pecovatelq, kteti pecuji o své rodinné piislusniky trpici demenci v rdmci vyzkumu zaméteného
na zjistovani zatéze pecovatell pacientl trpicich demenci a faktorti, které mohou ovlivnit zatéz.
Vyzkum ma charakter kvantitativniho vyzkumu. Jednd se o prifezovou studii schvalenou
Etickou komisi Lékatské fakulty Ostravské univerzity. Sbér dat probihda od tnora 2016 u
pecujicich o nemocné trpici demenci z psychiatrické ambulance, psychiatrického oddé€leni a
geriatrického oddéleni Nemocnice s poliklinikou v Havifové, p.o., Slezska diakonie, centrum
dennich sluzeb SILOE Ostrava Nova Ves, psychiatrické ambulance Mayfair, s.r.o. v Karviné a
psychiatrické ambulance MUDr. Kollerové v Karviné. Pfedpokladem je ziskani 250 — 300 sad
vyplnénych standardizovanych dotaznikii od peCovatelti. Findlni vysledky testovani Skaly
budou nésledné prezentovany v odbornych periodikach a na konferencich.

Diskuse

Pozitivni aspekty peCovani jsou mnohem méné probadanou oblasti ve srovnani s pecovatelskou
zatézi. Presto existuje nekolik studii, které se této problematice vénuji. Dostupné publikované
vyzkumné studie zaméfené na pozitivni aspekty peCovani potvrzuji, ze péfe o blizkého
neobsahuje pouze negativni dopady pecovani, ale zahrnuje také pozitivni aspekty. Ve vyzkumu
autortt Lopez et al. (2005, s. 92) bylo zjisténo, ze vysledky, které souvisely s pozitivnimi
emocionalnimi aspekty, byly napiiklad lepsi pfedchozi vztah mezi peovatelem a piijemcem
péce, vlastni rozhodnuti pecovat o svého blizkého, vyuzivani volného ¢asu ve stejné mite jako
pted zahdjenim péce.

Analyza 14 studii zaméfenych na pozitivni aspekty pecovani u pacientl trpicich demenci
provedena Tarlow et al. (2004, s. 432) prokazala souvislost pozitivnich aspektti pecovani a
piedchozi spokojenosti se vztahy, spokojenosti se socidlni oporou, pouZitim copingovych
strategii zaméfenych na feSeni problému, vys$§im vékem pecovatelli, lepSim zdravim
pecovateld.

Cohen et al. (2007) provedli vyzkum u 289 pecovateld, kteti méli identifikovat alespon jeden
pozitivni aspekt v ramci poskytovani péce. Az 73 % pecovateld identifikovalo minimélné jeden
pozitivni aspekt pecovani. Jedinci, u kterych bylo identifikovano vice pozitivnich aspektd,
trpé€li méné Casto depresemi, zat&zi a pocitovali lepsi subjektivni zdravi, neZ respondenti, kteti
pozitivni aspekty nepopisovali. Ve vyzkumu bylo také zjisténo, Ze existuji rozdily ve vniméni
pozitivnich aspektli s ohledem na kulturni a rasové rozdily peCovateld.

Zavér

I ptes tézkosti spojené s poskytovanim péce ¢lenovi rodiny s poruchami paméti nebo jinymi
problémy, zkuSenost pecovani mize peCovatelim piinaset také pozitiva. Vyzkum pozitivnich
aspektll peovani pecujicich o pacienty s demenci je v Ceské republice ojedinély a tato studie
bude prvni, kterd bude zkoumat tuto problematiku. Realizovany vyzkum pftisp&je k ovétreni
zahrani¢niho standardizovaného dotazniku Pozitivni aspekty pecovani (Positive Aspects of
Caregiving) v ¢eském sociokulturnim prostedi a také zjisténi, které aspekty pecujici oznaci za
pozitivni. Lep$i porozuméni pozitivnim aspektim péce miize pomoci zdravotnikim podpofit
pecujici v jejich odhodlani peCovat o své piibuzné.

Dedikovano SGS05/LF/2016-2017: Zatez pecovatelu pacientut trpicich demenci.
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IDENTIFIKACIA VYSKYTU A ANALYZA AGRESIE PACIENTOV VOCI SESTRAM
— PROJEKT VEGA 1/0217/13

THE PREVALENCE |IDENTIFICATION AND ANALYSIS OF PATIENT
AGGRESSION AGAINST NURSES - PROJECT VEGA 1/0217/13

Martina LepieSova, Ivana Bérikova, Juraj Cap, Ivan Farsky, Radka Kurucova, Jana
Nemcova, Anna OvSonkova, Martina Tomagova, Maria Zanovitova, Katarina Ziakova
Univerzita Komenského v Bratislave, Jesseniova lekarska fakulta v Martine, Ustav
oSetrovatelstva

Abstrakt

Ciel: Cielom prispevku je prezentovat’ celoslovenskil vyskumnu $tudiu so zameranim na
identifikaciu vyskytu a analyzu agresie pacientov voc€i sestram realizovana v ramci rieSenia
projektu VEGA 1/0217/13. Ciel'om celonarodného projektu bolo zmapovat agresiu pacientov
voci sestram v slovenskej klinickej oSetrovatel'skej praxi. V prispevku sa zameriavame najmi
na opis priebehu rieSenia projektu takéhoto rozsiahleho zamerania a s nim spojené problémy,
najmé v konceptudlnej, pripravnej a empirickej faze vyskumu.

Metody: Metddou zberu udajov vo vsetkych fakultnych a univerzitnych nemocniciach na
Slovensku bol dotaznik zamerany na vyskyt, rizikové faktory, manazment agresie pacientov
voci sestrdm a postoj sestier, tvoreny $kdlami VAPS, ATAS®, FAPAS a MAVAS-L.
Vysledky: Vysledky ziskané na vyskumnom stubore 1220 sestier st databazou udajov o rozsahu
problému, frekvencii vyskytu, zavaznosti, formach, suvislostiach s dérazom na percepciu
rizikovych faktorov a manazmentu agresie pacientov. Zistili sme enormny vyskyt agresie
pacientov voci sestrdm v nasej praxi, dominanciu negativnej percepcie agresie pacientov
sestrami a prevahu biomedicinskeho chapania tohto javu vratane preferencie tradi¢nych
restriktivnych stratégii jeho manazmentu.

Zavery: Vysledky rieSenia projektu mozu byt vychodiskom k etablovaniu programov prevencie
a rieSenia agresie v praxi a podkladom pre implementaciu problematiky do vzdelavania.

KUlucové slova: oSetrovatel'stvo, agresia pacientov voci sestrdm, vyskyt, rizikové faktory,
postoj sestier, manazment agresie

Abstract

Aim: The aim of this paper is to present a nationwide research study focusing on identification
and analysis of patient aggression against nurses realized within the project VEGA 1/0217/13.
The aim of the project was to map patient aggression against nurses in Slovak clinical nursing
practice. The article focuses on the description of the course of the project of such a broad focus
and problems associated with it, particularly in the conceptual, empirical and preparatory
research phase.

Methods: The questionnaire focused on the incidence, risk factors, management of patient
aggression against nurses and attitudes of nurses consisting of scales VAPS, ATAS®, FAPAS
and MAVAS-L was used as data collection instrument in all faculty and university hospitals in
Slovakia.

Results: The results obtained by the research group of 1220 nurses represent a database on the
extent of the problem, its frequency, severity, forms, and relations with emphasis on the
perception of risk factors and management of patient aggression. We have found out an
enormous incidence of patient aggression towards nurses in our practice, dominance of negative
perception of patient aggression by nurses and predominance of biomedical understanding of
this phenomenon, including preference of traditional restrictive strategies of its management.
Conclusion: The results of the project may be a starting point to establish the programmes of
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prevention and management of aggression in practice and the basis for the implementation of
the issue into education.

Key words: nursing, patient aggression against nurses, incidence, incidence, risk factors,
attitude of nurses, aggression management

Uvod

Agresia pacientov je beznou sucastou kazdodenného profesionalneho zivota sestier (Badger,
Mullan, 2004; Guidelines..., 2004; Schablon et al., 2012). Vysledky vyskumnych s$tudii
realizovanych najmd v zahrani¢i potvrdzuji vysoky vyskyt incidentov agresie voci
zdravotnickym profesiondlom v klinickej praxi, najc¢astejSie zo strany pacientov a nasledne ich
rodinnych prisluSnikov ako aktérov agresie (O'Connell et al., 2000; Morgan, 2001; Adib et al,
2002; Jackson et al., 2002; Astrom et al., 2004; Winstanley, Whittington, 2004; Farrell et al.,
2006; Hegney et al., 2006; Ryan, Maguire, 2006), ¢o potvrdil aj parcialny vyskum
v podmienkach Slovenska. Agresia pacientov je problémom sestier na medzinarodnej Grovni —
v porovnani s inymi profesionadlmi st sestry ovela CastejSie objektom agresie (Jackson et al.,
2002), ato vo vSetkych klinickych disciplinach i urovniach poskytovania oSetrovatel'skej
starostlivosti. Je opakovane sa vyskytujiucim javom, pravdepodobne aj v dosledku jej
multifaktorovej podmienenosti pocetnymi internymi, externymi, situaénymi a interakénymi
faktormi (Duxbury, Whittington, 2005). Stdva sa vdznym problémom sucasnej klinickej
oSetrovatel'skej praxe — ovplyviiuje bezpecnost pri praci, zdravie sestier, spokojnost’ s pracou
a nasledne 1 kvalitu oSetrovatel'skej starostlivosti poskytovanej jej prijemcom.

Ako uvadza Rippon (2000), signifikantny empiricky vyskum agresie voci sestrdm je stale
nedostatocny, najmé v zmysle slabého financovania vyskumnych §tadii. Nedostatok vedeckej
pozornosti tomuto fenoménu sa moéze nasledne odrézat’ v tom, Ze nie je jasné, ako ho reflektuju
samotné sestry. Najmid postoj sestier k agresii zo strany pacientov sa ukazuje ako
nejednoznacny, ambivalentny — je nejasné, ako sestry vnimaju agresiu pacientov voci nim a
aky vyznam pripisuju takémuto spradvaniu z pohladu pacienta. Pritom spdsob, akym sestry
agresiu v koneénom dosledku manazuja, je ovplyvneny ich postojom k takémuto spravaniu
(Jansen et al., 2005). Na druhej strane, vyber konkrétnych stratégii manazmentu agresie
pacientov (reStriktivnych vs. interpersonalnych) moze stvisiet’ s ich percepciou a chapanim
pricin agresivneho spravania — t.j. ktoré faktory v ramci multifaktorovej podmienenosti agresie
vnimaju ako dominantné (Duxbury, Whittington, 2005).

Podla Duxburyovej (2003) dochadza K vyraznému apelu na hodnotenie sucasnej klinicke;j
praxe vratane manazmentu agresie pacientov. Vyslednym efektom je extenzivnejsi vyskum so
zameranim na rozmanité aspekty tohto problému. Téato problematika sa v obdobi posledného
desatrocia v zahrani¢i dostava do popredia vyskumu, ¢asto vo forme celondrodnych Studii v
usili prispiet’ k pochopeniu komplexného charakteru, rozsahu a zdvaznosti problému. Vysledky
Studii potvrdzuju, Ze agresia pacientov je integralnym komponentom klinickej oSetrovatel'skej
praxe sestier vSetkych oSetrovatel'skych disciplin. Niektoré celondrodné Studie su realizované
opakovane v rozmedzi niekol’kych rokov v snahe zistit, aky je efekt realizovanych opatreni.
Na Slovensku je situacia ind — tento problém stale nie je dostatocne reflektovany v kontexte
jeho sktimania i samotného vykonu profesie sestra, 1 ked’ boli realizované viaceré parcialne
vyskumné $tadie (LepieSova, Nemcekova, 2007; Lepiesova et al., 2008; Cerfianova, 2010,
LepieSova, Nemcekova, 2013; Kacmarova et al., 2014). Agresia voci sestram ako realny jav
eSte stale nie je rozpoznand a chapand ako problém a komplexnejSie skiimand, najmé na
pracoviskach, ktoré su z hladiska vyskumu tejto problematiky zanedbavané (Standardné
16Zkové oddelenia v porovnani s psychiatrickymi ¢i pohotovostnymi pracoviskami).
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Ciel’

Cielom celoslovenskej vyskumnej Stadie realizovanej v rdmci rieSenia projektu VEGA
1/0217/13 bolo zmapovat’ problém agresie pacientov voci sestram v kontexte slovenskych
podmienok klinickej oSetrovatel'skej praxe so zameranim na Styri vybrané oblasti (vyskyt /
postoj / rizikové faktory / manazment agresie pacientov voci sestram).

Hlavny ciel'om trojro¢ného projektu bola identifikacia vyskytu a analyza agresie pacientov voci
sestrdm na Slovensku — t.j. explanacia agresie ako multifaktorového javu a identifikacia
vztahov medzi jednotlivymi skimanymi fenoménmi (vyskyt, postoj, percepcia rizikovych
faktorov, reflexia manazmentu agresie) a individudlnymi charakteristikami resp.
charakteristikami prostredia.

Metodika

Metodou zberu dat bol dotaznik zamerany na vyskyt, rizikové faktory, manazment agresie
pacientov voci sestram a postoj sestier, tvoreny sebaposudzovacimi $kalami s potvrdenou
reliabilitou a validitou:

- Skala vlastnej konstrukcie VAPS (Vyskyt Agresie Pacientov voci Sestram / Violence and
Aggression of Patient Scale) autorov Lepiesova et al. (2012),

_ $kala ATAS® (Attitude Towards Aggression Scale) autora Jansena (2005) so zameranim na
postoj k agresii pacientov,

- skala vlastnej konsStrukcie FAPAS (Faktory Agresie PAcientov voci Sestram / Factors
Affecting Patient Aggression Scale),

- modifikovana a adaptovana skala MAVAS-L (The Management of Aggression and Violence
Attitude Scale — Likert) so zameranim na postoj k pri¢inAm a manazmentu agresie autorky
Duxbury (Duxbury, 2003; Duxbury et al., 2008).

V prvych fazach projektu sme realizovali konceptudlnu analyzu a determindciu zakladnych
pojmov a operaciondlne vymedzenie premennych. V pripade prevzatych $kal (ATAS®
a MAVAS) boli uskutoénené prehl'adové Stidie so zameranim na analyzu ich konstrukcie,
psychometrie, pouzitia vo vyskumnych S$tadiach a ziskanych vysledkov (Lepiesova,
Tomagova, 2014; LepieSova et al., 2014). Zaroven prebiehala koreSpondencia s autormi Skal
s ciel'om ziskat’ sthlas s ich pouzitim v nasej $tadii a prediskutovat’ moznost’ modifikacie resp.
vyli€enia niektorych poloziek. Pri MAVAS sme sa na ziklade prehladovej Studie
a komunikacie s autorkou Skaly rozhodli pouzit’ jej adaptovanu verziu MAVAS-L autorov
Pulsford et al. (2013), modifikovant na nase podmienky v stlade s pracou autorov Gertz et al.
(2013). Lingvisticka validacia tychto skal (metodou forward-back) viedla k vytvoreniu ich
slovenskych verzii na zéklade konsenzu pracovnej skupiny spolurieSitelov projektu s
odbornikmi z klinickej praxe (psychiater, psycholog, sestry). Pracovna skupina zodpovedala aj
za korekciu obsahu poloziek skal vlastnej konStrukcie (tie boli pred projektom testované
V parcialnych Studiach na stiboroch do 300 sestier), reformulaciu ich nazvu (s cielom ngjst’
akronym vhodny pre publikovanie v slovenskych i zahrani¢nych publikaciach; findlne
akronymy VAPS a FAPAS) a kompletizaciu dotaznika.

V empirickej faze projektu sme sa vytvoreny dotaznik rozhodli distribuovat medzi sestrami
vSetkych fakultnych a univerzitnych nemocnic (UN, FN, FNsP), ktoré spadaji pod pdsobnost’
Ministerstva zdravotnictva Slovenskej republiky (MZ SR) resp. Ministerstva obrany
Slovenskej republiky (MO SR) —t.j. v 11 nemocniciach so zastipenim v jednotlivych krajoch
SR (UN Bratislava, FN Trnava, FN Nitra, FNsP Nové Zamky, FN Trencin, FNsP Zilina, UN
Martin, FNsP F.D. Roosevelta Banska Bystrica, Ustredna vojenskd nemocnica SNP
Ruzomberok — FN, FNsP J.A. Reimana PreSov, UN L. Pasteura KoSice). Za tymto tcelom
prebiehala telefonicka, mailové i osobna komunikécia formou oslovenia manazmentu kazdej
nemocnice so Zziadostou o ziskanie sthlasu srealiziciou Stadie, priamou ¢i nepriamou
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distribuciou dotaznikov v dohodnutych poc¢toch a ich zberom. Z 11 oslovenych nemocnic dve
nereagovali na ziadost, resp. nebolo mozné uspeSne kontaktovat' zodpovedni osobu za
manazment nemocnice (Nové Zamky, Ruzomberok). Spolu bolo v 9 nemocniciach
distribuovanych 1783 dotaznikov, pri zbere sa vratilo 1251 (navratnost’ dotaznikov 70,16 %),
z ktorych 31 nevyhovovalo stanovenym kritériam a boli vyradené. Do Statistického spracovania
bolo zaradenych 1220 dotaznikov. Komunikacia s manazmentom nemocnic prebiehala
Vv obdobi september 2014 az februar 2015, vlastny zber dat v novembri 2014 az méaji 2015.

Naro¢nost’” empirickej fazy vyskumu bola dana velkym poétom nemocnic zaradenych do
Studie, plosSnym rozsahom vyskumu (nemocnice z kazdého kraja SR), prevazne priamou
distribiciou resp. osobnym dorucovanim dotaznikov osobe zodpovednej za ich distribuciu
V nemocnici, nutnostou ponechania urc¢it¢ého Casového obdobia na vypisovanie dotaznika
vzhl'adom na jeho rozsah, osobnym vyzdvihovanim dotaznikov po ich zbere, medializovanymi
kauzami Vv slovenskom zdravotnictve v procese rieSenia projektu — najmd vo FNsP Zilina
(organizacné problémy, Strajk, vypovede sestier, ktoré viedli k celkovej negativnej atmosfére
v danej nemocnici a nasledne k najniz$ej navratnosti zo vSetkych nemocnic 58 %). Vzhl'adom
na naroc¢ny proces zberu dat a vel'kost’ vyskumného siboru (n = 1220) sme data pre Statistické
spracovanie skompletizovali az v jali 2015, ich Statisticka analyza bola ukoncena v auguste
2015 a v sucasnosti prebieha analyticka, interpreta¢nd a disemina¢na faza vyskumu.

Vysledky a diskusia

Vysoka navratnost’ dotaznikov v nasom vyskume (70,16 %) je porovnatel'na s navratnostou
V krajinéch, kde sa problému agresie voci sestrdm dosial’ nevenovala vyrazné pozornost’ — napr.
84 % navratnost’ v §tadii autorov Adib et al. (2002). NeporovnateI'ne vyssia je navratnost’ u nas
pri komparacii s pocetnymi Stadiami realizovanymi vo vyspelych krajinach (O'Connell et al.,
2000; Badger, Mullan, 2004; Winstanley, Whittington, 2004; Farrell et al., 2006), kde autori
uvadzaji navratnost’ 33 %, 34 %, 38 %, resp. 55 %. Vzhl'adom na Coraz viac proklamované
poziadavky sestier iniciovat’ postupné kroky prevencie resp. manaZmentu ndsilia na
pracoviskach je takato nizka néavratnost, odzrkadl'ujiica ich nizky zdujem pomoct objasnit’
rozsah problému agresie voci sestram, naozaj prekvapujuca (Badger, Mullan, 2004).

V d’alSom texte uvadzame suborny prehlad vysledkov rieSenia projektu; aktudlne ¢lenovia
riesitel'ského kolektivu pripravuju publikacie s detailnou prezentaciou vysledkov, analyzou
vztahov a stvislosti a interpretaciou zisteni.

VAPS: Agresii zo strany pacientov bolo v poslednom roku vystavenych 97,6 % sestier stiboru.
Vyskyt slovnych foriem agresie (96,6 %) je v stlade s oCakavaniami vyss§i ako telesnych
(77,5 %), ten je vSak podstatne vyssi ako v zahranici, kde sa tejto téme venuje vacsia pozornost’.
Vzhl'adom na fakt, Ze povolanie sestry u nas je dominantné Zenské povolanie, je toto zistenie
alarmujice. Vyskyt sexualnej agresie pacientov voci sestrdm suboru je znaény (68,4 %),
stale vSak porovnatel'ny so zahrani¢im. NajcastejSiu skiisenost’ so vSetkymi formami agresie
mali sestry z pracovisk psychiatrie a intenzivnej starostlivosti a sestry pracujice vo
viacsmennej prevadzke. Vysledky ukazujuo enormny vyskyt agresie pacientov voci sestram
Vv slovenskych nemocniciach, vyrazne presahujici vyskyt tohto fenoménu v inych krajinach,
najmi pri telesnych forméch agresie.

ATAS®: Vysledky potvrdzuji dominanciu chapania agresie pacientov sestrami u nas v zmysle
jej negativnych konotacii (i ked reflektuju aj jej protektivny a komunikativny vyznam
Z pohladu pacienta), ¢o modze suvisiet s jej enormnym vyskytom v praxi inedostatkom
vedeckej pozornosti tomuto problému. Prediktormi postoja sestier suboru su vzdelanie, praca
na smeny a klinické disciplina, v ktorej pdsobia.

FAPAS: Najvacsie riziko vzniku agresie zo strany pacientov sestry pripisuju faktorom zo strany
pacienta (70,3 % riziko), najmensie faktorom stvisiacim s rodovou problematikou (30,3 %

130



riziko). Okrem internych faktorov rizika vzniku agresie sestry reflektuju aj vyznam situa¢nych
a externych faktorov. Reflektuju tiez pravdepodobnost’ svojho podielu na zvysSeni rizika agresie
pacientov, o je v sulade s presadzovanym situa¢no-interakénym modelom agresie pacientov.

MAVAS-L: Vysledky naznacuji biomedicinske chapanie agresie pacientov sestrami, ktoré
reflektuja jej podmienenost’ internymi faktormi zo strany pacienta a v najvacSej miere stthlasia
s tradicnym, reStriktivnym spdsobom jej manazmentu (pouZzivanie psychofarmak a
obmedzovacich prostriedkov).

Identifikovany rozsah problému a determindcia rizikovych pracovisk moézu byt
vychodiskovym motivom pre manazment nemocnic venovat tomuto problému vicsiu
pozornost’ a zacielit' systémové opatrenia prevencie a rieSenia agresie na pracoviskach. Na
zaklade vysledkov bude mozné formulovat’ navrhy konkrétnych krokov pre klinickd prax v
zmysle minimalizacie identifikovanych rizikovych faktorov, implementacie preventivnych
stratégii a rieSenia incidentov agresie systémovymi, administrativnymi a technickymi
opatreniami z pozicie manazmentu nemocnic. Ten v niektorych zapojenych nemocniciach
vyjadril zaujem o poskytnutie udajov tykajucich sa danej nemocnice. RieSitelia aktudlne
pracuju na priprave setov dat pre kazdi zo za€astnenych nemocnic.

Zaver

Stadia poskytuje dokazy o aktualnosti problému agresie pacientov voéi sestram v slovenskych
nemocniciach. Vysledky celonarodného projektu predstavuju rozsiahlu databidzu udajov
0 rozsahu problému, frekvencii vyskytu, zédvaznosti, formach, stvislostiach s dérazom na
percepciu rizikovych faktorov agresie pacientov a jej manazmentu samotnymi sestrami.
Databaza idajov moéze byt vychodiskom pre systematické hodnotenie faktorov vzniku
a manazmentu agresie v nasej klinickej praxi, k etablovaniu programov prevencie a rieSenia
agresie v praxi a podkladom pre implementaciu problematiky do vzdelavania.
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HODNOCENI DIAGNOSTICKYCH PRVKU OSETROVATELSKE DIAGNOZY
NARUSENE PROCESY V RODINE (00060) Z HLEDISKA VYZNAMNOSTI A
SROZUMITELNOSTI

EVALUATION OF DIAGNOSTIC ELEMENTS OF THE NURSING DIAGNOSIS OF
INTERRUPTED FAMILY PROCESSES (00060) IN TERMS OF SIGNIFICANCE AND
CLARITY

Sona Loudova, Zdentka MikSova, Jana Konecna, Eva Reiterova
Univerzita Palackého v Olomouci, Fakulta zdravotnickych véd, Ustav oSetiovatelstvi

Abstrakt

Cil: Validizace oSetfovatelské diagnézy Narusené procesy v rodiné (00060) NANDA
International v sociokulturnim kontextu v CR.

Metodika: Jednalo se o kvantitativni vyzkum s pouzitim techniky dotazniku. K validizaci
osetfovatelské diagnozy Narusené procesy v rodiné (00060) byl vyuzit Fehringiv. model
validity diagnostického obsahu (DCV model). Vyzkumu se za¢astnily dve skupiny respondentti
— probandi, ktefi se podileji na ptimé realizaci péce o klienty (sestry-expertky a rodinni pecujici)
a probandi - odborni experti (vysokoskolsti pedagogové z oblasti osetfovatelstvi).

Vysledky: Ob¢ skupiny respondentii urcily tfi hlavni diagnostické prvky zména ve zdravotnim
stavu ¢lena rodiny, zmény ve spokojenosti s rodinou a zmény v citovém chovani. Ostatni
diagnostické prvky byly uréeny za vedlejsi. Zadny z diagnostickych prvkil nebyl oznaden za
nevyznamny. Mezi srozumitelné¢ diagnostické prvky respondenti oznacili celkem 15
diagnostickych prvki (napt. zmény ve spokojenosti s rodinou, zmény v ritualech, zména roli
vV rodin€, zména finanéni situace v roding). Za nejméné srozumitelny diagnosticky prvek
respondenti urcili pfechodnou situaci v roding.

Zaver: Osetfovatelskd diagnéza NaruSené procesy Vrodin€ (00060) je v omezené mife
srozumitelnd a pouzitelnd pro oSetfovatelsky persondl a rodinné piislusniky v sociokulturnim
kontextu CR.

Kli¢ova slova: validizace, oSetfovatelska diagnoza, narusené procesy v roding.

Abstract

Aim: Validation of nursing diagnoses Interrupted family processes (00060) NANDA
International in socio-cultural context in the country.

Methods: It was a quantitative research using the questionnaire technique. In the validation of
nursing diagnoses Interrupted family processes (00060) was used Fehring’s diagnostic content
validity model (DCV model). Two groups of respondents participated in the research - probands
who are involved in the direct implementation of client care (nurse-expert and families carers)
and probands - specialized experts (university professors in the field of nursing).
Results: Both groups of respondents identified three main elements of the diagnostic shift in
health status of a family member, changes in satisfaction with family and changes in availability
for affective responsiveness. Other diagnostic features were identified as minor. None of the
diagnostic elements were identified as insignificant. The respondents identified a total of 15
understandable diagnostic element (e.g., changes in satisfaction with family, ritual changes,
shift in family roles, modification in family finances). The respondents indentified the least
understandable diagnostic element situation transition.

Conclusion: Nursing diagnosis Interrupted family processes (00060) is limited in understanding
and usage for nursing staff and family members in the sociocultural context of the country.

Key words: validation, nursing diagnosis, interrupted family processes
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MOZNOSTI HODNOCENI OSETROVATELSKYCH KOMPETENCI STUDENTU
OBORU VSEOBECNA SESTRA

THE POSSIBILITIES OF EVALUATION OF NURSING COMPETENCE FOR
NURSING STUDENTS

Hana LukSova, Eva Janikova
Ostravska univerzita v Ostrave, Lékarska fakulta, Ustav oSetrovatelstvi a porodni asistence

Abstrakt

Uvod: Vzdélavani sester v CR se odviji od pravnich ptedpisi a norem. Pfi ziskévéani
zpusobilosti k vykonu povolani vSeobecné sestry, musi studenti mimo jiné splnit 2300 hodin
odborné praxe. Odborna praxe na klinickych pracovistich probihd pod vedenim mentort.

Cil: Prispevek se zabyva problematikou hodnoceni kompetenci studenti oSetfovatelstvi v ramci
klinickych praxi. Definice a stanoveni jasnych kompetenci studenti béhem oSetfovatelské
praxe patii mezi zdkladni podminky profesionalniho piistupu k odborné praxi. V CR prozatim
neexistuje standardizovany néstroj, ktery by tyto kompetence u studentli v pribéhu
oSetfovatelské praxe hodnotil. Cilem prace nalézt a zhodnotit dostupné standardizované
nastroje, které mohou byt vyuzity k posouzeni dosazenych kompetenci studentti oSetfovatelstvi
s ohledem na kompetence vieobecnych sester danych platnou legislativou v CR.

Metody: Pii vyhledavani téchto nastroju byly vyuzity vybrané elektronické databaze jako
EbscoHost, PubMed apod. Vyhledavani bylo omezeno na plné texty ¢lankii a hodnoticich
nastrojti, publikovani v anglickém jazyce, v obdobi 2000-2016.

Vysledky: Byly nalezeny 3 standardizované nastroje, které by mohly byt vyuzity k posouzeni
kompetenci studentli oboru Vseobecna sestra. Konkrétné se jednalo o tyto néstroje: Student
perception of clinical competence - SPCC (Williams et al. 2008), Clinical Competence
Questionnaire — CCQ (Liou, Cheng, 2013), Creighton Competency Evaluation Instrument (The
Creighton College of Nursing).

Zaver: Vyuziti standardizovanych nastroji k posouzeni kompetenci by mohlo vést
k efektivnéj§imu a jednotnému ptistupu v ramci praktického vzdélavani sester.

Klicova slova: oSetiovatelstvi, praxe, kompetence, posouzeni, vzdélavani

Abstract

Introduction: Nursing education in the Czech Republic is derived from legislation and
regulations. When obtaining qualification in work as a general nurse, among others, students
have to fulfil 2300 hours of practical training. The practical training in hospitals led by mentors.
Aims: The paper deals with the evaluation of the competences of students of this practical
training. The definition and setting of clear competences of the students in clinical practice
belongs among the basic conditions of professional approach to practical training. In the Czech
Republic there is not a standardized instrument which evaluates these competences of students
during their practical training. The aim of this paper is to find and evaluate the available
standardized tools which can be used to assess the achievements of the competences of nursing
students with respect to the competences of nurses as set in the applicable legislation of the
Czech Republic.

Methods: For searching these instruments selected electronic databases like EBSCOhost,
PubMed etc. were used. The search was limited to available full text articles and instruments,
in English, published between 2000-2016.

Results: There was found three tools to assess nursing competence for nursing students.
Specifically, the following instruments: Student perception of clinical competence - SPCC
(Williams et al. 2008), Clinical Competence Questionnaire — CCQ (Liou, Cheng, 2013),
Creighton Competency Evaluation Instrument (The Creighton College of Nursing).
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Conclusion: The use of standardized tools to assess the competencies could lead to more
efficient and uniform approach in practical nursing education.

Key words: nursing, practical training, competence, assessment, education
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VYUZITI OSMIPOLOZKOVE METODY PRO SCREENING DYSFAGIE SESTROU

UTILIZATION OF AN EIGHT-ITEM DYSPHAGIA SCREENING METHOD FOR
NURSES

Petra Mandysova***, Jana Skvritakova**** Edvard Ehler***

*Univerzita Pardubice, Fakulta zdravotnickych studii

**Nemocnice Pardubického kraje, a.s., Pardubickd nemocnice, Neurologicka klinika
***Nemocnice Pardubického kraje, a.s., Pardubicka nemocnice, Klinika otorinolaryngologie
a chirurgie hlavy a krku

Abstrakt

Cil: Dysfagie (porucha polykani) je pomérn¢ Casty a potencialn€ zavazny problém u pacientii
s celou fadou neurologickych diagnéz. Pro v€asnou identifikaci této komplikace 1ze pouzit
screeningovou metodu zalozenou na jednoduchém vysetteni polykaci funkce sestrou. Metoda
vznikla v ¢eském Setfeni uskute¢néném na neurologické klinice krajské nemocnice. Nasledné
byly sestry tohoto pracovisté v metodé proskoleny a v dobé jejiho zavadéni jim byla poskytnuta
1 praktickd podpora pfimo u lizka pacienta. Cilem pfispévku bylo zhodnotit uzivatelskou
privétivost screeningové metody z pohledu sestry na tomto pracovisti, a to v tfetim roce jejiho
vyuZzivani.

Metoda: Celkem 32 vsSeobecnych sester neurologické kliniky se zkuSenosti s vyuzivanim
screeningové metody odevzdalo anonymni dotaznik, ve kterém pomoci Likertovy Skaly
hodnotily 13 tvrzeni ohledné uzivatelské privétivosti této metody (1 = absolutné souhlasim, 5
= zcela nesouhlasim). Tii tvrzeni se tykala jednoduchosti vySetfeni, 8 tvrzeni se tykalo
pochopitelnosti kazdé polozky v zdznamnim archu, 1 tvrzeni se tykalo jednoduchosti
vyhodnoceni a 1 tvrzeni vhodnosti metody pro pacienty s neurologickym onemocnénim.
Vysledky: Celkem 15-21 (47-66 %) respondentd absolutné souhlasilo se v§emi 13 tvrzenimi;
6-14 (19-44 %) s nimi spiSe souhlasilo. Jen ojedinéle sestry vyjadfily nesouhlas.

Zaver: Metoda je vnimana jako uZivatelsky ptivétiva. Dvé tietiny sester navic v prostoru pro
volné slovni vyjadreni uvedly, Ze jim metoda vyhovuje.

Klicova slova: screening dysfagie, porucha polykdni, uzivatelska piivetivost, sestra,
neurologicka diagn6za

Abstract

Aim: Dysphagia (impaired swallowing) is a common and potentially serious problem in patients
with neurological conditions. For an early identification of this complication, a screening
method based on a simple assessment of the patient’s swallowing function can be used. The
method is the result of a Czech study that was carried out in a neurological clinic of a regional
hospital. Subsequently, nurses working in this department were trained in the use of this method
and received practical support directly at the bedside. The aim was to evaluate user-friendliness
of the screening method from the nurses’ viewpoint, in the third year of its utilization.
Methods: A total of 32 nurses completed a questionnaire concerning its user-friendliness. The
nurses evaluated 13 statements, using a 5-point Likert scale (1 = absolutely agree, 5 = absolutely
disagree). Three statements inquired about the simplicity of the assessment, 8 statements
inquired about the clarity of each item in the documentation form, 1 statement inquired about
the simplicity of the interpretation, and 1 statement inquired about the suitability of the method
for patients with a neurological condition.

Results: A total of 15-21 (47-66 %) participants absolutely agreed with all 13 statements; 6—
14 (19-44 %) somewhat agreed. The nurses disagreed only occasionally.

Conclusion: The method is perceived as user-friendly. Moreover, two thirds of the nurses
provided free-text responses indicating that the method is suitable.
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Key words: dysphagia screening, impaired swallowing, user-friendliness, nurse, neurological
condition

Uvod

Orofaryngealni dysfagie (porucha polykani) je pomérné Casty problém u pacient s celou fadou
neurologickych onemocnéni, ktery vyvolava pocit nepohody a mize vést k dehydrataci,
malnutrici, aspiracni pneumonii ¢i dokonce az ke smrti. Pro efektivni feSeni ¢i pfedchazeni
témto komplikacim je zddouci se zaméfit na v€asnou detekci moznych poruch polykéani a
nasledné jejich presnou diagnézu. Na zakladé téchto informaci pak lze nastavit vhodna

terapeuticka i kompenzacéni opatteni s cilem snizit uvedena rizika (Kertscher et al., 2014, s. 204;
Martino et al., 2012, s. 1127).

Pro vc€asnou identifikaci moznych poruch polykédni se v mnohych zdravotnickych zafizenich
propaguji screeningové metody, a to zejména pro pacienty s akutni cévni mozkovou piithodou
a dal$imi neurologickymi onemocnénimi (Kertscher et al., 2014, s. 205; Poorjavad, Jalaie,
2014). Zapojeni sestry do v€asného screeningu dysfagie u téchto pacienti je pfitom zadouci, a
to i vzhledem K jeji neustalé piitomnosti v blizkosti lizka pacienta (Middleton et al., 2015, s.
el8). Pozitivni vysledek screeningového vySetfeni zpravidla vede k dal§imu, detailnéjSimu
vySetteni polykaci funkce (Iékafem, klinickym logopedem); pti negativnim vysledku je naopak
diagnosticky proces zastaven a pacient mize pfijimat stravu peroralné, poprvé pod dohledem
sestry (Solna et al., bez data, s. 13).

Existuje mnoho screeningovych metod; zaddouci je, aby mély vysokou sensitivitu a zaroven
byly ¢asové a ,,technicky* nenaro¢né (Kertscher et al., 2014, s. 204). V Ceské republice je k
dispozici jednoduchd, osmipolozkovd metoda pro screening dysfagie sestrou, kterd byla
vystupem $etéeni u pacientii s neurologickym onemocnénim. Setfeni probihalo na neurologické
klinice krajské nemocnice v letech 2009-2011. Nasledné byly sestry tohoto pracovisté v
metod¢ proskoleny (Mandysova, 2014; Mandysova, Ehler, 2013; Mandysova et al., 2015).

Cil
Cilem bylo zhodnotit uzivatelskou ptivétivost osmipoloZzkové metody pro screening dysfagie z
pohledu sestry, a to v tfetim roce jejiho vyuzivani na pracovisti, kde metoda vznikla.

Soubor a metodika

Do deskriptivniho prufezového Setfeni bylo zapojeno 32 vSeobecnych sester neurologické
kliniky krajské nemocnice o primérném véku 30 let (Tab. 1). Primérna délka oSetiovatelské
praxe Vv oboru neurologie byla 8 let. Vé&tSina sester pracovala na neurologické jednotce
intenzivni péce (n = 27; 84 %); zbyvajici sestry pracovaly na standardnim neurologickém
oddéleni.

Jednalo se o kliniku, kde byla tato metoda vytvofena a po proskoleni sester na konci roku 2012
byla implementovana do praxe. Pfi zavadéni metody byla sestram poskytnuta i prakticka
podpora piimo u lizka pacienta, a to v prvni poloviné roku 2013. Soucasné Setfeni prob&hlo
dotaznikovou formou v cervnu 2015. Podminkou pro zatfazeni byla zkuSenost s vyuZitim
osmipolozkové metody pro screening dysfagie.
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Tab. 1 Vek respondenttl a délka oSetfovatelské praxe

VéEKkové rozloZeni (roky) OSetiovatelska praxe v oboru neurologie (roky)

Primérny veék SD Vékové rozpéti I?rumerna SD Rozpéti délky
délka praxe praxe
30 6 22-45 8 6 1-20

SD — smérodatna odchylka

Sestry pomoci Likertovy skaly anonymné hodnotily 13 tvrzeni ohledn¢€ uZzivatelské piivetivosti
této screeningové metody (1 = absolutné souhlasim, 5 = zcela nesouhlasim). Tfi tvrzeni se
tykala jednoduchosti screeningové metody, 8 tvrzeni se tykalo pochopitelnosti kazdé polozky
(kazdého ukonu) vySetfeni v zaznamnim archu, 1 tvrzeni se tykalo jednoduchosti vyhodnoceni
vysledkti a 1 tvrzeni vhodnosti metody pro pacienty s neurologickym onemocnénim. Soucasti
dotazovani byl odhad ¢asové narocnosti celého vysetfeni u jednoho pacienta. Sestry navic mély
moznost v dotaznikovém formulaii uvést jakékoliv ptipominky (zda je metoda piinosem, jak ji
1ze vylepsit apod.). Sestry vyplnéné dotazniky odevzdavaly v zalepené obalce asistentovi, ktery
se nepodilel ani na tvorb¢é metody, ani na vyhodnocovani soucasného Setfeni.

Vysledky ziskané pomoci Likertovy Skaly byly vyjadieny pomoci absolutnich a relativnich
¢etnosti jednotlivych hodnoceni vSech 13 tvrzeni. U kazdého respondenta bylo navic ziskano
celkové skore souctem bodl Likertovy Skély pro vSech 13 tvrzeni (rozpéti celkového mozného
skore = 13-65). Cim nizsi skore, tim vyssi byla uZzivatelska piivétivost kaly. Naslednd byl
ziskdn median celkového skoére pro cely soubor respondenti a byla urcena frekvence
jednotlivych celkovych skore. Pro ¢asovou ndrocnost byl vypocitan aritmeticky prameér.
Veskeré vypocty byly provedeny v tabulkovém procesoru Microsoft Excel 2010.

Vysledky

Co se tyce hodnoceni tvrzeni pomoci Likertovy $kaly, dva dotazniky byly nespravné ¢i netuplné
vyplnény (kazdy se tykal jednoho tvrzeni) a byly vytazeny z vypoctu celkového skore, medidnu
pro cely soubor a frekvence jednotlivych celkovych skore. Oba dotazniky vSak byly zatazeny
do zbyvajicich analyz. Na dotaz ohledné ¢asové naro¢nosti odpoveédélo 10 respondentt.

Hodnoceni vyjadtujici absolutni souhlas (1 bod na Likertové Skale) s jednotlivymi tvrzenimi
ohledné uZivatelské ptivetivosti metody se vyskytovalo v 15-21 ptipadech a ¢aste¢ny souhlas
(2 body) v 6-14 ptipadech tykajicich se vSech 13 tvrzeni. Neutralita (3 body) byla vyjadiena v
1-4 ptipadech tykajicich se 12 tvrzeni, ¢aste¢ny nesouhlas (4 body) v 1-2 ptipadech tykajicich
se 8 tvrzeni a uplny nesouhlas ve 2 ptipadech tykajicich se 1 tvrzeni (Tab. 2).

140



Tab. 2 Souhlas s tvrzenimi tykajicimi se uzivatelské privetivosti screeningové metody

w S S 43 E E
Cislo ‘EE 2 E %%,_,%E,_‘—“E,_
tvrzeni Popis tvrzeni é é % é 3 é ) % E NI é -5 o
= c @ @
“2 & <5 & &
n n n n N
Na polozky lze ziskat
32 1 odpovéd’ jiz na zaklad¢ 18 14 i i i
béznych
Jeo'”?‘i‘f"h?“ odetfovatelskych aktivit
dle :cyrs:e:;?:lo é VySetfovani pacienta
metocli sov 32 2 nevyzaduje od pacienta 15 11 4 2 _
y zvlastni usili.
Pacienta lze vysSettit ve
32 3 viech 8 polozkach. 7 10 4 1 )
Polozka 1 je jasné
32 4 formulovéna. 21 10 1 ) )
Polozka 2 je jasné
32 > formulovéna. 20 11 1 ) )
. Polozka 3 je jasné
iogzgpltelzlrli){st 32 6 formulovana. 20 11 1 - -
ai,ﬁpo ())Z y 31 7 Polozka 4 je jasné 20 9 5 i )
Scrgeﬁ;:lu (j-vé formulovana.
metodh 32 g  Polozkas jejasné 20 9 2 1 i
v zéznam)l/n'm formulovana.
archu 32 9 Polozka 6 je jasné 20 8 5 5 i
formulovana.
32 10 Polozka 7 je jasné 20 9 1 5 i
formulovana.
31 11 Polozka 8 je jasné 19 9 5 1
formulovana.
Jednoduchost , ‘v
vyhodnoceni 32 12 .Vys{edei‘l vysetrent Iz 20 6 2 2 2
vySetfeni jasné€ vyhodnotit.
Vsechny polozky jsou
vhodné pro pacienty, u
VhOd.nOSt . nichZ by se na zakladé
screeningové 32 13 oké diaend 21 6 3 2 -
metody neurologické diagnozy

mohla vyskytovat
porucha polykani.

n — pocet respondentl; T polozka (ukon 1) — schopnost zakaslat;, polozka 2 — schopnost zatnout zuby; polozka 3
— symetrie / sila jazyka; polozka 4 — symetrie / sila svalii tvare; polozka 5 — symetrie / sila ramen; polozka 6 —
dysartrie; polozka 7 — afdzie; polozka 8 — zahusténd tekutina: kasel

Celkové skore Likertovy Skaly tykajici se vSech 13 tvrzeni bylo pro jednotlivé respondenty
Vv rozmezi od 13 do 31 bodt (Tab. 3). Median byl 14,5 bodi. Nejcastéji skore dosahlo 13 bodi,
a to u 13 respondent.

Tab. 3 Cetnost jednotlivych celkovych skore Likertovy skaly tykajicich se uzivatelské
piivétivosti screeningové metody (n = 30)

Celkové 13 14 15 16 17 26 27 28 30 31
skore
Pofet = 3 2 1 3 1 4 1 1 3 1
respondentii

141



Prostor pro pfipominky vyplnilo 24 sester, z nichz 19 uvedlo, Ze jsou se screeningovou metodou
spokojeny. Zbyvajicich 5 sester konstatovalo, ze 1 pii abnormalnim vysledku screeningového
vySetteni jsou pacienti nékdy schopni polykat. Udavana ¢asova naro¢nost vySetieni byla 1-10
minut; v priméru 4,6 minut.

Diskuze

Do osetfovatelské praxe je zavadéno velké mnozstvi hodnoticich nastroji, které maji za cil
sjednotit a zobjektivizovat posouzeni jedince a tim také praci sester zjednodusit (Pokorna et al.,
2013, s. 8). Avsak zaroven je dulezité ziskdvat z klinické praxe zpétnou vazbu ohledné
uzivatelské piivétivosti téchto nastrojii a ¢asové naro¢nosti jejich vyuziti. Ne vzdy jsou totiz
zkuSenosti sester s témito nastroji pozitivni. Nékdy je identifikovana potieba dany nastroj
modifikovat ¢i jsou shledany nedostatky ve znalostech ¢i dovednostech sester a je tieba se
zam@&fit na edukaci s cilem tyto nedostatky odstranit (Richardson, Straughan, 2015, s. 320).
Nékdy ani kvalitni edukace nezarucuje uspesné zavedeni nové metody do praxe. Roli totiz hraji
1 dalsi faktory, naptiklad postoje sester, kritick¢é smysleni a kontext, ve kterém maji téchto
metod vyuzivat (Thompson, Stapley, 2011, s. 891).

Setieni zjistilo, Ze osmipolozkova metoda pro screening dysfagie sestrou je vnimana jako
uzivatelsky privétiva. Co se ty€e jednoduchosti vySetieni, sestry ,,absolutné souhlasily* ¢i
,»SpiSe souhlasily*, Zze na nékteré polozky screeningové metody lze ziskat odpoveéd jiz na
zéklad€ béznych oSetfovatelskych aktivit u pacienta (tvrzeni 1). Mlze se jednat naptiklad o
polozku dysartrie (porucha artikulace) nebo afdizie (porucha feci a/nebo porozuméni feci); obé
lze Casto vyhodnotit jiz pti ivodnim rozhovoru s pacientem (Mandysova, 2014, s. 122).

Co se tyce pochopitelnosti kazdé polozky (tikonu) screeningové metody v zdznamnim archu,
pro 4 polozky bylo hodnoceni vesmés pozitivni (tvrzeni 4—7). Jedna se o nasledujici polozky:
schopnost zakaslat, schopnost zatnout zuby, symetrie/sila jazyka a symetrie/sila svalii tvare. Jen
1-2 sestry ,,spiSe nesouhlasily s tvrzenimi, ze zbyvajici 4 polozky screeningové metody jsou
snadno pochopitelné; ostatni sestry je hodnotily kladné. Jedna se o polozky: symetrie/sila
ramen, dysartrie, afdzie a zahusténd tekutina: kasel. Edukace na téma spravného vySetfeni
pacienta pravé ve dvou z téchto polozek (dysartrie a zahusténd tekutina: kasel) byla
v piedchozich Setfenich u sester oblastni nemocnice a vysokoskolskych studentti nelékatskych
zdravotnickych studijnich oborti skute¢né ponckud problematicka. V post-testu zamefeném na
techniku téchto dvou vySetieni bylo procento spravnych odpovédi spise nizsi (51 % a 64 %) ve
srovnani s vétsinou ostatnich polozek (Mandysova, 2014, s. 96-103).

Hodnoceni sester bylo rovnéz prevazné pozitivni pro zbyvajici dvé tvrzeni tykajici se
jednoduchosti vysetieni (tvrzeni 2 — ,,vySetieni nevyzaduje zvlastni tsili; tvrzeni 3 — ,,pacienta
1ze vySetfit ve vSech polozkach®) a pro tvrzeni tykajici se vhodnosti screeningové metody pro
pacienty s neurologickym onemocnénim (tvrzeni 13). V né€kterych pfipadech skuteéné nelze
vySetfeni v nékterych poloZzkach provést, napiiklad pacient neni schopen pii vySetieni
spolupracovat z divodu apraxie (Mandysova, 2014, s. 122).

Pouze pro jedno tvrzeni se ve dvou piipadech objevil absolutni nesouhlas, a to v souvislosti
S vyhodnocovanim vysledkii vySetfeni. Na zdkladé¢ vysledku v jednotlivych polozkach
screeningové metody je totiz nutno provést dichotomizaci dle hrani¢niho skore a ucinit zavér,
zda je celkovy vysledek normalni ¢i abnormalni (Mandysova, 2014, s. 86). Spravné vyuziti
metody tak vyZaduje jiz zminéné kritické smyslent.

Median celkového skére pro cely soubor respondenti (14,5 bodil) je v souladu s vySe
celkového skore a naznacuje, Ze celkové je metoda vnimana jako uZivatelsky pfivétiva.
Nejcastejsi celkové skore (13 bodl) dokonce svéd¢i o tom, Ze vV mnohych piipadech sestry
,,absolutné souhlasily s naprosto v§emi tvrzenimi a byly s metodou zcela spokojeny.
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Doba potifebna na vySetieni pacienta je v souladu s vysledky vyzkumu zroku 2013 u
hospitalizovanych pacienti s cévni mozkovou piihodou (n = 42), kdy byla méfena doba
potiebna na vySetieni kazdého pacienta (median i modus = 5 minut) (Mandysova, 2014, s. 106).

Prevazna vétsina poznamek sester svédCila o kladném postoji ke screeningové metode.
Zbyvajici komentare pravdépodobné souvisely s faktem, ze screeningové vySetfeni pouze
odhaluje mozné poruchy polykani, avSak neni schopno je presné¢ diagnostikovat. Sestry tak i
pies vyuzivani tohoto nastroje potfebuji pouzivat klinicky usudek.

Zavér

Osmipolozkova metoda pro screening dysfagie sestrou je vnimana jako uzivatelsky piivétiva.
Hodnoceni tvrzeni pomoci Likertovy skaly odpovidalo slovnimu komentéfi sester. Casova
naro¢nost vySetieni se jevi jako redlna pro béznou oSetfovatelskou praxi a je v souladu s
vysledky ptfedchoziho vyzkumu. Vyhodnocovani vysledkll vysetieni je nékterymi sestrami
na tomto pracovisti maji kladny postoj k jejimu vyuzivani.

Implementace screeningové metody sice muze hodnoceni pacienta zjednodusit a
zobjektivizovat, avSak sestry i nadale potiebuji uplatinovat sviyj klinicky tisudek. Je zaddouci,
aby se dalsi vyzkum v této oblasti zaméfil na vyuziti screeningu dysfagie na jinych pracovistich
1 na téma dopadu screeningového vySetfeni na zdravotni stav pacienta, napiiklad na jeho
nutriéni stav ¢i pravdépodobnost vzniku aspiracni pneumonie.

Podporeno projektem IGA MZ NT 13725-4/2012.
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HODNOCENI SELF MANAGEMENTU U  PACIENTU S CHRONICKYM
ONEMOCNENIM ZA POUZITI PIH SKALY

ASSESSMENT OF SELF-MANAGEMENT IN PATIENTS WITH A CHRONIC
CONDITION WITH THE USE OF THE PIH SCALE

Zdeiika MikSova, Jana Kone&n4, Jana Buchtikova, David Skoloudik, Eva Reiterova
Univerzita Palackého v Olomouci, Fakulta zdravotnickych ved, Ustav osetrovatelstvi

Abstrakt

Cil: Deskripce self managementu u pacienti s chronickym onemocnénim — diabetem mellitem.
Metody: Kvantitativni vyzkum s pouzitim PIH $kaly hodnotici troven self-managementu u lidi
s diabetem melitem.

Vyzkumny soubor: 90 respondentti. Osoby s chronickym onemocnénim (diabetes mellitus)
Vyzkumna metoda: Dotaznik obsahujici identifika¢ni idaje a PIH Skalu, kterd hodnoti roven
self-managementu. Jednotlivé polozky jsou hodnoceny s vyuzitim Likertovy stupnice od 0 do
8. Statistické zpracovani s vyuzitim programu Statistica.cz a pouzitim Mann- Whitney U testu,
a chi-kvadrat testu.

Vysledky: Byla prokazana souvislost mezi vzdélanim (C = 0,339; p < 0,05) a finan¢nim
zajisténim (C = 0,309; p <0,05) a vysledkem celkového skore PIH Skaly. Nebyl prokazan
vliv véku (r = -0,152; p > 0,05) a pohlavi (t = 1,545; p > 0,05) na celkové skore. Nebyla
prokazana souvislost mezi socialni situaci respondenta (C = 0,26; p > 0,05) a celkovym skore
PIH skaly.

Zaveéry: Urove self — managementu u pacientii s chronickym onemocnénim diabetes mellitus
neovlivituje vék, pohlavi, a socidlni situace, ale mize jej ovliviiovat vzdélani (C = 0,339) a
finan¢ni zajisténi cloveka (C = 0,309).

Kli¢ova slova: self- management, diabetes mellitus, chronické onemocnéni, PIH skala

Abstract

Aim: Description of self-management in patients with the chronic condition — Diabetes
Mellitus.

Methods: Quantitative research using the PIH scale to assess the level of self-management in
patients with diabetes mellitus. Research file: 90 respondents. Persons with the chronic
condition (diabetes mellitus). Research method: Questionnaire involving identification data and
the PIH scale, which assesses the level of self-management. Individual items are assessed via
Likert Scale, ranging from 0 to 8. Statistical processing using programme Statistica.cz and the
Mann-Whitney U test, and a chi-square test.

Results: The correlation among education (C = 0,339; p < 0,05) and financial security (C =
0,309; p < 0,05) and the total score of the PIH scale has been proved. There has been no proof
of the impact of age (r = -0,152; p > 0,05) and sex (t = 1,545; p > 0,05) on the total score. There
has also not been proved any correlation between the social situation of the respondent (C =
0,26; p > 0,05) and the total score of the PIH scale.

Conclusion: The level of self-management in patients with the chronic condition diabetes
mellitus is not influenced by age, sex and the social situation, but can be influenced (C = 0,339)
by education and financial security (C = 0,309).

Key words: self- management, diabetes mellitus, chronic condition, PIH scale

Dedikovano k projektu |GA UP: Kvalita zZivota v kontextu hodnoceni self-managementu u osob
s chronickym onemocnénim, ¢. IGA_FZV 2015 009

145



Dedicated to project IGA UP: Quality of life in the context of assessment of self-management
in persons with a chronic condition, no. IGA_FZV_2015 009

Kontaktni adresa autora:
Mgr. Zdenika MikSova, Ph.D.
UO FZV UPOL
Hnévotinska 3

775 15 Olomouc
zdenka.miksova@upol.cz

146



VYUZITI ELEKTRONICKE FORMY NASTROJE HODNOCENI KVALITY ZIVOTA
U ZEN PO MENOPAUZE

THE USE OF ELECTRONIC FORM OF INSTRUMENT TO ASSESS QUALITY OF
LIFE OF POSTMENOPAUSAL WOMEN

Markéta Moravcova, Jana Hola
Univerzita Pardubice, Fakulta zdravotnickych studii, Katedra porodni asistence a zdravotné
socialni prace

Abstrakt

Cil: Cilem vyzkumného Setieni bylo ovéfeni elektronické formy ¢eské standardizované verze
dotazniku Menopause Rating Scale. Zaroven se autorky zaméfily na zhodnoceni ptitomnych
symptomu estrogenniho deficitu a posouzeni miry ovlivnéni kvality zivota u vybraného vzorku
respondentek.

Metody: Sbér dat probéhl v roce 2015. Do vyzkumu se zapojilo 364 respondentek ve véku 45
— 60 let s pfitomnymi symptomy estrogenniho deficitu. Respondentky vypliovaly nastroj MRS
ve vlastnim socialnim prostfedi v elektronické formé. Data byla statisticky vyhodnocena,
vysledky se opiraji o popisnou statistiku.

Vysledky: Vysledky ziskané pomoci elektronické formy MRS jsou srovnatelné s vyzkumy
uzivajicimi tisténou podobu MRS. Respondentky udavaly nejéastéji mirnou intenzitu obtizi
nebo nepfitomnost nékterych symptoml. Nejméné vyrazné symptomy respondentky
pocitovaly v urogenitalni domén¢. Vysledné hodnoty celkového skoru i skéry v jednotlivych
doméndch ukazuji na fakt, Ze kvalitu Zivota Zenam pfitomné symptomy estrogenniho deficitu
ovlivilyji jen v malé mife.

Zavery: Je nutné, aby Zeny byly na zmény souvisejici s menopauzou piipravené a adekvatné
informované. Zdravotnici musi mit k dispozici takovy nastroj, kterym mohou ptipadné zmény
V tomto obdobi hodnotit a pak adekvétné Zenam pomoci. Takovym nastrojem je Menopause
Rating Scale. Elektronicka forma nastroje se jevi jako vhodna moznost k navazani komunikace
mezi klientkou a zdravotniky a zaroven Zen€ umoznuje ziskat prvotni zpétnou vazbu o svych
problémech.

Kli¢ova slova: kvalita zivota, Menopause Rating Scale, menopauza, symptomy estrogenniho
deficitu

Abstract

Aim: The aim was to verify the electronic form of the Czech version of the questionnaire
Menopause Rating Scale. Authors also focused on the evaluation of the present estrogen
deficiency symptoms and assess the extent of affecting the quality of life in a sample of
respondents.

Methods: The survey was conducted in 2015. The survey involved 364 respondents aged 45-
60 years with present symptoms of estrogen deficiency. Informants filled MRS tool in their
own environment in electronic form.

Results: Results obtained by using electronic forms of MRS are comparable with those taking
surveys printed form MRS. Respondents reported a mostly mild intensity difficulties or absence
of certain symptoms. The least significant symptoms of respondents were in urogenital domain.
The resulting values of the total score and scores for individual domains point to the fact that
the quality of life of women present symptoms of estrogen deficiency affects only a small
extent.

Conclusions: It is necessary that women were the changes related to menopause prepared and
adequately informed. Paramedics must have such an instrument, which can be any changes in
this period and then evaluate adequately help women. Such apparatus is the Menopause Rating
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Scale. The electronic form of the instrument seems appropriate option to establish
communication between the client and health professionals and also enables the woman to get
initial feedback about their problems.

Key words: quality of life, Menopause Rating Scale, menopause, symptoms of estrogen
deficiency

Uvod

V ceské gynekologické praxi se v ramci klinickych vySetfeni doposud plo$né nepouzival zadny
standardizovany dotaznik pro hodnoceni kvality Zzivota u Zen v obdobi ovlivhéném
menopauzou. V doméci odborné literatufe dosud neexistovaly zminky o ¢eskych vyzkumech,
které by kvalitu zivota souvisejici se zdravim (Health-Related Quality of Life — dale HRQL)
zen hodnotily a vyuzivaly néktery z nastrojii pro hodnoceni HRQL u Zen v postmenopauze.
Ptitom hodnoceni individualné¢ vnimané a prozivané kvality zivota u menopauzalnich Zen
jednoznacéné prispiva ke komplexnimu pohledu na somatické, psychické i socialni problémy
souvisejici s timto obdobim.

Menopauza je zivotni zménou, kterd se dotyka stile vétsi populace naSich Zen a je nutné
problémiim s ni spojenymi predchdzet preventivnimi opatfenimi, edukaci zen a komplexni
zdravotni péc¢i o menopauzalni Zeny. Komplexni poznani problematiky konkrétni zeny pak
umoznuje lépe definovat typy obtizi, pfispiva k ispé$né spolupraci zeny a adekvatnimu
reagovani na preventivni opatfeni i nasazenou lécbu.

V odborné literatute je k dispozici fada vyzkum, které se zamétuji na symptomy souvisejici
s menopauzou (pf. Anderson et al., 2011; Glaser et al., 2011; Chuni et al. 2011). Zaroven se
zabyvaji sloZzitosti zivotniho obdobi, ve kterém menopauza u Zen nastava se vSemi socidlnimi
a psychologickymi faktory. O slozitosti tohoto obdobi v zivoté zeny a komplikovanosti
hodnoceni probihajicich zmén svédéi 1 nckterd metodologickd uskali ptfi studiu obdobi
souvisejicitho s menopauzou a méfeni kvality Zivota Zen v této zivotni fazi (podrobnosti viz
Dennerstein, Helmes, 2000, 726 - 729).

K hodnoceni kvality Zivota lze vyuzit tfi typy metod a to generické, specifické a metody
smiSené. Pro konkrétni skupinu klientd se specifickym onemocnénim, resp. symptomy
onemocnéni, obvykle mame ve svétové klinické praxi k dispozici vice dotaznikl k posouzeni
HRQL (Ktivohlavy, 2002, s. 165 - 167).

Uzité metody hodnoceni kvality zivota by mély splnovat Ctyfi zakladni kritéria, aby byly
vhodné pro klinickou praxi. Mély by byt spolehlivé, dostate¢né senzitivni, specifické pro danou
oblast problém1, ¢i konkrétni skupinu piijemci zdravotni péce. V neposledni fadé musi byt tyto
metody uZivatelsky privétivé jak pro klienty, tak pro zdravotniky, ktefi je vyuZivaji
V kazdodenni praxi pro zjisténi dilezitych dat o klientech.

V naSem vyzkumném Setieni vyuzivame specificky nastroj hodnoceni kvality Zivota zen po
menopauze Menopause Rating Scale (MRS). Ceska verze MRS je v sou¢asnosti K vyuziti ve
dvou formach a to v podobé ,,tuzka — papir* a v elektronické formé¢ (Moravcova, 2014, s. 78 -
79).

V psychodiagnostice, ale i ve vyzkumech souvisejicich s hodnocenim kvality Zivota, se
v nékterych piipadech pouzivaji elektronické formy vyzkumnych nastrojii. On-line forma se na
rozdil od tisténé podoby riznych metod mize v nékterych aspektech lisit.

Jak uvadi Mares (1992, s. 12), elektronicka forma psychodiagnostickych metod ma jisté své
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hodnoceni kvality zivota, povazujeme rychlost administrace a nasledného vyhodnoceni,
objektivitu pfi instruktazi 1 hodnoceni vysledkl, zvySeni reliability, usnadnéni interpretace
vysledktl, ziskani zdrojovych dat pro vyzkumniky. V neposledni fadé muze byt vyhodou
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zvySeni compliance klienta a dostatek prostoru pro uchovani intimity u intimné zamétenych
polozek.

Naopak za urcité nevyhody elektronické formy testovani Ize zejména povazovat nepfijatelnost
formy pro nékteré skupiny jedinci (napf. pro seniory), nejasné instrukce s nemoznosti
dodate¢ného vysvétleni kompetentni osobou, nejasna interpretace vysledku pro klienta.

Elektronicka forma specifickych dotaznikl, které hodnoti kvalitu zivota Zen v obdobi
souvisejicim s menopauzou, je ve svétové klinické praxi uzita spiSe ojedin€le, napt. u metody
hodnoceni kvality Zivota u zen v perimenopauze a postmenopauze Green Climacteric Scale
(Menopause Matters, 2001). V ¢eskych podminkach doposud zadny nastroj nebyl k hodnoceni
HRQL Zen po menopauze v elektronické forme uzit.

Cil

Cilem vyzkumného Setfeni bylo posouzeni vyuzitelnosti elektronické formy MRS pro potieby
ceské klinické praxe. Rovnéz jsme se zamétily na komparaci ziskanych dat pomoci elektronické
formy MRS s vysledky vyzkumu vyuzivajicimi tisténou formu MRS. V neposledni fad€ nagim
cilem bylo posouzeni spektra symptomi estrogenniho deficitu a souvisejici kvality Zivota u
vybraného souboru respondentek.

Nastrojem hodnoceni byla elektronické forma ¢eské standardizované verze nastroje Menopause
Rating Scale pro hodnoceni kvality Zivota Zen po menopauze.

Na zékladé stanovenych cilii jsme si polozily tyto otazky vyzkumu:

- Jsou vysledky ziskané pomoci elektronické formy MRS srovnatelné s vyzkumy
vyuzivajicimi tiSténou podobu MRS?

- Jaké symptomy estrogenniho deficitu a v jaké intenzité respondentky pocituji?

- Jak je ovlivnéna kvalita zivota zen ve vyzkumném souboru?

Soubor

Do vyzkumu se zapojilo 364 respondentek ve veku 45 — 60 let (primér 50 let) s pfitomnymi
symptomy estrogenniho deficitu. Respondentky byly vybrany dle stanovenych kritérii v ramci
cekaci doby v gynekologickych ambulancich a po pisemném souhlasu s ucasti ve studii
obdrzely specificky link k vyplnéni elektronické formy MRS. Respondentky vypliovaly
elektronickou formu nastroje MRS ve vlastnim socialnim prostfedi v Pardubickém,
Kralovehradeckém a Stfedoceském kraji.

Z hlediska ptipadného konfliktu z4jmu jsme neshledaly zZadné okolnosti, které by zakladni
principy vyzkumu a publikovani vysledkli ohrozovaly.

Metodika

Vyzkumny design byl postaven na prizkumné sond¢, zahrnuje sbér dat on-line, kvantitativni
statistické vyhodnoceni a interpretaci vysledkli na zakladé popisné statistiky. Sbér dat prob¢hl
Vv pribéhu roku 2015. Vyzkumnou metodou byla standardizovanad ceskd verze dotazniku
Menopause Rating Scale v elektronické formé.

Respondentky ziskaly v ramci vySetfeni v gynekologické ambulanci specificky link, na kterém
vyplnily elektronickou formu MRS. Po odeslani vyplnéného dotazniku ziskaly ihned
okamzitou zpétnou vazbu o svém stavu a doporuceni, kterymi by se mély fidit.

Osettujici 1ékat, ktery klientce poskytl internetovy odkaz k vyplnéni nastroje, ma k dispozici
vysledné hodnoceni a hodnoceni v jednotlivych doménéch, které se miiZze automaticky ukladat
v databazi klientek jako zhodnoceni tize symptomu, zmén v kvalité zivota konkrétnich Zen a
vyvoje symptomil v ¢ase. Jedna se tedy o velmi cenné anamnestické udaje, které jsou 1ékafi ¢i
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porodni asistentce uzite¢né pii navazani komunikace s klientkou o problematice casto velmi
intimni.

Pivodni verze dotazniku Menopause Rating Scale vznikla v Némecku v devadesatych letech
20. stoleti. Ceska verze MRS v ti§téné a elektronické formé vznikla v roce 2014. (Moravcova,
Mares, Jezek, 2014, s. 37 — 38).

Dotaznik MRS obsahuje 11 symptomi ve 3 doménach - somato-vegetativni (SV),
psychologické (P) a urogenitalni (UG). Respondentky hodnoti u jednotlivych symptomt miru
intenzity pomoci Skaly 0 — 4 (zadné — mirné — stfedni — vyrazné — nesnesitelné¢) (Heinemann,
2004,s.3-7).

Vyhodnoceni dotazniku MRS sestava z vyhodnoceni intenzity jednotlivych symptomt, ze
stanoveni hodnot skorii v jednotlivych doménach a z celkového skoru. Cim vyssi je intenzita
obtizi, tim vyssi skor ma zena v jednotlivych doménach. Vyhodnoceni kazdé ze tfi domén je
provedeno sou¢tem bodu ze vSech polozek, které tvofi danou doménu. Celkové vyhodnoceni
obtizi je poté dano celkovym skérem ze vSech tifi domén. Celkovy skor se tedy u respondentek
pohybuje mezi 0 az 44 body (Heinemann, 2004, s. 4).

S mirou intenzity obtizi souvisejicich s menopauzou uzce koresponduje i kvalita zivota
konkrétni zeny. Cim vyssi je vysledny skor, tim vice mize byt ovlivnéna kvalita Zivota Zeny
V negativnim smyslu. Pro ¢eskou populaci v sou¢asnosti prozatim neexistuji normy, proto jsme
pfi vyhodnoceni vyse celkového skoru a zhodnoceni miry ovlivnéni kvality zivota Zen
vychézely z dosavadnich norem stanovenych u plivodni verze dotazniku MRS. Rozdélily jsme
vysledny celkovy skor do tiech intervaltl, kdy celkovy skor O — 15 ukazuje na mirné obtize a
malou miru ovlivnéni kvality Zivota zeny. Celkovy skoér v rozmezi 16 — 30 znamena jiZ obtiZe
stfedni intenzity a vy$si miru ovlivnéni kvality zivota a rozmezi 31 — 44 znamena vyrazné obtize
a snizenou kvalitu zivota konkrétni Zeny (Moravcova, 2014, s. 121 - 122).

Vysledky

Vzhledem k designu vyzkumu a stanovenych otazkam vyzkumu jsme se zaméfily na
zhodnoceni intenzity jednotlivych symptomi, vysledky skord v jednotlivych doménéch a na
celkovy skér MRS u souboru Zen.

Tabulka 1 ukazuje zékladni statistické ukazatele sledovanych symptomd, resp. intenzitu obtizi
u jednotlivych symptomtl u 364 respondentek, které vyplnily elektronickou formu dotazniku
MRS. Intenzitu symptomil oznacovaly respondentky na Skéale 0 aZ 4 (zadné, mirné, stfedni,
vyrazné, nesnesitelné). U vSech symptomil respondentky udavaly velmi nizkou primérnou
intenzitu symptomu pohybujici se v rozmezi zaddnych az mirnych obtizi.

Nejintenzivnéji respondentky pocitovaly obtize u symptomu Srdecni potize, kdy soucet i
pramér miry intenzity symptomu u respondentek je nejvyssi. Na intenzité konkrétniho
symptomu se respondentky nejvice shodly u symptomu Predrdzdénost (u tohoto symptomu je

cv v

Déle jsme se zaméfily na Cetnost celkového skoru v jednotlivych kategoriich (Tabulka 2).
Nejcetnéji je zastoupena kategorie mirnych obtizi 0 - 15, v této kategorii celkového skoru se
nachazelo vice nez 73 % respondentek. Oproti tomu v intervalu celkového skéru 31 — 44 se
nachazely pouze 2 respondentky (0,55 %).

Celkovy primérny skor u vSech sledovanych respondentek byl 10 bodl, medianova hodnota je
11 (vzhledem k diskrétni proménné uvadime celd ¢isla). Primérma hodnota celkového skoru
MRS opét ukazuje, ze u sledovaného vzorku respondentek se sledované symptomy
estrogenniho deficitu pohybuji spiSe v hodnotdch mirné intenzity.
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Tab. 1 Popisné statistiky — symptomy MRS

Symptomy MRS

Fislug SN N  Pramér Median Soufet Min  Max Rozptyl
a pFislu$nost k doméné J rumer iedian Souce pty

1. Navaly horka (SV) 364 1,13 1,00 41000 000 4,00 1,07
2. Srdetni potize (SV) 34 1,39 1,00 50600 000 400 1,19
3. Poruchy spanku (SV) 34 063 000 23000 000 400 0,71
4. Depresivni nalady (P) 364 1,39 1,00 50500 000 4,00 0,93
5. Piedrazdénost (P) 34 057 000 20600 000 400 0,66
6. Uzkost (P) 364 090 1,00 32900 000 4,00 0,77
7. Vyerpani (P) 34 1,00 1,00 36500 000 400 0,90
8. Sexualni obtize (UG) 34 0,75 1,00 27300 000 400 0,76
9. Moéové obtize (UG) 364 082 1,00 29700 000 4,00 0,94
10. Suchost pochvy (UG) 34 1,04 1,00 37700 000 4,00 1,08

11. Bolesti svalu a kloubu

(SV) 364 1,33 1,00 483,00 0,00 4,00 1,14

Tab. 2 Tabulka ¢etnosti celkového skoru MRS

Cetiovy skor MRS L Cetnost SSli 100 060 relativ tetnost (%)
0 a7 15 267 267 73,35 73,35
16 a7 30 95 362 26,10 99,45
31 a7 44 2 364 0,55 100,00
Celkem 364 100,00

Krabicové grafy (Obrazek 1) ukazuji rozloZeni meéfenych dat - intenzity symptoml v
jednotlivych doménach, a to psychologické, somato-vegetativni a urogenitalni. Nameétené
hodnoty jsou u jednotlivych domén v rozsahu 4 (psychologickéd a somato-vegetativni doména
— skoér domény 0 - 16), resp. 3 symptomu (urogenitalni doména — skor domény — 0 - 12).
Stredni hodnoty 1 kvartilové rozlozeni u psychologické a somato-vegetativni domény jsou
témeét shodné (median i priimér je blizko hodnoty 4). U hodnoceni urogenitalni domény se obé
sttedni hodnoty pohybuji kolem hodnoty 2 (Obrazek 1). Z uvedenych hodnot 1ze usuzovat, ze
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urogenitalni doméné.
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Graf 1 RozloZeni miry intenzity symptomu v jednotlivych doménach

Diskuze

Cilem vyzkumného Setfeni bylo porovnat vysledky ziskané elektronickou formou nastroje
MRS s dosavadnimi vyzkumy a posoudit vyuzitelnost elektronické formy MRS v Ceskych
klinickych podminkach. Zaroven jsme se zaméfily na symptomy, které jsou spojené
S menopauzou a mohou ovliviiovat kvalitu zivota Zen. Potfebna data jsme ziskaly pomoci
elektronické formy standardizované ceské verze dotazniku MRS urceného pro hodnoceni
kvality zivota Zen po menopauze. Respondentkami byly zeny ve véku 45 — 60 let s pfitomnymi
symptomy estrogenniho deficitu.

Ve vSech tfech doménach respondentky uvadély nejcastéji zadné nebo mirné az sttedni obtize.
Nejintenzivnéji vnimanych symptomem u respondentek napfi¢ celym souborem respondentek
byl symptom Srdec¢ni obtiZe. Jako obtiZe nesnesitelné miry intenzity hodnotily respondentky
intenzity obtizi, byla doména urogenitalni. Tato zjiSténi jsou srovnatelna s vyzkumem
Moravcoveé et. al. (2014, s. 123 - 132) a vyzkumem Krajewska-Ferishah et al. (2010, s. 193 -
194). Tyto vyzkumy vyuZivaly dotaznik MRS v tis§téné formé. V téchto vyzkumech shodné
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symptom1 se vyskytovala v urogenitalni doméné¢.

V doposud provedenych a publikovanych studiich, které vyuzivaji MRS, se vyskytuji Zeny,
jejichZ celkovy MRS skor je minimalni, ale témét nikdy se ve studiich nevyskytuji Zeny, u
kterych by byl celkovy skor MRS maximalni (Heinemann, 2004, s. 3 - 7). Pro klinické ucely je
dilezita predevSsim mira zmény celkového skoru, jako indikatoru uspé&Snosti 1éCby
menopauzalnich obtizi (Dinger, Heinemann, 2004; Dinger et al., 2006, s. 2 - 3). Stejné tak
Vv naSem vyzkumném Setfeni mély respondentky celkovy skor nejcastéji (vice jak 73 %
respondentek) v intervalu 0 — 15 (mirné obtiZze a minimalné ovlivnéna kvalita zivota).

Autofi Krajewska-Ferishah et al. (2010, s. 194) uvadi primérné celkové skory u soubort
respondentek v jednotlivych zemich mezi hodnotami 10,8 — 12,9. V nasem vyzkumném Setfeni
byl pramér celkového skoru 10,9. Jedné se tedy o srovnatelné vysledky primérné hodnoty
celkového skoru, kdy u naSeho souboru respondentek primérnd hodnota celkového skoéru byla
jedna z nejnizsich.
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Zavér

Je nutné, aby Zeny byly na zmény souvisejici s menopauzou pripravené a adekvatné
informované. Zdravotnici musi mit k dispozici takovy néstroj, kterym mohou piipadné zmény
vV tomto obdobi hodnotit a pak adekvatné zenam pomoci. Takovym nastrojem je Menopause
Rating Scale. Jeho pozitivem pro klinickou praxi je jeho maly rozsah, srozumitelnost a vyuziti
pro hodnoceni symptoml estrogenniho deficitu, orientacni hodnoceni kvality Zivota a
hodnoceni zmén v Case.

Dotaznik MRS se zatim ve svété pouzival pouze metodou ,tuzka - papir. Dosud nebyly
provedeny vyzkumy, které by zjistovaly moznost vyuziti MRS v elektronické formé. Nebylo
rovnez zjistovano, zda jina forma prezentovani polozek a odpovidani ovlivni vysledky oproti
metodé ,,tuzka-papir. Autofi nastroje uvadi, ze by bylo vhodné se na tuto variantu ndstroje
zaméiit a doporucuji dals$i zkoumani se zdmérem ovéreni elektronické formy néstroje
(Heinemann et al. 2004, s. 4).

V nasem vyzkumném Setfeni jsme vyuzily elektronickou formu nastroje MRS k hodnoceni
kvality Zivota Zen a tize symptomil u Zen po menopauze. Nase vysledky jsou srovnatelné
s dosavadnimi vyzkumy.

Je otazkou, v jaké mife bude v klinické praxi elektronickd forma nastroje MRS vyuZzivéna.
Zustava vSak faktem, ze oslovené respondentky nemély vyraznéjsi problémy s elektronickou
formou a pozitivné hodnotily moznost se v klidu zamyslet nad svymi problémy, které jsou ¢asto
intimni povahy.

Elektronickd forma néstroje se jevi jako vhodna moZznost k navdzani komunikace mezi
klientkou a zdravotniky a zdroven zené umoziuje ziskat prvotni zpétnou vazbu o svych
problémech.

Elektronickd forma MRS by mohla byt velmi G¢inn€ vyuZzita i jako soucdst webovych
odbornych stranek, kde by Zeny mohly nachdzet odpovédi na své problémy souvisejici s
menopauzou. Pomoci elektronické formy MRS pfistupné na téchto webovych strankach by
ziskaly okamzitou zpétnou vazbu a doporuceni jak v konkrétnim piipad€ postupovat dale. I
Vv tomto vyuZiti prvni elektronické formy ceské verze nastroje pro hodnoceni kvality Zivota Zen
po menopauze spatiujeme velky potencial pro ¢eskou klinickou praxi.
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Abstract

The aging process and the changes occured at biological, psychological and social level make
difficult the maintenance of the autonomy of the elderly and consequently contribute to
decrease their quality of life.

On the other hand, the gradual aging population, as result of the health, social and economic
development of recent times, generates new challenges to professionals involved in maintaining
the autonomy of this increasingly long-lived population group. In this case the role of the nurse
encouraging independence and delaying everything possible dependence of the elderly is very
important.

As a result of this aging population, older people often have several pathologies (comorbidity),
a situation that makes they have to consume several drugs (multipharmacy) to treat them. A
major problem is the incorrect performance of pharmacological treatments in the elderly,
occurring most often a situation of lack of medication adherence with the problems it poses. It
is very important the role of the nurse in monitoring drug treatments through health education
to patients and families in order to get proper treatment.

One of the key strategies for maintaining satisfies the new emerging needs are the promotion
of self-care. Nursing professionals are the primary caregivers and to us to much of the
responsibility to deal with the new demands of care required by population aging.

Key words: Adherence, non-adherence, elderly, polymedicated, safety.

Introduction

The aging population is one of the greatest triumphs of humanity and one of our biggest
challenges. In the XXI century, aging, globally, imposes new requirements (OMS, 2002).

The aging population across Europe has reached unprecedented proportions. Europe, currently
is among the world's regions with the highest percentage of population with 15.95% of people
over 65 years (IMSERSO, 2008).

In addition to this increase in older people, In the last decade the number of octogenarians has
increased by 66% while the total population increased 13%, including the immigrant population
(Azpiazu et al., 2002).

These demographic changes, causing a social reality hitherto unknown: increasing longevity
and the specific weight of the elderly as a social group leads to increased chances of suffering
from physical and psychological or mental disorders directly proportional (diseases) to the care
requirements, benefits health, drug and pharmaceutical expenses. In addition to these disorders
lead to increase the degree of dependency and loss of autonomy of the person, then they will
need care and help in performing daily activities, family and psychological support as well as
financial support to cover the same costs (IMSERSO, 2003).

Regarding the social reality in which is immersed the current generation of elderly; where a
large number of people over 65 live longer to take care for their relatives, it is where it seems
appropriate to assess the family structure of the elderly and the roles played by them in their
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homes (Calso et al., 2002; Meléndez, Montero, Jiménez & Blanco, 2001; Mufoz, Postigo,
Casado & Llanos, 2015).

We cannot forget to assess the quality of life, always from positivist perspective (valuing
welfare), multidimensional (biological, functional, psychological and social) and
multidisciplinary where interventions are possible in the field of promotion and prevention of
deficiency situations associated with increased dependence, fragility or risk of health in its
broadest sense (Calso et al., 2002; Meléndez et al., 2001).

More and more people who have two or more chronic diseases. For this reason, nurses must
devise strategies to identify and give a response to special patients with fragility, conditioned
even by the grouping of different processes that can occur simultaneously. Therefore, this
population has two important features such as multiple diseases, defined as the presence of two
or more chronic diseases and polypharmacy, and another one, defined as the consumer of 5 or
more medications for 6 or more months (Nufiez, 2014).

Polypharmacy increases the risk of adverse reactions and drug interactions which does not
contribute to improving patient safety. With age, physiological changes alter the metabolism of
some drugs and increases the frequency of sensory and cognitive deficits that hinder the correct
compression and compliance (Garrido et al., 2011).

The functions of the primary caregiver include most of the tasks of care for the satisfaction of
basic needs, including supervision of daily activities, pain management, medical management,
control of medication and medical history (Wittenberg-Lyles et al., 2012).

As age increases, the probability of combining multiple situations that affect the functional
capacity of the caregiver increases. Furthermore, the intensity of care activities and lack of
social support influences the caregiver burden.

More than half of older caregivers is overloaded and one in five have low social support (Mufioz
etal., 2015).

One of the main roles of nurses is health education, including information about the proper use
of prescribed drugs, because if treatment is not done properly can have serious health
repercussions, economic problems and low quality of life.

Adherence to the therapeutic regimen in the elderly is crucial for the welfare of elderly patients
and is an important component of their health (Pérez, 2010).

Aims

The aims of this theoretical study are:

- Know the demographic trend in the last century, highlighting aging of our population in
recent years.

- Show the importance both individually and collectively, of a good medication adherence in
elderly.

- Know the various strategies to improve and adapt the medication adherence, maintaining the
independence of the elderly.

Methods

A literature review based was made in the Web of Science, Medline and Scopus selecting the
most relevant items for adherence to the therapeutic regime published in the last 15 years using
the following keywords: adherence, non-adherence, elderly, polymedicated, safety.

Medication adherence

As mentioned above, one of the main characteristics of the elderly, is pluripathology and as a
result, polypharmacy. Important parts of the elderly population usually meet their treatment
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regimen more or less regular basis, but in other cases, disability, the elderly fails to take his
medication and if it does, it is not the right way.

Adherence to drug treatment is essential for the welfare of the elderly, as it is an important
component of your health. In people with above 80 years age, no adherence increases the
likelihood of treatment failure and is responsible for unnecessary complications leading to
increased health expenditure (Martin et al., 2011; Palop & Martinez, 2004).

The therapeutic failure refers to the degree to which the patient's behavior in relation to taking
medication, tracking diet or lifestyle modification, matches the prescription (Pérez, 2010).

This failure, results that often cannot clearly assess the usefulness of treatment and not think
that is correct for the pathology that presents the elderly. This may influence the patient to
undergo further tests unnecessary to administer higher doses of regular, reaching increasing
risks to the patient (Pérez, 2010)

One should not forget that the patient has the freedom to make independently decisions about
their medication, being these mainly biased by personal factors relating to their health beliefs.
For this reason, you should not consider any patient, mere achiever of medical decisions, but
an autonomous and able to make decisions by himself or herself, and with which the clinician
should establish an alliance to improve the effectiveness of drug treatment (Pérez, 2010)

When studying the follow-up period of treatment by the elderly, we can distinguish different
types of default (Palop & Martinez, 2004):

- Partial Failure: The patient usually only adhere to treatment in some certain times.

- Sporadic Failure: The treatment is usually interrupted occasionally because some of the
doses are forgotten.

- Sequential Failure: the elderly often abandon treatment when signs and symptoms
disappear and improves your health, but when they reappear, decides to resume the
treatment.

- Compliance with white coat: described as treatment compliance, when a medical visit is
nearby. Usually it occurs in chronic diseases such as hypertension.

- Complete Failure: abandonment of treatment indefinitely.

It is estimated that in primary care, 6-20% of patients who are prescribed a drug, do not
withdraw from the pharmacy, mainly related aspect to the economic contribution of drugs, one
of the main factors of failure adhesion thereto.

Currently, there is no single method for estimating adherence to treatment by a patient. You
need to use several of them, to correct the deficiencies they have. It is very important to identify
noncompliant patients, incorporating this activity into the daily routine of the patient.

Among the methods available to measure adherence to treatment are (Palop & Martinez, 2004):

- Direct objective methods: These methods are based on determining the drug or its
metabolites in biological fluid, usually blood or urine. It is assumed that the presence of them
in a fluid, says that the medication has been taken; although it may be the case Achiever of
the white coat. They usually have little use because they are expensive and arranged for a
small number of drugs.

- Indirect objective methods: compliance value from circumstances that relate to him and the
degree of control of the disease. Most employees are counting tablets, electronic monitors
attached to the packaging of medicines, assessing attendance at pre scheduled appointments,
control visits to nursing to collect recipes, evaluation of therapeutic efficacy achieved and
assessment of adverse effects drug.
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- Subjective methods: assess the behavior and knowledge he has the patient about their disease

and its treatment. These include: doctor interviewing techniques (Martin et al., 2011) and
judgment.

The lack of adherence to treatment is a very serious problem of public health, since it involves
unjustified costs on the health system. This has conditioned institutions to develop consensus
documents, which indicate as causes therapeutic failure and affect the need to correct (Palop &
Martinez, 2004; Pérez, 2010; Rodriguez et al., 2014). These consensus documents emphasize
the importance of good adherence as a key pillar (Generalitat de Catalunya, 2015):

Combating unnecessary polypharmacy and under treatment of health problems by default
of necessary medication in order to achieve better control of the disease.

Reduce conciliation errors of medication caused by communication problems and improve
the safety and effectiveness of treatments.

Improving patient adherence through the involvement and responsibility.

To adapt drug treatments to the particularities of each patient considering comorbidity, the
time is within the evolution of the disease, life expectancy and preferences.

Likewise, strategies have been devised which goals is aimed at improving adherence,
presenting great potential for application in the field of primary care. These strategies can be
summarized in the following detailed groups (Oscanoa, 2013; Rodriguez et al., 2014):

Technical strategies: simplification of the regime, less frequent doses, formulations and
controlled release drug combination.

Educational strategies: medical information, informed dispensation and health education.

Behavioral strategies: custom systems dosing schedule memory systems, or systems
memory of the pattern and basic instructions.

Treatment with direct observation: is to ensure adherence to drug treatment through the
intervention of a third person who directly observed taking medication by the patient in an
intermittent regimen of two or three times a week.

Strategies social support: domiciliary support, family therapy and support groups.

Strateqgies for professionals: information, courses and reminders to healthcare professionals
and self control and monitoring by health professionals.

Remember strategies to nonadherent patients: being necessary to maintain effectiveness,
since the benefits of interventions diminish over time.

Conclusions

Poor adherence to treatment in the elderly, is a complex and multifactorial issue, and even
the adherent behavior of a patient can change over time due to the individual's perception
on the effectiveness of the medication, pluripathologies, polypharmacy, etc.

The morbidity and mortality induced by improper use of drugs is a reality, there are many
security issues that are likely to prevent, acting and applying lessons learned with all
necessary to build a secure and rational system of medication use in elderly strategies.
Healthcare professionals should use all existing mechanisms to avoid therapeutic failure in
older people, so it is considered necessary to include this issue as a priority in daily clinical
practice, considering that the patient makes decisions about their medication considering
factors relating to their personal health beliefs.
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Abstrakt

Cil: Cilem vyzkumu bylo zjistit subjektivni hodnoceni dilezitosti a sou¢asného naplnéni potieb
pacientl s pokrocilou formou chronického srde¢niho selhani.

Metody: Vyzkum zahrnoval soubor celkem 85 pacientii s pokrocilou formou chronického
srde¢niho selhanim (CHSS), kterym byla poskytovana obecna paliativni péce na luzkach
standardni a nasledné péce v nemocnicich v Ceské republice. Jako vyzkumny nastroj byl pouzit
dotaznik pro hodnoceni potieb v paliativni pé¢i PNAP (Patient Needs Assessment Palliative
Care), ktery vychazi z holistického pojeti péce, kde pacienti hodnoti dulezitost a soucasné
naplnénost jednotlivych potieb rozdélenych do 7 domén - fyzické symptomy, socialni oblast,
respekt a podpora zdravotnickych pracovnikl, smysl zivota a smifeni, autonomie, moznost
sdileni emoci a religidzni potieby.

Vysledky: Do studie bylo zatazeno celkem 49 zen a 36 muzl. Primérny vék pacienti
s pokroc€ilou formou chronického srde¢niho selhani byl 73,7 let. V. doméné fyzické symptomy
povazovali respondenti za nejcastéji dulezité a soucasné nejméne naplnéné ,,byt bez bolesti* a
,hebyt dusny*“. Nejméné byli spokojeni s naplnénim potieb v doméné smysl Zivota a smifeni,
moznost sdileni emoci a autonomie. Zeny hodnotily naplnénost potfeb v doménéach fyzické
symptomy, smysl Zivota a smifeni signifikantné 1épe neZ muzi (p<0,05).

Zaver: Prioritou paliativni péce je dlraz na kvalitu Zivota nemocného a jeho rodiny a soucasné
saturace bio-psycho-socialnich a spiritualnich potieb pacienta. Identifikace téchto potieb je
zasadni pro planovani oSetfovatelskych intervenci.

Kli¢ova slova: chronické srdecni selhani; paliativni péce; diileZitost potieb; naplnénost potieb

Abstract

Aim: The aim of study was to determine the subjective assessment of importace and fulfillment
of needs of patients with advanced chronic heart failure.

Methods: Total 85 patients were included, who were given generaly palliative care on the
inpatient department acute and follow-up care in hospitals in the Czech Republic. A
questionnaire for assessment of needs in palliative care - PNAP (Patient Needs Assessment
Palliative Care) was used. The questionnaire based on the holistic concept of care, where
patients assess the importance a fulfillment of needs divided into 7 domains — physical
symptoms, social services, respect and support health workers, the meaning of life and
reconciliation, autonomy, the ability to share emotions, religious needs.

Results: The study included a total of 49 women and 36 men. The average age of patients with
advanced chronic heart failure was 73.7 years. Respondents considered as the most important
and together the least filled "to be pain free" and "not being short of breath” in the domain of
physical symptoms. They were at least satisfied with meet the needs in the domain of the
meaning of life and reconciliation, the possibility of sharing emotions and autonomy. WWomen
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assessed needs significantly better than men (p <0.05) in the domains of physical symptoms,
the meaning of life and reconciliation.

Conclusion: The priority of palliative care is to focus on the quality of life of the patient and
his family and at the same saturation physical, psychological, social and spiritual needs of the
patient. ldentification these needs is essential for planning nursing interventions.

Key words: chronic heart failure; palliative care; the importance of needs; fulfillment of needs.

Uvod

Prioritou paliativni pécCe je diraz na kvalitu zZivota nemocného a jeho rodiny a soucasné saturace
bio-psycho-socialnich a spiritualnich potieb pacienta. Adaptace na nevylécitelné onemocnéni
znamena zménu hodnotovych febiicka, priorit 1 oekavani od Zivota. Predstava pacienta o
dobr¢ kvalité Zivota a hodnoceni své aktualni kvality Zivota je dilezité z hlediska planovani
1ékarskych, osetfovatelskych, psychologickych i socidlnich intervenci.

Pokrocilé chronické srde¢ni selhani (CHSS) je progresivné probihajici onemocnéni se Spatnou
zivotni progndzou. V evropskych zemich se vyskytuje u 1-2 % populace s vyraznym nartistem
ve vys§ich vékovych skupinach (Lazarova et al., 2012, s. 246). V Ceské republice je prevalence
udavana 300 000 nemocnych s vyznamnym nardstem nad 70 let v€ku, incidence je 40 000
novych piipadii roéné (Spinar et al., 2012, s. 4).

Soucasna terapie srdecniho selhani je zaméfena pfedev$sim na ovlivnéni vyskytu a progrese
onemocnéni a na snizeni umrtnosti. I pies pokroky v lécebnych postupech méa onemocnéni

nadale hor$i prognozu nez néktera pokrocila onkologicka onemocnéni (karcinom prsu nebo
prostaty) (Kabelka, Havlénova, 2009, s. 80).

Cil prace
Cilem naseho Setfeni bylo zjistit subjektivni hodnoceni dulezitosti a soucasného naplnéni

potieb pacientl s pokrocilou formou CHSS, kterym je poskytovdna obecnd paliativni péce na
liZkach standardni a nasledné péce v nemocnicich v Ceské republice.

Soubor a metodika

Soubor nemocnych tvofili pacienti s chronickym srde€nim selhdnim hospitalizovani na
lzkach, standardni, nasledné péce, dlouhodobé a geriatrické péce vV nemocnicich Tabor, Pisek,
Strakonice, Havitov, Kolin, Znojmo. Vyzkum probihal v obdobi fijen 2014 — ¢erven 2015. O
vyplnéni dotazniku bylo pozadano celkem 85 pacientii s pokrocilou formou CHSS.
Zatazovacimi kritérii pro pacienty s CHSS bylo stadium dle NYHA klasifikace I11-1V, ejek¢ni
frakce levé komory < 30 % a bylo u nich signifikatnim zplisobem (pisemny zaznam
V chorobopise pacienta) rozhodnuto o paliativnim lécebném postupu. DalSim kritériem byla
orientace pacienta mistem, ¢asem a osobou a ochota ke spolupraci na Setfeni a podepsani
informovaného souhlasu. Do studie bylo zatazeno celkem 49 zen a 36 muzii. Primérny veék
pacientil s pokrocilou formou chronického srde¢niho selhani byl 73,7 let (SD = 8,6). Vékové
rozpéti bylo od 65 let do 88 let.

Pacienti byli pozadani o vyplnéni dotazniku pro hodnoceni potieb pacientli v paliativni péci —
PNAP (Patient Needs Assessment Palliative Care). Jedna se o metodu zjiStovani miry tzv.
nenaplnénych potieb. Dotaznik PNAP obsahuje celkem 40 jednotlivych polozek sdruzenych
do 7 domén - fyzické symptomy, socialni oblast, autonomie, respekt a podpora zdravotnického
pracovnika, smysl zivota a smifeni, moznost sdileni emoci a religiézni potieby. Jedna se o
metodu zjiStovani miry tzv. nenaplnénych potieb. Pacienti hodnotili u jednotlivych potieb
jejich dulezitost a soucasné i jejich naplnénost. Nenaplnéné potieby jsou definovany jako
potieby, které pacienti oznacili jako diilezité a souc¢asné jako nenaplnéné. Ve skale dulezitosti
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hodnotili pacienti, jak je pro n¢ uvedena polozka v poslednim tydnu dtilezita a to na Sbodové
skale: 1 (viibec ne) — 5 (velmi dalezitd). Skalu naplnénosti vypliuji tehdy, pokud ve gkéle
dilezitosti potieby oznaci polozku za spiSe dilezitou nebo velmi diilezitou (tedy ¢islem 4 nebo
5). Ve skale naplnénosti potfeby uvadeéli pacienti Cislo, které nejvice odpovida tomu jak
uvedend, pro n¢ dulezita polozka (potieba) byla naplnéna a to na Sbodové skale: 1 (viibec ne)
— 5 (velmi dulezitd). Pro celkové hodnoceni jednotlivych domén byly provedeny vypocty
doménového skore. Doménové skore se pohybuje v intervalu 0-100, kdy vyssi ¢islo znamena
vetsi dlezitost 1 saturaci potieb v dané doméné (Buzgova, 2014, s. 16). Pro hodnoceni rozdilu
v dulezitosti a mife saturace potieb dle pohlavi byl pouzit t-test pro dva vybéry. Statisticky test
byl hodnocen na hladin¢ vyznamnosti 5 %.

Vysledky

V tabulce 1 uvadime jednotlivé potieby pacientti, které uvedlo vice nez 50 % respondentil jako
diilezité nebo velmi dulezité.

V doméné fyzické potieby oznacilo jako dilezitou a souc¢asné i nejméné naplnéné potieby byt
bez bolesti, nemit dusnost a byt bez vinavy.

V doméné respekt a podpora zdravotnického pracovnika (ZP) uvedli respondenti za

nejdulezitéjsi byt osetrovan s respektem a uctou a mit kolem sebe persondl, ktery nasloucha a
komunikuje. V8echny polozky v této oblasti shledali pacienti jako témét napInéné.

Tab. 1 Vybrané polozky hodnoceni dulezitosti a saturace potieb dotaznikem PNAP u pacienti
s pokrocilou formou CHSS v paliativni péci

DOMENA Diilezitost Naplnénost DOMENA DiileZitost Naplnénost
Polozky N* (%) N** (%) polozky N* (%) N** (%)
FYZICKE SYMPTOMY RESPEKT A PODPORA ZP

bolest 85 (100) 32 (37) respekt a Ucta 68 (80) 18 (21)
unava 81 (95) 37 (43) naslouchani a komunikace 56 (66) 16 (19)
spanek 52 (61) 31 (36) podpora oSetiujiciho personalu 50 (59) 7(8)
dusnost 83 (98) 59 (69) divéra v oSetfujici personal 56 (66) 5 (6)
Zicpa 49 (58) 32 (37) SMYSL ZIVOTA A SMIiRENi

unik moc¢i 46 (54) 14 (16) smysl zivota 75 (88) 54 (64)
Zvraceni 46 (54) 19 (22) vyrovnanost s nemoci 79 (93) 56 (66)
SOCIALNI OBLAST naplnénost klidem 71(84) 48 (56)
ptitomnost nékoho blizkého 67 (79) 12 (15) pozitivni nahled na Zivot 65 (76) 30 (35)
komunikace s nékym AUTONOMIE

v podobné situaci 58 (68) 14 (16) moznost péce o télo 73 (86) 35 (41)
pfistup k jinym zdrojim

informaci 47 (55) 6 (7) vlastni rozhodovani 83 (98) 13 (15)
finan¢ni zabezpeceni 59 (69) 10(12) soukromi 72 (85) 12 (14)
pékné prostiedi 63 (74) 9(11) strach ze zavislosti

MOZNOST SDILENi EMOCI na pomoci druhych 74 (87) 56 (66)
sdileni pocitl z umirani a smrti 49 (58) 26 (31) informace o zdravotnim stavu 76 (89) 6 (7)
sdileni strachu a obav 55 (65) 29 (34)

ZP — zdravotnicky pracovnik, *pocet respondentt, ktefi uvedli danou potiebu jako dulezitou a velmi dilezitou
(¢islo 4-5 na Skale dulezitosti), **pocet respondenti, ktefi uvedli danou potiebu jako dulezitou nebo velmi
dilezitou (¢islo 4 nebo 5 na skale dulezitosti) a soucasné jako nedostatecné saturovanou (Cislo 1 nebo 2 na skale
naplnénosti)
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V socialni oblasti povazovali dotazovani respondenti za velmi dilezité mit pritomnost nékoho
blizkého, komunikovat s nekym v podobné situaci, mit pristup k jinym zdrojum informaci, déle
pak byt financné zabezpeceny a byt v pékném prostiedi. Pottebu komunikace s nékym
V podobné situaci uvedli pacienti jako nejméné naplnénou.

V doméné smysl Zivota a smiieni povazovali pacienti za velmi dileZitou potiebu smyslu
Zivota, vyrovnanosti s nemoci, naplnénosti klidem. VSechny tfi jmenované potieby byly
soucasn¢ oznaceny 1 jako nejméné naplnéné. Dalsi dulezitou potfebou byla pro pacienty
polozka mit pozitivni nahled na Zivot.

V doméné autonomie uvedli respondenti jako dilezitou a také nejméné naplnénou potiebu
vlastniho rozhodovani a strachu ze zavislosti na druhych. Vice nez polovina dotazovanych
uvedla jako dulezité mit soukromi a informace o zdravotnim stavu. \/ oblasti moZnosti sdileni
emoci byly oznaceny za dulezité¢ potieby sdileni pocitit z umirani a smrti, strachu a obav.
Potfeby v domén¢ religiéznich poti‘eb byly pacienty v méné jak 50 % oznaceny jako dilezité.
Tabulka ¢. 2 ukazuje rozdil v hodnoceni potieb podle pohlavi respondenti. Signifikantni rozdil
byl zjistén v doméné fyzické symptomy a smysl Zivota a smifeni, kde zeny hodnotily
naplnénost potfeb v obou doméndch lépe nez muzi. V hodnoceni dilezitosti potfeb byl
vyznamny statisticky rozdil v doménach autonomie, smysl Zivota a smii‘eni 2 moznost sdileni
emoci. VSechny tyto oblasti povazovaly za vice dilezité zeny nez muzi.

Tab. 2 Hodnoceni rozdilu v dileZitosti a saturaci potieb dle pohlavi respondentt

Domény Dilezitost potieb Naplnénost poti‘eb
muzi zeny muzi zeny
skore (s) skore (s) p* skore (s) skore (s) p*

Fyzické symptomy 78,3 (14,3) 76,9 (11,4) 0,4988 58,8(11,8) 64,4(9,2) 0,0281
Socialni oblast 72,6 (13,9) 68,8(9,2) 0,2103 66,2(8,2) 63,5(7,6) 0,1998
Autonomie 79,2 (13,6) 85,4 (12,9) 0,0401 64,2(13,1) 60,9(9,8) 0,2677
Respekt a podpora ZP 73,6 (10,8) 72,1(12,6) 0,7892 67,5(12,8) 65,6 (12,4) 0,1106
Smysl zivota a smifeni 67,1(12,2) 74,6 (11,5) 0,0389 55,3(10,6) 61,2 (11,8) 0,0389
Moznost sdileni emoci 65,7 (124) 779(9,4) 10,0026 63,6 (13,4) 60,8 (15,2) 0,2011
Religiozni potieby 54,6 (14,2) 58,3 (13,1) 0,1158 86,2 (14,3) 83,5(10,4) 0,1995

vvvvv

vvvvv

potieby)

Diskuze

Chronickeé srdecni selhani je zdvaZzné onemocnéni, které zdsadnim zpiisobem ovliviiuje potieby
a tim 1 kvalitu Zivota pacientq.

Z vysledku vyzkumu vyplyva, Ze v Zebticku hodnoceni dileZitosti potieb vyvstavaji do popiedi
piedevsim potieby fyzické, existencidlni a také pocit urcité nezavislosti (autonomie). VSechny
jmenované potieby jsou prioritou a zdkladem ve vnimani kvality Zivota u vétSiny nemocnych
seniortl. Pokud jedna z téchto diilezitych potfeb neni u starého clovéka uspokojena, nasledné se
toto odrazi v jeho celkovém stavu. K obdobnym zavérim dospéla i Motlova (2009, s. 344),
ktera uvadi, ze nemocny senior potiebuje mit piedevsim pocit fyzického a psychického bezpeci.
Mezi nejvice obtézujici symptomy patiily bolest, dusnost, unava a poruchy spanku. Tyto
ptiznaky jsou typické pro chronickd onemocnéni a jejich nedostatecné feSeni, které nevede
k ulevé, velmi vyraznym zpisobem ovliviuji kvalitu zZivota nemocnych. Jmenované symptomy
byly oznaceny jako nejvice zatézujici 1 ve vyzkumu Buzgové (2014, s. 22), ktera méla za cil
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porovnat kvalitu zivota pacientll v konecném stadiu chronické a onkologické nemoci pfi
hospitalizaci.

Bez povSimnuti jisté nemuiZe zlstat, nizka naplnénost potieb v oblasti smyslu Zivota a smireni.
Tuto kategorii miizeme povazovat za jakousi oblast spiritualnich ¢i existencialnich potieb
pacienta. Hovofime-li 0 saturaci spiritualnich potieb v souvislosti s téZkou nemoci, nemame na
mysli jen rizné nabozenské ukony. Spiritudlni hodnoty jsou pojmem nepomérné SirSim. Byvaji
také nazyvany hodnotami transcendentnimi. Pro pacienta mohou byt velmi dulezité i
vzpominky a bilancovéni Zivota se snahou dosdhnout zavéru, ktery lze vyjadiit slovy: ,,Zil jsem
dobfe, svilj zivot mohu podepsat, o blizké si nemusim d¢lat starost.” V Coveyoveé teorii potieb
se objevuje potfeba nechat odkaz. Tato potieba je pro kazdého jedince diilezitd, zejména vSak
nabyva vyznamu u vazné nemoci (Samankova, 2011, s. 49).

Vice nez polovina respondentti uvedla za dalezitou potiebu moznosti sdileni pocitii z umirani a
smrti, sdileni strachu a obav. Vyrovnavani se s diagndzou zavazného onemocnéni a s
postupnym uzaviranim zivotnich perspektiv je naro¢nou zivotni situaci ¢lovéka, podstatné je,
aby nemocni nebyli s timto pocitem sami, aby své obavy méli komu sdélit — roding, 1¢kaii,
psychologovi, pastoracnimu pracovnikovi.

Respektovani nemocného c¢lovéka, jeho jedinecnosti a dlstojnosti je v dnesni dobé jiz
neoddiskutovatelné. Zv1asté v obdobi vazné, tézce 1é¢itelné nebo nevylécitelné nemoci je velice
dilezity citlivy ptistup nejen k samotnému nemocnému, ale 1 jeho nejbliz§im, toho je dokladem
1 pfifazeni vysoké dulezitosti jednotlivych potieb v doméné respekt a podpora zdravotnického
pracovnika.

V doméné autonomie preferovali pacienti potiebu mit dostatek informaci, moznost delat viastni
rozhodnuti a mit dostatek soukromi. Oblast autonomie, kdy je respektovano pravo na nazor
pacienta 1 v obtizné situaci nemoci, je jednou z Sesti oblasti, které determinuji kvalitu zivota
pacienti (Haskovcova, 2007, s. 162). Jako nejméné naplnéna potieba byl oznafen strach ze
zavislosti na druhych. Uzkost z potencionalni nesob&sta¢nosti provazi vétsinu nevylééitelnych
onemocnéni. Dle Johnsona (2011, s.39) je 1 v paliativni péci velice dalezité u nemocného
aktivni rehabilitaci posilovat jeho nezavislost a sebevédomi a pii nedostate¢né mobilité
pouzivat vhodné kompenzacni zdravotni pomiicky. Velmi kladny vliv mé i zatazeni ergoterapie
¢i arteterapie do bézného denniho rezimu.

Zeny v porovnani s muzi hodnotily naplnénost potieb v domén& smyslu Zivota a smifeni a
fyzickych symptomii signifikantné 1épe nez muzi. Ludka et al. (2016, s.39), kteti hodnotili
kvalitu Zivota pacientt s CHSS kombinaci dotaznik®, SF-12 a MLHFQ (Minnesota Living with
Heart Failure Questionnaire), dospéli k obdobnym zavéria, kdy oblast fyzického zdravi i a
existencialni skore hodnotily 1épe Zeny neZ muZi.

Chronickd neonkologickd onemocnéni nejsou Casto vefejnosti a nekdy 1 samotnymi
zdravotniky vnimana jako letalni. Mnoho autorli upozoriiuje na fakt, Ze pacientim umirajicim
na onkologickd onemocnéni je veénovana lepSi péce, zejména v 1éCb& bolesti a dalSich
symptomu a uspokojovani psychickych a spiritudlnich potfeb nez pacientim v terminalnim
stadiu neonkologického onemocnéni (Britz, 2010, s. 486). Procento pacientli v pokrocilém
stadiu CHSS, kterym je v sou¢asné dob& v Ceské republice poskytovana specializovana
paliativni péce je velmi malé. Do systému specializované paliativni péce (jako jsou domaci ¢i
mobilni hospice) se tito pacienti téméf nedostanou. A pravé komplexni multidisciplinarni
pfistup, ktery specializované paliativni péce nabizi, vede zlepSeni nebo alespont udrzeni co
mozna nejlepsi kvality Zivota pacientil s nevylécitelnym onemocnénim.

Zavér
Chronické srde¢ni selhani je zdvazné onemocnéni zatizené vysokou prevalenci, morbiditou a
mortalitou. Sociodemografické tidaje ukazuji na neustalé prodluzovani délky zivota, coz spolu
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s pokroky v 1é¢bé srdecnich chorob vede k predpokladu dalsiho naristu poctu pacientd, kteti
dospéji do pokrocilych stadii CHSS, ve kterych bude uplatiiovana paliativni péce.

Dle zahrani¢nich studii by vice nez 50 % pacientii s pokrocilou formou CHSS ,prodalo*
polovinu zbyvajici doby Zivota za to, Ze se budou citit 1épe (Steward, McMurray, 2005, s. 50).
U pacientli v pokrocilém stadiu nevylécitelného neonkologického onemocnéni je dilezité,
abychom vénovali zvySenou pozornost jejich fyzickym, psychickym, socialnim a duchovnim
potiebam. I ¢aste¢né uspokojeni potieb pacientd vyznamné zvysi kvalitu jejich Zivota. Je
nezbytné, aby se v poslednich mésicich, tydnech a dnech Zivota termindlné nemocnym
pacientim dostalo interdisciplinarni péce, ktera v sobé integruje lékaiské, psychologickeé,
socialni a spiritualni aspekty a respektuje jejich hodnotové priority.
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STRATEGIE ZVLADANIA ZATAZE PODPORNYCH OSOB
THE COPING STRATEGIES OF SUPPORTING PERSONS

Maria Novysedlakova
Katolicka univerzita v Ruzomberku, Fakulta zdravotnictva, Katedra oSetrovatelstva

Abstrakt

Ciel” Ciel'om prispevku je prezentovat’ vysledky prieskumu zvladania zataze opatrovatel’'ov pri
starostlivosti o chorého ¢lena rodiny.

Metody: V stadii sme pouzili Standardny 28 polozkovy dotaznik Brief COPE (Carver, 1997)
s Likertovou $kalou s hodnotami 1-6 a $tandardizovanii Skalu emociondlnej habitualne;
subjektivnej pohody (Dzuka, Dalbert, 2002). Dotaznik sme distrubovali cez pracovnikov
ADOS, rodinnym prislusnikom. Pri analyze ziskanych udajov sme vyuzivali deskriptivne
Statistické metody a korelacie.

Vysledky: Prieskumu sa zacastnilo 30 respondentov, najviac vo vekovej skupine 60 -70 rokov
(40 %). Vo vztahu k opatrovanému boli najcastejsie ako zivotny partner — manzel/ka (63 %).
Priemerna diZka starostlivosti bola pol roka - rok (27 %). Najéastejsie aktivne stratégie
zvladania zat'aze boli: planovanie, akceptacia, religiozita na Likertovej skale 5-6. Z kategorie
unikovych stratégii bola smerodajné odchylka najvyssia v ramci stratégie sebarozptylenie, ¢o
naznacuje vyssiu frekvenciu odpovedi na Likertovej skale 3-5.

Zaver: Opatrovatelia si vyberaji aktivne stratégie, ktoré im pomahaju prekonat’ tazké chvile
obdobia starostlivosti 0 chorého. Korelaciou medzi stratégiami zvladania zataze a prezivanim
emdocii boli zistené, ze respondenti, ktori zvladaji zataz neefektivnym spdsobom castejSie
prezivaju negativne emocie.

KUucové slova: podporné osoby, ¢len rodiny, choroba, zataz

Abstract

Aim: The aim of this paper is to present the results of a survey of carers coping with stress when
caring for a sick family member.

Methods: We used a standard 28 item questionnaire Brief COPE (Carver, 1997) with Likert
scale with values of 6-1 and standardized Variety habitual emotional subjective well-being in
this study (Dzuka, Dalbert, 2002). The questionnaire was distributed through ADOS workers,
who care for sick relatives. When you analyze the data we used descriptive statistical methods
and correlations.

Results: The survey covered 30 respondents, mostly in the age group 60 -70 years of age (40 %).
In relation to custody were most often as a life partner - husband / wife (63 %). The average
length of treatment was half a year - year (27 %). Top Active strategies coping with stress were:
planning, acceptance, religiosity on the Likert scale 5-6. From categories exit strategy it has the
highest standard deviation in the strategy abreaction, suggesting a higher frequency of
respondents to the Likert scale 3-5.

Conclusion: Caregivers can select an active strategy to help them overcome difficult moments
term care for the sick. Correlation between strategies of coping with stress and emotional
survival were found that respondents can handle the load inefficiently often experiencing
negative emotions.

Key words: support of people, family member, disease, load

Uvod

Opatrovatel v domacom prostredi je osoba, ktord pomaha uspokojovat’ potreby svojmu

rodinnému prislusnikovi (Tabakova, Vaclavikova, 2008, s.32-39). Zvladanie zat'aze (coping)

sa vSeobecne chape ako Usilie zvladnut' podmienky, ktoré vyzaduju alebo presahuju mieru
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adaptacnych schopnosti jedinca, ako reakcia na stres (Kfivohlavy, 2012). Copingové Styly
reprezentuji urcité zovseobecnené sposoby spdsoby spravania v réznych zat'azovych situaciach
(Ruiselova a kol., 2006, s. 9-20). Zvladnutel'nost’ (manageability) je miera, v ktorej osoba
vnima, Ze zdroje st k dispozicii a st adekvatne pre splnenie poziadaviek, kladené podnetmi.
Dostupnost’ zdrojov znamena, ze st pod kontrolou jedinca samého alebo inych 0sob, na ktorych
sa moze spolahnut’ (napr. partnera, priatel'ov, kolegov, Boha, lekara). Na opacnom pole je
bezvychodiskovost’, ktora premeni z predstavy, Ze vSetko potrebné na zvladnutie situacie je
mimo dosahu. Vznikaju tak pocity tzkosti, obav, strachu a depresie (Kiivohlavy, 2012).
Kritéria efektivnosti zvladania suvisia so vztahom zvladania a zdravia, subjektivnej pohody,
funkc¢nosti spravania, emoc¢nej senzitivity i vulnerability (Ruiselova et al., 2006, s.9-20). Zdroje
zvladania zataze, literatira rozCleiuje na vnutorné a vonkajSie. Vnutornymi zdrojmi s
osobnostné charakteristiky, ktoré udavaju, ako sa jedinec k stresu postavi a aku stratégiu zvoli.
Vonkajs$imi zdrojmi je najCastejSie udavana socialna opora. Socidlna opora moze byt’ vnimana
ako druh socialnej interakcie, ktora je zdrojom zvySovania kompetencie, sebahodnotenia
jedinca a pocitov spolunalezitosti (Kliment, 2014).

Ciel

Cielom prieskumu bolo zistit: aké emodcie opatrovatelia najCastejSie prezivaju; sposoby
zvladania zat'aze opatrovatel'ov; stvislost’ medzi prezivanim emocii a stratégiami zvladania
zat'aze.

Subor a metodika

Prieskumu sa zt¢astnilo 30 respondentov, najviac vo vekovej skupine 60 -70 rokov (40 %), 51
— 60 rokov 33 %, nad 70 rokov 20%. Priemerny vek bol 66,3 rokov. Vo vzt'ahu k opatrovanému
boli ako Zivotny partner — manZel/ka (63 %), dcéra/syn 27 %. Priemerné dizka starostlivosti o
choré¢ho ¢lena rodiny bola pol roka - rok (27 %). Opatrovatelia sa starali o pribuznych s
ochorenim CMP 27 %, onkologické ochorenie 27 %, stavy po amputacii DK 17 %, imobilita
17 %. Subjektivne svoj telesny a duSevny stav hodnotia ako mierne zhorSeny (30 %), zly (30
%), normalny (40 %).

V §tudii sme pouzili dotaznik Brief COPE (Carver, 1997, s.92-100) 28 polozkovy, obsahovo
rozdeleny do 14 faktorov. Tychto 14 faktorov sa d’alej deli do troch skupin — zvladanie
zameran€ na problém, emocie a unik.Cronbachov a koeficient = 0,75. Dotazovana osoba sa
vyjadrovala na Likertovskej $kalel-6. Dal$im néstrojom bola $tandardizovand Skéla
emocionalnej habitualnej subjektivnej pohody (DZuka, Dalbert, 2002,s.234-250). Cronbachov
o koeficient = 0,77. Skala obsahuje 4 polozky pozitivneho rozpolozenia a Sest’ poloziek
negativneho rozpolozenia. Respondenti odpovedali na Likertovej Skale s hodnotami 1-6.
Dotaznik a Skalu sme distrubovali cez ADOS, opatrovatelom, ktori sa staraji o chorého
rodinného prisluSnika. Pri analyze ziskanych udajov sme vyuzivali deskriptivne Statistické
metddy a korelacie na zist'ovanie zavislosti.

Vysledky

Vysledky skumania volby copingovych stratégii opatrovatelov pri starostlivosti o chorého
¢lena rodiny ukazali vyuzivania efektivnych stratégii: planovanie priemer = 4,30; SD + 0,96,
Me - 5; inStrumentélna socidlna podpora priemer = 4,63; SD + 0,97, Me - 5; akceptécia priemer
=450 a SD +1,20, Me — 5; vyuzivanie emocionalnej podpory priemer 4,27, SD + 0,99, Me —
5;
V kategorii neefektivnych copingovych stratégii sebarozptylenie priemer = 3,63, SD =1 ,53,
Me-3; popretie priemer = 2,80, SD + 1,52, Me- 3; sebaobvinovanie priemer = 2,48, SD + 1,29,
Me - 2.
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Tab. 1 Sposoby zvladania zat'aze

Stratégie zvladania zataze Priemer Median Sm.odch.
(+) Planovanie 4,65 5 0,96
(+) InS. soc. podpora 4,63 5 0,97
(+) Akceptacia 450 5 1,20
(+) Religiozita 4,30 5 1,44
(+) Vyuzivanie e. podpory 4,27 5 0,99
(+) Sebarozptylenie 3,63 3 1,53
(+) Aktivne zvladanie 3,52 4 1,03
(+) Ventilovanie 3,22 3 1,01
(+) Pozitivne preramovanie 3,08 3 1,16
(-)  Popretie 2,80 3 1,52
(-)  Sebaobvinovanie 2,48 2 1,29
(+) Odangazované spravanie 2,43 3 1,11
(+)  Humor 1,53 1 0,78
(-)  Uzivanie drog 1,35 1 0,72
Tab. 2 Skala emocionalnej pohody
Emocie Priemer Median Sm.odch.
) Bolest’ 4,30 4 1,32
(- Smutok 4,24 4 1,24
(-)  Strach 4,23 4 1,36
O] Hnev 3,27 3 1,64
(+) Radost 3,10 3 0,98
(+)  Stastie 2,80 3 0,96
(+)  Telesna sviezost’ 2,48 2 0,74
) Pocit viny 2,47 3 1,04
) Hanba 1,73 2 0,69
(+)  Pozitok 1,57 2 0,63

Respondenti CastejSie prezivali negativne emdcie ako pozitivhe. V ramci negativnych emocii
najvyssie priemerné hodnotenie ma bolest’ 4,30, SD + 1,32 a Me — 4; smitok ma priemer 4,24,
SD +1,24; Me - 4; z pozitivnych emocii ma radost’ priemer 3,10, SD + 0,98 a Me — 0,98.

Tab. 3 Korelacia medzi prezivanim emocii a stratégiami zvladania zataze

Pocit

Telesna

Hnev - Pozitok Hanba ~>7¢  Strach  Bolest Radost Smutok Stastie
viny sviezost

Akceptacia -0,077 -0,227 0,005 -0,118 0,175 -0,220 -0,232 0,448 -0,302 0,238
Religiozita 0,062 0,355 0,440 0,269 0,139 0,029 0,036 0,089 0,145 0,346
Popretie 0,282 0,179 -0,083 -0,046 -0,382 0,270 0,135 -0,172 0,271 -0,049
Odangazované 0384 0290 0074 0360 -0427 0290 0249 -0272 0478 -0125
spravanie
Sebaobviniovanie 0,453 0,537 -0,208 0,079 -0,336 0,330 0,438 -0528 0,548 -0,357

Korelacie su signifikantné na hladine vyznamnosti p <0, 05. Pri pozitivnej korelacii (oznacena
znamienkom +), moZeme ocakavat’ Ze zvySovanim hodnoty jednej premennej zvySovanie aj
druhej premennej. Pri negativnej korelacii (oznacend znamienkom -), mozno ocakavat
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zvySovanim jednej premennej znizovanie druhej premennej. V kazdom riadku su vypocitané
korelaéné koeficienty medzi prezivanim emocii a stratégiami zvladania zat'aze. Respondenti,
ktori zvladaju zat'az neefektivnym spdsobom cCastejsie prezivaji negativne emocie. V pripade
efektivnej stratégie akceptacia bola Statisticky vyznamna emocia radost’.

Diskusia

Prieskumu sa zt¢astnilo 30 respondentov, najviac vo vekovej skupine 60 -70 rokov (40 %), 51
— 60 rokov 33 %. Vo vztahu k opatrovanému boli ako Zivotny partner — manzel/ka (63 %),
dcéra/syn 27 %. Priemerna dizka starostlivosti o chorého ¢lena rodiny bola pol roka - rok
(27 %). Opatrovatelia sa starali o pribuznych s ochorenim CMP 27 %, onkologické ochorenie
27 %, stavy po amputacii DK 17 %, imobilita 17 %. Subjektivne svoj telesny a dusevny stav
hodnotia ako mierne zhorSeny (30 %), zly (30 %), normalny (30 %).

V studii sme pouzili dotaznik Brief COPE (Carver, 1997, s.92-100), s 28 polozkami, vyssie
skore na Likertovskej Skdle poukazuje na CastejSie vyuzitie daného mechanizmu zvladania a
naopak. Cronbachov a koeficient = 0,75. Ako priemer tak i median, vypovedaju o frekvencii
vyuzivania copingovych stratégii. Zvladanie zamerané na problém a emocie predstavuji
strategie adaptivne a zvladanie zamerané na unik predstavuje stratégiu maladaptivnu. Vysledky
skimania vol'by copingovych stratégii opatrovatel’ov pri starostlivosti o chorého ¢lena rodiny
ukdzali vyuzivania efektivnych stratégii orientovanych na rieSenie problému: planovanie a
akceptacia. Aktivny coping znamend realizdciu aktivnych intervencii s Umyslom stres
eliminovat’ alebo aspofi zmiernit. Do tejto kategdrie mozno zaradit’ ,,Carverove stratégie® -
aktivne zvladanie, planovanie, akceptacia, pozitivne preramovanie a religiozita.

Coping orientovany na problém sa koncentruje na zmenu alebo zvlddanie zatazovej situicie a
jeho hlavnou ulohou je obmedzovat’ nepriaznivé ucinky zatazovej situacie alebo rozliSovat’
zdroje na jej prekonavanie (Bally, Siianska, 2014,s.154-159).
Coping orientovany na citové prezivanie sa Vyznacuje usilim jedinca kontrolovat’ city
nastavajuce pod vplyvom stresu a regulaciu citovej odpovede na u¢innosti zataze (GajdosSova,
2009). V nasom prieskume to boli stratégie vyuzivanie in§trumentalna socialnej podpory 4,63
+ 0,97 a emocialnej podpory vyhodnotena s aritmetickym priemerom 4,27, so SD + 0,99. V
ramci emociondlne] podpory sa zameriavame na podporu verbalizacie emdcii rodiny a na
prezivanie bariér v socidlnych kontaktoch. Pri inStrumentalnej socidlnej podpore je ddlezité
zamerat’ sa na poskytnutie konkrétnych informadcii a praktickych rad v starostlivosti o pacienta
v domacom prostredi. Socidlne uvedomeli respondenti maju tendenciu vzniknuti zatazovu
situaciu analyzovat’ a najst’ jej rieSenie.
Prvou tlohou efektivneho copingu by malo byt zniZenie intenzity negativnych emocii, ktoré
by mohli zabranit’ vyuzivaniu aktivnych stratégii zvladania zataze (Baumgartner a kol., 2010,
5.186-204). Zvladacie schopnosti st vSetky osobnostné predpoklady v zmysle dispozicii, ktoré
podmieniuji a ovplyviluju zvladanie externych a internych stresorov na behavioralnej,
kognitivnej alebo zaZzitkovej Urovni (Ruiselova et al., 2006, s.9-20). Zatial' ¢o stratégie
zvladania stresovych situédcii st orientované na jedinca a Specificka situaciu, pri vymedzeni
vztahu stratégie spravania - naro¢né zivotné situacie vystupuje do popredia podstatny moment
interakcie jedinca a socidlneho prostredia. Bosson et al. (2006, s.135-150) na zéklade vysledkov
Stidie uvadza, Ze =zdielanie negativnych emocii pozitivne pdsobi na posiliiovanie
interpersonalnych vztahov. Autor odporaca podporovat a rozvijat' copingova stratégiu
ventilacie ako jedného z ucinnych prostriedkov zvladania zataze. Stratégia ventilovanie
dosiahla priemer 3,22, SD +1,01. Jedinci s vysokym vnimanim stresu nevyuzivaju adaptivne
copingové stratégie ale preferuju skor stratégie vyhybania (Halama, BakoSova, 2009, s.143-
148).
Medzi 3 najmenej vyuzivané stratégie v prieskume patria: odangazované spravanie, humor,
uzivanie drog. Coping orientovany na Unik predstavuje stratégie, ktoré mézeme oznacit’ aj ako
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obranné. V prieskumnom subore boli najCastejSie neefektivne stratégie: sebarozptylenie,
popretie, sebaobviniovanie.

Styl zvladania zataZe je nepochybne vo vztahu s Groviiou preZivania osobnej pohody.
Frekvenciu prezivania pozitivnych a negativnych emdcii a neemocionalnych stavov sme
zistovali na Skéle emocionalnej habitualnej subjektivnej pohody (DZuka, Dalbert, 2002, s.234-
250). Autori Skaly vychadzali z predpokladu, Ze habitudlnost’ mozno chapat’ ako castost
prezivaného rozpoloZenia. Respondenti CastejSie prezivali negativne emocie ako pozitivne.
Negativne emocie, ktoré prezivaji najCastejSie boli bolest’, smutok, strach. Z pozitivnych
emocii prezivaji Casto — malokedy radost’, Stastie.

Pouzitim Statistickej metddy zistovania koreldcii medzi stratégiami zvladania zataze
a prezivanim emocii boli zistené vyznamné stvislosti. Polozky stratégii zvladania stresu
popretie a sebaobvinovanie negativne koreluji s emociami telesna sviezost a radost.
Respondenti, ktori zvladaji zataz neefektivnym spdsobom castejSie prezivaji negativne
emdocie. V pripade stratégie akceptacia bola Statisticky vyznamna emocia radost’.

Podla Dzuka, Dalbert, (2002, s.234-250) st negativne emocie podmienené prioritne geneticky
(temperamentovo), pozitivne emocie si primarne ovplyvnené prostredim.

Ak je situacia hodnotend ako poskodzujuca, doprevadzaju ju negativne emoécie ako smutok
alebo zlost’. Pozitivne emdcie ako St’astie, ulava, hrdost’ sa vyskytuju vtedy ak je situdcia
rieSena priaznivo. Prezivané pozitivne emdcie preukazuju schopnost’ dobijat’ zdroje fyzickej i
psychickej energie v tazkych zivotnych etapach (Folkman, 2006, s. 3-14).

Zaver

Cielom prieskumu bolo zhodnotit’ a posudit’ stratégie zvladania zat'aze opatrovatelov pri
starostlivosti o chorého €lena rodiny. ISlo o identifikaciu prezivanych emocii, konkrétnych
zvladacich $tylov, ich rozsah a identifikaciu potencialne Skodlivych stratégii zvladania. MoZno
povedat, Ze opatrovatelia si vyberaju stratégie, ktor¢ im pomahaji prekonat’ tazké chvile
obdobia starostlivosti o chorého ¢lena rodiny. Copingové stratégie by nemali byt dopredu
hodnotené ako adaptivne alebo maladaptivne. Dolezité je skumat’ pre koho a za akych okolnosti
ma urcita stratégia adaptivne vysledky. Coping je proces vnimany v kontexte a vysledky
copingového usilia sa menia podla kontextu, ¢asu a vplyvom zmien Zivotnych podmienok.
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KLINICKA PRAXE STUDENTU OSETROVATELSTVI
CLINICAL PRACTICE OF NURSING STUDENTS
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*Univerzita Tomdse Bati ve Zliné, Fakulta humanitnich studii, Ustav zdravotnickych ved
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Abstrakt

Klinickd praxe je vyznamnym studijnim prostfedim pro studenty oSetfovatelstvi. Prakticka
vyuka uskutectiovand v ptirozeném klinickém prostfedi tvoii minimélné polovinu z celkového
rozsahu studijniho planu. Akademickd ptda i klinické prostfedi v nemocnicich jsou vSak
narocnou oblasti, kde studenti zakousi stres, ktery mize byt vystupfiovan az v chronickou
uzkost. Klinické prostiedi je pak studenty popisovano jako nejvice stresujici zalezitost pii
studiu oSetfovatelstvi. Strach a izkost jako nejcastéjsi reakce na stres pak mize mit u téchto
studentll negativni dopad na vykon a na vytvareni chabych vypotéadacich technik a schopnosti,
které pak ovliviiuji jejich ndhled na oSetfovatelstvi a jejich budouci sméfovani. Vyznamnym
modelem, ktery se zabyvd pohodou a stresem klienta v oSetfovatelstvi je model Betty
Neumanové, ktery je uplatnitelny jako koncepce pro vzdélavaci instituce v osSetfovatelstvi prave
na zmirnéni stresovych faktort a podporu studentli. Vyznamnou strategii pro snizeni studentské
uzkosti a k podporte efektivni adaptace je vytvoreni propojeného a funkéniho systému mentori
a studentskych tymi, supervizora a vytvofeni pozitivniho pracovniho prostiedi.

Kli¢ova slova: klinicka praxe, studenti oSetfovatelstvi, klinické vyukové prostiedi, stres,
uzkost, intervencni strategie

Abstract

Clinical training has always been an important part of nursing education. Clinical practice
performed in hospitals is the larger part of nursing education. However, theoretical nursing
studies and clinical training might be really demanding and stressful for many students.
Furthermore, nursing undergraduate students have been describing clinical practice as one of
the most stressful and anxiety producing components of the whole nursing program. Stress and
anxiety might have negative impact on students” productivity and therefore they develop poor
coping techniques. It might effect their view on nursing in general and their future professional
field. The Neuman Systems Model focuses on the client’s wellness and provides a framework
for the significance of the exploration of interventional strategies for nursing faculties to support
their students. The role of clinical supervison, nurse teachers, pairs of undregraduate students
supervising one another and positive clinical learning environment belong to significant and
interventional strategies decreasing nursing students'stress and anxiety. The whole system must
be interconnected all together and must work.

Key words: clinical practice, nursing students, clinical learning environment, stress, anxiety,
intervention strategies

Uvod
Utelem vzd&lavani v oSetiovatelstvi je poskytnout studentim nezbytné teoretické znalosti

a klinickou zkusenost, kterd usnadnuje a pfipravuje studenty rozvinout své schopnosti a naplnit
svou profesionalni oSetfovatelskou roli.

Klinickd praxe je vyznamnym studijnim prostfedim pro studenty oSetfovatelstvi. Prakticka
vyuka uskuteciiovand v pfirozeném klinickém prostfedi tvofi minimélné polovinu z celkového
rozsahu studijniho planu. Klinickd vyukova praxe je vyznamna a rozviji u studentli odborné
znalosti a dovednosti, podporuje jejich reflexni uceni v klinické praxi a ziskavani jedine¢nych
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praktickych zkusenosti. (Hosoda, 2006, Andrews, Roberts, 2011 podle Skifivankova, 2012, s.
384).,,Cilem klinicke praxe studentu je zajistit efektivni a vysoce odborné prostredi pro moznost
ziskdavani, upeviiovani a procvicovani kooperativnich a autonomnich cinnosti sester. Jde o
tymovou praci nejen mentora a studenta, ale vSech zdravotnickych pracovniku klinického

pracoviste, kteri na praktické vyuce studentu oSetrovatelstvi participuji “ (Vrublova, 2006, s.
244-246).

Akademické puada i klinické prostfedi jsou vSak narocnou oblasti, kde studenti zakousi stres.
Klinické prostfedi pak mnozi studenti hodnoti jako nejvice stresujici zalezitost pii studiu
oSetrovatelstvi (Timmins, Kaliszer, 2002 podle Moscaritolo, 2009). Zkoumani zkuSenosti
studentli oSetfovatelstvi se stresem a uzkosti pii klinické praxi neni novym fenoménem.
Existuje mnoho empirickych studii, které se datuji az do 70. let 20. stoleti, které se stresem
a uzkosti studentl zabyvaji (Moscaritolo, 2009). Bohuzel stale neexistuje mnoho studii o tom,
jak studenti tuto svoji zkuSenost se strachem a stresem zvladaji, a jak jsou jim fakulty
napomocny (Moscaritolo, 2009).

Cil prace
Cilem teoretického ptispévku je zaméfit pozornost na klinické praxe studentti oSetfovatelstvi,
které mohou byt zdrojem stresu a uzkosti a mit vliv na jejich vykon a dalsi sméfovani.

Metodika

Text byl zpracovan na zaklad¢ dostupnych odbornych zdrojii a vlastnich zkuSenosti autorti
s realizaci klinickych praxi.

Stres a uzkost

Existuje mnoho definic stresu a uzkosti. Pro ucel této prace jsme zvolili definici, kdy stres je
definovén jako ,,stav organismu, kdy je ohroZena jeho integrita a organizmus musi zapojit
vSechny schopnosti na svoji ochranu* (Cooper, Appley podle Hartl, Hartlova, 2000, s. 568).
Psychologicky stresovy prah a stresova tolerance jsou ovlivnény vrozenou reaktivitou
nervoveho systému a dal§imi osobnostnimi charakteristikami. Vyznamna je také skute¢nost, ze
stresové neurohumoralni regulace maji 1 adaptivni charakter a chrdni organizmus pted
poskozenim, protoze opakované malé stresy mohou pozitivné zménit reakci na stres velky tzn.
Ze urcita piiprava vede k odlisné reaktivité a miZe mit pfiznivy vysledek (Hartl, Hartlova, 2000,
S. 668).

Strach je neliba emoce, jde o normélni reakci na skuteéné nebezpeéi. Uzkost je nepiijemny
emocni stav provazeny obdobimi psychickymi i somatickymi znaky jako je strach, ovSem
pfi¢ina neni znama, jde o ,,strach z niceho* (Hartl, Hartlova, 2000, s. 567). K rozliSeni mezi
strachem a Gizkosti se n€kdy pouzivé ¢asova dimenze, pficemz strach je povaZzovan za zaleZitost
epizodickou, zatimco uzkost za chronickou (Hartl, Hartlova, 2000, s. 668).

Existuje mnoho faktoru, které piispivaji ve zvySené mite k napéti a tizkosti pii klinické praxi.
Mezi nejvyznamnéjsi na klinickém poli patii — neznalost klinického prostiedi a prvni klinické
zkuSenosti, strach, ze udélam chybu, provadéni samotnych oSetfovatelskych intervenci
a ukonti, hodnoceni vyucujicimi a mentory, nedostatecnd podpora ze strany zdravotnického
personalu a rozpor mezi teorii ziskanou na univerzité a provadénou praxi na pracovisti (Carlson
et al., 2003; Shafirf, Masoumi, 2005; Shipton, 2002, Sprengel, 2004; Timmins, Kaliszer, 2002
podle Moscaritolo, 2009). Zatézujici a stresujici je sdm fakt setkdni se s nemocnymi,
S nevyléciteln€ nemocnymi a s nemocnymi v pfimém ohroZeni Zivota. Je to zkuSenost stresujici
pro jiz vySkoleny a zkuSeny zdravotnicky personal, co teprve pro studenty, ktefi na klinickou
pudu teprve vstupuji nebo s ni maji jen malé zkuSenosti.
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Strach a uzkost jako nejcast¢jsi reakce na stres pak mize mit u téchto studentli negativni dopad
na vykon a na vytvafeni chabych vypotadacich technik a schopnosti (Hughes, podle
Moscaritolo, 2009, s. 18). Strachovou reakci totiz tvofi prvky kognitivni, somatické, emocni a
prvek chovani. Kognitivni aspekt ztézuje koncentraci, pamét, schopnost ucit se a feSit
problémy. Somaticky prvek je spojeny s poplachovou reakei téla na nebezpeci, emocni prvek
zahrnuje pocit hrizy, désu, paniky a prvek chovani spojeny stendenci utéct nebo byt
paralyzovan a zamrznout, kdy studenti nejsou schopni vykondvat oSetfovatelské postupy a
vykony nebo je vykonavaji ztizen¢ (Hill, 2004, s.261; Moscaritolo, 2009, s. 18).

Pokud maji vzdélavaci instituce v oSetfovatelstvi fungovat jako zakladna a podpora studentt,
je nutné, aby reflektovaly toto setkani student se strachem a uzkosti a je klicové, aby je
pozorovaly, vypozorovaly a sledovaly. Vzdy zavisi na individualni schopnosti jedince
vypotadat se s uzkosti. Jsou studenti, kteii tuto skute¢nost ptekonat zvladnou, je vSak nutné
zamgéfiit se na ty studenty, u kterych jejich vlastni intervence selhaly a zasahnout pokud tzkost
doséhla té tirovn€, ze negativné ovliviiuje vykon, hodnoceni a sebehodnoceni (Moscaritolo,
2009, s. 18).

Systémovy model Betty Neumanové

Stres a stresové reakce jsou vyznamné pro systém Betty Neumanové a je moZzné vyuZit tento
model jako koncepci pravé pro redukci stresort a podporu studenti na klinické puadé
(Moscaritolo, 2009, s. 19).

Neumanové model je obsahlym holistickym pohledem na systém klienta zahrnujici jednotlivce,
skupiny, komunity a spolec¢nost, kdy je systém klienta posuzovan jako otevieny systém ve
vzajemném puisobeni na prostfedi (Archalousova, 2005). Zaméfuje se na pohodu klientova
systému ve vztahu k prostfedi a schopnosti ¢lovéka reagovat na stresory (Moscaritolo, 2009, s.
19).

Betty Neuman vymezuje tfi obranné linie jadra systému jedince jako: linii rezistence, normalni
linii obrany, flexibilni linii obrany.

1.) Prvni linie je linii rezistence téla, kterou se rozumi primarni vrstva jedince, ktera chrani
j&dro systému. Je to obranny mechanismus, ktery je nedobrovolné aktivovan, kdyZ stresor
napadne normalni obrannou linii a smétuje ke stabilizaci klientova stavu (Archalousova, 2005).

2.) Symbolickym kruhem nad linii rezistence je normalni linie obrany. Jde o obranny
mechanismus téla, odrazi stav obvyklé osobni pohody. Jde o schopnost jedince reagovat na
stresory a jeho schopnost prizptisobit se (Moscaritolo, 2009, s. 20).

3.) Flexibilni, pruzna linie obrany je kruh nad linii normalni obrany. Zabranuje vstupu
stresort. Tato ¢ast obrannych mechanismt mize byt rizné silnd, je proménliva v Case a zavisi
na aktualnim stavu jedince. Chrani normalni linii obrany a asistuje pfi navratu do pohody.
Flexibilni linii obrany je nutné cilené posiliiovat pro dostacujici obranu pted stresory
(Moscaritolo, 2009, s. 20).

Podle Neumanové “oSetrovatelska péce posiluje odolnost cloveka pomoci prirozenych i
naucenych reakci nemocného na stresory a to prostrednictvim osetrovatelského procesu, jehoz
soucdsti je stanoveni ucelnych zakrokit zamérenych na sniZeni nepriznivych podminek a
stresovych faktoru*“ (Neuman, 1998 in Archalousova, 2005).

Osetiovatelska péce v tomto systému nastupuje, kdyz selze obranny mechanismus téla. Ukolem
vSeobecné sestry je monitorovani aktudlnich a potencidlnich stresort, které ptisobi na zdravotni
stav pacienta a oSetfovatelské intervence k navraceni rovnovahy a pohody systému jedince.

V ramci tohoto oSetfovatelského cile je vyuzivano zejména koncep¢ni teorie ,,Prevence jako
intervence* (Fawcett podle Moscaritolo, 2011, s. 19). Konce prevence a intervence zahrnuje
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tii komponenty: primarni prevenci, sekundarni prevenci a terciarni prevenci (Moscaritolo,
2009, s. 19).

Primérni prevenci v ramci teorie oSetfovatelstvi podle Betty Neuman rozumime zejména
identifikaci aktualnich a moznych, potencialnich stresort, tj. stresori, které by uz jen mohly
pacienta ohrozovat, které mohou proniknout za normalni linii obrany pacienta, ale jesté ji
nepronikly (Moscaritolo, 2009, s. 19).

Sekundarni prevence se uplatiluje v situacich, kdy stresor na pacienta zjevné pusobi a kdy
primarni intervence nebyla implementovana nebo byly oSetfovatelské zasahy neuspésné. Sestra
se snazi o posileni linie rezistence pacienta (Moscaritolo, 2009, s. 19).

Terciarni prevence je intervenci pro zabranéni regrese a vzniku moznych komplikaci a kdy jsou
provadény oSetfovatelské zakroky k znovunastoleni pacientovi pohody s diirazem na jeji
udrzeni a zachovani (Moscaritolo, 2009, s. 19).

Pokud aplikujeme tento model na studentskou praxi, pak klinicky stres, kterym studenti mohou
trpét, naruSuje normalni linii obrany. Pro mnoh¢ studenty miize byt strach hnacim motorem,
pokud studenti vSak nejsou schopni zvladnout tuto skutecnost, porusi se normalni linie obrany
a vyvstane Uzkost. Samotné intervence mohou byt zahajeny uz na samém pocatku studentské
praxe jako preventivni prostfedek nebo jako prostiedek, kdy jiz studenti uzkosti trpi, ale uzkost
je v pocate¢ni fazi. Je mozné tak zabranit vystupniovani a komplikacim (Moscaritolo, 2009, s.
20). Prave zde je nutnd intervence a role fakult v tomto sméru, kdy mohou pomoci snizit izkosti
a nastolit mechanismy k redukci stresort a posileni flexibilni linie obrany.

Interven¢ni strategie

Klinické prostfedi ma vyznamné postaveni pti akademickém vzd€lavani, proto je nutné rozvijet
u studenttl strategie, aby byl jejich ucebni proces snazsi a ptinosny.

Je nutné, aby tento proces zahrnul smysl pro zodpovédnost a samostatnost, kvalitni vykon
asmysl pro tymovou spolupraci, sniZeni strachu a stresu. Vyznamnou strategii pro snizeni
studentské uzkosti a k podpote efektivni adaptace je zavedeni propojeného a funkéniho systému
mentort, supervizorl, studentskych tymi a vytvofeni pozitivniho pracovniho prostiedi.

Mentorstvi — metoda jak se ucit

Mentoring je metoda, kterd poméha druhému ucit se, jde o vzdélavani pfi vykonu prace. Cilem
prace mentortl je smysluplnd adaptace studenta v novém pracovnim prostiedi, je orientovano
na osobni a socialni rozvoj studenta, riist jeho odbornosti a pracovni vzestup (Langyelova,
Sovova, Horanska, 2006).

Role mentora v praktické vyuce je jednou z klicovych podminek efektivni vyuky. Ukolem
mentora je docilit u studenta plnéni stanovenych cilli. Tyto védomosti zna student ze Skoly spise
teoreticky a mentor ho musi tyto vykony naucit prakticky. Pfi tomto uceni by mél mentor
dodrzovat urcité pedagogické a didaktické zasady (zdsada ndzornosti, piimétenosti,
soustavnosti a zasada trvalosti a operativnosti (Ulihancova, 2014, s. 31). Mentor studenty chrani
pred vlivem strachu a stresu, hovoii se studenty, spolecné si stanovuji cile, sdéluji si pozitivni
1 negativni zkuSenosti a pfedavaji si zpétnou vazbu. Vyznam mentora je nezpochybnitelny.
Studentiim vedenym mentorem se 1épe komunikuje s ostatnim zdravotnickym personalem a
jsou mnohem Iépe integrovani do zdravotnického tymu (JaroSova, Dusova, 2008).

Studentské tymy jako zdroj podpory a bezpeci

V nékterych zahrani¢nich nemocnicich jsou studentim prvnich ro¢nikli ndpomocni studenti

vysSich ro¢niki jako asistenti mentorti. Tito vyukovy asistenti (teaching assistants) a dohliZejici

instruktofi (peer instructors) pomahaji studentim zacatecnikim béhem prvnich dnli na
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oddélenich. Byt v takovémto tymu je vyznamné pro uceni, nebot’ studenti se jiz od pocatku své
praxe citi bezpecni. Pokud jsou tyto tymy zaloZeny na vztahu upfimnosti a divéry, stavaji se
vyznamnym Cinitelem pro studium a kvalitni praxi, nebot’ studenti se vzajemné podporuji, uci
se jeden od druhého, dohlizeli jeden na druhého. Studentské tymy jsou vyznamnym krokem a
clankem v posileni nezévislosti a samostatnosti studentli v péci o pacienty. Postupné se
studujici stavaji nezavislejSi a nezavislejSi v pé¢i a v nalezeni vlastniho zplsobu a cesty
k osetfovani v péci. S tymem se vSak vzdy mohou vratit pro podporu a pomoc (Holst, Horberg,
2013, s. 117).

Dle studie Sprengela a Joba v roce 2001, ktera se zabyvala stresem studentd v prvnich dnech
jejich klinické praxe, vysledky ukdzaly ohromny positivni dopad této praktiky na novacky,
pokud jde 0 sniZzeni uzkosti u téchto studentd a na jejich pocatecni nahled na praxe jako
pozitivni zkuSenost (Moscaritolo, 2009, s. 21).

Supervize jako moZnost vyjadrit se a reflektovat svoji zkuSenost

Supervizor ma byt privodcem, ktery pomahd jedinci nebo tymu vnimat, vyjadfit se
a reflektovat vlastni praci a vztahy, nachdzet nové feSeni problematickych situaci. Supervize
muze byt zaméfena na prohloubeni prozivani, lepsi porozuméni dané situaci, uvolnéni
tvofivého mysleni a rozvoj novych perspektiv profesniho chovani (Supervize). Supervizor,
ktery rozumi studentskému prostiedi, studentskému mysleni a uvazovani a inspiruje studenty,
tak aby se citili sebevédomé, dava jim podporu a zpétnou vazbu, vede studenty k vyjadieni
svych zkuSenosti, prozitkii a reflexi, tvofi vyznaény pfisnost pro vzdélavani, nebot dava
studentim nadhled a pohled z vysky a tim umoziuje lépe porozumét osetfovatelskym situacim,
roz$ifuje obzory a redukuje stres a chaos ((Holst, Horberg, 2013, s. 118-119).

Pozitivni vyukové klinické prostiedi

Zdravotnicky personal je vyznamny ve vytvafeni vhodného studijniho prostfedi pro studenta.
Pokud studujici vnima prostiedi jako misto, kde je vitan, pfijat, podporovén a je chapana jeho
piinosna role, je z velké Casti redukovana jeho mira strachu a tizkosti. Byt pfedstaven a zakusit
si praci v dobfe organizovaném fungujicim redlném zdravotnickém tymu, kterym je student
piijat, ve kterém se kvalitné komunikuje a kde je mozné aplikovat své znalosti a dovednosti
a kde zdravotnicti pracovnici sdili své znalosti a dovednosti ve prospéch nemocného, je diilezité
pro rozvoj studujicich oSetfovatelstvi a vede k pozitivnimu nahledu na budouci povolani a praci
(Hoist, Horberg, 2013, s. 114). Vhodné vyukové prostiedi je potfebné pro profesni rozvoj
kazdého studenta. ,Jedna se o vytvoreni vstricného zdravotnického tymu, klidné reseni
problémii, uspokojovani potreb studentu a jistotu pomoci od clenii kolektivu. Studenti se citi
lépe na oddeéleni, kde viadne prijemna atmosféra, kde si persondl studentu vazi a povazuje je
za soucast osetrovatelského tymu“ (Pearcey, Elliot, 2004 podle Skiivankové, 2012, s. 385).
Tyto vyse uvedené atributy profesionalni praxe studentd je vSak v soucasné dob¢, vzhledem
k nedostatku zdravotnického personalu, velmi obtizné udrzet na odpovidajici urovni.

Taktiky proti stresu a kurzy pro studenty

Dtlezitym prvkem, ktery mohou ustavy ¢i fakulty oSetfovatelstvi vyuzit, je humor jako ucebni
strategie, kdy je vyucovani zdbavnou formou, které Iépe udrzuje pozornost a usnadiiuje ucenti,
utuzuje a upeviuje socialni vztahy, zvysuje Gctu k sob€, zmirnuje stres a izkost (Hayden-Miles,
2002, Ulloth, 2002 in Moscaritolo, 2009, s. 20). Humor je studenty popisovan jako moznost se
zasmat. Nejde vSak o fikani vtipd a anekdot, ale o prosvétleny uhel pohledu vyucujiciho, ktery
dokaze prozafit pro studenty naro¢nou piipadné vypjatou situaci (Kuhrik et al. 1997 in
Moscaritolo, 2009, s. 20). Pokud se totiz problému dokazeme zasmat, opustime sami sebe, sviij

uhel pohledu a dostavame se tak s odstupem nad n¢j, jiz dokazeme sledovat vice rovin a najit
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moznéa vychodiska z narocné situace. Pravé pii uzivani humoru se citi studenti uvolnéni a
sebejistéjsi, jejich vykon se zvysuje, a to jak na pade¢ teoretické, tak praktické. Humor ve vyuce
je hodnocen studenty jako pozitivni zkusenost (Moscaritolo, 2009, s. 20).

DalSimi vyznamnymi prvky jsou kurzy pro studenty rozvijejici jejich schopnosti redukovat
stres, udrzet normalni linii obrany, posilit linii rezistence a dosahnout a udrzet si stav duSevni
pohody. Tyto kurzy a programy instruuji a vedou studenty ke vniméni pfitomného okamziku,
zklidnéni mysli a soustfedéni na dychani prostfednictvim technik jako je joga, meditace
a relaxacni techniky (the Mildfulness-Based Stress Reduction programmes; Moscaritolo, 2009,
s. 21-22).

Zavér

Principidlnim prvkem uspéSnych klinickych oSetfovatelskych praxi je jejich organizace
a vedeni studentt ze strany fakult. Je nutné, aby fakulty a Skoly pfipravujici studenty na jejich
profesi védely o stresovém vypéti a tizkosti u studentd a snazily se ji feSit. Tato zkuSenost si
zasluhuje pozornost a intervence, takové a v takové mife, aby studenti mohli v klidu
a zodpovédet aplikovat své znalosti a vykondvat oSetfovatelské postupy a intervence, citili
podporu svych vyucujicich, mentorti, zdravotnického persondlu i supervizorti, nebot
zkuSenosti studentii ziskané na klinickém pracovisti ovliviiuji jejich nazor na obor

oSetrovatelstvi i na jejich budouci zaméstnani *“ (Pearcey, Elliot, 2004 podle Skiivankova, 2012,
s. 385).
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Abstrakt

Uvod: Transplantacia peGene je naroény terapeuticky zakrok vyznamne ovplyviiujuci kvalitu
zivota pacientov. Nevyhnutny je aj adekvatny eticky pristup k chorym zo strany zdravotnikov.
Ciel: Zistit ¢i kvalita zivota pacientov po transplanticii pecene zavisi od vybranych
demografickych faktorov — veku, pohlavia a vzdelania respondentov.

Metody: Dotaznik vlastnej konstrukcie, Pearsonov Chi-kvadrat test a Fischerov exaktny test —
overenie vzajomnej zavislosti sledovanych javov a Phi koeficient — overenie intenzity
vzajomnej zavislosti (Phi = 0,40 — mierna zavislost)).

Vysledky: Statisticky vyznamna zavislost (o = 0,05) sme zistili: 1. medzi pohlavim
respondentov a potrebou liecby (p = 0,0433), spokojnostou s podporou od priatelov
(p = 0,0433) a spokojnost'ou s pristupom personalu (p =0,0210); 2. medzi vekom respondentov
a moznost'ou venovat sa zaujmom (p = 0,0319), spokojnost’ou s podporou rodiny (p = 0,0157),
vekom a vierou (p = 0,0350); 3. medzi vzdelanim respondentov a spokojnostou s podporou
priatelov (p = 0,0129), doverou v zdravotnickych pracovnikov (p = 0,0033) a preferovanim
kvality Zivota nad jeho dizkou (p = 0,0013). Silna zavislost’ je medzi vzdelanim respondentov
aich doverou v zdravotnickych pracovnikov (Phi = 0,55) a vzdelanim respondentov a ich
nazormi na dolezitost’ kvality zivota (Phi = 0,57).

Zaver: Z odpovedi respondentov vyplyva, Ze kvalita zivota respondentov po transplanticii
pecene je determinovana demografickymi faktormi — pohlavie, vek a vzdelanie respondentov.

KPucové slova: kvalita zivota, eticky pristup, pacient, transplantacia pecene

Abstract

Introduction: Liver transplantation is very hard therapeutic intervence having a big influence
on quality of life of the patients. It’s necessary good ethical approach health professionals to
patients.

Aim: To determine whether the quality of life after liver transplantation depends on the selected
factors — age, gender and education of respondents.

Methods: Method of questionnaire of our own design, Pearson's Chi-square test and Fischer's
exact test - interdependence of the observed phenomena and Phi coefficient — intensity-
dependent correlation (Phi = 0,40 — a mild addiction).

Results: Statistically significant dependence (o = 0,05) was found between 1. the gender of the
respondents and the need for treatment (p = 0,0433), satisfaction with support from friends (p
=0,0433) and satisfaction with access to healthcare professionals (p = 0,0210); 2. between age
of respondents and the possibility tu pursue their interests (p = 0,0319), satisfaction with the
support of the family (p = 0,0157), age and faith (p = 0,0350); 3. between the respondents”
education and satisfaction with the support of friends (p = 0,0129), trust in health professionals
(p = 0,0033) and the preferred quality of life to its length (p = 0,0013). Strong dependence has
been demonstrated between education of respondents” confidence in health professionals (Phi
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=0,55) and respondents” education and their views on the importance of quality of life (Phi =
0,57).

Conclusion: The results has proved that the quality of life of the respondents who received
a liver transplantation is determined by the selected factors — sex, age and education.

Key words: quality of life, ethical approach, patient, liver transplantation

Uvod

Transplantacie organov patria k $pickovym vykonom modernej mediciny a predstavuji akési
meradlo vyspelosti zdravotnictva v jednotlivych krajinach. V minulosti bola transplantacia
pecene experimentalnou metddou, ale so zdokonalenim imunosupresie, operacnych technik
a pooperacnej starostlivosti sa v suCasnosti zmenila na Standardnu terapeuticki metddu vyrazne
determinujtcu kvalitu zivota chorych v jej roznorodych doménach.

Pacient a jeho rodina si po zakroku vyzaduju psychologickt, socialnu a emocionalnu podporu
zo strany zdravotnickych pracovnikov, ¢o spoloéne s reSpektovanim dostojnosti
transplantovanych je zarukou ich efektivnej$ej pooperacnej rehabilitacie a socidlnej adaptacie.

Podra Spicaka (2008, s. 335) neexistujli jasné kritéria charakterizujice stav, pri ktorom je treba
pacientovi transplantaciu odmietnut’, alebo ho dokonca z ¢akacej listiny vyradit’. Ide o tazké
rozhodnutie, ktoré sa v sti¢asnosti opiera najmi o skisenost’ transplanta¢ného timu.

Somaticka oblast’ kvality Zivota

U vacsiny pacientov sa kratko po transplantacii zahajuje antiviroticka lieCba s vyrazne
neziaducimi uc¢inkami, ako depresia, nechutenstvo, tinava. Podl'a Trunecku (2009, s. 262)
pacienti s trvalou virologickou odpovedou dosiahnu aj zlepSenie kvality Zivota v oblasti
fyzickej kondicie. Ako uvddza Magulova (2004, s. 201), nevyhnutnou stucast'ou starostlivosti
0 transplantovanych je uzivanie liekov — imunosupresiv majucich rad vedl'ajsich ucinkov.

Po transplantacii pecene je vhodné zamysliet’ sa nad d’alSim spdsobom stravovania, ked’Ze aj
tento aspekt vplyva na kvalitu Zivota jedincov. Podl'a Trunecku (2004) sa pacient po uspesnej
transplantacii peCene mdze plne venovat’ Sportu, a to aj vrcholovému, najmé bicyklovaniu,
plavaniu a turistike. Navrat k pohlavnému zivotu, u niektorych chorych spojeny s obavami, je
dolezit¢ konzultovat' s oSetrujucim lekdrom, resp. s odbornikom, ktorému pacient veri
(Trunecka, 2004). Unava vyplyva predovietkym zo zlej fyzickej kondicie, malej fyzickej
aktivity chorych a sedavého sposobu Zivota. Jej stupen zavisi od kardiorespiracnej zdatnosti
a je priznacny skor pre Zeny a starSich pacientov (Trunecka, 2009, s. 263).

Podstatnym krokom po transplantacii pec¢ene je zmena zivotného $tylu Pacient musi odhadntt’
svoje fyzické a psychické moznosti a prispdsobovat’ im kazdodenné aktivity.

Psychosocidlna a emocionidlna oblast’ kvality Zivota

Ako uvadza Kristova (2009, s. 171), jednou zo zédkladnych podmienok utvarania si pozitivneho
vzt'ahu medzi sestrou a pacientom je adekvétny eticky a psychoterapeuticky pristup, kedy sa
psychologickymi prostriedkami prispieva k dosiahnutiu ciel’a terapie. Zakladom psychoterapie
pacientov po transplantacii pecene je lieCebné posobenie a komunikdcia. Nimi chceme
pacientom ulah¢it’ situdciu a eliminovat’ depresiu, na vznik ktorej su nachylnejsi. Podstatou
sesterskych intervencii je nabadat’ pacientov, aby v rdmci moZnosti Zili naplno a zlepSovali
svoje vzt'ahy s rodinou a priatel'mi. Pacienti a ich pribuzni st edukovani o zmenach, ktoré
prinasa transplantacna liecba a maju konkrétnu predstavu o tom, ¢o mdzu od transplantacie
ocakavat’. Ide vSak o reakciu na aktualnu situéciu, a tak obavy a strach o fungovanie nového
organu moZzZu pretrvavat’.
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Socidlna oblast’ kvality Zivota

Podpora rodiny je nevyhnutna najmé u chorych s komplikovanym pooperacnym priebehom.
Pomaha zlepSovat’ zdravotny stav a kvalitu Zivota pacienta, pre ktorého je dolezité, aby nezostal
so svojim problémom sam, aby ho mal kto vypocut’ a povzbudit, ked’ to potrebuje. Mozno sa
zmeni aj intenzita priatel'skych vzt'ahov, ale priatel'ov by sa pacient vzdavat’ nemal.

Navrat do zamestnania je zavisly od fyzickej kondicie, dosiahnutého vzdelania a doby stravenej
na Cakacej listine. Viac ako 75 % pacientov pred transplanticiou pecene nie je schopnych
vykonavat’ svoje povolanie z dovodu pokrocilosti pecetiového ochorenia, ale 68 % pacientov
sa do zamestnania vrati priemerne 6 mesiacov po transplanticii. Transplanticia peCene ma
umoznit’ pacientovi navrat k normalnemu Zivotu. Socialne zaClenenie a navrat k praci k tomu
prispeji vyznamnou mierou (Trunecka, 2009, s. 262).

Ciel
Zistit' ¢i kvalita zivota pacientov po transplantacii pecene zavisi od vybranych demografickych
faktorov — veku, pohlavia a vzdelania respondentov.

Subor a metodika

V kontexte so stanovenym cielom vyskumu sme oslovili 70 respondentov. Zakladnym
kritériom ich vyberu bol stav po transplantacii peene. Dotaznik vyplnilo 36 pacientov
(navratnost’ 51 %) dispenzarizovanych v Hepatologickej ambulancii Fakultnej nemocnice
spoliklinikou F. D. Roosevelta Vv Banskej Bystrici a hospitalizovanych na
hepatogastroenterologickom oddeleni tejto nemocnice. Respondentov sme rozdelili podla
vybranych demografickych faktorov — pohlavia, veku a vzdelania na 3 skupiny.

1. Pohlavie: zeny — 14 (39 %), muzi — 22 (61 %).

2. Vek: od 25 — 72, priemerny vek - 50,11 rokov. Pri testoch skumajicich zavislosti sme
respondentov rozdelili do 2 podskupin: mladsi do 45 rokov vratane — 13 (36,11 %), z toho 5
(38,46 %) zien a 8 (61,54 %) muzov, star$i - 46 a viac rokov — 23 (63,89 %), z toho 9 (39,13
%) zien a 14 (60,87 %) muzov.

3. Vzdelanie: zakladné — 4 (11 %), stredoskolské (SS) bez maturity - 10 (28 %), stredoskolské
(SS) s maturitou — 12 (33 %), vysokoskolské (VS) — 10 (28 %) opytanych, z toho 2 (20 %) Zeny
a8 (80 %) muzov. Pri testoch skiimajucich zavislosti sme respondentov rozdelili do 2
podskupin: s VS a niz§im ako VS vzdelanim — 26 respondentov, z toho 12 (46,15 %) zien a 14
(53,85 %) muzov.

Vyskum bol realizovany v obdobi november 2012 — februar 2013 dotaznikovou metddou,
S pouzitim dotaznika vlastnej konStrukcie. Dotaznik Struktirovaného typu obsahoval 20
uzavretych otazok. Respondenti si mali zvolit’ jednu z viacerych moznosti odpovedi.

Na verifiké4ciu stanovenej hypotézy sme pouzili kvantitativne spracovanie empirickych udajov,
¢o umoznilo ich Statistické vyhodnotenie. Na Statistické spracovanie jednotlivych otazok
dotaznika vyuzitych pri overovani hypotézy sluzili odpovede respondentov rézneho pohlavia,
veku a urovne vzdelania, ktoré boli na zaklade kvantitativnej metodiky spracovania udajov
Vv jednotlivych podskupinach d’alej diferencované na moznosti: pohlavie — Zeny, muzi, vek —
pod 45 anad 45 rokov, vzdelanie — VS a nizsie ako VS vzdelanie a nasledne v programe
Statistika Statisticky spracované. Jednotlivé podskupiny vyskumného suboru neboli poctom
identicke, o vSak pri Statistickom spracovani vysledkov vyskumu nie je nutné.

V praci interpretujeme len otazky vztahujice sa na kvalitu Zivota, z testovania ktorych je
zrejma Statisticky vyznamnd vzdjomna zavislost' sledovanych javov overovana pomocou
Pearsonovho Chi-kvadrat testu pri 2 otazkach (pocetnost’ odpovedi vysokd) a Fischerovho
exaktného testu pri 7 otdzkach (pocetnost’ odpovedi nizka az nulova) na zvolenej hladine
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vyznamnosti a = 0,05. Phi koeficient slizil na overenie intenzity zavislosti skimanych javov,
pricom hodnota koeficientu 0,4 sved¢i o ich miernej zavislosti.

Vysledky

HO: Predpokladame, Ze neexistuje vzt'ah medzi kvalitou Zivota pacientov po transplantacii
pecene a ich demografickymi udajmi.

HA: Predpokladdme, ze existuje vzt'ah medzi kvalitou zivota pacientov po transplanticii
pecene a ich demografickymi tdajmi.

Na verifikovanie HO sme pouzili vybrané otazky dotaznika, ktorych skratenu verziu uvadzame
v tabul’kach 1,2 a 3.

Interpretacia vysledkov

Chi-kvadrat testom o jednom stupni volnosti a Fischerovym exaktnym testom na hladine
vyznamnosti a = 0,05 sme testovali nezavislost dvoch alternativnych znakov (jeden znak:
odpovede respondentov — pozitivne/negativne postoje; druhy znak: pohlavie - muz/zena, vek:
star§i/mladsi, vzdelanie: VS nie/VS 4ano).

VSade testujeme H0O: Medzi danymi znakmi neexistuje zavislost/testované znaky st nezavislé.

Tab. 1 Vysledky Statistického testovania v zavislosti od pohlavia

Chi-kvadrat test (df = 1) Pocet Zeny Muzi /
hladina vyznamnosti: o = 0,05 respondentov 'P
' ' n % n % n %

Otazky a pohlavie

Otazka 9 12

Potreba liekov na podporu 11 3055 7 6364 4 3636 0820

imunity, lie€bu komplikacii p

a inych ochoreni 0,0433
2

Otéazka 12 4 8)682 0

Spokojnost’ s podporou 25 69,44 7 28 18 72 ' 0

priatelov 0,0433

Fischerov exaktny test

hladina vyznamnosti: o = 0,05

Otazka 16

Spokojnost’ s pristupom 35 97,22 14 40 21 60 0,0210

zdravotnickych pracovnikov

Interpretacia vysledkov uvedenych v tabul’ke 1 (otdzky 9, 12 a 16)
Z vysledkov uvedenych v tabulke 1 je zrejmé, Ze hodnota testovacieho kritéria %= 4,0820 je

vicsia ako odpovedajuca kritickd hodnota X2(0,05;1) =3,8415, preto mézeme HO o nezavislosti
testovanych znakov zamietnut. Rovnako v otazkach 9 a 12 je p = 0,0433, ¢o opraviuje
zamietnut’ nulovi hypotézu a tvrdit, ze dané znaky, t. j. potreba liecby ku kazdodennému
fungovaniu, priCom Zeny potrebuju viac liekov ako muzi a spokojnost’ respondentov
s podporou priatel'ov, priCom muzi su viac spokojnej$i ako Zeny, st z hl'adiska pohlavia
respondentov zavislé. Zavislosti v otazke 16 sme testovali Fischerovym exaktnym testom.
Z vysledkov odpovedi respondentov na otazku 16 vyplyva, Ze od pohlavia respondentov zavisi
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aj ich spokojnost’ s pristupom zdravotnikov, pricom muzi su viac spokojnejsi ako zeny, p =
0,0210.

Tab. 2 Vysledky Statistického testovania v zavislosti od veku

. , Pocet Vekdo45  Vek 46 aviac
Fischerov exaktny test
Hladi , - o= 0.05 respondentov rokov rokov p
adina vyznamnosti: o = U, % n % n %
Otazky a vek
Otazka 6
Intenzivnejsie realizovanie 7 63,89 6 85,71 1 14,29 0,0319
zadujmov ako pred transplantaciou
Otizka 11 . 21 5833 6 2857 15 7143 0,0157
Spokojnost’ s podporou rodiny
Otazka 15
Vplyv viery a nabozenstva 28 77,77 7 25 21 75 0,0350

na zvladanie problémov

Interpreticia vysledkov uvedenych v tabul’ke 2 (otdzky 6, 11 a 15)

Zavislosti v tabul’ke 2 sme testovali Fischerovym exaktnym testom a ich intenzitu sme vyjadrili
Phi koeficientom (Phi = 0,4 = mierna zavislost’). Z vysledkov uvedenych v tabulke 2 vyplyva,
ze od veku respondentov zavisi: moznost' venovat’ sa po transplantacii svojim zaujmom,
pri¢om respondenti pod 45 rokov sa im venuju intenzivnejsie, p = 0,0319, Phi = 0,32 — mierna
zavislost); spokojnost’ s podporou rodiny — respondenti nad 45 rokov st spokojnejsi viac, p =
0,0157, Phi = - 0,43 — vel'mi slaba zavislost’; viera, naboZenstvo — respondentom nad 45 rokov
pomaha viera prekonavat’ t'azkosti vo vac¢Sej miere ako mladSim, p = 0,0350, Phi = - 0,43 —
vel'mi slaba zdvislost.

Tab. 3 Vysledky $tatistického testovania v zavislosti od vzdelania

Fischerov exaktny test Pocet V& vzdelanie Iné ako VS
hladina vyznamnosti: oo = 0,05 respondentov vzdelanie p
n % n % n %
Otazky a vek
Otizka 12, 25 6944 10 40 15 60 0,0129
Spokojnost’ s podporou priatel'ov
Otazka 17
Dovera v odbornost’ 26 72,22 3 11,54 23 88,46 0,0033
zdravotnickych pracovnikov
Otéazka 19
Daolezitost’ kvality Zivota 11 30,56 8 72,72 3 27,28 0,0013

V porovnani s jeho dizkou

Interpretacia vysledkov uvedenych v tabul’ke 3 (otdzky 12, 17 a 19)

Zavislosti v tabul’ke 3 sme testovali Fischerovym testom aich intenzitu sme vyjadrili Phi
koeficientom. Z vysledkov v tabulke 3 vyplyva, Ze od vzdelania respondentov zavisi:
spokojnost’ s podporou od priatel'ov, pri¢om respondenti bez VS vzdelania st spokojne;jsi viac,
p = 0,0129, Phi = - 0,38 — vel'mi slaba zavislost’; dovera v odbornost’ zdravotnickych
pracovnikov, kedy respondenti bez VS vzdelania viac déveruju zdravotnickym pracovnikom,
p = 0,0033, Phi = 0,55 — silné zavislost, pohl'ad na kvalitu zivota v porovnani s jeho dizkou,
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pri¢om respondenti s VS vzdelanim vo vi¢ej miere preferujii nazor, e kvalita Zivota je
dolezitejsia ako jeho dizka, p=0,0013, Phi= 0,57 — silna zavislost’.

Na zéklade vysledkov Statistického testovania zamietame HO a potvrdzujeme platnost’
alternativnej hypotézy HA, t. j. Ze existuje vzdjomna zavislost medzi kvalitou Zivota
a vybranymi demografickymi faktormi respondentov: pohlavim, vekom a vzdelanim.

Diskusia

Prva stadia zaoberajlca sa porovnavanim kvality Zivota pred transplantaciou pecene a po nej
bola publikované Tarterom. Hodnoti kvalitu zZivota 53 pacientov, ktori podstipili transplantaciu
pre alkoholicku peceiiovu cirhozu. Vysledky stadie ukazuju, ze celkova kvalita Zzivota
pacientov sa zvysila, v oblasti fyzickej aktivity bola porovnatelna s kontrolnou skupinou, vo
sfére psychosocialnej zostala kvalita Zivota nizSia. Vysledky tejto Stadie potvrdzuje aj
metaanalyza Bravatovej, ktora zistila, ze domény kvality Zivota tykajuce sa fyzického zdravia
su transplantaciou pecene ovplyvnené viac ako domény psycho-socidlne (Trunecka, 2009, s.
261). Identicky nazor zastava i Masala a kol. (2012), podl'a ktorych transplantacia peCene
prinavracia pacientom zdravie akvalitu Zivota porovnatelnt pred operaénym zakrokom
predovsetkym v oblasti fyzickej, avSak niektoré fyzické a predovSetkym socidlne problémy
pretrvavaju neustale. Podl'a autorov, intervencie ako rehabilitacny program a psychologicka
podpora umozinuji pacientom zvysit’ kvalitu zivota a spokojnost’ po operacii. K podobnym
zédverom dospela vo svojej Stadii i Mandal (2014), ktord uvadza, ze véacSina pacientov moze
pracovat, chodit’ do Skoly a realizovat’ bezné aktivity v rozmedzi 2 — 3 mesiacov po zakroku.
V nami realizovanom vyskume 64 % respondentov realizuje svoje zdujmy vo vacSej, resp.
v takej istej miere ako pred transplantaciou (otdzka 6), pricom respondenti pod 45 rokov su
Vtomto smere aktivnej$i (p = 0,0319) a55 % znich travi volny cas predovSetkym
prechadzkami a Sportovymi aktivitami. 17 % respondentov planuje vratit' sa do zamestnania
(otazka 8) a podl'a takmer polovice respondentov (47 %) ma Zivot po transplantacii rozhodne
vaési zmysel ako pred nou (otdzka 14). Bownik a Saab (2009) svojim vyskumom dospeli
k nazoru, ze fyzicka zdatnost’ a telesna aktivita klesa po 1 - 5 rokoch po zakroku najméi
v skupine 60 a viacroénych pacientov, ktori viac trpia chronickymi ochoreniami, bolest'ou
vramci fyzickej] domény kvality Zivota a CastejSou chronickou rejekciou organu. Paralelu
s uvedenym vidime 1V nami realizovanom vyskume, pretoZe z 11 respondentov uzivajlcich
viaceré lieky na podporu imunity i Z dovodu komplikacii ¢i polymorbidity je takmer polovica
60 a viacro¢nych. Ptackova (1999) uvadza zavery vyskumu realizovaného v Cesku v rokoch
1997 — 1998 v IKEM zameraného na porovnanie kvality zivota pacientov pred a jeden rok po
transplantacii peCene. Pred zdkrokom vyplnilo dotazniky 39 0s6b arok po transplantacii
odpovedalo 36 o0sob, celkom 75 (36 muzov a 39 zien, vek 14 — 64 rokov). Po transplantacii
doslo k zmene ,k lepSiemu v oblasti zdravia, psychickej pohody, v starostlivosti o seba
samého aodpoCinku. V porovnani snasim vyskumom dochadza kzhode v
oblasti sebesta¢nosti, psychickej pohody a aktivitich denného Zivota.

Zaver

V priebehu uplynulych rokov sa dramaticky zlepSilo preZivanie pacientov po transplantacii
a kvalita ich Zivota, ¢o je jedno z hlavnych kritérii ich uspesnosti a ¢o deklarovali aj vysledky
nasho vyskumu. Konecnym Uspechom transplantécii by vSak bolo, keby sa darilo prekonat
hlavnu prekazku, ato nedostatok vhodnych organov atiez G¢inne predchadzat chorobam
smerujucim k nezvratnému zlyhaniu zivotne ddlezitych organov.
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oSetrovatelstva

**Univerzita KonsStantina Filozofa v Nitre, Fakulta socidalnych vied a zdravotnictva, Ustav
aplikovanej psychologie

Abstrakt

Ciel: Cielom vyskumu bolo zistit rozdiely urovne uzkosti, depresie a kvality zivota
u pacientov s akné a atopickou dermatitidou, skimat’ rozdiely vzhl'adom k pohlaviu a skaimat’
vztah premennych s vekom a stabilnymi osobnostnymi charakteristikami.

Metody: Pre zber dat boli pouzité Skala na meranie uzkosti HADS, Beckova subjektivna skala
depresie (BDI), Dermatologicky index kvality zZivota (DLQI) a dotaznik Mini IPIP
(International Personality Item Pool) na hodnotenie piatich osobnostnych faktorov.

Vysledky: V irovni uzkosti, depresie a kvality Zivota nebol medzi pacientmi s akné a pacientmi
s atopickou dermatitidou =zisteny Statisticky vyznamny rozdiel. Podl'a pohlavia bol zisteny
rozdiel iba vo vyskyte uzkosti v skupine pacientov s akné, priCom vysSia uzkost bola
zaznamenand u zien. Uzkost, depresia ani kvalita Zivota u pacientov sakné a atopickou
dermatitidou nepreukazovali s vekom Statisticky vyznamné vzt'ahy. V obidvoch skupinach boli
zistené vyznamné vztahy skimanych premennych k stabilnym osobnostnym charakteristikam.
Zaver: Poznanie faktorov, ktoré vplyvaju na vyskyt psychickych problémov u pacientov s akné
a atopickou dermatitidou napomaha vcasnej diagnostike tychto problémov, ¢im sa mdzu
eliminovat’ negativne dopady psychickych problémov na kvalitu Zivota pacienta.

KPucové slova: psychické problémy, atopicka dermatitida, akné, pohlavie, vek, osobnost’

Abstract

Aim: The aim of the research was to investigate differences in anxiety, depression and quality
of life between groups of patients with acne and atopic dermatitis. Further, gender differences
and the relationship with age and stable personality characteristics were investigated.
Methods: Hospital Anxiety and Depression Scale (HADS-A) for identifying anxiety, Beck
Depression Inventory (BDI) for identifying depression, Dermatology Life Quality Index
(DLQI) for identifying patients’ quality of life and the Mini IPIP (International Personality Item
Pool) for identifying of five personality factors were used.

Results: No significant differences in anxiety, depression and quality of life between the acne
and the atopic dermatitis groups were found. According to gender the difference in anxiety was
found in the acne group with higher anxiety in women. Anxiety, depression and quality of life
did not correlate with age in both groups. In both groups significant relationships were found
between main studied variables and personality variables.

Conclusion: The knowledge of factors that influence incidence of acne and atopic dermatitis
patients’ psychological problems helps early diagnostics of these problems. Therefore negative
incidence of these psychological problems on patients’ quality of life can be at least partially
eliminated.

Key words: psychological problems, atopic dermatitis, acne, gender, age, personality
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Abstract

Aim: Confronted with chronic illness couples have to cope with far-reaching challenges and
often need to reconstruct their relationship. Such re-constructions occur in various ways.
“Concurrent relationships” are one mode of couple relationships. They are a phenomenon
which is observed in nursing practice, reported in the media and discussed in internet forums.
However, it is not clear to what extent scientific knowledge about this form of relationship
exists in the context of chronic illness. Thus, the aim is to explore the phenomenon “concurrent
relationship”.

Methods: Following the main research question "How is the phenomenon “concurrent
relationships”™ in the context of chronic illness described in the literature?’, a literature review
was conducted. A systematic literature search was performed using six databases and further
sources. Articles included were analysed and synthesised in a narrative and graphical form.
Results: Out of 3671 identified references, 12 empirical and theoretical studies were assessed
for inclusion. The phenomenon appears in widely different contexts and various issues.
However, it is often merely marginally investigated in the studies. The designation and
understanding differ substantially, depending on perspectives and preconceptions.
Conclusion: Based on the synthesis and on theoretical considerations, a first, preliminary
description of the phenomenon is presented and a request for further research is outlined.

Key words: couples, chronic illness, interpersonal relationships, concurrent relationships,
extradyadic relationship, literature review

Introduction

Chronic illnesses can be characterised by their durability and their specific alternating dynamic
(Corbin & Strauss, 2004; Schaeffer & Moers, 2008). They have a profound impact on the ill
person’s life (Schaeffer & Moers, 2008). Furthermore, the social environment and especially
the family and significant others are affected as well (Corbin & Strauss, 2004; McCormick &
Blair, 2014). This applies in particular to couple relationships (Corbin & Strauss, 2004;
Salewski & Vollmann, 2014). Couples have to cope and arrange their life with the chronic
illness (Corbin & Strauss, 2004). Franke (2005), Nerb (2008) and Rolland (1994) illustrate the
great importance of rebalancing, reconstructing and forming of relationships in the face of
chronic illness.

“Concurrent relationships” are one mode of couples’ relationships. “Concurrent relationships”
can be characterised through the circumstance that one partner has another partner parallel to
his primary relationship (e.g. Kroger, 2010). Often the parallel relationship is termed as
external, extradyadic or extramarital relationship (Kroger, 2010).

“Concurrent relationships” are a phenomenon of everyday life, which can be observed in the
context of chronic illness. The phenomenon is also reported in the media (e.g. Jiirgs, 2013;
Mundy, 2009; Petersen, 2010) and discussed in internet forums in the context of dementia.
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However, it is not clear how the phenomenon could be characterised in the context of chronic
illness, how far scientific knowledge about it exists and how it can be described in the context
of chronic illness from a scientific perspective.

Aim

The aim of this study was to explore the phenomenon “concurrent relationships™ in couples in
the context of chronic illness. The main research question was: ‘How is the phenomenon
“concurrent relationships” in the context of chronic illness described in the literature?’.

Methods

To answer this question, a literature review was conducted using an explorative approach. After
determining relevant databases, criteria for inclusion were defined. All studies more or less
considering the phenomenon were to be included. No limitations concerning publication period,
geographic area, research design, participants and outcomes were made. Inclusion was limited
to English and German articles in scientific journals. Due to limited knowledge available about
the phenomenon it was challenging to develop a search strategy with an exactly fitting
terminology. A redefinition of the relevant search terms was required during the process. A
systematic literature search was conducted in six databases (PubMed, Scopus, CINAHL,
Cochrane Library, PBSC, PsychINFO) and via hand search, following up reference lists and
citation snowballing. The search strategies consisted of search terms belonging to (1) chronic
illness (illness, disease, disability, health), (2) concurrent (concurrent, new, parallel,
extramarital, extradyadic, adultery) and (3) relationship (relationship, partnership, couple,
marriage, dyad). The search was performed in December 2015.

In- and exclusion were performed using a three step process to screen title, abstract and full-
text of the identified articles. Due to the explorative character of the review, no critical appraisal
was performed. After selection, articles were analysed and synthesised in a narrative and a
graphic way. Therefore, a mind map was created to get an impression of the entity of the
phenomenon-related studies. Subsequently, content data were extracted. A thematic analysis
was conducted with regard to terminology and the formation of “concurrent relationships”.

Results

Out of 3671 references identified, 12 studies were selected for inclusion. These studies indicate
that the phenomenon “concurrent relationships” has been studied before, but only to a limited
extent. Table 1 shows the studies included.

Selected findings of the analysis are presented subsequently. First of all, descriptive findings
are described, followed by contextual findings on terminology and formation.
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Tab. 1 Overview of included articles

Author Year Title Design
Davies et al. 2010  The impact of dementia and mild memory impairment (MMI) on intimacy and Qualitative
sexuality in spousal relationships
Fisher et al. 2009  Psychobiological Correlates of Extramarital Affairs and Differences between Quantitative
Stable and Occasional Infidelity among Men with Sexual Dysfunctions
Karrasch & Reichert 2011  Impacts of spouse-caregiving on relationship and sexuality Quantitative
London & Wilmoth 2014  Extramarital Relationships in the Context of Spousal Alzheimer’s Disease: A Mixed-Methods
Mixed-Methods Exploration of Public Attitudes
Molassiotis et al. 2002  Life after cancer: Adaptation issues faced by Chinese gynaecological cancer Qualitative
survivors in Hong Kong
Murburg et al. 1988  Huntington's Disease: Therapy Strategies Case reports
Rolland 1994  In Sickness and in Health: The Impact of Iliness on Couples' Relationships Theoretical
Speziale 1997  Couples, Sexual Intimacy, and Multiple Sclerosis Case studies
Theoretical considerations
Waite et al. 2009  Sexuality: Measures of Partnerships, Practices, Attitudes, and Problems in the Quantitative
National Social Life, Health, and Aging Study
Yelland 2015  Sex, Dementia, and Long-Term Care: Public Perspectives Mixed methods approach
Zeiss & Kasl-Godley 2001 Sexuality in Older Adults” Relationships Theoretical
Zhou, Y. et al. 2014  Motivations for sexual risk behaviors among older men in Shanghai, China: a Qualitative

qualitative study
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Descriptive findings

Because of the explorative character of this literature review, it was accepted that the studies
were quite heterogeneous and the phenomenon appeared in different ways and with different
extents. In consequence, the studies vary in relation to the objective, the research question, the
context, the methods and also to the question of how and to which extent these particular
relationships are illustrated. The period of publication ranges from 1988 to 2015. A healthcare
professionals’ view (Rolland, 1994; Speziale, 1997), a public perspective in form of attitudes
towards the phenomenon (London & Wilmoth, 2014; Waite et al., 2009; Yelland, 2015) and
the view of the persons concerned are all represented (Davies et al., 2010; Karrasch & Reichert,
2011; Molassiotis et al., 2002; Murburg et al., 1988; Zhou et al., 2014). The phenomenon
emerges in empirical as well as in theoretical articles. It appears in most studies within real
cases, in the form of information in case descriptions (Murburg et al., 1988; Rolland, 1994) or
as a result in the examination of extramarital affairs (Fisher et al., 2009) or as statements made
by study participants (Karrasch & Reichert, 2011; Molassiotis et al., 2002; Zhou et al., 2014).
Furthermore, three studies elaborate the phenomenon in a theoretical approach (Rolland, 1994;
Speziale, 1997; Zeiss & Kasl-Godley, 2001). In addition, it appears in some studies as a
hypothetical question or issue (Davies et al., 2010; London & Wilmoth, 2014; Yelland, 2015).
While there are two studies in which the type of illness is not specified (Fisher et al., 2009;
Karrasch & Reichert, 2011), others mention or contextualize the phenomenon in the following
illness-related contexts: multiple sclerosis (Speziale, 1997), Huntington’s disease (Murburg et
al., 1988), gynaecological cancer (Molassiotis et al., 2002; Zhou et al., 2014), cerebral
infarction (Zhou et al.,, 2014), traumatic brain injuries (Rolland, 1994), physical
disability/illness (Murburg et al., 1988; Waite et al., 2009), terminal disease (Rolland, 1994)
and dementia (Davies et al., 2010; London & Wilmoth, 2014; Murburg et al., 1988; Rolland,
1994; Waite et al., 2009; Yelland, 2015; Zeiss & Kasl-Godley, 2002).

Although studies were found in which the phenomenon appears, it must be noted that for the
most part the phenomenon was not the main objective of the studies (Davies et al., 2010; Fisher
et al., 2009; Karrasch & Reichert, 2011; Molassiotis et al., 2002; Murburg et al., 1988, Rolland,
1994; Speziale, 1997; Waite et al., 2009; Zeiss & Kasl-Godley, 2001; Zhou et al., 2009).
Instead, it appeared primarily in form of a reference or a paragraph.

In fact, with the exception of studies on attitudes on extramarital relationships (London &
Wilmoth, 2014; Yelland, 2015), the phenomenon appeared rather as a by-product than as the
main research object.

Terminology

Various terms for the phenomenon have been found, which could be used to classify and to get
a preliminary understanding. The designations can be categorised in three groups:

(1) Terms like “new relationship” (Davies et al., 2010, p.8; Yelland, 2015, p.16; Zeiss &
Kasl-Godley, 2001, p.24), “external relationship” (Davies et al., 2010, p.6), “extramarital
relationship” (Fisher et al., 2009, p.867; Karrasch & Reichert, 2011, p. 110; London &
Wilmoth, 2014, p.103; Murburg et al., 1988, p.302; Rolland, 1994, p.341; Speziale, 1997,
p.25), “secondary relationship” (Fisher et al, 2009, p.868), “cohabitation with two wives”
(Karrasch & Reichert, 2011, p.109), “concurrent partnerships” (Fisher et al., 2009, p.867),
“romantic relationship” (Murburg et al., 1988, p.299; Davies et al., 2010, p.6), “new,
intimate relationship” (Zeiss & Kasl-Godley, 2001, p.23; Yelland, 2015, p.16),
“extramarital intimate relationship” (London & Wilmoth, 2014, p.107), “intimate
relationship” (Davies et al., 2010, p.6) all underline a characteristic of relationship.

(2) However, designations such as “extramarital affair” (Fisher et al., 2009, p.868;
Molassiotis et al., 2002, p.118; Rolland, 1994, p.341), “mistress” (Molassiotis et al., 2002,
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p.118), “affair” (Molassiotis et al., 2002, p.118; Rolland, 1994, p.341), “new fiancé”
(Murburg et al., 1988, p.299), “a lover” (Rolland, 1994, p.341) refer more to aspects of
an affair.

(3) Designations like “extramarital sex” (London & Wilmoth, 2014, p.103; Zhou et al., 2014,
p.3), “extramarital sexual relationship” (Fisher et al, 2009, p.867; Karrasch & Reichert,
2011, p.109), “sexual relations” (Waite et al., 2009, p.i60), “sex outside marriage” (Waite
etal., 2009, p.i60), (“sexual relationship” (Davies et al., 2010, p.6) indicate to more sexual
aspects of the phenomenon.

Formation

The descriptions of cases reported by Murburg et al. (1988), Rolland (1994) as well as Karrasch
and Reichert (2011) enable an exemplary insight into how the formation of “concurrent
relationships” can look.

Murburg et al. (1988, p.299) describe in their study about therapy strategies for families with
Huntington disease the case of “Mrs. E.”, a 50-year-old widowed woman, her daughter and Mr.
Q., her “new fiancé”. Mrs. E. cared for her husband who suffered from Huntington disease at
home for 10 years. Mr. Q. was a family friend who helped Mrs. E. in caring for her husband.
They developed a romantic relationship. After the death of Mr. E., this relationship changed to
an open romantic relationship and continued (Murburg et al., 1988).

Another case is portrayed by Rolland (1994) in context of issues regarding intimacy and
communication in couples facing chronic illness. Rolland (1994) writes about the case of a
woman who cared for her severely disabled husband for over 25 years. The woman reported
that she had “a lover” for many years, but leaving her husband never came into to her mind
(Rolland, 1994, p.341).

In their study on the impact of spousal caregiving on relationship and sexuality, Karrasch and
Reichert (2011) report about one study participant who suggested the acceptability of an
extramarital sexual relationship or living together in one house with two wives. The authors
report that the man expressed that he would like to continue caring for his spouse because of
his still remaining affection (Karrasch & Reichert, 2011).

The exemplary case descriptions presented show different characteristics of formation of
“concurrent relationships”. More specifically Rolland (1994, p.341) describes that the wife had
“a lover”, whereas Murburg et al. (1988) describes a hidden romantic relationship, which
continued in an open form after the husband passed away. Karrasch and Reichert (2011) show
a hypothetical case concerning the possibility of a cohabitation with two wives in the same
house. Therefore, the meaning and creating of the “new” or “secondary” relationship differ
substantially. In summary, maintaining of the care for the ill spouse is common to all cases.

Discussion

In this review it was shown that the phenomenon appears in research literature, but is mostly
only marginally thematised and investigated. Apart from an investigation of attitudes, a focused
investigation of the phenomenon could not be found. Even so, it was noticeable that particularly
study participants and clients in case descriptions addressed the phenomenon themselves or the
phenomenon was investigated as a hypothetical construct. It can be assumed that the topic and
its relevance has not been identified in research so far. Furthermore, also methodological
challenges and moral as well as ethical issues could be aspects that may hinder a focused and
deeper investigation.

Further it was shown that the phenomenon is mainly addressed in the context of dementia,
especially in the media. It could thus be assumed to be a dementia-specific phenomenon. In
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contrast, in research literature further diseases were able to be identified as context factors.
Common to all given illnesses is the crucial impact on personal and shared life, which may be
a relevant characteristic. This refers to a “noncategorical approach” in research on social
domains, which is argued by Stein and Jessop (1989, p.769) in the context of chronically ill
children and their families.

Considering the terminology concerning the phenomenon “concurrent relationships”, numerous
different designations were found. In addition, the used terminology is also not coherent within
the articles. The range of different terminologies gives reference to different characteristics of
the phenomenon, but may also depend on an individual, a cultural as well as a social
understanding of couple relationships. Further, the different designations may follow different
research perspectives, the respective context or the participant’s designation.

Consequently, it seems that there is a lack of consistent terminology, which can result in
misconceptions and also misinterpretations of a phenomenon (Boggartz, 2015).

Using the terminology “concurrent relationships” in this literature review was intended to
illustrate the contemporaneity, to focus on both relationships and to remain as open as possible
for further characteristics as well as descriptions. Also it was intended to avoid a judgement and
to beware of giving the phenomenon subtle nuances or to accentuate one of the relationships.

Relating to the formation of “concurrent relationships”, different exemplary cases of formation
of “concurrent relationships” were found. But they contained very little information and in none
of the studies was a conceptual investigation performed. An important insight is the fact that in
the presented cases at least a care-relationship to the ill partner remains.

Whereas some findings from the literature review could be used to clarify the phenomenon, a
greater part remains diffuse. Additionally, hints also emerged, which referred to questions of
distinction between possibly similar or other phenomena, such as external relations without the
context of chronic illness, “concurrent relationships™ of the ill partner (especially dementia
patients), or divorce but maintaining care.

Potential limitations of this review belong to the heterogeneity of studies, the quality and the
extent of data related to the phenomenon. Also possibly relevant articles may not have been
identified through the search strategy because of a lack of conceptual clarity.

Even so, due to the open and exploratory approach it was possible to map out the research field
and to get first information on the phenomenon.

Conclusion

The extent of the research literature identified, the contexts, the designations as well as the
examples of how “concurrent relationships™ are formed all help to get an initial understanding
of the phenomenon. As a preliminary description it can be stated that “concurrent relationships”
in the context of chronic illness are characterised through a parallel relationship beyond the
primary couple confronted with the chronic illness. This relationship can range from a sexual
affair, a clandestine or openly communicated romantic relationship to a cohabitation in one
home. A continuing care-relationship with the ill partner is identified as an important
characteristic of the phenomenon in the context of chronic illness.

The results of this review emphasize that the phenomenon exists but has not been investigated
in more depth. The relevance of the phenomenon is underlined by its visibility in nursing
practice, through the media as well as in research, but profound research and scientific
comprehension is lacking and conceptual clarity is missing.

The phenomenon “concurrent relationships™ still can be characterised as a diffuse and
ambiguous phenomenon. Further empirical research is needed in which the construction of the
phenomenon in the context of chronic illness and the experiences of the persons concerned are
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examined. Especially continuing to care for an ill partner, which was identified as an important
characteristic in this context, needs further attention.
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DETERMINANTY KVALITY ZIVOTA U SENIOROV
DETERMINANTS OF QUALITY OF LIFE IN ELDERLY

Maria Sovariova Sodsova
Univerzita Pavla Jozefa Safarika v Kosiciach, Lekarska fakulta, Ustav osetrovatelstva

Abstrakt

Ciel: Posudit’ vplyv vybranych demografickych (vek, pohlavie), socidlno-ekonomickych
(rodinny stav, vzdelanie, prijem) a zdravotnych faktorov (funkcny stav, izkost’, depresia) na
kvalitu zivota (QOL) seniorov v koSickom regione.

Metody: QOL bola posudend dotaznikom WHOQOL-BREF a WHOQOL-OLD, funk¢ny stav
bol hodnoteny Barthelovej testom aktivit denného zivota (ADLs), tzkost Beckovym
dotaznikom tUzkosti a depresia Zungovym seba-hodnotiacim dotaznikom depresie. Vztahy
medzi premennymi boli postidené Pearsonovym korelacnym koeficientom, linedrna regresna
analyza sluzila na vyhodnotenie prediktorov QOL.

Vysledky: Vo vzorke stodva seniorov bola zistena najlepSia QOL v doméne socialnych
vztahov, smrt’ a umieranie a blizke vztahy, najhorsia QOL v doméne fyzické zdravie, socidlne
zapojenie a naplnenie. QOL bola u seniorov redukovana najmé depresiou, polymorbiditou
a Zivotom bez partnera. Pozitivny vplyv na va¢Sinu domén QOL malo udrZiavanie nezavislosti
v ADLs.

Zavery: Vysledky indikuju potrebu vytvéarania prilezitosti pre utvaranie a udrziavanie
socidlnych kontaktov, realizaciu roznych aktivit vol'ného ¢asu, zapajanie seniorov do roznych
programov ¢i dobrovol'nickych aktivit. Pre zlepSenie kvality Zivota seniorov je vel'mi dolezity
skrining a liecba depresie a uzkosti, ako aj udrziavanie a zlepSovanie sebestacnosti v ADLS.

Kruacové slova: kvalita Zivota, seniori, uzkost, depresia, funkény stav, WHOQOL-BREF,
WHOQOL-OLD.

Abstract

Aim: To assess the impact of selected demographic (age, sex), socio-economic (marital status,
education, income) and health factors (functional status, anxiety, depression) on quality of life
(QOL) of seniors in the KoSice region.

Methods: QOL was assessed by WHOQOL-BREF and WHOQOL-OLD questionnaires,
functional status was assessed of Bartel test Activities of Daily Living (ADLS), anxiety by Beck
Anxiety Inventory and depression by Zung Self-rating Depression Scale. Relations between
variables were assessed by Pearson correlation coefficients, linear regression analysis was used
to evaluate QOL predictors.

Results: In a sample of hundred two elderly, the best QOL was found in the domain of social
relationships, death and dying and intimacy, the worst QOL in physical health, social
partitipation and past, present and future activities. QOL was reduced especially by depression,
polymorbidity and life without a partner. Maintain independence in ADLs had positive impact
on most of the QOL domains.

Conclusions: The results indicate a need for creating opportunities for the development and
maintenance of social contacts, implementing various leisure activities, the involvement of
seniors in different programs or voluntary activities. The screening and treatment of depression
and anxiety, as well as maintaining and improving self-care in ADLs is very important to
improve the quality of life in older adults.

Key words: quality of life, elderly, anxiety, depression, functional status, WHOQOL-BREF,
WHOQOL-OLD.
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SPOKOJNOST PACIENTOV. SOSETROVATEI;SKOU VSTAROSTLIVOSTOU
HODNOTENA TROMA SKALAMI KLASIFIKACIE OSETROVATELSKYCH
VYSLEDKOV (NOC) — VYSLEDKY PILOTNEJ STUDIE

PATIENTS  SATISFACTION WITH NURSING CARE EVALUATED WITH THREE
SCALES OF NURSING OUTCOMES CLASSIFICATION (NOC) — RESULTS OF
PILOT STUDY

Maria Sovariova Sodsova
Univerzita Pavla Jozefa Safarika v Kosiciach, Lekarska fakulta, Ustav osetrovatelstva

Abstrakt

Ciel: Pacientova spokojnost’ s poskytovanou osetrovatel'skou starostlivostou je jednym
z indikatorov kvality zdravotnej starostlivosti. Cielom tejto Stidie bolo posudit’ spokojnost’
pacientov s poskytovanou oSetrovatel'skou starostlivostou a jej determinanty.

Metody: Na postudenie kvality poskytovanej oSetrovatel’'skej starostlivosti boli vybrané tri skaly
Klasifikacie osetrovatel'skych vysledkov (NOC): Spokojnost’ klienta/pacienta — 3014,
Spokojnost’ klienta/pacienta: komunikacia — 3002 a Spokojnost’ klienta/pacienta: fyzické
prostredie — 3007. Z d’aldich nastrojov boli pouzité: Skéla emocionalnej habitualnej
subjektivnej pohody, Skéla vieobecnej seba-uéinnosti a dotaznik kvality Zivota WHOQOL-
BREF. Na posudenie zavislosti medzi spokojnost’ou pacienta a d’al§Simi premennymi boli pozité
Mann-Whitneyho U test, Kruskal-Wallisov H test, resp. Spearmanovo rho.

Vysledky: V stbore 60 pacientov bola zistena stredna az velka spokojnost’ s poskytovanou
osetrovatel'skou starostlivost'ou. Najviac boli pacienti spokojni s vedomost’ami a odbornostou
sestier a ich kompetenciami pre realizaciu osetrovatel'skych vykonov. Najmenej boli pacienti
spokojni s asistenciou sestier pri vyrovnavani sa s emocionalnymi a duchovnymi potrebami.
V oblasti komunikécie boli zaznamenané nedostatky v predstaveni sa persondlu a ¢asu
venovanému komunikacii. Pri  hodnoteni prostredia boli pacienti menej spokojni
s dostupnostou radia, televizie a priestorov pre rodinu anavstevu. Spokojnost pacientov
s oSetrovatel'skou starostlivost'ou Statisticky vyznamne (p < 0,05) kladne suvisela s ich
aktudlnym zdravotnym stavom, pozitivnymi emociami, kvalitou Zivota, vedomim vlastnej
ucinnosti a Zivotom s partnerom. Vek, pohlavie, vzdelanie, prijem, predchadzajiice skisenosti
s hospitalizaciou ¢i buduce oc¢akavania nemali vplyv na spokojnost’ pacientov s poskytovanou
oSetrovatel'skou starostlivostou.

Zaver: Napriek tomu, Ze ide o pilotna Stadiu, vysledky by mohli byt podnetom pre sestry
a manazment zdravotnickych organizécii k zlepSovaniu kvality sluzieb zdravotnej
starostlivosti.

Klucové slova: spokojnost pacientov, oSetrovatel'skd starostlivost, komunikacia, fyzické
prostredie, kvalita.

Abstract

Aim: Patient satisfaction with the nursing care is one of the indicators of health care quality.
The aim of this study was to assess patients” satisfaction with the nursing care and itS
determinants.

Methods: Three scales of Nursing Outcomes Classifications (NOC): Client Satisfaction — 3014,
Client Satisfaction: Communication — 3002, and Client Satisfaction: Physical Environment -
3007 were selected to assess the quality of nursing care. The Scale of habitual emotional
subjective well-being, General self-efficacy scale and WHOQOL-BREF questionnaire were
used too. Mann-Whitney U Test, Kruskal-Wallis H test, respectively. Spearman's rho was
calculated to assess dependence between patients” satisfaction and the other variables.
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Results: In the group of 60 patients, moderate to high level of satisfaction with the nursing care
was found. Most patients were satisfied with the knowledge and expertise of nurses and their
competences to perform procedures. Patients were least satisfied with the assistance of nurses
in coping with the emotional and spiritual needs. In the area of communication, shortcomings
in the introducing of staff and time dedicated to communication were noted. When evaluating
the environment, patients were less satisfied with the access of radio, television and space for
family visits. Patient satisfaction with nursing care positively significantly (p < 0.05) associated
with their current state of health, positive emotions, quality of life, self-efficacy, and with life
with partner. Age, gender, education level, income, previous experience with hospitalization or
future expectations had no effect on patient satisfaction with the nursing care.

Conclusion: Despite the fact that this is a pilot study, the results could be an incentive for nurses
and management of health care organizations to improve the quality of health care services.

Key words: patients” satisfaction, nursing care, communication, physical environment, quality.
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ANALYSIS OF THE PHENOMENON OF BURNOUT IN A GROUP OF POLISH
NURSES WORKING IN HOSPITALS

Renata Stepien*, Kazimiera Zdzieblo*, Sylwia Skowron**
*Jan Kochanowski University in Kielce, Faculty of Medicine and Health Sciences, Poland
** Polish Nurses Association — Branch in Kielce, Poland

Abstract

Aim: The aim of this study was to analyze the severity of burnout among nurses working in
hospital wards.

Methods: The study involved 220 nurses working in five hospitals located in the region of
Kielce. The research was conducted in the period from November 2014 to April 2015. The
surveyed nurses gave informed consent to participate in research. The study used a standardized
research tool Questionnaire Areas Working Life constructed in the Canadian Institute Center
for Organizational Research & Development at the University of Arcadia by Christina Maslach
and Michael Leiter.

Results: Nurses working in the wards conservative, compared with nurses employed in surgical
wards, received significantly lower scores in the subscale workload (t = -2.0015, p <0.0466).
In other subscales of the overall results and there were no statistically significant differences
(p>0.05). The degree of burnout affects the place of residence (p<0.03), marital status (p<0.02),
number of children (p <0.02) and work experience (p<0.03).

Conclusion: In the group of nurses working on wards conservative workload was most strongly
manifested risk factor for burnout syndrome. Burnout is significantly more strongly felt by
nurses living in the city, widows and the divorced and having worked long on the same ward.

Key words: burnout, nurses, hospital

Introduction

Findings of many conducted examinations in various countries are showing that the stress and
burning down are becoming a serious problem for the meaning group of professionally active
persons. Examinations carried out in the European Union show that almost at itself a destructive
influence of the occupational activity on the psychophysical condition is observing the 30% of
employees. Maslach, Schaufeli and Leiter (2001), after conducting metaanalysis of data from
examinations led in North America on 25.000 employees, that at over the 20% examined it was
possible to state advanced phase of the professional burnout. However analysis results coming
from 12 countries of Eastern Europe and Asia from 7.000 respondents are pointing, around
about 28% examined was in a really advanced phase of the professional burnout. The Burnout
property can be diagnosed at representatives of all competition demanding an great, cognitive
and social emotional commitment. Nurses are also in a group of particularly exposed employees
( Maslach, Leiter, 2014, p. 99-100; Ray et al. 2013, p. 255; Gregory, Mesner, 2015, p. 135).

In our times the nursing internship requires presenting high professional qualifications,
employing biopsychosocial sick persons into solving many-sided problems often very much, as
well as meeting still growing social expectations with regard to the quality of the care. In close
correlation with exchanged expectations a personality development of the nurse including the
attitude for her and professional interests and abilities stay in the scope of announcing. Factors
connected with improperly functioning organization, her culture, incentive scheme, way of
organising the work, dominating styles of control are also essential (Debska, Pasek, 2014,
p.118-119; Havrdova, Krupkova 2013, 75-77; Canadas-De la Fuente et al., 2014, p. 240-241).
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Aim
A risk analysis of the phenomenon of the professional burnout was a purpose of the work in
various areas of the workplace of nurses employed in the hospital care.

Methods

In presented examinations a method of the diagnostic survey was used. A technique of polling
Avreas of the including working life with using The Areas of Work-life Scale (AWS) was used
to the research meeting. The research tool applied at the work, in the English-speaking version,
was formulated at the Canadian Center institute for Organizational Research & Development
at the higher education in Arcadia by Christina Maslach and Michael Leiter. The questionnaire
is a standardized tool, intended by employees the subjective evaluation of the workplace. It lets
for adjusting functioning of the employee in the workplace and the disagreement between
requirements of the organization with needs, aspiration and possibilities of employees. The
Areas of Work-life Scale (AWS) (Leiter, Maslach 2004) comprises 29 items that produce
distinct scores for each of the six areas of worklife: manageable workload (6), control (3),
reward (4), community (5), fairness (6), and values (5). The items are worded as statements of
perceived congruence or incongruence between oneself and the job. Each subscale includes
positively worded items of congruence, e.g., “I have enough time to do what’s important in my
job” (manageable workload) and negatively worded items of incongruence, e.g., “Working here
forces me to compromise my values” (values). Respondents indicate their degree of agreement
with these statements on a 5-point Likert-type scale ranging from 1(strongly disagree), through
3 (hard to decide), to 5 (strongly agree). The scoring for the negatively worded items is re-
versed. For each of the six subscales, the AWS measure defines congruence as a high score
(greater then 3.00), indicating a higher degree of perceived alignment between the workplace
and the respondent’s preferences. Conversely, it defines incongruence as a low score (less than
3.00), indicating more perceived misalignment or misfit be-tween the worker and the workplace
(Leiter, Shaunghnessy, 2006, p.327-341; Leiter, Gascon, Martinez-Jarreta, 2010, p. 57-75).

The questionnaire of The Areas of Work-life Scale (AWS) drawn up by Christina Maslach and
Michael Leiter was adapted to Polish conditions by J.F. Terelak and A.lzwanowska (2009, p.
223-232). Authors also conducted the normalizing test on the tool on the Polish population. At
the work the following statistical methods were used: t-Student test, multiple regression. Of
marking shortcuts: x- arithmetic mean, sd - standard deviation.

Results

The study involved 220 nurses working in five hospitals located in the region of Kielce.110
nurses working on surgical branches — A group: surgery, cardiac surgery, neurosurgery,
orthopaedics, an operating block and 110 on conservative branches - B group: internal
medicine, cardiology, neurology, the intensive care unit. The detailed data was presented in
table 1.

Examined groups of nurses didn't differ statistically in terms of the age (the A Group x =42.89,
B group x= 42.05; p = 0.4165), of total work experience (the A Group x = 20.36, B group =
19.58; p = 0.4968) and of work experience on the branch, in which currently they were
employed (the A Group x = 15.49, B group = 14.53; p= 0.3508) (table 2) and educations
(p=0.4357). With the whole of the 26.36% (n = 58) had nurses professional secondary
education, 41.82% (n=92) and 31.82% (n = 70) higher master's. In table 2 mean were described
for the questionnaire AWS. They observed 7 essential statistically of differences between
arithmetic means calculated for both groups. Working nurses on surgical branches in comparing
to working nurses on conservative branches, indeed better assessed concerning categories: of
had working hours for the execution of tasks professional (question 1, p < 0.03), tiredness felt
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after work (question 3, p < 0.05), neglecting own interests because of the work (question 4, p <
0.01), appreciating by partners at the work (question 11, p < 0.04), cooperations in the team
(question 16, p < 0.02), of just treating partners (question 22, p < 0.02). Nurses employed in
surgical wards more strongly than the ones working at conservative wards, expressed the
bittiness between action in accordance with own principles and with the ones required on-the-
job (question 29, p < 0.01). Table 2 contains the detailed data.

Tab.1 List of branches, on which polled nurses worked

PLACE OF B GROUP A GROUP TOTAL
EMPLOYMENT N % n % n %
Surgery - - 32 29,09 32 14,55
Cardiac surgery - - 15 13,64 15 6,82
Neurosurgery - - 17 15,45 17 7,73
Orthopaedics - - 15 13,64 15 6,82
Operating block - - 31 28,18 31 14,10
Internal medicine 32 29,09 - - 32 14,54
Cardiology 30 27,27 - - 30 13,64
Neurology 24 21,82 - - 24 10,90
Intensive care unit 24 21,82 - - 24 10,90
Total 110 100,00 110 100,00 220 100,00
Tab. 2 The Areas of Work-life Scale (AWS)
B Group A Group ¢ P
Question X Sd X sd
Workload

1 2,564 1,129 2,918 1,126 -2,3313 0,0207
2 2,355 1,185 2,573 1,113 -1,4075 0,1607
3 2,245 1,143 2,555 1,178 -1,9754 0,0495
4 2,482 1,139 2,927 1,194 -2,8309 0,0051
5 3,082 1,068 3,000 0,995 0,5879 0,5572
6 3,591 1,322 3,391 1,441 1,0727 0,2846

Control
7 3,473 1,081 3,564 0,991 -0,6501 0,5163
8 3,955 1,053 4,000 0,986 -0,3305 0,7413
9 2,745 1,245 2,900 1,125 -0,9662 0,3350

Reward
10 3,018 0,977 3,200 1,003 -1,3623 0,1745
11 2,555 0,863 2,800 0,896 -2,0689 0,0397
12 2,745 1,087 2,836 1,080 -0,6222 0,5344
13 2,518 0,926 2,300 1,088 1,6014 0,1107

Community
14 3,400 1,060 3,391 1,059 0,0636 0,9493
15 3,455 0,945 3,591 1,043 -1,0163 0,3106
16 3,318 0,716 3,600 0,901 -2,5692 0,0109
17 3,227 0,925 3,245 0,826 -0,1537 0,8780
18 2,745 1,207 2,755 1,279 -0,0542 0,9568

Fairness
19 3,700 0,973 3,536 0,925 1,2784 0,2025
20 2,445 1,089 2,545 1,089 -0,6811 0,4965
21 2,618 1,058 2,727 0,995 -0,7880 0,4315
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22 2,118 1,056 2,482 1,115 -2,4841 0,0137

23 2,964 0,995 2,936 0,891 0,2142 0,8306
24 2,545 1,399 2,973 1,358 -2,2989 0,0225
Values
25 3,200 0,799 3,255 0,771 -0,5151 0,6070
26 2,918 1,150 3,036 1,013 -0,8086 0,4196
27 2,855 0,876 2,945 0,788 -0,8092 0,4193
28 3,909 0,953 4,000 0,919 -0,7201 0,4722
29 2,500 1,011 2,064 1,043 3,1502 0,0019

In table 3 average results were presented getting in individual subscales. Working nurses at
surgical wards, compared with nurses working on conservative branches, achieved significantly
higher results in the scale of a workload (p < 0.05).

Tab. 3 Recapitulating individual subscales

Subscales B Group A Group t P
X sd X sd

Workload 2,71 0,58 2,89 0,69 -2,0015 0,0466
Control 3,39 0,87 3,48 0,78 -0,8653 0,3878
Reward 2,71 0,58 2,78 0,62 -0,9225 0,3573
Community 3,23 0,45 3,32 0,54 -1,2926 0,1975
Fairness 2,73 0,56 2,87 0,48 -1,9134 0,0570
Values 3,08 0,41 3,06 0,42 0,2920 0,7705

Analysis of the multiple regression showed that a domicile influenced the stair of the
professional burnout (p< 0.03), marital status (p< 0.02), number of had children (p< 0.02) and
work experience (p< 0.03). The risk of the professional burnout is smaller at nurses inhabiting
the village, of married women, having at least two and more children. Along with the height of
working hours on the same branch a risk of the professional burnout grew.

Discussion

The acting professionalization of the profession of the nurse is associated with increasing the
degree of the responsibility of performed professional tasks, it next is extorting a development
and acquiring professional new competences stood. Professional decisions are joining not only
issues concerning looking after, but also the organization of the nursing in the system of the
health care. An interpersonal relationship remains not a less essential area determining the
completion of the professional role with charges and existing in the interdisciplinary team
(Maslach, Leiter, 2014, p. 99-101; Wilczek-Rozyczka, 2014, p. 99-106; Dhuzewska, 2012,
p.63-72). In the theoretical model of areas of the M. Leiter labour organization the exogenous
factors associated with the workplace are subject to an evaluation. A workload, a system of
values, a sense of justice and an ability of the employee to direct have material meaning with
work, of the self-reliance, cooperating in the decision making and the self-regulation.

Analysis domain indicated the AWS, in both examined groups of nurses, the lowest results were
achieved in scales: workloads, awards and a fairness. For mail of the justice with one of most
low assessed areas both presented Polish, as well as Czech and Canadian examinations
(Havrowa, Krupkova, 2013, p. 73-83). At works Polish authors as typical tied problems with
the work of nurses are being listed: divergence between requirements, expectations but the
social status and low pays (Ksigzek, 2011, p.347-350; Jakimowicz-Wotoszynek, 2011, p. 725-
732). Many action requires tidying up and elaborating the procedures concerning the scope of
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the performance of activities nursing as well as of level of the area of responsibility. Not without
meaning also emotional-incentive charges are left, especially on surgical and cancer branches
(Dhuzewska, 2012, p. 72). How he is giving Maslach and Leither (2011, p.15-40) big, on the
possibility of professional functioning have an adverse impact: exaggerated scope of
responsibilities, surcharge, weight of the decision, environmental pressures, bureaucratic,
administrative, too strong strain with public obligations, contradictory requirements. Unusually
stressful a situation, in which the working person for other people is experiencing a sense of
guilt because of the nonassurance seems to the help being enough to be with the one which
expect this help from her. In the evaluation of the operating environment of Czech nurses
Havrdova and Krupkova (2013, p.73-83). Author, examinations on the base conducted showed
that due rewarding, type of the patient care, safety of a workstation, recognizing results of the
work influenced the increase in the level of satisfaction. The strong relation was also
demonstrated between conclusions of the AWS scale and organizational employing the
employee (p< 0.01) and with his feeling the control over activity on-the-job (p< 0.1). Leiter and
Shaughnessy (2006, p. 327-341) are also much underlining the evaluation of employing at the
work and mediation. They showed in own examinations essential statistically relation of
children between domicile, marital status, number had and with the work experience. In
examinations of Debska and Pasek (2014, p.118) an influence of higher professional
qualifications on the smaller risk of the professional burnout was confirmed. However the long
service is increasing the probability of the appearance of the professional burnout. Of Cafiadas-
De Fuente and co-authors (2015, p.240-249) examining didn't confirm important differences
in levels of burning connected from the following variables statistically: age, sex, marital status,
having children, level of the health care, type of the working change, of areas of services of the
health care and conducting administrative tasks.

To sum up one should state that adverse effects of the professional burnout manifest itself in
every field of the life: professional, personal and social. It isn't impossible also to omit health
consequences of this occurrence. The professional burnout constitutes not only a serious
problem for the unit, but also for the organization bringing the risk of the lower productivity,
the organizational commitment and giving the work up. In analysis of this problem and so
having a knowledge and abilities in the scope is crucial setting managers of identification of
signals of disturbing on the, interpersonal and organizational individual level.

Conclusion

In the group of nurses working on wards conservative workload was most strongly manifested
risk factor for burnout syndrome. Burnout is significantly more strongly felt by nurses living in
the city, widows and the divorced and having worked long on the same ward.
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Abstrakt

Cil: Hlavnim cilem préce je rozsifit poznatky o vyskytu rizikovych faktort, které mohou byt
klic¢ové pro vznik gestacniho diabetu mellitu (GDM), a zmapovat vliv obezity, parity, véku a
zivotniho stylu na GDM.

Metody: Pii sbéru dat bylo pouzito kvantitativni metody pomoci validovaného dotazniku s
ovétenou validitou a reliabilitou (Cohentv koeficient kappa 0,98). Skupina respondenti s GDM
byla komparovana s kontrolni skupinou zdravych a zen. Vyzkum byl realizovan v Krajské
zdravotni a. s. v Usti nad Labem ve spolupraci se specializovanou diabetologickou poradnou.
Do vyzkumu bylo zahrnuto 108 zen s GDM, jeZ byly vyparovany 216 zdravymi t€hotnymi
zenami.

Vysledky: Samotnd studie potvrdila, Ze mezi vyznamné rizikové faktory, které mohou byt
predisponujici pro vznik GDM u ceskych Zen patii parita a vyssi vék téhotnych Zen,
coz se shoduje svysledky dat jak domacich, tak i mezinarodnich studii. Naopak nebylo
potvrzeno, ze vyssi BMI a zivotni styl ma podil na vzniku GDM.

Zavery: Zvysuje se vyskyt GDM, coz je dano nejen vyS$im vékem rodicek, ale i pfisnéjSimi
kritérii pro diagnostiku tohoto onemocnéni (Andélova, 2015: Doporuceny postup k vykonavani
screeningu gluk6zové tolerance v téhotenstvi). Stale se pozvolna zvySuje vyskyt obezity u
mladych Zen, coz je predisponujicim faktorem vyskytu diabetu II. typu jiz pred otéhotnénim.
Role porodni asistentky v oSetfovatelské péci o Zenu s GDM ma nezastupitelnou roli, nebot’ se
podili na edukaci a sledovani gravidni zeny.

Kli¢ova slova: diabetes, gestacni diabetes, rizika, prevence, t€hotenstvi

Abstract

Aim: The main objective is to broaden the knowledge about the risk factors that may be crucial
for the development of gestational diabetes mellitus (GDM) and map the impact of obesity,
parity, age and lifestyle on GDM.

Methods: The quantitative method using a validated questionnaire with proven validity and
reliability (Cohen's kappa 0.98) was used for data collection. Group of respondents with GDM
were compared with the control group of healthy women. The research was conducted at the
Krajska zdravotni a.s. in Usti nad Labem in cooperation with specialized diabetes clinic. The
survey included 108 women with GDM who were paired off with 216 healthy pregnant women.
Results: The study itself confirmed that among the significant risk factors, that may predispose
to the emergence of GDM among Czech women, is parity and increasing age of pregnant
women. This coincides with the results of data from both domestic and international studies.
On the contrary, it was not confirmed that higher BMI and lifestyle contributes to the creation
of GDM.

Conclusions: The increasing occurrence of GDM, is not only due to higher maternal age, but
also due to stricter criteria for the diagnosis of this disease (Andélova, 2015: Recommended to
perform glucose tolerance screening in pregnancy). The incidence of obesity in young women
is still gradually increasing, which is a predisposing factor for the occurrence of diabetes type
I1., occurring before pregnancy. The role of midwives in nursing care for women with GDM
has an irreplaceable role, since it is involved in education and monitoring of pregnant women.
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Uvod
Gravidni zZeny maji pro vznik GDM rizné dispozice. Zasadni roli pro vyvoj gestacniho diabetu

hraje geneticka vybava, avSak nemaly vliv maji i faktory vnéjs$iho prostfedi. Souhrnné se jedna
o vlivy zvySujici inzulinovou rezistenci (Haluzik, 2009).

Tématem studie je sledovani vybranych rizikovych faktort predisponujicich vznik gestacniho
diabetu. Hlavnim cilem bylo rozsifit poznatky o vyskytu rizikovych faktort pro vznik
gestacniho diabetu, které mohou byt predisponujici pro vznik gestacniho diabetu mellitu.
Gestacni diabetes je nejcastéjsi interni komplikaci v gravidité a jeho incidence dale stoupa,
predevsim pocet Zen s gestatnim diabetem na inzulinu, coz je ovlivnéno novymi piisnéjSimi
kritérii pro diagnostiku gestaéniho diabetu. Krej¢i poukazuje na to, ze cCasto byvaji
podhodnocovany hrani¢ni hodnoty glykémie, nebot’ pokud se u zen zjisti gestacni diabetes,
meéla by byt okamzit¢ odesldna do specializované ambulance. Bohuzel tomu tak nebyva a
zendm je doporucena pouze dieta s omezenim cukrti a dale nebyvaji sledovany (Krejc¢i, 2012).
Screening a diagnostika gestaéniho diabetu v Ceské republice vychazi z doporu¢enych postupt
Andélové, které byly aktualizovany v roce 2015 a vychazeji z hodnot glykémie nala¢no a oGTT
(And¢lova, 2015, s. 459-461; Krejci, 2012, s. 49 -54).

Soubor a metodika

Vybér souboru respondentli byl zdmérny, stratifikovan témito kritérii: téhotenstvi Zeny,
klinicky projev GDM, trvaly pobyt v Usteckém kraji, respondent veden ve specializované
diabetologické poradné. Kontrolni skupinu tvofily respondentky podstupujici preventivni
vySetteni diabetu v téhotenstvi s naslednym negativnim vysledkem, ochotné ke spolupraci.

Vyzkum byl realizovan v Krajské zdravotni a. s. v Usti nad Labem v obdobi biezen 2015 —
prosinec 2015 ve spolupraci se specializovanou diabetologickou poradnou. Do vyzkumu bylo
zahrnuto 108 Zen s GDM, které byly vyparovany 108 zdravymi téhotnymi zenami z Usteckého
kraje. Vyzkum byl realizovan pomoci validovaného dotazniku s ovétenou reliabilitou pomoci
Cohenova koeficientu kappa 0,98. Ke komparaci dvou skupin respondentti bylo pouzito testu
dobré shody chi-kvadrat.

Samotna studie potvrdila, Ze mezi rizikové faktory, které mohou byt predisponujici pro vznik
GDM u Ceskych Zen patii parita a vyssi vek Zen, coz se shoduje s vysledky dat jak domaécich,
tak 1 mezinarodnich studii. Ovéfené udaje nasi studie potvrdily pfedb&zné dil¢i vysledky
diabetologické ambulance Masarykovy nemocnice v Usti nad Labem.

Vysledky

Samotna studie potvrdila, Ze mezi rizikové faktory, které jsou predisponujici pro vznik GDM u
ceskych Zen patii parita a vysSi v€k Zen, coZ se shoduje s vysledky dat jak domadcich, tak 1
mezinarodnich studii (Cech, 2006; Bernaskova, Koznarova, 2009; Callaghan, 2010; Boyd,
2012).

Z celkového poctu 216 respondentek bylo 108 sGDM a 108 zZen bez GDM.
Primérny vék zen bez GDM byl 26,6 let, primérny vék tdzanych s GDM je 29,7. Vek byl
rozdélen do nékolika kategorii. Ve ve€kové kategorii od 15-20 let bylo 23 zen
bez GDM a pouze 1 zena s GDM. Ve vékove kategorii 21-25 bylo 32 Zen bez GDM a 15 Zen
s GDM. Ve vékové kategorii 26-30 bylo 45 Zen s GDM a 37 Zen bez GDM. V dalsi vékoveé
kategorii 31-35 let bylo 31 zen s GDM a 13 Zen bez GDM. V posledni vékové skupiné 36-45
bylo 16 Zen s GDM a pouze 3 Zeny bez GDM. Statistickym vyhodnocenim pomoci chi-kvadratu
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kdy p: 1,6E10® < 0,05 byla potvrzena zavislost véku na vzristajicim vyskytu GDM (viz graf
1).

Zavislost véku Zen na vzniku GDM

1

°'jﬁ... o [ -|-|

15-20 21-25 26-30 31-35

pocty Zen

Graf 1 Zavislost véku na vyskytu GDM

Ve skupiné¢ bez GDM bylo 72 (67 %) prvorodicek, 36 (33 %) podruhé rodicich a zadné
vicerodicky. Ve skupiné zen s GDM bylo 42 (38 %), 53 (49 %) Zen podruhé rodicich, 9 (9 %)
potteti rodicich a 4 (4 %) zeny rodici vicekrat, tedy 66 (65 %) zen vicerodicek. Statistickym
vyhodnocenim metodou chi-kvadrat byla potvrzena zavislost vyskytu GDM na parité Zeny (p
=4,33E™07°<0,05), viz tab. 1.

Tab. 1 Zavislost parity na vyskytu GDM

ParitaZen Zeny bez GDM  Zeny s GDM X

Prvorodicky 72 42 114
Vicerodicky 36 66 102
z 108 108 216

V nasi studii se nepotvrdilo, Ze BMI a Zivotni styl ma podil na vzniku GDM. Primérné BMI
zen bez GDM je 22,9 a BMI Zen s GDM 24,2, z celkového mnozstvi 108 Zen s GDM a 108 zen
bez GDM. BMI Zen bylo rozdéleno do nékolika kategorii. V BMI kategorii od 15-20 bylo 33
zen bez GDM a 38 zen s GDM. V BMI kategorii 21-25 bylo 49 Zen bez GDM a 31 Zen s GDM.
V BMI kategorii 26-30 bylo 25 Zen s GDM a 16 Zen bez GDM. V dalsi BMI kategorii 31-35
let bylo 9 Zen s GDM a 3 Zeny bez GDM. V posledni BMI skupiné 36-40 bylo 5 Zen s GDM a
pouze 3 zeny bez GDM. Vysledek chi-kvadratu testu nezavislosti nepotvrdil souvislost BMI a
vyskytu GDM (p: 0,13 > 0,05).

Tab. 2 Zavislost BMI na vyskytu GDM

BMI Zeny bezGDM  Zenys GDM X
15-20 33 38 71
21-25 49 31 80
26-30 16 25 41
31-35 7 9 16
36-40 3 5 8
)3 108 108 216
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Pti sledovani rizik spojenych se Zivotnim stylem bylo podrobné hodnoceno n¢kolik kritérii
(pohybové aktivita, koufeni, subjektivni mira stresu, spanek, strava a tekutiny, dopliky
stravy...). Celkovy nejvys$si podet bodi byl 24, coz odpovidalo nejvys§imu riziku. Zen s
vysokym rizikem (24-16 bodi), bylo 58 Zen bez GDM a 58 Zzen s GDM, Zen se zvySenim
rizikem (15-8 bodir) 26 Zen bez GDM a 18 Zen s GDM. Zen s nizkym rizikem (7 a méné bodi)
bylo 24 bez GDM a 31 s GDM. Pfi vyhodnoceni chi-kvadratem bylo testové kritérium p: 0,27
> 0,05, nebyla statisticky potvrzena zavislost zivotni stylu na vzniku GDM.

Rizikové faktory Zivotniho stylu
60
g 26 2%
- 40 ; 18 -
)§ :
0 “
vysoké riziko zvyseneé riziko nizké riziko
B Zeny bez GDM Zeny s GDM

Graf 1 Zavislost vyskytu rizik Zivotniho stylu na vzniku GDM

Diskuze
V ramci studie jsme se zabyvali studiem ¢tyt obecné znamych rizikovych faktorti vzniku GDM.

Potvrdila se ndm souvislost parity a véku zen, nepotvrdili jsme zavislost s BMI a Zivotnim
stylem. Ovéfili jsme také pozitivni souvislost s hereditarnim vyskytem GDM. Jiz Vedra (1987,
s. 18-20) uvadi, ze familiarni zatéz u zen s GDM je v anamnéze u 20 — 80 %. Binder (2010)
tvrdi, Ze zeny, které jiz m&ly GDM v pfedchozi gravidité, maji riziko vyvoje GDM v dal§im
t¢hotenstvi v 30 — 50 %.

Za jeden z vyznamnych faktorti jsme povazovali téz vyskyt pfidruzenych onemocnéni. Zde
nebyl nalezen vyrazny rozdil mezi zenami s GDM a bez GDM.

Potvrdili jsme, ze Zeny s vy$§im vékem maji vyssi rizika predisponujici vznik GDM. Riziko
vzniku gestacniho diabetu vzristd s vékem, nad 30 let je riziko vzniku GDM nad 8,5 %,
coz udava Bernaskova, Koznarova (2009). O vy$s§im veku jako rizikovém faktoru pro vznik
GDM se zminuje 1 Boyd (2012, s. 676- 682), Mezinarodni konfederace o GDM 1 And¢lova
(2013, s. 24-26). Callaghan (2010, s. 28 - 30) dale uvadi, ze 20 — 50 % Zen s gesta¢nim diabetem
onemocni diabetem mellitem II. typu béhem 5 — 10 let, av§ak mize se rozvinout i diabetes I.
typu. Primérny vék Zen bez GDM v nasi studii je 26,6 let, s GDM 29,7 let.

Nedokazali jsme vyrazny podil BMI na vzniku GDM. V nasem souboru je primérné BMI Zen
bez GDM je 22,9 a BMI Zen s GDM 24,2. Data se shoduji s vyzkumem v Ostravské nemocnici,
kde z celkového poctu 45 respondentek méla vice nez polovina, tj. 26 (58 %) podle BMI
normalni vahu, dalsi dvé zeny (4 %) mély pied téhotenstvim podvahu, zbyvajicich 17 (38 %)
zen mélo nadvahu nebo bylo obéznich (Sikorova, Duskova, 2014, s. 44-45). V 80 letech se
obezita vyskytovala u 17 % prvorodicek a u 22 % vicerodi¢ek, coz znamenalo, ze se porucha
glukozové tolerance vyskytla u jedné z 5 — 6 Zen (Vedra, 1987). Jak je vidét, v dnesni dobé
vyskyt zen s vy$§im MBI a obezitou roste. Musime vSak podotknout, ze dle vysledkl se
vyskytuje vice mladych obéznich Zen, nez Zen starSich. I z mnoha studii v USA, Kanadg¢, Italii,
Francii, Australii, Izraeli, Finsku a VB je zfejmé, Ze oproti Zenam s normalni té€lesnou hmotnosti
pred otéhotnénim maji Zeny s nadvéhou a obezitou vétsi riziko k vzniku GDM o 2,14 % a zeny
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téZce obézni o 8,56 %. Totéz potvrzuji poznatky Vedry (1987). Zasadnim problémem vcasné
diagnostiky GDM muze byt jeho asymptomaticky pribéh, coz mohlo zkreslit 1 nase vysledky.
Pfestoze nase studie nepotvrdila souvislost Zivotniho stylu a BMI se vznikem GDM, pokladdme
za dulezité edukovat populaci zen ve fertilnim v€ku o zdravém Zivotnim stylu, nebot’ nezdravy
zivotni styl a Skodlivé navyky zvysuji riziko vzniku jinych civiliza¢nich chorob jako je obezita,
kardiovaskularni onemocnéni nebo vznik diabetu 1. nebo II. typu, coz je jednim
z identifikovanych rizik pro vznik pravé GDM. Zivotni styl jako rizikovy faktor povazuji i
Krejci, Stechova, Andélova, Diniesen a dalsi, proto jsme objasnéni této zavislosti povazovali
za vyznamng, stejn¢ tak souvislost BMI se vznikem GDM. Aby tyto souvislosti byly potvrzeny,
predpokladame, Ze je tieba rozsitit soubor respondentek.

Za posledni roky doslo ke vzristu vyskytu zen s GDM, hlavné zen s GDM s inzulinovou
terapii, coZ je dano piedevs§im ptisnéjSimi kritérii pii diagnostice GDM.

Vyskyt GDM roste s vékem, mizeme tedy piredpokladat postupné zvySovani vyskytu GDM v
dal$ich letech. Tento vyskyt souvisi i s moznym vznikem civiliza¢nich chorob jak u zen, tak
jejich potomkil. ZvySujici se vyskyt chronickych neinfekénich onemocnéni souvisi se Zivotnim
stylem, Zivotospravou a pohybovou aktivitou nejen zen, ale celé populace.

Zavér

GDM je geneticky podminéné onemocnéni které ma spoleén}'/ zéklad ] genetickou predispozici
incidence dale stoupa V poslednich 30 letech prevalence GDM nepfetrzité stoupa. GDM
postihuje 21,4 miliony Zen, tj. 16 % téhotnych Zen na svété (Linnenkamp, 2015) Tento vyskyt
souvisi s mnoha rizikovymi faktory vzniku gestatniho diabetu a stale se zpfistiujicim
diagnostickym postupem. Dle posledni studie HAPO (2010), po pfehodnoceni diagnostickych
kritérii GDM, se v Ceské republice pohybuje vyskyt GDM okolo 17,8 % gravidnich Zen.
Vysledky této studie by mély pomoci ke v€asnému odhaleni ptipadnych rizik v prenatalni péci
¢i prevenci a pomoci zvysit komplexni péci o zeny s GDM a jejich déti. Do komplexni péce je
zahrnuta 1 prenatalni péce a dispenzarizace gravidnich Zen s rizikovym téhotenstvim, coZ by
mélo vést k zajisténi nekomplikovaného pribehu celého téhotenstvi a porodu zdravého
novorozence.

Do péce o zeny s gestaCnim diabetem je zapojen cely tym odbornikli: gynekolog, porodnik,
diabetolog, neonatolog. Soucasti péce je nezbytny aktivni screening GDM v téhotenstvi a
dasledné sledovani dalsiho pribehu a lécby. Nepostradatelnym ¢lenem pecujiciho tymu o zenu
s GDM je i porodni asistentka, ktera Zenu edukuje o t¢hotenstvi, porodu a poporodnim obdobi
pii GDM a spolupracuje pii sledovani, prevenci 1 feSeni komplikaci plynoucich z nedostatecné
léceného gestacniho diabetu mellitu.
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DUSTOJNOST SENIORU V OSETROVATELSTVI
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Abstrakt

Uvod: Distojnost je esencialni komponent oSetfovatelské péce, ktery ovliviuje jeji kvalitu.
Jednou z nejvice ohrozenych skupin ve ztraté diistojnosti jsou staii lidé.

Cil: Syntetizovat interpretaci distojnosti z perspektivy sester a seniorti — pacientd v kontextu
oSetrovatelské péce.

Metody: Kvalitativni literarni ptehled byl vytvofen s pomoci PICo pro zacileni vyhledavani;
PRISMA, CASP — Qualitative Research Checklist pro hodnoceni studii a tematické syntézy
vysledt. Pro vyhledani empirickych kvalitativnich studii byly vyuzity elektronické databaze:
Academic Search Complete, CINAHL, Health Source: Nursing/Academic Edition, MEDLINE,
and PROQUEST.

Vysledky: Bylo nalezeno 306 studii, pro duplicitu bylo vyfazeno 140 studii. Na zaklad¢
zafazovacich a vyrazovacich kritérii bylo vyrazeno 147 studii. Po posouzeni metodologické
kvality bylo do literarniho piehledu zafazeno 14 studii. Na zaklad¢ identifikovanych témat byly
syntetizovany 4 hlavni témata distojnosti z pohledu sester a to: Vidét pacienta jako jedine¢nou
bytost; Pracovni kultura a prostifedi; Komunikace a soukromi; Zapojeni pacienta. Z pohledu
pacienta bylo syntetizovano 6 hlavnich témat: Soukromi; Komunikace; Péce a komfort; Vztahy;
Autonomie a kontrola; Byt vidén jako ¢lovek a sebeidentita.

Zaver: Syntetizovana témata poskytuji hlubsi pohled do dustojnosti z perspektivy sester i
seniort s moznosti komparace obou perspektiv. Ukazuje se potiecba vytvofit systematické
review, které by bylo mozné vyuzit pro osetfovatelstvi zalozené na diikazech.

Kli¢ova slova: distojnost, seniofi, sestry, kvalitativni vyzkum, literarni ptehled.

Abstract

Introduction: Dignity is an essential element of nursing that affects the quality of provided care.
Elderly people have the greatest risk to loss of the dignity.

Aim: To synthesize interpretation of dignity from the perspective of nurses and elderly patients
in nursing care.

Methods: Qualitative literary review was done using the PICo to focus on searching; PRISMA
and CASP — Qualitative Research Checklist for studies assessment and thematic synthesis of
results for data synthesis. The electronic databases Academic Search Complete, CINAHL,
Health Source: Nursing/Academic Edition, MEDLINE, and PROQUEST were used for the
searching of qualitative studies.

Results: In total, 306 studies were found and 140 of them were excluded for the duplicity. Other
147 studies were excluded according to defined inclusion and exclusion criteria. 14 studies were
included to review after the assessment of methodological quality. Based on identified themes
of dignity, main 4 of them were synthesized according to nurse perspective: Seeing the patient
as a unique person; Working culture and environment; Communication and privacy; Involving
the patient. According to patient perspective, main 6 topics were synthesized: Privacy;
Communication; Care and comfort; Relations; Autonomy and control; Being seen as a human
and self-identity.
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Conclusion: Results provide deeper view on nurses’ and patients’ perceptions of dignity and
allow compare them both. There is an evident need of systemic review for the evidence based
nursing.

Key words: dignity, elderly people, nurses, qualitative research, literary review
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INTER-RATER RELIABILITA BRADENOVEJ SKALY, NORTONOVEJ SKALY A
WATERLOWEJ SKALY V CESKEJ REPUBLIKE

INTER-RATER RELIABILITY OF THE BRADEN SCALE, NORTON SCALE AND
WATERLOW SCALE IN CZECH REPUBLIC

Lenka Sétekové*, Katarina Ziakova**

*Ostravskda Univerzita v Ostravé, Lékaiska fakulta, Ustav oSetiovatelstvi a porodni asistence
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Abstrakt

Ciel’: Zistit stupen inter-rater reliability celkového skore troch vybranych $kal na postdenie
rizika vzniku dekubitu (Bradenovej skaly, Nortonovej skaly a Waterlowej skaly).

Metody: Zber dat prebiehal od aprila do augusta 2014 na oddeleni s dlhodobou osetrovatel'skou
starostlivostou. Vyskumny stubor tvorilo 32 pacientov. Pre vyhodnotenie inter-rater reliability
boli pouzité Statistické metddy vnitrostredny koeficient korelacie (ICC) a Pearsonov korelacny
koeficient (r).

Vysledky: Bradenovej Skala dosiahla najnizsiu zhodu medzi posudzovatel'mi (ICC = 0,775; r =
0,776), nasleduje Nortonovej skala (ICC = 0,837; r = 0,948). NajvysSiu zhodu medzi
posudzovatel'mi dosiahla Waterlowej skala (ICC =0,914; r=0,916).

Zavery: Bradenovej Skala dosiahla najnizSiu zhodu medzi posudzovate'mi, nasleduje
Nortonovej skala. Najvyssiu zhodu medzi posudzovateI'mi pozorujeme u Waterlowej skaly.
Nevyhnutné pre skumanie inter-rater reliability je praca s dobre prelozenou Skélou.
Odportacame d’alsie testovanie Skal na postudenie rizika vzniku dekubitov v ¢eskom klinickom
prostredi.

KUlucové slova: dekubit, inter-rater reliabilita, Bradenovej §kala, Nortonovej skala, Waterlowe;j
skala

Abstract

Aim: To determine inter-rater reliability of three selected pressure ulcer risk assessment scales
(Braden Scale, Norton Scale and Waterlow Scale).

Methods: The data were collected from April to August 2014 in one long-term care department.
The sample consisted of 32 patients. An intra-class correlation coefficient (ICC) and coefficient
of Pearson’s were used to determine the inter-rater reliability.

Results: Inter-rater reliability of Braden Scale was the lowest (ICC =0,775; r =0,776), followed
by Norton Scale (ICC = 0,837; r = 0,948). The highest inter-rater reliability reached Waterlow
Scale (ICC =0,914; r = 0,916).

Conclusion: Inter-rater reliability of Braden Scale was the lowest, followed by Norton Scale.
We observed the highest inter-rater reliability at Waterlow Scale. Necessary for exploring the
inter-rater reliability is working with the good translated scale. We recommend further testing
of pressure ulcer risk assessment scales in Czech clinical settings.

Key words: pressure ulcer, inter-rater reliability, Braden Scale, Norton Scale, Waterlow Scale

Uvod

Dekubity uz mnoho rokov patria K prioritnym problémom v o$etrovatel'stve. Sti komplikaciou
nielen pre pacienta, ale aj pre persondl a manazment zdravotného zariadenia. Maju
signifikantny vplyv na kvalitu zivota pacientov s dekubitom (Spilsbury et al., 2007, s. 494). St
spojené s pocitom zlyhania a viny na strane zdravotnickych pracovnikov, su pre nich velkou
obavou (O’Tuathail et al., 2011, s. 27). Lie¢ba dekubitov predstavuje zna¢nu finan¢nt zat'az

214



pre systémy zdravotnej starostlivosti (Bennett et al., 2004, s. 230; Gethin et al., 2005, s. 162).
Prevalencia dekubitov zostava nad’alej vysoka vo viacerych klinickych prostrediach. Na
zéklade medzinarodnych vyskumov sa odhaduje prevalencia dekubitov v nemocni¢nom
prostredi od 5,6 % do 15,5 % (Vangilder et al., 2008, s. 40; House et al., 2011, s. 254). Predikcia
rizika vzniku dekubitov patri k prioritnej problematike v oSetrovatel'stve. Sestry maju kI'ai¢ova
rolu v posudeni a identifikacii tych pacientov, ktori su v riziku vzniku dekubitov a pridelovani
vhodnych preventivnych intervencii (Pancorbo-Hidalgo et al., 2006, s. 96). Organizacie
NPUAP (National Pressure Ulcer Advisory Panel) a EPUAP (European Pressure Ulcer
Advisory Panel) oznacujt prevenciu vzniku dekubitov za najlep$iu a u¢inni metddu zabranenia
ich vyskytu. Prevenciu rozdel'uju do viacerych kl'aicovych oblasti: posudenie rizika, posudenie
koze, vyziva, polohovanie a pouzitie antidekubitovych pomdcok (NPUAP, 2014, s. 5). Pouzitie
Skal na posudenie rizika vzniku dekubitu odportcaju viaceré klinické odporucané postupy
a autori vyskumnych S§tudii ako prvy krok v ucinnej prevencii vzniku dekubitu (NPUAP,
EPUAP, 2014, s. 14; NICE, 2014, s. 93; DNQP, 2010, s. 49; RNAO, 2005, s. 12; Chan et al.,
2009, s. 1566, Kwong et al., 2005, s. 122; Pancorbo-Hidalgo et al., 2008, s. 85). Ciel'om s§kal
na posudenie rizika vzniku dekubitu je identifikacia pacientov s rizikom vzniku dekubitu
(Defloor, Grypdonck, 2005, s. 374). V sucasnosti existuje na svete takmer 40 $kal na posudenie
rizika vzniku dekubitu (Defloor, Grypdonck, 2004, s. 613, Costa, Caliri, 2011, s. 772; Serpa et
al., 2011, s. 52; Thompson, 2005, s. 455). Napriek ich mnozstvu boli psychometrické vlastnosti
testované len u niektorych (Papanikolaou et al., 2007, s. 285). NajcastejSie pouzivanymi a
testovanymi $kdlami na posudenie rizika vzniku dekubitov v zahrani¢i si Skala Bradenovej,
Skala Nortonovej a $kala Waterlowej (Chan et al., 2009, s. 1566; Pancorbo-Hidalgo et al., 2006,
s. 95, Satekova, Ziakova, 2014, s. 87). V Ceskej republike sa najcastejsie pouziva $kala
Nortonovej alebo skdla Modifikovanej Nortonovej (Mandysova et al., 2012, s. 137). Zahrani¢né
vyskumné Studie st zamerané na testovanie predikénej validity troch $kal na postdenie rizika
vzniku dekubitov. Aj napriek tomu, Ze idealna Skala by nemala mat’ len dobru validitu, ale
taktiez dobru reliabilitu. Inter-rater reliabilita je definovana ako stupeni zhody medzi dvoma
posudzovatel'mi, ktori nezavisle od seba priradia posudzovanému objektu rovnaké skore alebo
hodnoty, ktoré boli merané alebo pozorované (Polit, Beck, 2004, s. 721). Inter-rater reliabilita
je dolezity psychometricky daj. Pri problematicke] inter-rater reliabilite mdze byt pacient
jednou sestrou oznaceny za rizikového a zaroven druhou za pacienta bez rizika. Nasledkom su
rézne naplanované oSetrovatel'ské intervencie. Na jednej strane moze dojst’ k plytvaniu
prostriedkov, na druhej strane moze byt potrebnd a vyzadovand starostlivost opomenuté
(Mandysova et al., 2013, s. 610). V Ceskej republike nie je problematike reliability $kal na
posudenie rizika vzniku dekubitov venovana dostato¢na pozornost’. Doteraz bola testovana, pre
ucely reliability, iba Skéala Bradenovej (Mandysova et al., 2012, 137; Mandysova et al., 2013,
S. 609).

Ciel
Zistit’ stupen inter-rater reliability celkového skore troch vybranych §kal na postudenie rizika
vzniku dekubitu (Bradenovej $kaly, Nortonovej Skaly a Waterlowej Skély).

Subor a metodika

Posudzovatelia

Pacientov hodnotili dvaja posudzovatelia. Obaja mali odborné vzdelanie a pracovné skiisenosti.
Posudzovatel A bola sestra stitulom diplomovany Specialista so 7 — rofnou praxou.
Posudzovatel’ B bola sestra s bakalarskym titulom so 7 — ro¢nou praxou. Pre posudzovatel'ov
boli urcené tieto zarad’'ovacie kritéria: odborné vzdelanie, dlzka praxe minimalne jeden rok,
pracovna pozicia sestra na zvolenom oddelent.
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Vyskumny subor

Vyskumny stubor tvorilo 32 pacientov hospitalizovanych na oddeleni s dlhodobou
osetrovatel'skou starostlivostou. Priemerny vek pacientov bol 74,31 rokov v rozmedzi od 58 do
95 rokov.

Proces zberu dat

Zber dat prebiehal od aprila do augusta 2014 na jednom oddeleni s dlhodobou starostlivostou.
Dva posudzovatelia hodnotili riziko vzniku dekubitu pomocou Bradenovej, Nortonovej
a Waterlowej 8kaly. Skala Bradenovej pozostiva zo 6 poloziek: zmyslové vnimanie, vihkost’,
aktivita, mobilita, vyziva, trenie a strih. VSetky polozky st hodnotené ¢islom 1-4, okrem
polozky trenie a strih. Tato polozka je hodnotena ¢islami 1-3. NizSie skore indikuje vysSie
riziko vzniku dekubitu. Skala Nortonovej pozostiva z hodnotenia nasledujiicich oblasti:
schopnost’ spoluprace, vek, stav pokozky, kazdé d’alSie ochorenie, fyzicky stav, stav vedomia,
aktivita, pohyb, inkontinencia. Kazdy z predchadzajicich okruhov je rozdeleny do 4 urovni
podl'a stupiia zavaznosti. Nizsie skore indikuje vyssie riziko vzniku dekubitu. Skala Waterlowej
obsahuje 8 poloziek: BMI, typ koze, pohlavie a vek, zvlasStne rizikd, kontinencia, pohyblivost,
chut’ k jedlu, neurologické porucha. Vyssie skore indikuje vyssSie riziko vzniku dekubitu.

Obaja posudzovatelia presli hodinovym preskolenim priamo na oddeleni. Skolenie sa
orientovalo na oblasti hodnotenia rizika vzniku dekubitu pomocou (jednotlivé polozky §kal na
posudenie rizika vzniku dekubitu). Posudzovatel’ A zhodnotil u pacienta riziko vzniku dekubitu
pomocou troch vybranych $kal na postidenie rizika vzniku dekubitu. Posudzovatel’ B zhodnotil
do 24 hodin riziko vzniku dekubitu rovnakym spésobom ako posudzovatel’ A. Hodnotenie
posudzovatelmi prebichalo nezdvislé, co znamenda, ze posudzovatelia navzdjom nevedeli
vysledky svojho hodnotenia.

Lingvisticka validacia Nortonovej Skaly, Waterlowej Skaly a Bradenovej Skaly

Pred zahéjenim vyskumne;j Stadie boli Skaly Nortonovej a Waterlowej oficidlne prelozené do
eského jazyka. Skala Bradenovej uz bola oficialne preloZzena do ¢eského jazyka v roku 2013
autorkou Mandysova et al. (2013, s. 609). Tento preklad bol pouzity v tejto vyskumnej studii.
Skaly Nortonovej a Waterlowej boli prelozené metodou spitného prekladu, ktory pozostaval
Z tychto krokov:

1. Jeden prekladatel’ z odboru oSetrovatel'stvo prelozil skaly z anglického do ¢eského jazyka.

2. Druhy prekladatel’ z odboru oSetrovatel'stvo prelozil Skaly z ceského jazyka spdt do
anglického jazyka.

3. Prekladatelia a mala pracovna skupina odbornikov (dve doktorky v odbore oSetrovatel'stvo
a dvaja Studenti doktorského studia v odbore oSetrovatel'stvo) porovnali obidve anglické
verzie, analyzovali rozdiely a nejasnosti, hl'adali chyby a opravili ¢esku verziu. Konsenzom
a zhodou spolo¢ne vytvorili findlne verzie skal Nortonovej a Waterlowe;.

Analyza dat

Pre vyhodnotenie inter-rater reliability vybranych $kal na postudenie rizika vzniku dekubitu boli
pouzité Statistické metody Vnutrostredny koeficient korelacie (ICC) a Pearsonov korelacny
koeficient (r). Vnutrostredny koeficient korelacie (Intraclass Correlation Coefficient, ICC) je
vSeobecny nastroj na meranie zhody alebo konsenzu. Pouziva sa na meranie parametrickych
dat. Predstavuje zhodu medzi dvoma a viacerymi hodnotite'mi. Jednotlivé vysledky Statisticke;j
metddy ICC boli hodnotené nasledovne: 0—0.20 = slaba zhoda, 0.21-0.40 = nizka zhoda, 0.41-
0.60 = mierna zhoda, 0.61-0.80 = podstatna zhoda, a 0.81-1.0 = vynikajica zhoda (Landis,
Koch, 1977). Pearsonov korelacny koeficient (r) je Casto pouzivana Statisticka metoda pre
vyhodnotenie reliability. Hodnota r indikuje stupen a smer asocidcie dvoch parov skore
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(Kottner, Dassen, 2008, s. 1242). Interpretacia korelacného koeficientu sa posudzuje rozne.
Uvadzame hodnotenie podl'a autora Chrasky (2000, s. 201): 0 = absolttna nezavislost’, 0 - 0,20
= slaba (nepouzitel'nd) zavislost, 0,20 — 0,40 = nizka zavislost, 0,40 — 0,70 = stredna zavislost’,
0,70 — 0,90 = vysoka zavislost’, 0,90 — 1 = vel'mi vysoka zavislost, 1 = absolutna zavislost.

Etické aspekty

Pred zahajenim vyskumnej Studie bol ziskany stuhlas Etickej komisie Ostravskej Univerzity.
Taktiez bol ziskany suhlas zdravotnickeho zariadenia, kde vyskumna Stadia prebiehala. Bol
ziskany suhlas autorky Mandysovej s pouzitim jej prekladu Bradenovej skaly do ceského
jazyka. Boli ziskané informované suhlasy jednotlivych pacientov so zaradenim do vyskumu.

Vysledky

Vnutrostredny koeficient korelacie (ICC) bol pre celkové skore jednotlivé Skaly na posudenie
rizika vzniku dekubitov nasledujuci: Bradenovej Skala 0,775 (95 % CI = 0,588 - 0,883),
Nortonovej Skala 0,837 (95 % CI=0,692 — 0,917) a Waterlowej $kala 0,914 (95 % CI = 0,831
—0,957). Pearsonov korela¢ny koeficient bol pre celkové nasledujuci: Bradenovej Skala 0,776,
Waterlowej skala 0,916 a Nortonovej Skala 0,948.

Tab. 1 Inter-rater reliabilita pre celkové skore $kal pomocou vnutrostredného koeficientu
korelacie (ICC)

ICC 95% Cl pre ICC Zhoda
Bradenovej Skala 0,775 0,588 0,883 podstatna
Waterlowej skala 0,914 0,831 0,957 vynikajica
Nortonovej Skala 0,837 0,692 0,917 podstatna

ICC - Vnutrostredny koeficient korelacie, C| — Konfidencny interval

Tab. 2 Inter-rater reliabilita pre celkové skore $kal pomocou Pearsonovho korela¢ného
koeficientu (r)

r Zavislost’
Bradenovej Skala 0,776 vysoka zavislost’
Waterlowej skala 0,916 vel'mi vysoka zavislost’
Nortonovej Skala 0,948 vel'mi vysoka zavislost’

I - Pearsonov korelacny koeficient

Diskusia

Inter-rater reliabilita je jednym z aspektov spolahlivosti nastroja. Odpoveda na otdzku, ¢i pri
opakovanom merani rovnakého javu dochadza k dosiahnutiu rovnakych vysledkov merania.
V zahrani¢nej literatire st pouZzité na meranie inter-rater reliability $kal na postdenie rizika
vzniku dekubitov viaceré Statistické pristupy a koeficienty. Autori Kottner, Dassen (2008, s.
1238) vo svojej praci o tychto Statistickych pristupoch diskutuju. Uvadzaju nasledovné
Statistické pristupy: podiel celkovej zhody (po), koeficient kappa (), Pearsonov korelacny
koeficient (r) a vnutrostredny koeficient korelacie (ICC). Za najpresnejsiu metédu hodnotenia
inter-rater reliability $kal na posudenie rizika vzniku dekubitov povazuji metdodu
vnutrostredného koeficientu koreldcie (ICC). V naSej vyskumnej Studii dosiahla najlepSie
vysledky Waterlowej Skala (ICC = 0,914), nasleduje Nortonovej skéala (ICC = 0,837)
a s najmensou hodnotou Bradenovej Skala (ICC = 0,775). V ramci nasej vyskumnej Studie sme
taktiez zist'ovali mieru zavislosti pomocou Pearsonovho korelaéného koeficientu (r). Najvyssiu
mieru zavislosti pozorujeme u Nortonovej Skaly (r = 0,948), nasleduje Waterlowej skdla (r =
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zhodu medzi posudzovateImi, nasleduje Nortonovej Skala. NajvysSiu zhodu medzi
posudzovateImi dosiahla Waterlowej Skala. Pri¢iny uvedenych hodnoét moézu byt rozne.
Celkovo dosiahla Bradenovej Skala nizSie hodnoty inter-rater reliability ako v zahrani¢nych
vyskumnych stadiach. Autori Garcia-Diaz et al. (2014, s. 124) skumali inter-rater reliabilitu
Bradenovej S§kaly wutridsiatich pacientov v domacej starostlivosti. Zhoda medzi
posudzovatel'mi bola vysokda (ICC = 0,968). Vyskumna Studia autorov Rogenski, Kurcgant
(2012, s. 26) uvadza vysokt zhodu medzi posudzovatelmi (ICC = 0,946). Autori Wang et al.
(2015, s. 592) zistovali inter-rater reliabilitu Bradenovej $kaly u23 pacientov
hospitalizovanych v nemocnici. Zhoda medzi posudzovatelmi je vysokd (ICC = 0,955).
Vyskumnd $tadia autorov Kottner et al. (2009, s. 1310) uvadza nasledovnii zhodu medzi
posudzovateI'mi (ICC = 0,880). V ¢eskom klinickom prostredi bola inter-rater reliabilita
Bradenovej skaly zistovand v dvoch vyskumnych stadiach autorov Mandysova et al. (2012, s.
137) a Mandysova et al. (2013, s. 612). Vysledky hodn6t vSak nie je mozné porovnat’ s nasSou
stadiou. Doévodom st rozdielné Statistické metdody vyhodnocovania zhody medzi
posudzovatel'mi. Nizke hodnoty Bradenovej §kaly mozu byt’ désledkom toho, ze skéla nie je
Vv ¢eskom klinickom prostredi vel'mi znama. Jednotlivé polozky Bradenovej Skaly pozostavaja
z dlhych charakteristik. Tie s pre sestry ¢asovo naro¢né, nakolko ich ¢itaniu a pochopeniu
musia venovat’ viac ¢asu. Dal§im dévodom mozu byt nejednoznadné vyznamy terminov
poloziek Skaly (napr. ,,obcas®, ,,zriedka®). Druhou hodnotenou Skalou v poradi je Nortonovej
skala. V Ceskej republike sa v su¢asnosti v zdravotnickych zariadeniach najdastejsie pouziva
Nortonovej $kala (Mikula, Millerova, 2008, s. 18). Toto hodnotime ako hlavny dovod vysokej
zhody medzi posudzovatel'mi v tejto vyskumnej $tadii. Vo vyskumnej $tadii autorov Wang et
al. (2015, s. 592) dosiahla Nortonovej skéla vysoku zhodu medzi posudzovatelmi (ICC =
0,967). Poslednou hodnotenou Skalou v poradi je Waterlowej Skala. Nie je v ¢eskom klinickom
prostredi bezne pouZzivanou $kalou. V nasej vyskumne;j $tudii dosiahla najvysSie hodnoty zhody
medzi posudzovateI'mi. Vo vyskumnej $tadii autorov Wang et al. (2015, s. 592) dosiahla
Waterlowej skala vysoku zhodu medzi posudzovatelmi (ICC = 0,915). Vysoka zhoda medzi
posudzovatel'mi je prekvapenim aj pre samotnych vyskumnikov. Momentalne si vysoku zhodu
medzi posudzovatel'mi pri tejto Skale nevieme vysvetlit. Inter-rater reliabilita byva ovplyvnena
viacerymi faktormi ako st dizka praxe posudzovatelov, jednotny spdsob posudzovania,
skusenosti sestier s jednotlivymi Skalami, sktisenosti sestier s dekubitmi. V naSej vyskumne;j
stadif maja posudzovatelia rovnakt dizku praxe a presli rovnakym zaskolenim tykajicim sa
posudzovanim pomocou uvedenych §kal na postudenie rizika vzniku dekubitov. Posudzovatelia
vSak maju rozdielny stupen vzdelania, o sa mohlo odrazit’ na ich zhode. Nevyhnutné pre
skimanie inter-rater reliability je praca s dobre prelozenou $kalou. Skaly na posudenie rizika
vzniku dekubitov boli prelozené podl'a jednotlivych krokov, ktoré uvadzame vyssie. V Ceskej
odborne;j literatire nachadzame viaceré preklady $kal na postdenie rizika vzniku dekubitov.
Nie je vSak mozné dohladat’ podla akej metodiky boli prelozené, ¢o vedie k nejednotnosti
Vv oSetrovatel'skom procese. Skiimanie inter-rater reliability je dolezité aj z pohl'adu planovania
osetrovatel'skej starostlivosti. Skéla na posudenie rizika vzniku dekubitov s problematickou
inter-rater reliabilitou vedie k vytvoreniu nekvalitného a nepresného osetrovatel'ského planu.

Limity vyskumnej Studie

Limitom tejto vyskumne;j Studie je maly subor. Z tohto dovodu nie je mozné generalizovat’ dané
vysledky na celu populaciu v Ceskej republike.
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Zaver

Vyskumna $tadia je zamerana na zistovanie inter-rater reliability troch $kal na posudzovanie
rizika vzniku dekubitov: Bradenovej Skala, Nortonovej skala a Waterlowej skala. Bradenove;j
zhodu medzi posudzovatel'mi pozorujeme u Waterlowej $kaly. Problematika reliability $kal na
posudenie rizika vzniku dekubitov je v ¢eskom klinickom prostredi rieSena len okrajovo, preto
odporucame ich d’alSie testovanie.
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INFORMOVANOST LAICKE VEREJNOSTI O HOSPICOVE PECI A JEJICH
MOZNOSTECH V CESKE REPUBLICE (E-POSTER)

PUBLIC AWARENESS OF HOSPICE CARE AND ITS POSSIBILITIES IN THE
CZECH REPUBLIC

BlaZena Sev¢ikova, Lenka Machalkova
Univerzita Palackého v Olomouci, Fakulta zdravotnickych ved, Ustav osetiovatelstvi

Abstrakt

Cil: Zmapovat jaké maji informace obcCané laické vefejnosti o hospicové péci a jejich
moznostech v CR.

Metody: Pro vyzkum byl zvolen kvantitativni piistup a nestandardizovany dotaznik (13
polozek). Konstrukce dotazniku vychazela z pilotni studie Fokus Group a reser$niho Setfeni.
Pro soubor respondentti byla stanovena kritéria: ob¢ané laické vetejnosti z Olomouckého kraje,
starSi 18 let a vyjadfili informovany souhlas. Pro distribuci dotaznikii byla pouzita metoda
sn¢hové koule. Mésta Olomouckého kraje byla vybrana metodou ndhodného vybéru (losovani).
Vysledky zpracovany pomoci popisné statistiky, Pearsonova chi-kvadratu a koeficientu
kontingence C z kontingen¢nich tabulek (o = 0,05).

Vysledky: Soubor tvofilo 341 respondentti z 6 mést ve véku 18-90 let (172 zen, 169 muzn).
Z vyzkumu vyplynulo: pouze 26,1 % respondentt uvedlo, co je hospicova péce. V hospici, je
podle 81,9 % respondentt poskytovan specificky druh péce a 79,5 % respondentti uvedlo, Ze je
péce zajisténa specializovanymi pracovniky. Jako nejcastéj$i motivaéni faktor prace v hospici
uvedlo 73,9 % respondentii praci s lidmi, 52,8 % viru sestry. Vefejnost je informovéana o
hospicové péci podle 26,7 % respondenti, ale podle 41,3 % informovéana neni. Respondenti
(80,1 %) nevédéli kolik hospicii je v Ceské republice a kde vznikl prvni hospic (73 % resp.).
Z vysledkl vyzkumu bylo zjisténo, Ze neexistuje statisticky vyznamna souvislost v odpovédich
respondentti muzi a Zen na otazky co je hospicova péce (C=0,208; p>0,05), jaka péce je
poskytovana v hospici (C=0,137; p>0,05) a jak je informovana vetejnost (C=0,883; p>0,05).
Zavery: Z vysledka vyzkumu vyplynulo, Ze ob¢ané laické vetejnosti, bez rozdilu pohlavi, maji
ne zcela pfesné informace z oblasti hospicové péce.

Kli¢ova slova: hospic, hospicova péce, vefejnost, Smrt, umirani

Abstract

Aim: To find out to what extent is the lay public aware of the hospice care in the Czech Republic
and its possibilities.

Methods: A quantitative approach was chosen with a non-standardised questionnaire (13
items). The questionnaire design was based on a pilot study in a focus group and literature
review. The inclusion criteria included: citizens from the lay public in the Olomouc region,
aged 18 and more and an informed consent. A snowball method was used to distribute the
questionnaire. Towns in the Olomouc Regions were selected randomly (draw). Results were
processed using descriptive statistics, Pearson’s chi-squared test and contingence C coefficient
C using contingency tables (o = 0.05).

Results: The sample comprised of 341 respondents from 6 towns, aged between 18-90 (172
women,169 men). The results show that only 26.1 % of the respondents, was able to say what
hospice care is. According to 81.9 %, hospice provides a specific type of care and 79.5 % stated
that care is provided by specialised staff. 73.9 % think the most common motivating factor to
work in hospice was interpersonal contact, and the nurse’s faith by 52.8 %. The public is well-
informed about hospice care by 26.7 % respondents however, 41.3 % think the public is not
informed. Respondents (80.1 %) did not know how many hospices there are in the Czech
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Republic and where the first hospice was established (73 % resp.). The research showed there
is no statistical significance between the answers about hospice care and gender, (C=0.208;
p>0.05), what kind of care is provided in hospice (C=0.137; p>0.05) and how the public is
informed (C=0.883; p>0.05).

Conclusions: The research that the lay public, regardless of gender, have poor information
about hospice care.

Key words: Hospice. Hospice care. General public. Death. Dying.
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SKUSENOSTI A POSTOJE SESTIER NA PSYCHIATRICKYCH ODDELENIACH
K AGRESII HOSPITALIZOVANYCH PACIENTOV

EXPERIENCE AND ATTITUDES NURSES ON PSYCHIATRIC WARDS TOWARDS
INPATIENT AGGRESSION

Martina Tomagova, Ivana Bérikova, Martina LepieSova, Juraj Cap
Univerzita Komenského v Bratislave, Jesseniova lekdrska fakulta v Martine, Ustav
oSetrovatelstva

Abstrakt

Ciel: Ciel'om stadie bolo zistit’ skiisenost’ sestier s agresiou pacientov hospitalizovanych na
psychiatrickych oddeleniach; identifikovat’ ich postoj k agresii pacientov, k faktorom
podmiefiujiicim jej vznik a manazmentu agresie.

Metédy: Stidia ma kvantitativno-prierezovy dizajn. Vyber respondentov bol zamerny.
Vyskumny subor tvorilo 223 sestier zo psychiatrickych oddeleni s priemernou diZkou praxe
21,27 (£11,41) rokov. Zber udajov bol realizovany prostrednictvom sebaposudzovacich skal
Vyskyt Agresie Pacientov voc¢i Sestram, Attitude Towards Aggression Scale, The Management
of Aggression and Violence Attitude Scale - Likert.

Vysledky: V obdobi roka malo skusenost 98,58% sestier s agresiou hospitalizovanych
pacientov. V subore sestier prevladali negativne postoje k agresii pacientov. Najvacsi sthlas
sestry vyjadrili sinternymi faktormi podporujicimi vznik agresie pacientov. Z metdd
manazmentu agresie vyjadrili najvacsi sthlas s pouzitim medikamentoznej liecby
a obmedzovacich prostriedkov. Neutrdlny postoj zaujali k pouzivaniu netelesnych prostriedkov
na zvladanie agresie. Identifikovali sme pozitivnu korelaciu medzi vekom, diZkou praxe sestier
praxe a suhlasnym postojom s pouzivanim medikamentéznej liecby i obmedzovacich
prostriedkov v manazmente agresie.

Zavery: Vysoké percento sestier ma osobnu skusenost’ sréznymi formami agresie
hospitalizovanych pacientov. Prevlada negativny postoj k agresii. Postoj sestier k agresii
pacientov ma vplyv na ich postoj k stratégidm manazmentu agresie.

KPucové slova: sestra, skisenost’, postoj, agresia, pacient, oddelenie psychiatrie

Abstract

Aim: The aim of this study was to find out experience of nurses with aggression of inpatients
on psychiatric wards; to identify their attitudes towards patient aggression and to the factors
influenced the occurrence and management of aggression.

Methods: A quantitative cross-sectional study was used. The selection of respondents was
intentional. The sample consisted of 223 nurses from the psychiatric wards with a mean number
of years of work experience 21.27 (+ 11.41) years. Data were collected by self-reference
instruments Violence and Aggression of Patients Scale, Attitude Towards Aggression Scale,
The Management of Aggression and Violence Attitude Scale - Likert.

Results: Over the past year, 98.58% nurses had experience with patient aggression. Among
respondents prevailed negative attitudes towards the patient aggression. The largest agreement
nurses expressed to internal factors supporting patient aggression.

From methods of management patient aggression nurses expressed largest agreement with
medication and restraints. Nurses had neutral attitude towards the using non-physical methods
of aggression management. We identified positive correlations between age, length of nursing
practice and affirmative attitudes with using of medication and restraints.

Conclusion: A high percentage of nurses has experience with various forms of patient
aggression. The negative attitude towards aggression predominates in research sample. The
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attitude of nurses towards patient aggression affects their attitude toward the methods of
aggression management.

Key words: nurse, experience, attitudes, aggression, patient, psychiatric ward
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ANXIETY AND NEED FOR INFORMATION IN PARENTS OF CHILDREN
PREPARED FOR SURGERY UNDER GENERAL ANESTHESIA

Agnieszka Turbiarz, Beata Babiarczyk
University of Bielsko-Biala, Faculty of Health Sciences, Poland

Abstract

Aim: The aim of the study was to determine the level of anxiety and the need
for information among parents of children waiting for surgery under general anesthesia.
Method: The survey was conducted among parents of children prepared for elective small and
medium surgical procedures under general anesthesia in selected stationary and short-term
treatment units. The study used standardized tools STAI (X-1), VAS, APAIS. In addition,
the researcher's own questionnaire survey was used.

Reasults: The study showed that the average value of the anxiety intensity levels as measured
using STAI (X-1) was 48.37 points, 6.71 points for APAIS and 6.43 points for VAS.
Based on the analysis of the data it was demonstrated that the parents of the children were
interested in a wide range of issues related to the perioperative period.

Conclusions: Parents' concern about the fate of their operated a child manifests in varying levels
of anxiety before surgery. There is great interest in obtaining information related to this issue.
Monitoring the level of anxiety and the need for information can influence the improvement of
the perioperative process.

Key words: perioperative anxiety, information need, parents, children

Introduction

The perspective of a surgery, either closer or further, is always connected with a stay in hospital.
The need for hospitalization is, in turn, associated with disruption of everyday routine.
Moreover, the invasion into the human system, regardless of the intention, always raises anxiety
and concerns (Zigbicka 2006, p. 42; Javaid, 2007, p. 146; Mitchell, 2007, p.122; Fortier, 2010,
p. 320; Aalouane, 2011, p. 148). The concern about the life and safety
of the child may lead to a specific type of anxiety in parents, different than the one related
to being concerned about oneself. Responsibility for another person and for the decision
to subject a child to surgical treatment may make the anxiety of parents stronger than the anxiety
experienced by people responsible only for their own life (Zuwala, 2001, p. 24; Messeri, 2004,
p. 554; MacLaren, 2008, p. 811; Scrimin, 2009, p. 229). Importantly, parents are often the first
to inform their child - both verbally and non-verbally - about the future surgery. The child asks
questions and carefully observes the behavior of adults. Avoiding response and eye contact as
well as a worried face and voice signal forthcoming changes - they may implicate anxiety and
may increase pain sensations (Thompson, 2009, p. 719; McMurtry, 2010, p. 682; Bearden,
2012, p. 3).

In the era of a dynamic development of medicine, one of the essential tasks
of healthcare personnel is to notice and become aware of the patient’s anxiety connected with
surgery, and to initiate interpersonal relations in a competent way. In organizational terms, the
process of informing is usually associated with stages of the intraoperative period
(Zigbicka 2006, p. 43). Self-awareness, both of the patient and of the healthcare personnel, is
essential in the context of expectations towards treatment and care during preparations to the
surgery and its performance as well as the postoperative care (Kain, 2007, p. 67; Ortiza, 2013,
p. 4). Parents want to know about their child's pain, anesthesia, awakening, the risk
of vomiting, the course of the surgery and any other risks which may be associated with the
surgery (Wisselo, 2004, p. 302; Healy, 2013, p. 182). Children of parents with a multi-
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directional behavioral preparation (supported by a psychologist, anesthesiologist - pedagogue
and provided with information) demonstrated a lower level of anxiety compared to groups with
less knowledge or preparation (Kain, 2007, p. 69). The specificity of the profession
of the physician and the nurse implies, besides providing expert assistance and medical care,
legally conditioned obligation to inform the patient (Act on professions of doctor and dentist,
1996, p.91; Medical Code of Ethics, 2004, p.3; Act on patient’s rights, 2008, p.4). Providing
information is related to identification of parents’ needs and their level of anxiety.
The identification may allow for the use of strategies aiming at supporting and increasing the
sense of safety among the whole family.

Aim
The aim of the work was to determine the level of anxiety and the need for information among
parents of children awaiting surgery under general anesthesia.

Material and methods

Independent research was conducted on the basis of the authorization granted by the local
Bioethics Committee in a hospital and a one-day surgical facility with a pediatric profile.
The necessary criteria included surgery under general anesthesia in the same scope of surgical
procedures and the age requirement - parents of 3-6 years old children had to be of age. The
study involved 93 people divided into two groups: Group A - parents of children undergoing
surgery within a long-term care system (hospital), group B - parents of children undergoing
surgery within a short-term care system (one-day surgical facility).

Anonymous tests were conducted in the period between January 2011 and November 2011 with
the use of the following instruments: State—Trait Anxiety Inventory (STAI),
The Amsterdam Preoperative Anxiety and Information Scale (APAIS), Visual Analogy Scale
(VAS) and a self-designed questionnaire. STAI is often used as a tool in studies related to
medicine (MacLaren, 2008, p. 810; Fortier, 2010, p. 319; Matthias, 2012, p. 4). It enables
assessment of anxiety as State anxiety and Trait anxiety in a group of healthy and ill individuals
aged 15 and older. The inventory includes two subscales: the first (X-1) is used to measure State
anxiety as a temporary and situationally conditioned state of an individual, whereas the second
(X-2, which was not employed in the research) is used to measure Trait anxiety,
a relatively consistent personality feature (Greszta, 2008, p. 159).

APAIS is applied to examine the anxiety sphere and the information sphere. This scale consists
of six items - four of them represent anxiety connected with surgery and anaesthesia (defined
as APAIS-anxiety in the research) and the other two represent the need for information on these
areas, defined as APAIS-information (Moerman, 1996, p. 446).

VAS is a standardized tool used in a number of studies (Fortier, 2010, p. 319; Jawaid, 2007, p.
146). The measurement tool has the form of a scaled ruler with a 0-10 cm
scale. Drawings found on the extreme poles of the scale refer to the level of anxiety:
the smiling face - no anxiety and the grimace face - the most severe anxiety.

The self-designed questionnaire includes 25 open-ended and closed questions.
The questions fall into three categories: general questions, questions concerning demand for
information, its content and form of communication; part 3 contains questions related to the
impact of information on the anxiety level and self-assessment of one’s own knowledge after
surgery.

The obtained data were organized and introduced into the Microsoft Office Excel spreadsheet
and subjected to statistical analysis with the use of the program Statistica Version 10. Basic
statistical parameters were calculated for quantitative variables. Assessment of the correlation
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between qualitative and quantitative characteristics of the measurement scale was made with
the use of Pearson’s chi-square (y2) tests of independence. The results were verified with the
use of a confirmatory method based on the analysis of variance.

Results

The study involved 93 participants: group A was comprised of 45 parents of children operated
in hospital and group B - of 48 parents of children operated in a one-day surgical facility.
Statistically, no major differences were found between the analyzed groups in terms of age.
Despite this fact, it was noted that the largest group (60%) was constituted by people below 35
years of age. There were no major differences between the groups in terms of education and
religion. Statistically, more women (72%) participated in the study than men (28%), which may
be an indication that children are taken care of mostly by mothers.

The level of anxiety, in accordance with the assumptions of the study, was measured in both
groups as a whole as well as separately with the use of three questionnaires (STAI, VAS,
APAIS-anxiety). It was demonstrated that the anxiety level of parents whose children were
operated in hospital was higher than that of parents whose children were operated in one-day
surgical facilities both in VAS (A: 6.9 points vs. B: 4.9 points), and in APAIS-anxiety (A:15
points vs. B: 13.5 points). The study with the use of the STAI X-1 questionnaire gave similar
results (A:48, 9£10,2 points and B: 47.8+10.2 points). The results of anxiety level measurement
for both groups as a whole were as follows: STAI X-1 was 48.37+10.18 (range: 27-71 points),
VAS 6.434£2.24 points (range: 1-10 points), APAIS-anxiety 14.31+3.48 points (range: 6-20
points). Average values of anxiety level measured with STAI-X-1 and VAS were shown on
graph no. 1 and graph no. 2 respectively.

Anxiety level [X-1]

Parents of children undergoing surgery
n=93

Graph 1. Anxiety level (X-1) of parents children undergoing surgery; min-max 27-71
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Axiety level VAS [points]

Parents of children undergoing surgery
n=93

Graph 2. Anxiety level (VAS) of parents children undergoing surgery; min.-max. 1-10 points

The degree to which parents are kept informed may influence the scope and variety of demand
and expectations related to information about the perioperative period. Demand for information
was measured with the use of questionnaires: APAIS (part: APAIS-information) and a self-
designed questionnaire. It was demonstrated that in group A the level of demand was
8.33%+1.91, whereas in group B it reached 7.8142.04 points. (table no. 1).

Table 1. Comparison of average values of the demand for information related to anesthesia
and surgery (APAIS-information)

Group Average value Star_ldqrd Minimum Maximum
[points] deviation
A
n=45 8,33 191 4 10
B 7,81 2,04 2 10
n=48 ! ’
Statistical significance p>0,05

A — Parents of children undergoing surgery within a long-term care system (hospital); B — Parents
of children undergoing surgery within a short-term care system (one-day surgical facility)

The study also enabled us to confirm that the level of being informed about perioperative
procedures in one-day surgical facilities was higher than in hospitals. It was shown that the
level of being informed about procedures associated with the preoperative period (p=0.00002)
and postoperative period (p=0.00001) was important from a statistical point of view, depending
on being part of group A or B.

Results showing relatively high levels of APAIS-information (table no.1) demonstrated the
connection between the self-designed questionnaire and the survey in the scope of high demand
for information about the perioperative period in the whole examined group. Analysis of the
data revealed that most of the respondents received information about the surgery during a
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conversation with the nurse (71.8%) and the physician (77.2%). Additional source of
information for parents of children in one-day surgical facilities were brochures (50%) and
written preoperative information (56.3%). Other sources of information quoted by the
respondents were family and friends.

Regardless of the place of treatment, respondents expected to be provided with information by
the physician and the nurse, to be granted professional care (86%) and to be explained the
perioperative procedures (44.2%) or anesthetic choice (44.6%). Nurses were also expected to
provide: compassionate care (64.1%), understanding (46.6%) and clarification of doubts
(47.1%). Other expectations included: time for the patient as well as a good word and a smile.
Both groups found it important to be provided with information on how to prepare for the
procedure (52%), the duration of the surgery (58%) and the postoperative diet (69%). Another
important aspect mentioned by the respondents was the anxiety related to the perioperative
pain. A higher percentage of respondents from both groups expected information on how the
pain would be reduced (55%) rather than on whether any pain would occur (36%). The least
information was expected on exercises to be undertaken before an operation - 24% of all
participants of the study. Some respondents were also interested in receiving information about
estimated duration of the surgery (53%) and stay in the operating room (51%) as well as the
probability of nausea and vomiting (54%). The aspects related to mobility, eating and drinking
after the surgery were pointed out less frequently. Another area of interest for the respondents
was the possibility to stay with the child in the hospital room after the surgery. A larger
percentage of parents interested in this topic can be found in the subgroup A in comparison to
the subgroup B: 57.78% vs. 35.42%.The analysis of self-evaluation of knowledge about the
surgery and preparation to the surgery, which was conducted after the surgery among
respondents belonging to groups A and B, demonstrated that a large proportion of respondents
identified their level of knowledge as good (62.5%). 33% of the respondents described the
level of their knowledge on the issue as very good. 14.5% of the respondents evaluated it as
insufficient.

The research also included the analysis of multiple regression to indicate which independent
variables (among others, APAIS-information, information on medical activities performed by
a physician and a nurse before and after the surgery) significantly affected the level of state
anxiety (STAI X-1). The coefficient of determination attained a low value in both of the
subgroups, and the model was insignificant.

Discussion

According to numerous reports, surgery and anesthesia may constitute a situation
of uncertainty, anxiety and concerns for the patient (Zigbicka 2006, p. 43; Javaid, 2007,
p. 146; Mitchell, 2007, p. 122; Fortier, 2010, p. 320; Aalouane, 2011, p. 148).
The combination of concern and lack of sufficient knowledge is one of the factors evoking an
anxiety reaction in parents. R. Zuwala R. and K.R. Barber stressed that the anxiety of the parent
or guardian increases vulnerability to fear in the child who is to undergo surgery (Zuwala, 2001,
p. 24). The level of parental anxiety measured by means of STAI X-1 was medium level and
its raw scores (A: 48.9£10.2 points and B: 47.8+10.2 points) were higher than in the study
conducted by M. Fortier et al. (43.81 + 11.02 points) (Fortier, 2010, p. 320). The analyses by
means of VAS and APAIS also demonstrated an elevated level of anxiety. The above presented
statements and analysis results suggest that the experience of being a parent may significantly
affect the perception of the child’s perioperative period and may constitute a factor predisposing
to an increased level of anxiety.

Demand for information is closely related to the expectations of patients and their families
toward professional healthcare personnel, namely the physician and the nurse.
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The willingness to expand knowledge on anaesthesia and surgery (APAIS-information)
remained on a high level among the two groups: 7.81-8.33 on average, table no. 1. The result
was convergent with the data obtained during the analysis carried out by A. Matthias
and D.N Samaraskera: 7.49 + 3.1 points (Matthias, 2012, p. 4).

A significant proportion of respondents participating in the self-conducted research pointed to
the need for professional care provided by both the physician and the nurse (86%) and the
expectation of them to explain issues related to the perioperative period. It can be stated that
the importance and authority of the physician and the nurse as the main representatives in the
process of treatment and care were confirmed.

On the basis of the self-designed questionnaire the respondents indicated a range of information
they would like to receive in the period before and after the surgery conducted under general
anesthesia. The respondents pointed to such information as the type of anesthesia, the
possibility of pain experienced by the child, nutrition and treatment after the surgery. The
responses converge with the observations presented by B.K. Gordon et al. and authors of other
studies (Wisselo, 2004, p. 302; Gordon, 2011, p. 730; Tait, 2011, p. 921).

Possessing and acquiring information by patients in the process of preparation and the course
of perioperative period in accordance with the rule of optimal and individual dispensing of
knowledge seem to be some of the factors which may influence the decrease of the level of
anxiety connected with a planned surgery under general anesthesia (Ziebicka, 2006, p. 113;
Romanik, 2009, p. 5).

The majority of respondents rated their knowledge on the perioperative period as good (62%)
and very good (33%). The result may point to a connection between possessing information
and an average level of anxiety presented in this study. Y.Y. Lou’s study revealed the lack of
influence on anxiety level diversification among groups in relation to the conveyed information
(Luo, 2013, p. 823).

The self-conducted research, on the basis of the analysis of multiple regression, demonstrated
that the conveyed information affected the intensity of anxiety in 17%, whereas the remaining
percentage, 83%, was associated with other factors non-identified in the research. Limitations
which could have resulted in no apparent statistical effect might be connected with the need to
conduct the research among a larger group of individuals and to search for factors (or perhaps,
identification of concerns) which could affect the anxiety level but were not the subject of this
research.

Conclusions

Parents’ concern about their child undergoing a surgery is manifested in varying intensity of
anxiety related to the operation. A high interest in acquiring information on the surgery under
general anesthesia is observed among parents of children awaiting such
an operation. The complexity of the phenomenon of anxiety as such and the need for
information as well as its impact on the anxiety level point to the need to analyse the subject. It
seems necessary and important to devote time and attention not only to clarifying the content
of formal sources of information but also to working on the development of skills related to
monitoring the anxiety level and the need for information. Both of these factors may have a
significant impact on improvement of the nursing and treatment process.
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Abstract

Introduction: High school and college students, during their professional nursing education,
obtain many nursing orientation on different hospital wards (units). As a part of their nursing
practice they perform a various exercises in nursing care weather on hospital wards or in
outpatient sites. Guided by their teachers and mentors nursing students meet registered nurses
who already work on those places and start their professional interpersonal communication.
Formal nursing student training on daily basis is conducted by teachers and mentors whose
personal background is nursing education in health system. There are other health care workers
on hospital units that nursing student meet during their nursing practice. Since communication
in nursing practice is extremely important, it has encouraged us to explore how students feel
about it.

Aim: The aim of this study is to determine the satisfaction in communication between nursing
students and nurses in work force.

Methods: The methods used in this study helped us in exploring the measurements and analysis
in order to get accurate results in quality of professional communication between nurse and
nursing students.

Results: Furthermore, the “Discussion” part shows that nurse’s attitudes on the hospital units
affects the behaviors of nursing student’s organizational skills, quality of provided nursing care
and level of professional communication.

Conclusion: We are aware that interpersonal communication is essential in nursing care because
it creates interpersonal relationships between nurses, patients and interdisciplinary team. As
such it creates a large impact on performing nursing duties and nursing student’s motivation
for learning.

Key words: students, nurses, communication

Introduction
Communication in nursing - professional communication

Communication Science is a science that deals with communication. A small part of it is
professional communication in nursing which is a subject prescribed by Vocational curriculum
of General nursing. Not only it is a mandatory course to students of third grade but is also one
of the major subjects to the students of the first year of Undergraduate professional study of
nursing.

Effective communication is just one of the many skills that nursing students must master to be
effective in nursing field. A nurse’s role goes far beyond that of medical care. In addition,
today’s nurses should be equipped with a working knowledge of medical management,
communication skills, ethical / legal issues, end-of-life care, and team collaboration among
others (e.g., Ferrell, Dahlin, Campbell, Paice, Malloy, & Virani, 2007).Wittenberg-Lyles,
Goldsmith, Sanchez-Reilly, and Ragan (2010) contend that nurses need to have specialized
training protocols focused on developing effective communication skills.

Code of Ethics in nursing care emphasizes the importance of good communication.

Quality communication of health professionals is of great importance not only to patient's
recovery but also in teamwork education of younger colleagues (nurses).
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The most important nursing skill is a professional communication with patients, colleagues and
students. The characteristics of the professional communication are: kindness, patience,
compassion, tolerance, honesty, emotional stability, democracy and determination.

Communication is a dynamic exchange of information.

Knowing that entirely nurse should be aware of what she speaks and does (performs) unify a
comprehensive approach in communication which leads to understandable and proper
interpretation. A successful nurse is a nurse who besides medical skills also effectively conveys
information to students and that is possible only if nurse has a proper knowledge in
communication and necessary self confidence.

Studies of nursing students’ perceptions of the clinical environment concluded that there is
a need for nurses to welcome the nursing students into the profession (Atack, Comacu, Kenny,
LaBelle, & Miller, 2000; Lofmark & Wikblad, 2001).

Aim

The aim of this study is to determine student's satisfaction in communication with nurses on
hospital units during student's nursing orientations and to encourage students in identifying
positive aspects of professional communication which needs constant maintenance and
improvement.

Methods

Sample: The students in fourth and fifth grade in General nursing studies in Medical School
(high school) in Rijeka, 99 students. Students first, second and third year of Undergraduate
professional studies of nursing faculty of health studies, University of Rijeka, 76 students.
Survey was given to 175 people.

Instrument: Individual survey and anonymous survey.

In the analysis of the survey results were obtained by quantitative statistical methods and
distribution of frequency responses to individual questions. The results showed were in
numerical order. They also show a percentage of answers of offered ten questions to each
respondent.

Measuring instruments are the questions asked in the form of statements that the respondents
give quantitative (1-7) and qualitative (8-10) responses. In quantitative issues grading 1-5
respondents expressed their agreement or disagreement with the statement (5 exactly, 4-
generally true, 3- hesitant, 2- mostly incorrect, inaccurate 1), and qualitative issues in their own
words expressed proposals to improve the communication of nurses and nursing students.

Numeric values results are processed manually. The numeric data is showed in a graphical form
as well. To convert numerical data in the graphic form, the data from the survey is uploaded in
the program Microsoft Office Excel, 2007.

Results

Reporting experiments are given in three ways:

[1] For the first 6 statements [1-6 questions] respondents had five offered answers
[5- true, 4- generally true, 3- hesitant, 2- mostly incorrect, 1-inaccurate];
In the question #7 respondents gave numerical rating [excellent (5), very good (4), good
3); sufficient (2); not sufficient (1). The last three issues [8-10 issue] respondents
answered qualitatively.
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[2] The answer to each question / statement is presented in a graphical form.
[3] Each graphical form of results is analyzed.

1. Question #1. During my nursing practice on hospital units, I feel well accepted by
nursing staff

#1. During my nursing practice on
hospital units, | feel well accepted
by nursing staff

Disagree T
Mostly disagree | —
Undecided
Mostly agree

Agree

The percentage nursing students well accepted on hospital units all together is 7%. Mainly
accepted is 32%; Undecided is 37% and not accepted is 24% of students.

Question #2. Nurses gladly accept my help
With the statement "nurses on hospital units gladly accept my help," agree and mostly agree
55% of students, 27% were undecided, while 18% disagree or mostly disagree.

Question #3. While performing a task in nursing care for the first time, nurses are
helpful

#3. While performing a task in
nursing care for the first time,
nurses are helpful

0 10 20 30 40

Agree ™

Mostly agree 16

Undecided (o
Mostly disagree G §:d
Disagree ™
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Only 33% of students agree that nurses are generally helpful when students perform a nursing
task on the hospital unit for the first time; 31% of students do not agree with the statement and
36% of students are undecided.

Question #4. During my nursing practice, I have learned a lot from other nurses

More than a quarter of students (26%) disagree with the statement that they learned a lot from
other nurses during their nursing training while 36% agree with the statement.

The highest percent (38%) are undecided students.

Question #5. | love nursing profession more than ever because of nursing staff on
hospital wards

Only 3% survey participants claims that they love nursing profession even more due to nurses
on the hospital wards, 14% are generally agrees with this statement, 31% of students are neither
agree nor disagree while 52% of respondents disagreed or mostly disagreed with the statement.

Question #6. | am pleased to be working in some hospital wards because of nursing staff
In 28% of respondents answer positively to this claim while 28% are undecided.

Even 44% of students are not happy or not looking forward to work on some hospital wards
because of nursing staff.

Question #7. Numerical score of nurse — student nurse communication

#7. Numerical score of nurse —
student nurse communication

0 10 20 10 40 50 60
Excellent (5) ‘g'
Very good (4)
Good (3)
Satisfactory (2)

Unsatisfactory (1)

Only 24% of students evaluated nurse — student nurse communication with grades ,,excellent*
and ,,very good,” whereas 42% of students evaluated with ,,good.*
Satisfactory or unsatisfactory was in 34%. The average score was rated Good (3).

Question #8. If there is anything you would change in nurse — student nurse

communication, it would be...

1. Understanding, patience, politeness

2. Nurses willingness to clarify nursing procedures and not treating students as
acknowledgeable and incompetent

3. Nurses perception of students as equal future colleagues

4. Friendly, relaxing nursing approach without negative comments "This is not in my job
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description™ and "I'm not paid for it."
5. Less complain about nursing job, quit self-pitying and allow us to help them

Question #9. Personal views of nurse —student nurse relationship
1. The experiences are equally positive as well as negative.
2. A majority of nurses hold themselves "high” and do not accept us as their colleagues
3. On the "difficult" hospital units students get appreciation and respect as
colleagues, while on some "easier" wards this is not the case
4. Depends on the day's work load
5. Mostly bad due to work overload and shortness of nurses in health care

Question #10. What is a proper definition of communication in nurse — student nurse
relationships
1. Nursing friendliness and willingness to share their knowledge
2. Nursing warmly acceptance of nursing students and wish to educate them
3. Some nurses are exceptionally nice to students and helpful with certain nursing
skills / techniques
4. Nursing accessibility, politeness and wish for guidance of nursing students
5. Nurses personal mood swings is the key to valuable advices during the shifts

Discussion

The survey which included 99 students in the 4th and 5th grade of high school Medical School
in Rijeka, General Nursing department and 76 Undergraduate students of Nursing Faculty of
Health Studies, University of Rijeka gave interesting and worrying results.

The results were interesting in terms of the diversity of experiences in nurse — student nurse
communication and concerning in terms of showing relatively high dissatisfaction in nursing
professional communication.

In a study conducted by Lofmark and Wikblad (2001), facilitating and obstructing factors for
learning in clinical practice were identified by students. Facilitating factors included being
allowed to take responsibility, being allowed to work independently, having opportunities to
practice tasks and receive feedback, collaborating with staff and supervising others, gaining an
overview of the setting, and gaining a sense of the control. The behaviors were identified as the
lack of a student-supervisor relationship, organizational shortcoming in supervision, and
experience of students’ own shortcomings. The negative supervisor’s behaviors were described
as taking over, making condescending comments, being irritated or not interested and not giving
feedback or opportunities to reflect on either situation or student’s nursing skill performance.

Other supervisor’s behaviors had negatively impacted student learning by not knowing the
educational objectives as much as student’s abilities to perform certain nursing duties;

by staff’s uneasiness from lack of guidelines for nursing care; by increased stress on the hospital
wards due to a lack of time and by not allowing students to participate in patient’s nursing care
or activities.

General acceptance and good acceptance on hospital wards feel 39% of nursing students and
poor and mostly poor acceptance feel 24% of nursing students.

Personal feelings of other 37% students varies from different hospital wards and they described
it the answer #9: "A personal views of nurses — nursing students relationship®.

According to 55% survey participants hospital wards' acceptance was achieved while 27% are
undecided in response which could be best explained in the answer #9, accepted /desired when
providing nursing care in hygiene and medical material supply.*
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Only 33% of students agreed that the nurses are generally happy to explain task in nursing care
process when doing it for the first time, 31% did not agree or tend to agree while 36% are
undecided who claim that nurses sometimes would explain, sometimes would not.

In the statement #8 that says "If there is something that nursing students could change in the
nurse —student nurse communication it would be ..." a patience, relaxing approach, easier
accessibility to staff members and proper communication” as important facts that would
certainly improve results obtained by this statement.

A large percentage of undecided voters were in the question #10: "What is good in the
communication in nurse — student nurse relationship?”

There is no simple answer to that question. It depends on personal characters of each nurse and
varies between hospital’s wards due to hardships of nursing duties.

While 41% of survey participants agree or mostly agree on nurse helpfulness on hospital units,
a quarter (26%) of them does not agree or tend to agree.

A percentage (38%) is undecided and that leads to a total of 62% of participants who stated that
they acquired some knowledge but not as much as they expected.

Knowing how important role models are for young people, it seems quite devastating that only
3% of nursing students loves nursing profession due to nursing staff on hospital wards and only
14% of participants generally agree with this statement.

While 52% of students disagreed or mostly disagreed with this statement, some of the
comments explain the results to the Question #8: ,,What would student nurses change in
communication with practicing nurses in hospitals?“ The answers are clear and straight
forward: to stop complaining, to stop self- pity and to stop degradation of nursing profession
because if they don't like it, there is someone who wholeheartedly loves this profession.

“We love being nurses!”

Further on, 44% of survey participants stated that are not looking forward to work with
particular nursing staff, while 28% of students gave completely opposite answer.

The rationale for these completely opposite answers are explained in questions #9 and question
#10: ,,...experiences are both positive and negative and some nurses accept student nurses are
warmly and they are willing to educate them.*

Even though, the numerical rating of nurse — student nurse communication varies from excellent
(5) to poor (1), the average score is Good (3). So, as professionals we know that communication
could be successful or unsuccessful. Therefore, this assessment has shown us that professional
communication is not on the proper level and it needs a lot of improvement.

Analyzing answers to the several questions:“ what to change in nurse —Student nurse
communication, student's opinions on interpersonal relationships on hospital wards and positive
things about nurse- student nurse communication,” the answers are self explanatory through the
survey.

A qualitative study was conducted by Atack et al. (2000) to gain an understanding of the lived
experience of staff and students within a clinical practice model. The most important factor
recognized by students in the student-staff relationship was open communication founded on
mutual courtesy and respect.

Although most of the students in this study stated that the biggest problem in nurse — student
nurse communication is the lack of understanding, patience, kindness, competence,
accessibility and improper communication it self, some of the students went further and
expressed their opinions in more details. Their complaints are directed to nurses who have
negative attitude towards nursing profession and don't treat nursing students as an equal future
coworkers.
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While analyzing this survey, one could think that obtained results portray three different groups
of survey participants. Those who are satisfied, whose who are not satisfied with professional
communication and those who are ambivalent about nurse — student nurse interpersonal
relationships. Even though, it appears that way it is not the case because the student opinions
varies in relation to different hospital wards.

Different nursing approaches, nurses’ accessibility and their attitudes evidently show that
communication between student nurses and working nurses could have a quality.

In describing the experience of the nurse — student nurse relationship, students refer to an
individual characteristics and the personality of the nurses on the hospital wards by stating:
»Some of nurses are friendly and helpful; others are arrogant and have no understanding.”

This statement supports the theory of communication skills based on personality traits.

On the other hand, when explaining the examples of good communication in nursing practice
(on ,,difficult* hospital units like ICU, Surgery room, ER (emergency department), Intensive
Infant Care Unit in Kantrida Children's Hospital, Dialysis Unit), students are treated with
appreciation and respect as the future colleagues. That also tells us that the communication is a
reflection of personal views and in these cases we could call it “hospital's attitude” and “wards’
/ units' attitude*.

Although some of the students rationalized poor communication skills due to the workloads or
nurses “having bad day”, most of the students evaluated communication as bad especially in
cases when nursing students get more information from doctors than from working nurses on
the hospital ward's.

In response to the question "What is the good thing in nurse— student nurse communication?“
it is obvious that survey participants recognize some hospital words and their nursing staff as
specific individuals who spread positive vibration and are open for learning at any time.

With these attitudes nursing communication could certainly get an improvement?

Conclusion

In order to have a successful communication, information recipient needs to receive the
information / message in the form sent by a sender.

Even though, it appears very simple, that goal is not easy to achieve because communication
skills depend on verbal and non- verbal communication that easily could be misinterpreted.

When misinterpretation happens, the original information is perceived in a wrong way and
further on creates misunderstanding and conflicts. Needless to say it becomes a barrier to a
healthy communication. Having that in mind, each individual should develop own interpersonal
and intrapersonal communication skills through personal education and work integration.

During five years of nursing school, nursing students practice nursing skills on every day basis
on the hospital wards. They are highly motivated in acquiring new knowledge that builds on
their present foundation of nursing skills.

The great importance in nursing professional development is in working with experienced
nurses to whom students are looking up to as their role models. Generally speaking, nurses’
attitudes whether intentionally or unintentionally done could have a great impact on a student
nurse’s professional and productive communication.

In the study given by Lofmark and Wikblad (2001) student nurses described identical attitudes
of nurses toward student nurses and identified them as barriers to learning and potential
professional growth. As previously stated the goal of this study was to show the importance of
professional communication between practicing nurses and nursing student on hospital units.
Reflecting back, this study has shown through several examples that professional
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communication among nursing staff on hospital units and nursing students need a lot of
improvement. In other words, there is an insufficiency of professional communication that
unfortunately it could result in improper patient’s care.

However, nursing students like any other students in different vocational fields choose nursing
profession on their own. Their interest and desire is an enhancement of nursing knowledge in
order to be competent in nursing care giving. Through out nursing education students
implement own professional growth with good communication skills that sums up in wholeness
of their nursing process.

Despite the problems in nursing communication we are witnessing every day that patient’s care
is given to optimal level.

At last, according to an old proverb "it takes a village to raise the child®, it is necessary to
continually work on communication in nursing profession. Only that way nursing profession
would improve itself. As a result of that, in future we would have complete individuals who
take pride and joy in nursing by being part of multidisciplinary team that provide nursing care
to people in need. After all, that is the most rewarding part in nursing profession.

Bibliography

ATACK, L., COMACU, R. K., KENNY, R., LABELLE, N., & MILLER, D. Student and staff
relationships in a clinical practice model: Impact on learning. Journal of Nursing Education,
2000;39(9): 387-392.

BRLAS, S. Communication psihology, Naklada Slap, Jastrebarsko, 2014.

BUDAK, MORO LJ, PAVLEKOVIC G, VRCIC M. Basics communication skills, Manual MF
University of Zagreb, Zagreb, 1992.

FERRELL, B.R., DAHLIN, C., CAMPBELL, M. L., PAICE, J. A.,, MALLOY, P., & VIRANI,
R. End-of-life nursing education consortium (ELNEC) training program improving palliative
care in critical care. Critical Care Nursing. 2007;30:206-212.

S. KALAUZ: Nursing Ethics, Medicinska naklada, Zagreb, 2012.

LOFMARK, A., WIKBLAD, K. Issues and innovations in nursing education: Facilitating
and obstructing factors for development of learning in clinical practice: A student
perspective. Journal of Advanced Nursing. 2001;3(1):43-50.

WITTENBERG-LYLES, E., GOLDSMITH, J.,, SANCHEZ-REILLY, S., RAGAN, S. L.
Communicating a terminal prognosis in a palliative care setting: Deficiencies in current
communication training protocols. Social Science and Medicine. 2008;66:2356-2365.

Contact’s authors address:
Sasa Uljanci¢, MSc.

Faculty of Health Studies,
University of Rijeka
Viktora Cara Emina 5
51000 Rijeka, Croatia
sasa.medri@gmail.com

240
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Abstrakt

Cil: Studie seznamuje s problematikou on-line hodnocenim specifické oblasti kvality zivota, u
které elektronickd forma dotazniku zatim pouzita nebyla, a sice kvalitou zivota zen
v t€hotenstvi. Cilem bylo v pilotnim Setieni ovéfit elektronickou verzi specifického dotazniku
QOL-GRAYV, dale zjistit vliv vybranych demografickych proménnych na kvalitu Zivota
t¢hotnych Zen v elektronické verzi a identifikovat mozné problémy souvisejici s verzi on-line.
Metody: Jako metodu jsme pouzili na§ specificky dotaznik hodnotici kvalitu zivota
Vv té¢hotenstvi QOL-GRAYV obsahujici 9 polozek. Studie se ziicastnilo 51 fyziologicky t¢hotnych
zen.

Vysledky: Elektronicka verze dotazniku QOL-GRAYV ma vysokou reliabilitu, koeficient vnitini
konzistence Cronbachovo alfa je 0,81. Byly spocitany korelace jednotlivych polozek dotazniku
QOL-GRAYV, interkorelaéni vztahy se pohybuji s hodnotou Pearsonova korelaéniho
koeficientu od 0,53 - 0,076. Dale byl zkouman vliv demografickych proménnych. Statisticky
vyznamny vztah byl zjistén v souvislosti s délkou t€hotenstvi, zaméstnanim, rodinnym stavem.
Zavery: Elektronickd verze specifického dotazniku QOL-GRAV splituje piedpoklady pro
individudlni piistup v péci o t€hotnou zenu, shromazd’'ovanéd data mohou slouzit jako podklad
pro vyzkumné Ucely. Dotaznik je schopen rychle a jednoduse odhalit problémy, které mohou
ovlivnit pribéh teéhotenstvi a miize pomoci odhalit nejen somatické potize, ale i problémy
Vv psychosocialni oblasti.

Kli¢ova slova: kvalita Zivota, t€hotenstvi, t¢hotenska Skala kvality Zivota, dotaznik QOL-
GRAV

Abstract

Aim: This study presents the problems of online assessment of the specific quality of life for
which the electronic form of questionnaire has not been used so far, namely the quality of life
of women during pregnancy. The aim was a pilot investigation to verify the electronic version
of the specific questionnaire QOL-GRAYV, furthermore to determine in the electronic version
the effect of selected demographic variables on the quality of life of pregnant women and to
identify possible problems associated with the version online.

Methods: As a method for assessment the quality of life in pregnancy we used our specific
questionnaire QOL-GRAV containing 9 items. In the study, 51 women with physiological
pregnancy were involved.

Results: The electronic version of the QOL-GRAYV questionnaire has high reliability, internal
consistency coefficient Cronbach's alpha is 0.81. Correlations of individual items of the QOL-
GRAV questionnaire were calculated, intercorrelation relations vary with the values of the
Pearson correlation coefficient from 0.53 to 0.076. The influence of demographic variables was
investigated as well. A statistically significant relationship was found in relation to gestational
age, occupation, and marital status.

Conclusions: The electronic version of the specific QOL- GRAV questionnaire meets demands
for individual approach to care for the pregnant woman, and the collected data can serve as a
basis for research purposes. The questionnaire allows fast and easy detecting problems that can
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affect the course of pregnancy, and may help reveal not only somatic problems, but problems
in the psychosocial field as well.

Key words: quality of life, pregnancy, scale of quality of life during pregnancy, QOL-GRAV
questionnaire

Uvod

Téhotenstvi predstavuje pro vétSinu zen jedno z nejvyznamnéjSich obdobi v jejim zivoté, které
meéni a ovliviluje jeji dosavadni zivotni styl, osobni i profesni zivot. Zmény, které t€hotenstvi
nastartuje, pokracuji matefstvim, rodicovstvim, predstavuji dynamicky proces kolob&hu zivota.
Je zfejmé, Ze t€hotenstvi ma vyrazny dopad na kvalitu zivota, podnécuje fadu zmén, a v mnoha
ptipadech je i jejich aktivatorem.

Zvlaste se jednd o fyziologické zmény, které nastdvaji v pribéhu téhotenstvi, ovliviiuji
biochemické pochody a anatomii organd a systému zenského téla a mohou tak ztizit ptedchozi
onemocnéni nebo jejich symptomy a negativné ovlivnit kvalitu zivota t€hotné Zeny. Slozitost
zmén zpusobena t€hotenstvim neni zastoupena jen somatickymi proménami, ale na kvalité
zivota v prenatalnim a postnatdlnim obdobi zeny se spolupodili i psychické a socidlni
proménné. (Calou et al, 2014, s. 2376).

V odborné literatute se hovofi napt. o nauzei a zvraceni, které maji vyrazné€ negativni dopad na
kvalitu zivota t¢hotnych Zen, o chronickych onemocnénich, jakymi jsou Casto diabetes mellitus,
gestacni diabetes (Dalfra a kol., 2012).

I zdravé a fyziologicky téhotné Zeny prozivaji zmény, které mohou modifikovat jejich
schopnost plnit své obvyklé role a tak ovlivnit celkovou kvalitu zivota. T¢hotenstvi je obdobim
fyzického a emocniho stresu, ktery ma vyznamny vliv na subjektivni pohodu té¢hotné Zeny
(Ramirez-Vélez, R., 2011, 477).

U hodnoceni kvality Zivota v téhotenstvi stale pfevazuje pouziti generickych dotazniki, jak
doklada integracni studie autorti Calou a kol.(2014), ve které bylo prokdzano, Ze od roku 2006
do roku 2013 byly nejpouzivanéjsimi nastroji WHOQOL-BREF a SF-12. Podobné vysledky
byly zachyceny v piehledové studii Mogos a kol. (2013), ve které bylo konstatovano, Ze chybi
hodnotici Skaly vytvorené specidlné pro pouziti v obdobi péce o matku a také standardizovany
piistup k rozvoji Skal HRQoL. Nejcastéji identifikované specifické nastroje (MGI, MAPP-QoL,
NVPQoL) v piehledové studii Mogos a kol. (2013) byly pouzivané v kombinaci s generickymi
dotazniky (napt. SF-36, SF-12, WHOQOL-BREF, EPDS, EQ5D) (Vachkové E., Mares J.,
Jezek S., 2014, s. 71).

Kvalitu Zivota je mozné hodnotit pomoci individualizovanych metod, které predstavuji osobity
pohled na kvalitu Zivota. T€hotné Zeny si tak samy mohou definovat vlastni koncept kvality
Zivota pomoci spokojenosti a diilezitosti vyznaénych Zivotnich cilti (Vachkova, E., Cermakova,
E., Mares, J., 2013, s. 599). Ptikladem téchto metod je metoda SEIQL, u niz autorem Ceské
verze je Kiivohlavy (2001), dalsi je metoda MGI, u které je ceskd verze ve stadiu prekladu a
ovefovani, autorem origindlni verze je Symon (2003). Tyto metody ale nejsou pfili§ vhodné pro
rutinni pouziti, i nam se potvrdilo, Ze jsou pro respondentky naro¢né, vyzaduji ur¢ité mentalni
a verbalni schopnosti.

My jsme (na zaklad€ studie pomoci metody ohniskovych skupin), ktera byla publikovana v roce
2012, vytvotili specificky dotaznik QOL-GRAYV, ktery jsme ovéfili na souboru 225 t€¢hotnych
zen. Na zéklad¢ faktorové analyzy jsme vytvofili unidimenziondlni téhotenskou $kalu, ktera
obsahuje 9 polozek se stabilnim vysokém nabojem v jediném faktoru.

Pfestoze je mozné pouzivat k hodnoceni kvality zivota zdravé zeny s fyziologickym
tehotenstvim 1 generické dotazniky (napt. WHOQOL-BREF), nas novy specificky dotaznik
QOL-GRAYV umozni efektivnéji a citlivéji zachytit miru specifickych prozitka v t¢hotenstvi.
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Vzhledem k jeho snadnému a rychlému vyplnéni jsme jej upravili do elektronické podoby a
nabidli ho k vyuziti v ramci prenatalni péce.

Cil

Cilem studie bylo: 1. ovéfit elektronickou verzi dotazniku QOL-GRAV, 2. zjistit vliv
vybranych demografickych proménnych na kvalitu zivota t€¢hotnych Zen v elektronické verzi,
3. identifikovat mozné problémy souvisejici s verzi on-line.

Soubor a metodika

Pro ucast ve vyzkumu jsme si stanovili kritéria: zeny s fyziologickym téhotenstvim, nutnou
podminkou bylo i on-line objednavani se do prenatalni poradny. Studie se zucastnilo 51
fyziologicky téhotnych Zen. Primérny vék téhotnych Zen byl 30,1 (SD=6,27). Nejmladsi
téhotné zen¢ bylo 20 let a nejstarsi t¢hotné zené bylo 45 let.

Jako metodu jsme pouzili specificky dotaznik hodnotici kvalitu Zivota v téhotenstvi QOL-
GRAYV obsahujici 9 polozek. Dotaznik ma uspokojivou vnitini reliabilitu s koeficientem
Cronbachovo a u jednotlivych polozek (0,68-0,74), s vysokym korelaénim koeficientem
(r=0,62-0,76) svédc¢icim pro dlouhodobou stabilitu te¢hotenské S$kaly kvality zivota. Jeho
kriteridlni validita byla prokdzédna na zakladé¢ vypocti korelaci se standardizovanym
generickym dotaznikem WHOQOL-GRAV, korelace se pohybovaly od 0,44 - 0,69
v soubéznych méfenich. Tato hodnota Pearsonova korelaéniho koeficientu znamena stfedni
zavislost a vypovida o tom, ze novy a podstatné krat$i dotaznik zjist'uje obdobné aspekty kvality
zivota (Vachkova E., Mares J., Jezek S., 2014, s. 75-76).

Tehotné zeny (po pfihlaseni se na webové stranky gynekologické ordinace MUDr. Ilony
Zimmerov¢é) a nasledné na odkaz Dotaznik pro téhotné vyplnily nejprve povinné
sociodemografické udaje a nasledné¢ 9 polozek dotazniku QOL-GRAV. Odpovédi se vyznaci
na pétistupiiové Skale tak, ze jednotlivé body Skély vécné odpovidaji Skolnimu zndmkovani.
Cim jsou niz§i hodnoty jednotlivych polozek, tim vyssi je kvalita Zivota t&hotné Zeny, coZ
reflektuje i méné potizi souvisejicich se specifickymi zménami v t€hotenstvi (viz obr. 1)
Statisticka analyza dat byla zpracovana pomoci programu NCSS 10.

Obr. 1 Zdroj: archiv autorky (2015)

Elektronicka verze dotazniku QOL-GRAV

{(® originaini verze: Vachkova, E., Mare3, J., JeZek, 5., 2013)

Daisi otazky se zaméfuji na to, jak jste byla spokojena s nékterymi oblasimi Zivota v poslednich dvou tydnech.

velmi spokojen ani nespokoj velmi
spokojen a spokojen ena nespokoj
a aani ena
nespokoj
ena

7. Jak jste ted spokojena s partnerskym Zivotem? 1 2 3 4 5
8. Jak jste ted spokojena se swym spoleenskym Zivotemn? 1 2 3 4 2 5
9. Jak jste spokajena s tim, jak se Vam dafi pfizplisobit se tomuto 1 2 3 4 ? 5
téhotenstvi?
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Vysledky
Sociodemografické charakteristiky souboru t€hotnych Zen jsou prezentovany v tab. 1.

V nasem vyzkumném souboru nejvice t€hotnych zen, které se zajimaly o svou kvalitu Zivota,
prochazelo obdobim I. trimestru, mélo nejvyssi dosazené vzdélani vysokoskolské, bylo
vdanych a zaméstnanych, své téhotenstvi planovalo a bude poprvé rodit.

Tab. 1 Sociodemografické charakteristiky souboru (n=51)

Trimestr I 1. M. celkem
N 24 16 11 51
Vzdélani Zakladni Stiedni Vyssi VS

N 4 17 5 25 51
Zaméstnani Zaméstnana Nezaméstnana Studujici MD

N 31 4 5 11 51
Rodinny Svobodna Vdana Rozvedena Vdova

stav

N 14 34 2 1 51
Gravidita  Poprvé Podruhé Potieti Vicekrat

N 25 16 8 2 51
Parita Poprvé Podruhé Potreti Vicekrat

N 30 16 3 2 51
Planovani  Planované  Neplanované

téh.

N 41 10 51

V tab. 2 uvadime popisné statistiky polozek elektronické verze dotazniku QOL-GRAV a
celkového primérného skoru. VSechny polozky maji primér, ktery se blizi hranici 1. kvartilu
(variacni rozpéti 2-3). Nejlépe byla hodnocena polozka 7, ktera se dotazovala na spokojenost
S partnerskym vztahem, nejhtife byla hodnocena polozka 5, ktera souvisi s obavami zvladnuti
porodu. Podobné hodnocené byly polozky 6,4,1 souvisejici s omezenim fyzické aktivity,
S télesnymi obtiZzemi a obavami o zdarné¢ donoSeni plodu. V nasem souboru vétSina Zen
vykazovala vybornou az velmi dobrou kvalitu Zivota v t€hotenstvi, u které prevazuji pozitivni
zmény a pocity a vyskytuji se jen mirné obtize, u kterych neni nutn4 konzultace s 1€kafem ¢i s
porodni asistentkou.

Tab. 2 Popisné statistiky polozek dotazniku QOL-GRAV

N Min. Max. M SD 1. kvartil 3. kvartil

QOL-GRAV1 51 1 5 2,53 1,14 2 3
QOL-GRAV2 51 1 5 2,27 1,08 1 3
QOL-GRAV3 51 1 5 2,29 0,96 2 3
QOL-GRAV4 51 1 5 2,57 1,15 2 3
QOL-GRAVS5 51 1 5 2,27 1,16 2 4
QOL-GRAV6 51 1 5 2,59 1,02 2 3
QOL-GRAV7 51 1 5 1,94 0,97 1 2
QOL-GRAVS8 51 1 5 2,33 0,79 2 3
QOL-GRAVY9 51 1 5 2,23 0,93 2 3
QOL- 51 9 45 21,39 5,83 19 24
GRAVcelk.
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Dotaznik ma vysokou reliabilitu, koeficient vnitini konzistence Cronbachovo alfa je 0,81. Byly
spocitany korelace jednotlivych polozek dotazniku QOL-GRAV, interkorelacni vztahy se
pohybuji s hodnotou Pearsonova korelacniho koeficientu od 0,53 - 0,076. Co se tyka vztahu
demografické proménné véku k souboru jako celku, pak z korela¢niho koeficientu -0,028
vyplyva, ze tyto veli¢iny spolu nesouvisi.

Proto bylo dale pracovano jiz jen s parametrem celkem, ktery byl rozdélen dle jednotlivych
demografickych proménnych. U dostate¢né Cetnych skupin se testovala hypotéza shody mezi
skupinami vic¢i alternativé neshody, Ze alesponi dvé skupiny se od sebe statisticky vyznamné
lisily. Pro dvé skupiny byl pouzit dvouvyb&rovy t-test, ptipadné neparametrické Mann-Whitney
test, Kolmogorov-Smirnov; pro tfi a vice skupin byla pouzita neparametrickda Kruskal-
Wallisova analyzy rozptylu s post hoc Dunnovym testem s Bonferroniho modifikaci.

Vliv délky t€hotenstvi na kvalitu Zivota: Statisticky vyznamny rozdil na celkovou kvalitu zivota
byl zjistén mezi I. trimestrem a III. trimestrem (p=0,0299). Nejvyssi kvalita zivota byla

v

Vliv vzdélani na kvalitu Zivota: V naSem vyzkumném souboru se nepotvrdil vliv vzdélani na
kvalitu Zivota.

Vliv zaméstnani na kvalitu zivota: Na zaklad¢ testovani neparametrickymi testy Kruskal-
Wallisovy analyzy rozptylu byl zjiStén statisticky vyznamny vliv zaméstnani s tim, ze
téhotné Zeny nezaméstnané a studujici (p=0,0382).

Vliv rodinného stavu na kvalitu Zivota: Byly porovndny pouze t¢hotné zeny vdané a t€hotné
zeny svobodné. Pomoci dvouvybérového t-testu bylo potvrzeno, ze vdané zeny maji vyssi
kvalitu Zivota nez Zeny svobodné (p=0,0326).

Vliv poctu tehotenstvi na kvalitu Zivota: V nasem vyzkumném souboru nebyl nalezen
statisticky vyznamny rozdil mezi poprvé téhotnymi a rodicimi zenami a t¢hotnymi a rodicimi
zenami podruhé, potfeti a vicekrat.

Vliv planovani téhotenstvi na kvalitu Zivota: Stejné€ jako u gravidity a parity nebyl zachycen
statisticky vyznamny rozdil mezi Zenami, které t¢hotenstvi planovaly a témi, které t€hotenstvi
neplanovaly.

Diskuze

Elektronicka verze dotazniku QOL-GRAYV prokazala velmi dobré psychometrické vlastnosti.
Pro respondentky ma dotaznik né€kolik vyhod. Je snadno dostupny, t€¢hotna Zena se rozhoduje
pro jeho vyplnéni na zakladé dobrovolnosti, a pokud chce, zistava anonymni jak pro svého
1ékare, tak 1 pro vyzkumnika. T€hotna Zena po vyplnéni dotazniku ziskd okamzitou zpétnou
vazbu, je seznamena s vyslednym hodnocenim a jeho interpretaci. Podle dosazeného celkového
skore, které predstavuje konkrétni uroven kvality zivota v t€hotenstvi, je téhotné zen¢, pokud
neni kvalita zivota asponi velmi dobra, doporuceno obratit se na svého lékate, nebo porodni
asistentku.

Vysledky nasi studie prokézaly, Ze vétSina t€hotnych zen ma velmi dobrou kvalitu Zivota.
Podobné vysledky vykazala i studie autorek Balikova, Buzgova (2014), které v pilotnim
vyzkumu zjistovaly kvalitu zivota t€hotnych s nauzeou a zvracenim. VétSina t€hotnych zen
jejich vyzkumu udévala nadprimérnou az primérnou kvalitu zivota. Polozka, kterd se
dotazovala na to, do jaké miry maji t€hotné Zeny pocit, Ze jim télesné zmény souvisejici s timto
t€hotenstvim, mezi néZ patii 1 nauzea a zvraceni, neumozni dé¢lat to, co potiebuji, byla
hodnocena primérnym skoérem 2,529, coz odpovida slovnimu hodnoceni trochu.

Opét bylo prokdzano, ze se kvalita zivota v pribéhu t€hotenstvi méni. Podobné¢, jako v naSem

v
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ve III. trimestru a signifikantni rozdily byly zachyceny mezi 1. a III. trimestrem a na hranici
statistické vyznamnosti mezi II. a III. trimestrem. V nasem zkoumaném souboru byla nejvyssi
kvalita zivota v 1. trimestru, zatim co ve studii Vachkova, Mares, Jezek z roku 2014 t€hotné
zeny hodnotily nejlépe kvalitu zivota ve II. trimetru, ale rozdil mezi 1. a II. trimestrem nebyl
signifikantni.

Bylo rovnéz prokazano, ze je kvalita zivota v t€hotenstvi ovlivnéna né€kterymi demografickymi
proménnymi. Zjistili jsme v pfipad¢ pouziti generického dotazniku WHOQOL-BREF
(Vachkova, 2014), ze nékteré z domén byly ovlivnény vékem, vzdélanim, zaméstnanim a
rodinnym stavem. Pomoci specifického dotazniku jsme zaznamenali vliv zaméstnani na
celkovou téhotenskou kvalitu Zivota, podobné nejhtife byla hodnocena kvalita t€hotnymi, které
studovaly, rozdiln¢ ale vysla kvalita zivota zaméstnanych a nezaméstnanych. Tentokrat byla
kvalita zivota nejlépe hodnocena zaméstnanymi t€hotnymi Zenami. Dals§i vyznamny vliv byl
zjistén v souvislosti s rodinnym stavem. V tomto pfipad¢ se vysledky shodovaly, nejlépe byla
hodnocena kvalita zivota vdanymi t¢hotnymi Zenami.

Ramirez-Vélez (2011) zkoumal vliv t€hotenstvi na kvalitu Zivota souvisejici se zdravim. V
prufezové studii, které se zucastnilo 64 kolumbijskych téhotnych zen, zjistil statisticky
vyznamny vztah mezi v§emi doménami dotazniku SF-12, kromé bolesti rodinnym stavem.
Vyssi kvalitu Zivota uvadély t€hotné zeny, které byly vdané, nebo Zily v partnerském svazku.
Stejn¢ tak se prokazal i statisticky vyznamny vztah mezi socioekonomickym zdzemim a
doménami SF-12. Cim vy3si byl socioekonomicky status, tim lepsi byly hodnoty omezeni roli
z télesnych duvodu, celkového zdravi, socidlnich funkei, emo¢niho zdravi.

Pouziti generického dotazniku napt. WHOQOL-BREF nemusi dolozit vliv specifickych zmén
souvisejicich s t€hotenstvim. Napf. ve studii Yamaguchi, Saganuma a Ohashi (2012) zkoumali
vliv t¢hotenskych strii na kvalitu zivota pomoci generického dotazniku WHOQOL-BREF a
specifického dotazniku Skindex-29. Hodnoty skorit WHOQOL-BREF neprokazaly statisticky
vyznamny rozdil mezi t€hotnymi Zenami bez té¢hotenskych strii a s t€hotenskymi striemi na
rozdil u hodnot, které byly hodnoceny specifickym dotaznikem Skindex-29 a kde signifikantni
rozdil ve kvalité zivota prokazany byl.

Zajimavé zjisténi ukézala studie autorti Dalfra a kol. (2012), ktefi zkoumali kvalitu Zivota
Vv t€hotenstvi a po porodu u téhotnych diabeticek. Vysledky prokazaly lepsi kvalitu Zivota
véetné omezeni roli z fyzickych divodi u Zen jak s gestaénim diabetem, tak i u t€hotnych zen
s diabetem 1. typu neZ tomu bylo u zdravych t€hotnych zen. Pravdépodobné Zeny s chronickym
onemocnénim jsou zvyklé 1épe zvladat zdravotni problémy, jsou zvyklé obracet vice svou
pozornost k péci o svlij zdravotni stav neZ zdravé té¢hotné Zeny. Badatelé¢ jako vyzkumné
metody pouzili genericky dotaznik kvality zivota SF-36, skalu deprese CES-D scale a
specifické $kaly zaméfené na diabetes (diabetes-related stress, diabetes health distress).
Muzeme se tedy domnivat, ze pii pouziti specifického nastroje, napt. dotazniku QOL-GRAV,
by vysledky byly ovlivnény nejen gestaénim diabetem, diabetem mellitem, ale 1 t€hotenstvim.

Zavér

Elektronicka verze specifického dotazniku QOL-GRAYV spliuje piedpoklady pro individualni
piistup v péci o t€hotnou zenu. M4 piinos jak pro t¢hotnou Zenu, ktera je ihned informovana o
své kvalité Zivota souvisejici s t¢hotenstvim, tak i pro oSetfujici zdravotnicky personal 1ékaie
gynekology a porodni asistentky. Data mohou slouzit jako podklad pro vyzkumné ucely. Pti
zjisténi snizené kvality Zivota v t€hotenstvi je t€hotné Zen& doporuceno kontaktovat svého
gynekologa, ktery na zédklad¢ konkrétnich odpovédi na jednotlivé polozky zjisti, ve které oblasti
zmeén je tfeba intervenovat. Dotaznik je schopen rychle a jednoduse odhalit problémy, které
mohou ovlivnit pribéh t&€hotenstvi a mize pomoci odhalit nejen somatické potize, ale 1
problémy v psychosocialni oblasti. Jsme si védomi urcitych omezeni, které jsou spojeny s on-
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line pfistupem. Zistdva na rozhodnuti samotného Iékafe, chce-li vyplnéni téhotenského
dotazniku ponechat na dobrovolnosti, nebo vyuzije dotaznik QOL-GRAV plosné u vSech
téhotnych zen a vyplnéni dotazniku bude soucasti doporucené prenatalni péce.

., Podporeno programem PRVOUK P37/09
Zvlastni podekovani patri MUDr. lloné Zimmerové za spoluprdaci na elektronické verzi
dotazniku QOL-GRAV a jeji inovativni a individualizovany pristup k péci o tehotné Zeny.
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VYBRANE ASPEKTY ZIVOTA OSOB SE STOMII (E-POSTER)
SELECTED ASPECTS OF LIFE IN PEOPLE WITH A STOMA

Renata Vaverkova, Monika Niemiecova
Univerzita Palackého v Olomouci, Fakulta zdravotnickych véd, Ustav osetiovatelstvi

Abstrakt:

Uvod: Incidence kolorektalniho karcinomu fadi Ceskou republiku na vys$s§i pozice napiic
evropskou 1 celosvétovou populaci. Mozné problémy souvisejici s trvalou stomii mohou
ovlivnit v riizné mife nejen samotného jedince, ale i jeho piibuzné ¢i pratele.

Cil: Piedlozit dohledané poznatky o problematice vybranych aspektii Zivota osob s trvalou
stomii stieva v oblasti fyzickych omezeni, psychosocialnich reakci, pfipravenosti na péci,
edukace a selfmanagementu péce o stomii.

Metodika: Resersni strategie byla provedena za Gcelem identifikace studii ve vyty¢eném cili.
Kli¢ovéa slova v ¢eském a anglickém jazyce byla: kolorektilni karcinom, trvala stomie,
adaptace, sebepéce, self-management péce, edukace, fyzické omezeni, psychosocidlni
piizplsobeni; colorectal cancer, permanent stoma, adaptation, self-care, self-management of
care, education, physical limitation, psychosocial adjustment. Pro vyhledani byl zvolen ¢esky,
slovensky a anglicky jazyk. Casovym obdobim byly roky 2006-2015. Dohledané informace
byly roz¢lenény dle relevantnosti a stanovenych kritérii. Vytazujicimi kritérii byly duplicitni
¢lanky, kvalifikacni prace a ¢lanky nespliujici vyhledavaci kritéria.

Zaver: Vhodné vedenou edukaci 1ze zvysit uroven znalosti v oblasti péce o stomii. Je vhodné
zah4jit edukaci v pfedoperacnim obdobi. Edukace by m¢la vést stomicka sestra. K ucasti
mohou byt pozvani piibuzni, peCujici osoby nebo dobrovolnici. Moznou alternativou
pooperacni edukace jsou telefonické intervence.

Klicova slova: kolorektalni karcinom, trvald stomie, edukace, sebepéce, self-management

Abstract

Introduction: The incidence of colorectal cancer ranks the Czech Republic to higher positions
across European and global populations. Potential problems associated with permanent stoma
may affect in varying degrees not only of the individual but also his relatives or friends.

Aim: To submit information about selected aspects of life in persons with a permanent stoma
of intestine. The choose aspects are: physical limitations, psychosocial responses, preparedness
to care, education and self-management of care about stoma.

Method: The search strategy was performed to identify studies in determined aim. The
keywords were: colorectal cancer, permanent stoma, adaptation, self-care, self-management of
care, education, physical limitation, psychosocial adjustment. To find was selected Czech,
Slovak and English. Time period were the years 2006-2015. Found information were separated
according to relevance and set criteria. Excluding criteria were duplicate articles, theses and
articles off topica.

Conclusion: Properly guided the education can increase knowledge in the field of stoma care.
It is desirable to initiate education in the preoperative period. Education should manage by
stoma nurse. To participate can be invite relatives, caregivers and volunteers. A possible
alternative to postoperative education is telephone “follow up”.

Key words: colorectal cancer, permanent stoma, education, selfcare, self-management
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REASONS FOR CHOICE AMONG THE PROFESSION NURSING STUDENTS (E-
POSTER)

Kazimiera Zdzieblo***, Renata Stepien***, Malgorzata Ziomek*
*Jan Kochanowski University in Kielce, Faculty of Medicine and Health Sciences, Poland
**Polish Nurses Association — Branch in Kielce, Poland

Abstract

Introduction: The nursing is being ranked among professions of the public confidence. The
highest good a health is which and the life of the second man are entrusting themselves to him.
The society wants to see the professional prepared for performing his professional role in given
field, as well as the person in the nurse about the impeccable morality. The profession of the
nurse requires predispositions taking the learning and the work up in the field of the nursing
determined from persons. On account of high expectations of the society towards persons
working as the nurse, motivation pointing candidates for this profession is gaining the great
significance. The system change of the training of nurses, distinct reduction of the number of
candidates for the profession of the nurse, heavy costs of the education, unsatisfactory working
conditions and of pay, wave of protest of nurses, for checking the justification for choice of this
direction educations are inducing.

Aim: Characteristics of motives deciding on the selection of an occupation of the nurse at
persons taking educating on this direction were a purpose of research.

Material and methods. They conducted research amongst 124 students of two colleges in
Kielce: Jan Kochanowski University and the college of Economics, Law and medical sciences.
A method of the diagnostic survey was applied, and a questionnaire of the questionnaire form
of the own authorship was a tool.

Results: The results were subjected to a statistical analysis.. employment in their profession
(27,41% of total surveyed students), compatibility of interests with the type of study (24,19%
of surveyed), and predispositions "personality traits" (13.70% of respondents).

Conclusion: A statistical relation between motives for picking studios of a nurse up, but plans
of the trip abroad exists. Over half examined which in the future want to work in Poland showed
the hospital as the institution of the health care in which they are planning taking up work.

Key words: nurse, studies, choice, motives
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PSYCHOMETRICKE VLASTNOSTI SKALY PRESVEDCENI O PRAXI ZALOZENE
NA DUKAZECH A SKALY IMPLEMENTACE EBP (E-POSTER)

PSYCHOMETRIC PROPERTIES OF EVIDENCE-BASED PRACTICE BELIEFS AND
IMPLEMENTATION SCALES

Renata Zelenikova, Darja JaroSova
Ostravska univerzita v Ostrave, Lékarska fakulta, Ustav osetFovatelstvi a porodni asisence

Abstrakt

Uvod: Evidence-Based Practice Beliefs Scale (EBP-B) — Skala presvédéeni o praxi zalozené na
diikazech a Evidence-Based Practice Implementation Scale (EBP-1) — Skala implementace EBP
jsou skaly hodnotici efekt vzdélavacich kurzii a vyuky Praxe zaloZené na diikazech — evidence
based practice (EBP).

Cil: Cilem studie bylo testovat psychometrické vlastnosti ¢eskych verzi skal EBP-B a EBP-I.
Metody: Psychometrické vlastnosti ¢eské verze $kal byly testovany v souboru ¢eskych studentt
osetfovatelstvi (n = 132), ktefi ukoncili vyuku predmétu Praxe zalozena na duikazech.
Polozkové a faktorova analyza a také Cronbachovo alpha byly vypocitany na hodnoceni vnitini
struktury a konzistence skal.

Vysledky: Cronbachovo alpha bylo 0.847 pro Skéalu presvéd&eni o praxi zaloZené na diikazech
(EBP-B) a 0.891 pro Skalu implementace EBP (EBP-I). Polozky s nejvy3sim hodnocenim byly
zaméfeny na tézkosti s implementaci EBP.

Zaver: Vysledky psychometrické analyzy ceskych verzi Skal EBP-B a EBP-I jsou konzistentni
s vysledky ptivodni studie a naznacuji, ze ¢eské verze Skal se mohou stat validnimi, reliabilnimi
a senzitivnimi ndstroji na méteni presvédceni o hodnoté EBP a schopnosti implementovat EBP,
a na meéfeni, do jaké miry je EBP skutecné implementovano. Oba nastroje mohou hodnotit
zmény v presvédceni sester o EBP za néjakou dobu a také efektivitu strategii zamétenych na
podporu EBP v praxi.

Kli¢ova slova: EBP, implementace, piesvédceni o EBP, student oSetfovatelstvi.

Abstract

Introduction: Evidence-Based Practice Beliefs (EBP-B) and Evidence-Based Practice
Implementation (EBP-1) Scales are instruments evaluated the effect of EBP courses and
educational programs. Czech versions of these instruments were developed and evaluated using
a sample population of nursing students.

Aim: The purpose of the study was to test the psychometric properties of the Czech versions of
the EBP-B and EBP-I Scales.

Methods: Psychometric properties were evaluated using a sample of nursing students (n = 132)
completing EBP courses. Item and factor analyses and Cronbach’s alpha were computed to
evaluate internal structure and internal consistency.

Results: Cronbach’s alpha was 0.847 for EBP Beliefs scale and 0.891 for EBP Implementation
scale. Items with high levels of endorsement were focused on beliefs about the positive effect
of EBP. Items with low levels of endorsement were focused on difficulties in implementing
EBP.

Conclusion: The results of psychometric analysis of the Czech versions of the EBP-B and the
EBP-I are consistent with the results of the original study and indicate that the Czech versions
have the potential to be valid, reliable and sensitive instruments for measuring an individual's
beliefs about the value of EBP and their ability to implement it, and for measuring the extent to
which EBP is actually implemented. Both instruments can assess changes in nurses” beliefs
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about EBP over time as well as the effectiveness of strategies aimed at promoting the use of
evidence in practice.

Key words: EBP, implementation, beliefs about EBP, nursing student.
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