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2. Souhrn, Summary

Schizofrenie je zdvazné chronické onemocnéni, které zasahuje do Zivota celé rodiny.

relaps je stresujici 1 finan&né nakladny. Pfidani rodinné intervence ke standardni 1écbé vedlo
k redukei relapsii. Rodinnd psychoedukace je systematickd, strukturovana a didakticka
informace nemocnym a jejich blizkym o nemoci a jeji 16€be, jejimz cilem je naucit je
dovednostem dileZitym pro jeji zvladani a usnadnit adaptaci na nemoc. Nejprve jsme se
zabyvali vlivem ugasti ve skupinovych rodinnych psychoedukaénich programech na kvalitu
Zivota. Zjistili jsme, Ze kvalita Zivota je u pacientil se schizofrenii vyznamné niZ$i nez u
kontrolni populace, a to jiz u nemocnych s prvni epizodou schizofrenie. U pfibuznych
pacientii jsme oproti kontrolnim subjektiim zaznamenali posun v Zeb#i¢ku Zivotnich hodnot,
ktery nastava patrn¢ v disledku souziti se zavazné duSevné nemocnym. Po programu kvalita
Zivota ptibuznych vyznamné stoupala, avSak pouze u muzil. Tato analyza socialnich aspektti
rodinné psychoedukace byla prvnim piedpokladem k dal§imu studiu mechanismi G¢inku této
intervence. Dal3im cilem bylo zhodnotit zdravotni aspekty rodinné psychoedukace. Proto
jsme v letech 2002-2003 uspofadali jednoroéni prospektivni terénni studii, jejimz cilem bylo
1) analyzovat t¢innost klinicky vedeného psychoeduka&niho programu, administrovancho co
nejdfive po propusténi pacienta z hospitalizace a 2) zjistit ndzory a spokojenost tcastnikd po
absolvovani programu. Ovéfovali jsme hypotézu, Ze zafazeni kratkodobého profesionalné
vedeného rodinného psychoedukaéniho programu ke standardni 16¢bé redukuje frekvenci
relapsii a délku pfipadnych rehospitalizact béhem nésledujiciho roku sledovani. Po podepsani
informovaného souhlasu bylo osloveno 120 pacientiit s diagnézou schizofrenniho spektra pfi
propusténi ze dvou psychiatrickych zafizeni. Na pracoviiti A (N=86), kde se rodinna
psychoedukace nabizi viem pacientim propousténym s diagnézou ze schizofrenniho spektra,
bylo osloveno 86 pacientii. Pozvani pfijalo 53 pacientl (61,6%); 33 pacienth (38,4%) na
pozvani nereagovalo a programu se neucastnili, Na pracovisti B, kde takovy program nabizen
neni a pacienti nemaji pfileZitost se psychoedukace Gi€astnit, bylo osloveno 34 propousténych
pacientt. Ugastnici psychoedukace méli v porovnéni s netiéastniky krat$i primérnou dobu
pfipadné rehospitalizace (5.89 dni, oproti 17.78 dni, p = 0.045) béhem jednoho roku
sledovéni. Pravdépodobnost rehospitalizace béhem roku sledovéni byla vy$si pro pacienty

z pracovisté, které psychoedukaci neposkytovalo. Krat3i priméma doba piipadnych
rehospitalizaci G¢astnikd psychoedukace, vysokd icast pacientll s prvni epizodou schizofrenie

a pozitivni hodnoceni Ggastnikid svédei pro to, Ze rodinné psychoedukace mize



minimalizovat nezadouci zdravotni a socidlni dopady schizofrenie. Proto by tento preventivai

a ekonomicky nendro¢ny program mél byt poskytovan jiz v za¢atcich onemocnéni,

Summary

Schizophrenia is a severe mental illness that influences the whole family life. Relapse
prevention is one of the most important goals of long-term schizophrenia management, as
relapse is both distressing and costly. Family intervention supplementation to standard
treatment could reduce the relapse rate. Family psychoeducation provides a combination of
education about mental illness, family support, crisis intervention, and problem-solving-skills
training. In our previous study we were interested in social aspects of group family
psychoeducation. We explored the influence of family psychoeducation on quality of life of
the participants. The patients with schizophrenia, including first-episode patients, had
significantly lower overall quality of life compared to their healthy counterparts. The relatives
re-structured their life values and preferences as a result of the experience with severe illness
in the family. The quality of life improved significantly after the program in male relatives. In
order to explore the mechanism of family psychoeducation more deeply, we designed one-
year prospective follow-up field study. This study assessed the influence of a short-term,
clinically based, and profesionally led family psychoeducation program on a one-year relapse
rate. A total of 120 patients were recruited upon discharge from two psychiatric hospitals in
Prague: (1) Site A (N = 86), where family psychoeducation is offered to all patients with
schizophrenia spectrum disorders; and (2) Site B (N = 34), where no such program was
offered. Compared to nonparticipants, psychoeducation participants had a shorter average
length of rehospitalization stay (5.89 days, vs.17.78 days, p = 0.045} in a one-year follow-up
after discharge. The probability of rehospitalization during a one-year follow-up was higher
for patients from the site that did not provide psychoeducation. A shorter average length of
rehospitalization of psychoeducation participants, a high turnout of first-episode patients, and
positive responses of psychoeducation participants suggest that family psychoeducation
should be supplemented early in the course of the illness to achieve favorable treatment

outcomes and minimize adverse health and the social consequences of schizophrenia.



3. Uvod

Schizofrenie je z&dvazné onemocnéni. Postihuje lidi v mladém véku na prahu Zivota, mnohdy
zasadnim zplsobem ovliviiuje jejich schopnost studovat a pracovat. Zasahuje do Zivota celé
rodiny. Stigma, spjaté s diagnézou schizofrenie je viudypfitomné a pfedstavuje pro nemocné
a jejich blizké dal$i emo€ni z4t€Zz.

Nemocnym se schizofrenii se v€nuji od po¢atku meé psychiatrické kariéry, skoro 17 let.
Béhem této doby jsem nahlédla do problémt, které nemocné a jejich blizké trapi. Nékteré
jsou obtizné FeSitelné, jiné jsou viak zvladnutelné pomérné snadno. Jednim z téchto
potencialné feditelnych a p¥itom doslova strategickych problémi je dramaticky informacni
deficit. Nemoeni i jejich blizei maji pravo na obsaZnou a relevantni informaci o povaze
onemocnéni a 1é¢b&. UZ proto, Ze po nich vyzadujeme dlouhodobou, mnohdy celozZivotni
spolupraci. Antipsychotika jsou prokazatelné dlouhodobé i€innd, oviem za piedpokladu, Ze
je pacienti uZivaji. JenZe schizofrenie je onemocnéni, které probiha v atakach a remisich.
Zatimco v obdobi ataky akceptuji pfinos medikace vSichni zG¢astnéni, dlouhodoby a
preventivni vyznam medikace v obdobich remisi jim uz zdaleka tak jasny neni.

Domnivam se, Ze pravé informacni deficit je problém z kategorie téch zvladnutelnych. I proto
jsme v roce 1996 zahajili v Psychiatrickém centru Praha prvni rodinny skupinovy
psychoedukacni program pro pacienty se schizofrenii a jejich blizké. Pozitivni ohlasy
uéastnik i nepochybny klinicky pfinos vzbudily moji zvédavost a ke klinickému z&jmu jsem
ptidala i zajem vyzkumny. V prvni fazi jsme se zabyvali socidlnimi aspekty rodinné
psychoedukace, které jsme ovéfovali prostiednictvim hodnoceni kvality Zivota u€astnikd.
Tyto studie uvadim v souhrnu. V letech 2000 — 2003 jsme uspoiadali prospektivni terénni
studii, ktera se tyka zdravotnich aspektil rodinné psychoedukace. Vysledky této studie jsou
hlavnim pfedmétem disertaéni prace. Pfinesly nejen fadu cennych poznatki metodologickych,
ale i klinickych s praktickymi dopady pro modifikaci psychoedukaéniho programu.

Rodinn4 psychoedukace ziskala béhem let distojné misto v komplexni terapii schizofrenie.
Dékuji profesoru Libigerovi, ktery mi v roce 1996 div&foval natolik, Ze mé nechal
samostatné celou rodinnou psychoedukace zavést do praxe. Bez ngj by tato prace patrné nikdy

nevznikla.

4. Schizofrenie a rodina
Schizofrenie je zdvazné onemocnéni, které zasahuje do Zivota celé pacientovy rodiny.

Reorganizace zdravotni péce, piedeviim deinstitucionalizace a diraz na komunitni pééi, vraci



dudevné€ nemocné do jejich piirozeného prostiedi. Tim se automaticky &ast péde a
zodpové&dnosti pfesunuje na pacientovy blizké, protoze schopnost pecovat o sebe a vyfizovat
si sv€ vlastni zaleZitosti miiZe byt u schizofrenie zhorSend. Zdravotnicky systém se spoléhd na
piibuzné jako na kompetentni jedince, ktefi zajisti 1€€bu a zabrani nakladnym hospitalizacim
(Sales, 2003). Schizofrenie vSak vzhledem k povaze symptoma klade na pe€ujici osoby
zna¢né psychické naroky. Floridni pozitivai, negativai 1 kognitivni symptomy mohou
zhorSovat psychicky i télesny stav pecujicich osob (Dyck et al., 1999). Obricend plati, Ze
reakce pfibuznych na projevy nemocného mize ovliviiovat dlouhodoby priib&h schizofrenie a
zvySovat riziko rozvoje relapsu (Barrowclough a Lobban, 2001). Odhaduje se, ze 50-80%
jedinct s onemocnénim ze schizofrenniho okruhu Zije s pfibuznymi nebo je s nimi

v pravidelném kontaktu (Lehman a Steinwachs, 1998).

Projevy nemocnych, kter¢ jsou distedkem schizofrennich symptomd, jsou stresujici jak pro
pacienty tak pro ptibuzné. Nasili vi¢i ¢lentun rodiny pachané jejich dospélymi piibuznymi,
trpicimi duSevni nemoci je z vyzkumného hlediska pomé&mné zanedbdvana oblast. Toto tabu
vefejné diskuse je syceno strachem, Ze se tato populace bude dale stigmatizovat. Rodiny lidi
se schizofrenif zaZivaji nésili odhadem mérou asi 10-40%, coZ je podstatng vys3i nez je
frekvence nésili v obecné populaci (Salomon et al., 2005).

Dal3i dileZitou otdzkou je postoj nemocnych k 1i¢asti jejich pfibuznych v 1é€bé.

Preference pacienttl, kteii byli poprvé v Zivoté hospitalizovani na psychiatrii, ohledng Oasti
piibuznych v 1é¢be zjistovali Perrault et al (1999). Vice jak tfetina dotazovanych povazovala
mnoZstvi a kvalitu informaci poskytovanych jejich pfibuznym za nedostateéné. Vétsina
pacientl poZadovala, aby se pifbuzni na jejich 1é¢bé& podileli. Pacienti v Psychiatrickém centru
Praha — G€astnici rodinného psychoedukaéniho programu — se v podstaté se svymi
zahraniénimi protéj$ky shodli: Géast piibuznych v psychoedukaénim programu si
pochvalovali, dokonce ji vyZzadovali (Motlova et al., 2002). Leavy et al (1997) provadéli
rozhovory s pacienty a piibuznymi 12 mésicdl po prvnim kontaktu s psychiatrickymi
sluZbami. VétSina pacientd a pfibuznych byla veelku spokojena s humannim zachazenim ze
strany psychiatrického personalu. Na druhou stranu byli nejvice znepokojeni tim, Ze jim bylo

poskytovano mélo informaci a praktickych rad.

4.1 Biimé a kvalita Zivota pFibuznych pacienti se schizofrenii

Rodinné biimé je zpravidla definovano jako souhrn obtizi, pfekazek a problémd, které

zazivaji rodinni pfisludnici jako diisledek nemoct svého blizkého. Zpravidla se popisuje jeho



objektivni a subjektivni dimenze: 1) objektivni z4téZ zahrnuje piimou péci (asistenci s peéi o
sebe ¢i dohled nad pacientem), nutnost vypofadat se s emo¢nimi potfebami pacienta, vliv
pecovani na nékteré aspekty Zivota, jako jsou rodinné interakce, dopady na dalSi déti v rodiné,
kazdodenni zab&hané rodinné zvyklosti nebo traveni volného ¢asu, vliv na praci, dusevni i
télesné zdravi, socialni sit’ a finanéni dopady. Subjektivni zatéZ je definovana jako osobni
reakce pecujiciho jedince v pokusu vyrovnat se s objektivni zatéZi, ktera zahrnuje pocit
psychického tlaku, stigma, starosti a strach, pocity studu a viny (Sales, 2003). Studie zatéze,
kterou pfedstavuje zavazné onemocnéni pro rodinu pacienta, vyuZivaji kvantitativnich a
kvalitativnich metod. Kvantitativni metody piedpokladaji existenci hodnoticich stupnic a skal.
Dotazniky jsou sebeposuzovaci &i vypliiované na zakladé strukturovaného rozhovoru.
Tématicky pokryvaji objektivni i subjektivni zatéz. Jejich cilem je zpravidla objektivni
posouzeni stresoril, se kterymi se musi respondent vyrovnat. Prvni Skély zatéze pro ty, kdo
pe€uji o pacienta, vytvofili Grad a Sainsbury (1963) a Hoenig a Hamilton (1966).

V soucasnosti se nejvice pouZiva Involvement Evaluation Questonnaire (IEQ, Schene 1992),
Perceived Family Burden Scale (PFBS, Levene 1996), Family Questionnaire (FQ, Quinn
2003), Experience of Caregiving Inventory (ECI, Szmukler et al, 1996), Attitude Scale a
Distress Scale (Falloon 1996). Subjektivni odpovéd’ nebo styl vyrovnavani se s zdvaznymi
udalostmi nebo obtiZemi pokryva naptiklad List of etiological attributions (30 polozkovy
seznam moznych pfi¢in nemoci vypracovany Angermeyerem a kolegy (Angermeyer et al,
1988).

Medicina v8ak stale ¢astéji vyuziva ve vyzkumech kvalitativni metodologie, ptivodné
vyuzivang pfedevsim v socialnich védach. Vyhodou kvalitativnich piistupl je poskytnuti
bohatsiho a hlubsiho pochopeni lidského Zivota. Na jedné stran€ umoziiuji nahlédnout do

do problém, kterou s sebou nese. Na druhé stran& zasazuji individualni proZitek nemoci do
socialniho, politického a ekonomického kontextu pacientova Zivota.

Vysledky kvalitativniho vyzkumu pomahaji vymezit zkourmanou oblast z pohledu
zG&astnénych (at’ vz pacientt, pfibuznych nebo petovateli/zdravotnik(/socidlnich
pracovnikii), pfinaseji dosud nepojmenované a nezkoumané napady, slouZ{ ke stanoveni
hypotéz, které maji byt kvantitativnim vyzkumem ovéfovany a v zavérecné fazi poskytuji kli¢
k interpretaci vysledkd ziskanych kvantitativaimi metodami.

Uzivanou formou kvalitativniho vyzkumu jsou skupinové Fizené rozhovory -focus group
(Hend! 1997, Morgan 2001). Jedn4 se o standardni kvalitativni rozhovor se skupinou 6 az 10

uéastniki. Moderdator diskuse uvadi podnéty, pritbéh je piedem strukturovan. Cilem



rozhovoru je probrat ur€ité téma, zjistit jeho rozsah, popf. souhlas nebo nesouhlas s uréitymi
postoji. V priib€hu skupinové diskuse dochazi k vyrovnavani stanovisek a zaméfeni se na
nejdileZit&)si oblasti. Vyhodou skupinové interakce je odhaleni kolektivnich postojti a vhled
do individudlni motivace. P studiu rodinnych pFislusniki slouzi kvalitativni techniky k
hlub3i analyze toho, jak jsou rodiny zasaZeny nemoci svého &lena, v kterych oblastech maji
nejvice problém, a které aspekty péce o pacienta jsou pro n€ subjektivng nejbolestngj$i. Na
zaklad€ této analyzy je moZné vypracovat vhodné terapeutické a eduka&ni programy cilené na
sniZeni zatéZe. ZatéZ rodiny neni dana jen aktudlnim stavem symptomit u pacienta, ale také
SirSim socidlnim kontextem, ve kterém rodina Zije. Kvalitativni metodologie pomahd poznat
vniténi a vngjsi faktory, kieré rodinnou zatéZ vyznamné sniZuji nebo k ni pfispivaji. Dokaze
také zachytit dobova i teritoridlni specifika, ktera je nutné vzit v uvahu pfi vytvafeni
intervenci a modifikaci edukacnich programi, které vznikly v realité zdpadni spolegnosti.
Piikladem pouZiti kvalitativnich metod pii zjist'ovani potfeb pfibuznych byla némecka studie
{Jungbauer et al., 2002), ve které se na zakladé 42 rozhovord s pfibuznymi schizofrennich
pacienttl zjiStovalo, nakolik pro né péce o pacienta pfedstavuje finanéni z4t&7, Vysledky
ukézaly, Ze by se opatfeni neméla zaméfovat jen na finanéni potieby rodin, ale méla by brat v
uvahu 1 nemateridlni ndklady na péci o nemocné piibuzné. Cilem dalsi studie zaloZené na
analyze rozhovortl s nemocnymi se schizofrenii a jejich piibuznymi bylo zjistit, co se
povaZuje za faktory pfispivajici ke vzniku schizofrenie a zda se tyto predstavy 1i$ v zapadni a
vychodni ¢asti Némecka. Metoda skupinovych fizenych rozhovori slouzila k popsani
pFedstav, jaké maji pacienti a pfibuzni o dal§im priibéhu nemoci (Holzinger et al., 2002;
2003) nebo pro hlubsi poznani stigmatizace, které jsou vystaveni (Schultze 2003). Analyzou
vysledki skupinovych f{zenych rozhovort s 28 Zenami trpicimi schizofrenii se zjistilo, Ze
vedou okledtény Zivot s omezenymi mezilidskymi kontakty, Ziji v chudobé a jsou postizeny
socialni stigmatizaci (Chernomas et al., 2000).

Zatéz pocitovand piibuznymi je modifikovana zevnimi okolnostmi, jako jsou symptomy
pacienta, frekvence hospitalizaci, spoluprace pfi [é¢b& & podpora zdravotnického persondlu a
vnitinimi faktory, k nimzZ patii zplisoby vyrovnavani se s nastalou situaci, pfedstavami o
pfi¢inach schizofrenie &i oéekdvani od psychiatrickych sluzeb.

Z hlediska vztahu symptomi a zdtéZe sc zjistilo, Ze p¥ibuzni, ktefi pfedjimali, Ze pacienti jsou
méné zodpovédni za chovani spjaté s negativnimi symptomy, a Ze je tudiZ nejsou schopni
zménit, prozivali vy$§i miru zatéze. Zavaznost chovéani spjat¢ho s pozitivnimi symptomy

se umeérné k pocitu zatéZe nevztahovala. Negativni symptomy, v porovndni s pozitivnimi, vice

zasahuji p{buznym do Zivota, coZ se odraZi jako vy3§i mira proZivané zat¢Ze (Provencher a



Mueser, 1997). Pro tvorbu rodinnych programd z toho plyne, Ze je tieba vénovat vétsi
pozornost negativnim schizofrennim p¥iznakim a naudit ptibuzné, jak se k projevim
pramenicim z negativnich pfiznakt stavét, spife nez zdiiraztiovat terapeutické rozpaky. Mc
Donell et al (2003) zjistili, Ze povédomi pecovatele o suicidélnich tivahach, nikoli pacientem
zmitované suicidalni myslenky, a Ze pacientiv vek, nikoli trvani nemoci, byly vyznamnymi
nezavislymi prediktory zatéze: ¢im mladsi v&k tim vys$i biimé. Jin studie porovnavajici
vnimani psychotickych symptomtl mezi pacienty, piibuznymi a obecnou populaci zjistila, Ze
mezi pacienty a pfibuznymi je povédomi o psychotickych symptomech sice vy3$§i nez u
obecné populace, piesto je stale velmi nizké. Obecna populace nerozpoznavala psychotické
projevy jako pfiznaky duSevni poruchy a nepovazovala léky ani hospitalizaci za nutné.
Pacienti se schizofrenii, ktefi sprivné rozpoznali psychotické piiznaky u jinych osob, rovnéz
méli povédomi o svych vlastnich pfiznacich a potfebé lécby (Chung et al., 1997). Z toho lze
dovodit pFiznivy vliv skupinovych intervenci, béhem nichZ maji pacienti moZnost vzajemné si
o psychotickych prozitcich povidat, ,trénovat® rozpoznani ¢asnych varovnych pfiznakd
relapsu a udit se techniky, jak se s nemoci vyrovnavat.

Z4té7 ptibuznych pacientd, ktefi jsou v pocatecnich stadiich svoji psychiatrické kariéry,
zkoumala Ostman (2004). Porovnanim zatéZe ve skupiné piibuznych s chronickym
onemocnénim a s nedavnym za¢atkem zjistila relativné malé rozdily. P¥ibuzni ¢astéji
hospitalizovanych pacienti viak proZivali vy§si miru psychologické zatéze, na niz se
vyznamné podilelo stigma spjaté s chronickou duSevni nemoci.

Dalgim faktorem, ktery pfispiva k psychické nepohodé ptibuznych je nespoluprice pacienta
pfi 16Ebé. Intervence, jejichz cilem je zlepsit spolupraci pfi 1é¢be (compliance}, vedou ke
sniZeni psychického tlaku.

Podpora od profesiondlii rovnéz vyznamné ovliviiuje bfime. Pfibuzni se ¢asto citi vyhofeli,
bezmocni a ignorovani profesionaly. Pomoc ze strany odborného personalu redukuje zatéz
dvojim zptsobem:1) prostfednictvim praktickych rad, jak zachézet s problematickym
chovanim a 2) posilenim pocitu vlastni kontroly nad timto chovanim (Reinhard, 1994).
Zpiisoby vyrovndni se s dusevni nemoci v roding se zabyvali Magliano et al. (1998).
Pfibuzni, kteif jsou schopni aktivniho pfistupu a minimalné zaujimaji pasivni postoje,
pocituji mensi zatéz. Vyznamnou roli v redukci biemene pfisuzovali pfibuzni v této studii
socidlni opofe. Piibuzni, kteff sami prozivaji vice emo¢nich problémii, se mén€ do pacientovy
1é¢by zapojuji a Eastéji potfebuji sami podpofit. Intervence zaméfené na tyto rodiny mohou
byt vyznamné, pravé proto, Ze dobie fungujici zichytna podphrna sit’ kolem dufevné

nemocného redukuje relapsy (Ostman et al. 2000).

10



Stengard (2002) identifikoval mezi peovateli o0 nemocné schizofrenii pét odli¥nych typii a
rozlidil je na supervidujici, uzkostné, akceschopné, rezignované a mobilizujici; bylo by
uZitetné, aby intervence pro piibuzné brala tyto rozdiiné p¥istupy v potaz. Predstavy
pFibuznych o pricindch schizofrenie maji rovnéz vliv na bfimé&. Nézory na p¥iciny
schizofrenie se rizni mezi obecnou populaci a pfibuznymi v priizkumu provedeném

v Rakousku a byvalém zépadnim Némecku. Zatimco obecna populace hledd pfiginy

v psychosocialnich faktorech, jako je stres a piepracovani, pfibuzni daleko astéji uvad&ji
bioclogické faktory. To je d4no nepochybné intenzivnéjsimi kontakty p¥ibuznych

s profesionaly, nelze ale zcela vyloudit moZnost, Ze se jedna o mechanismus, jak se vyrovnat
s vlastnimi pocity viny (Angermeyer a Matschinger, 1996). Pocity viny byvaji diisledkem
mylnych pfedstav o vlastnim selhdni pfi vychové, které jsou syceny dnes jiz pfekonanymi
teoriemi o ,,schizofrenogenni vychové&®. Pocity viny vedou k hyperprotektivaim postojim,
které jsou pro dlouhodoby priib&h onemocnéni nevyhodné. Holzinger a Kilian (2003) provedli
podobny priizkum s cilem zjistit nazory v byvalé NDR. Kvalitativni analyza rozhovort s
pacienty a pfibuznymi méla za cil ovéfit jejich pfedstavy o pfi¢indch schizofrenie. Piestoze
mezi respondenty z riznych geografickych oblasti ptevazuji podobnosti, existuji i zajimavé
rozdily: zatimco v byvalém zapadnim Némecku pfevlada tendence povazovat rodinu za
Cinitel pfispivajici ke vzniku schizofrenie, ve vychodni ¢asti zemé uvadéji respondenti
nepfiznivé socialni podminky.

Vztahem mezi zat¢7i a ofekdvdnimi piibuznych od psychiatrickych instituci se zabyvali
Schmidt et al (2003). Identifikovali nékolik problémovych okruhi: nedostatek informaci o
dusevni nemoci, pocity, Ze nejsou brani vazné, nedostateéna podpora stavajicimi sluzbami,
ptipadé jejich geografickd nedostupnost, €as traveny pefovanim, finanéni obtize, omezeni
vlastni schopnosti pracovat, zhoubny vliv na vlastni télesné a psychické zdravi, redukce
aktivit pfinasejicich potéseni, negativni vliv na socilni aktivity, emoéni z4t&% a obtize
souvisejici s pacientovym problematickym chovanim. O&ekavani ze strany pfibuznych se
nejéastéji tykala vztahu mezi pfibuznymi a odetfujicim personalem, informaci o nemoci a
zlepSenim dostupnosti sluZzeb. Podobné problémové okruhy vytipovali pfibuzni v ramei studie
EUFAMII (European Federation of Associations of Families of Mentally Il People) (Brand,
2001). Jednalo se predevsim o finanéni zajisténi dusevné nemocnych, nedostatek Hizek

v nemocnicich, problematickou koordinaci péée, nedostatek respektu vici rodinam a jejich
ucasti v [é¢be. Piibuzni zdiraziuji, Ze potfebuji praktické intervence, jejichZ cilem je vytvofit

stabilitu a umoZnit pacientim uplatnéni v socidlnich rolich (De Haan et al., 2002).
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Zatimco hodnoceni z4té7e se pouziva pomérné ¢asto, pouZiti dotaznikd kvality Zivota je méné
Casté. Kvalita Zivota je konstrukt, ktery obohacuje klinické mysleni. Podrobnéji se vyzkumy
kvality Zivota zabyvame v kapitole Socialni aspekty rodinné psychoedukace.

Ackoli péce o dusevné nemocné vede ke vnimani predev§im negativnich aspektti, nelze
opominout, Ze néktefi pecujici zmiriuji i pozitivni pfinos, jako je zisk Zivotnich ,,lekei” i
vyznamna mezilidska setkani, k nimZ dojde v souvislosti se zkuenosti s duSevni nemoci

v rodiné (Veltman et al., 2002).

4.2 Rodinné intervence a okolnosti vzniku rodinné psychoedukace u schizofrenie

Vznik rodinnych psychoedukaénich programii v sedmdesatych letech dvacéatého stoleti
provazely pfedeviim tfi okolnosti, do jisté miry spolu souvisejici: 1) reorganizace péée o
duSevné nemocné v USA v padesatych letech dvacatého stoleti, jejiz podstatou byla
deinstitucionatizace, 2) aktivity svépomocnych rodi¢ovskych skupin v reakei na pfesun péce o
dusevné nemocné na jejich bedra, 3) neti¢innost rodinnych psychoterapii u schizofrenie
vychazejicich z modelu dysfunkéni rodiny.

Podstatou deinstitucionalizace bylo propousténi pacientt z velkych psychiatrickych ustavi.
JelikoZ v té dobé neexistovala dostatetné velika sit’ komunitni péce, pacienti se museli
spolehnout sami na sebe &i na své piibuzné. Rodi¢e upozoriovali na obtize, které souZiti

s duSevné nemocnym pfindi, i na to, Ze schizofrenie vzhledem k povaze symptomi klade na
pecujici osoby znaéné psychické naroky. Jak se pozdéji ve vyzkumech potvrdilo, floridni
pozitivni, negativni i kognitivni symptomy mohou zhorSovat psychicky i télesny stav
pecujicich osob (Dyck et al., 1999). I proto se v t¢ dobé formovaly svépomocné rodicovské
organizace, které poZadovaly u¢innou pomoc.

Tradiéni rodinné psychoterapié nepomahaly, mimo jiné i proto, Ze pfedpokladaly ,,poruchu®
rodinného systému. Jednou z teorii, 0 néz se tehdejsi rodinné psychoterapie opiraly, byla
napiiklad teorie o ,,schizofrenogenni matce®™ Friedy Fromm-Reichmannové. Podle ni
panovaéné matky mohou v ditéti vyvolavat pocit nejistoty, uzkosti a nenavisti, pfi¢emz v

extrémnich pfipadech miiZe tento strach vést k duSevni poruse (Hornstein, 2001). !

! Frieda Fromm-Reichmannova vénovala celou svoji psychiatrickou kariéru psychoterapii psychotickych
pacientfi. Mnohé z postupil, které pouZivala v 16¢bé pacientdl se schizofrenii, ovlivnily pozitivné p¥istup dal3ich
generaci psychiatrii k pacientim. Pongkud neitastné zvoleny termin ,,schizofrenogenni matka“ pouzila

v nadsdzce, kdyZ se pokousela vystihnout kulturni rozdily v matefské roli mezi Némeckem, v némZ vyristala, a
Spojenymi Staty, do nichZ pired druhou svétovou valkou emigrovala. Domnivala se, Ze na rozdil od Evropy, kde

si jsou déti a matka vzdjemné blizké, jelikoZ je spojuje strach z patriarchalniho otce, stoji v Americe déti a matka
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Dalsi tehdy vlivnou teorii byla Batesonova koncepce dvoji vazby (double bind theory).
Bateson a jeho kolegové se zabyvali u€inky paradoxii v lidské interakci. V tomto kontextu
studovali schizofrenni komunikadni vymény. P¥istoupili ke schizofrenni komunikaci
odli¥nym zphsobem: povaZovali schizofrenni zplisoby chovéni za diisledek uréitého zptsobu
komunikace, ktera probihala v roding. Toto pojeti se radikalné 1i8i od biologickych hypotéz,
kter¢ za pfiCiny schizofrenie povazuji intrapsychické poruchy jeZ nasledné vedou k poruse
pacientovych mezilidskych vztahti (Watzlawick et al., 1999). ZjednoduSens fedeno, vychazeli
z pozorovani rozporupiného predavani komunikaénich vzkazii smérem k ditéti, konkréing
rozporu mezi verbalnim a nonverbdinim signalem. P#i takové vychove ditg ztrati schopnost
rozliSovat mezi vyznamem vzkazl a projevi schizofrenni chovani (Atkinson a Coia, 1995).
Obé& zminéné teorie v rodi¢ich syti pocity viny, pfitemz rodinna nepohoda ohroZuje pacientiiv
pocit jistoty. [ proto se zaCaly hledat intervence, jejichZ cilem by byla fungujici redina,
schopna se o nemocného &lena postarat. Pi jejich tvorbé se vychazelo z pFedpokladu, Ze
dobfe fungujici rodina potfebuje mit 0 nemoci dostatek informaci, a dovednosti, jak s nemoci

pracovat, tudiz se optimalnim zdal byt psychoedukaéni p¥istup.

4.3 Teoreticka vychodiska rodinné psychoedukace

Rodinna psychoedukace vychdzi z piedpokladu o negativnim vlivu stresujicicho prostiedi na
pribéh schizofrenie. Model ,,stres-zranitelnost* ptedpoklada, ze priibéh schizofrenie a
vysledny stav pacienta je vysledkem dynamického spolupiisobeni biologické zranitelnosti,
stresu a odolnosti, neboli schopnosti stresu &elit (Zubin a Spring, 1977; Nuechterlein a
Dawson, 1984). Na kiehkém neurokognitivnim terénu miize vlivem chronického stresu
snadné&ji dochazet k dekompenzacim. Chronickym stresorem muize byt i rodinn4 atmosféra.
Cilem rodinné psychoedukace je proto tento chronicky stres, kterému miZe byt pacient
vystaven, odstranit ¢i zmirnit, a zajistit pacientovi bezpeéné, pfedvidatelné a pfiméfend
stimulujici prostfedi. Soucasné je tfeba posilit pacientovu schopnost stresu elit. Pacient bude
stresu €elit 1épe, pokud se nau¢i zakladim zvladani nemoci, tedy pokud pochopi vyznam
medikace, omezi naduzivani navykovych latek, vytvofi si sit’ socialnich kontaktil, a bude se

zabyvat smysluplnymi aktivitami.

na odli¥nych pozicich, protoZe se americké Zeny muzi neboji a tudiZ v rodinné dynamice zaberou dominantni
misto. Panova¢né matky pak mohou vyvolavat v détech pocity nejistoty, tzkosti a nendvisti. V extrémnich

ptipadech miize strach ditdte z dominanini matky vést k duevni poruse (Hornstein, 2000},
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Souvislost mezi klinickym stavem dufevné nemocnych a kvalitou vztahu mezi pacienty a
Jejich blizkymi v rodiné se stala v padesatych a $edesatych letech hlavnim tématem Fady
studii. Pf dlouhodobém sledovani pacientl se schizofrenii se zjistilo, Ze ti z nich, ktefi se
vraceli k rodi¢am &i partnertim, méli relapsd vice, zatimco jedinei, ktefi Zili samostatn& nebo
se vraceli k sourozencim, relabovali méné (Wearden et al., 2000). Pro jiné diagnozy se
podobna souvislosti nezjistila. K méfeni emo&nich interakei v rodiné vyvinuli Brown a Rutter

semistrukturované interview (Camberwell Family [nterview; Brown a Rutter, 1966),

v soucasné dobé se nejcastéji pouziva kratsi modifikovand verze - P&timinutovy vzorek feci
(Five Minute Speech Sample (Wearden et al., 2000). Vyjadiované emoce (Expressed
Emotions, EE) jsou mé&fitko, které oskaluje kriti¢nost, hostilitu, emoéni hyperangaZovanost,
vielost a podet pochval, vyjadfovanych na pacientovu adresu. Za vysoké skére (a zafazeni do
skupiny nadmérné vyjadiovanych emoci, HEE, High Expressed Emotions) zodpovida
pfedeviim vysoka mira kriti¢nosti a hostility. P¥ibuzni, ktefi dosahuji vysokych skore ve
vyjadfovani emoci, komunikuji s pacientem obecné hitfe: vice mluvi, méné se na nemocného
divaji a poslouchaji mélo efektivng, zatimco ptibuzni s nizkymi skére EE (LEE, Low
Expressed Emotions) byli pfipravenéj$i mi¢et a poslouchat (Kuipers et al., 1983). LEE
piibuzni jsou tolerantn&jsi a citlivéjsi k pacientovym potiebam, zatimco jejich HEE prot&jsky
maji tendenci rudivé zasahovat do komunikace, jsou netolerantni k pacientovym problémim a
nevhodné ¢ nepruzné fesi vzniklé problémy. Zjistilo se, Ze mira EE u pfibuznych vyznamné
souvisi s jejich nazory na schizofrenii. Pfibuzni, ktefi pacienty hodng krititizovali, se
domnivali, Ze pacient miZe svoje projevy kontrolovat a ovlddat vili (Wearden et al., 2000).
Ve vztahu k relapsu vSak bylo tfeba zjistit, zda jej HEE skuteéné spoudté)i a zda se nejedna
spise o reakci pifbuznych na zhorSeni piiznakd. Odpovéd’ pomohly nalézt studie intervenci
snizujicich HEE. Rada z nich potvrdila, Ze (¢ast rodiny v takové intervenci sniZuje vskyt
relapst a podpofila hypotézu o HEE jako prediktoru a spoustéci relapsu (Hogarty et al., 1986;
Tarrier et al., 1988). Kavanagh (1992), MoZny a Votypkova, 1992; Bebbington a Kuipers,

1994).

Musime viak pamatovat na to, Ze v&t§ina vy3$e uvedenych studif pochazi z tzv. zapadnich
spole¢nosti a neni jisté, zda tyto vysledky jsou aplikovatelné v jinych kulturach a v jiném
spoledenském uspotradéni. Napiiklad p¥ibuznym japonskych a ¢inskych pacientl trva déle,
nez dotyéného zkritizuji, nebot’ tak €ini spise ,,oklikou®, a mén€ mluvi, v porovnani
s piibuznymi anglickych pacientd. Tradiéni zdrZenlivost je vyraznou komunikaéni rozdilnosti
mezi Vychodem a Zapadem (Nomura et al., 2005). Yang et al (2004) vyhodnotili

Camberwelské interview s 54 ¢inskymi pfibuznymi pacienti s schizofrenii. Cin§ti pfibuzni
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obecn€ Cinili méné osobnich piipominek. Vice kritiéti anebo hostilni p¥ibuzni pFipisovali
pacientovo chovani plynouci z negativnich ptiznakl nedostatedné sebekézni a povaZzovali je
za vuli vice ovlivnitelné. Vysoce vyjadfované emoce piibuznych, ktefi se domnivali, Ze jde o
poruchy viile, predikovaly relaps, zatimco osobni komentafe pfekvapivé chranily pied
relapsem. Studie v USA Zijicich mexickych pfist¢hovaleti (Latinos) a anglo-americkych
pacientt a jejich rodin naznacuji, Ze v mexicko-americkych rodinach je vielost vyznamny
protektivni faktor, zatimco u anglo-americkych rodin je rodinny kriticismus vyznamny
rizikovy faktor. Z toho plyne, Ze ma-li byt intervence s cilem vytvofit nestresujici prostfedi
u¢innd, musi respektovat kulturni odlisnosti.

Odpoved’ na otazku, pro¢ pacienti reaguji zhorSenim v chronicky stresujicim prostfedi
piinesly pfedeviim studie z posledni doby. Piivodnim podnétem bylo pozorovani, ze mnozi
zavazn€ nemocni dali pfednost anonymnimu Zivotu v centrech mést pied souzitim

s pfibuznymi. Byla pfi€¢inou jejich migrace intuitivni snaha vyhnout se emo¢né pietizenym
rodinnym interakeim — at’ uz se jednalo o netoleranci a hostilitu na strang jedné nebo
hyperprotektivitu na strané druhé? Socilni staZeni a izolace v anonymité mésta mohly byt
tedy vysledkem ochranné , titrace socidlniho kontaktu. Psychofyziologické studie z té doby
tyto hypotézy potvrdily spojitost mezi vysokymi hladinami ,,nabuzeni* (high arousal) a
socialnim staZzenim. T€sné emocni vazby v roding vedly podle t&chto hypotéz k nadmémé
stimulaci, v jejimZ disledku piekroéilo fyziologické ,,nabuzeni* hranici, za niZ se pacient uz
nedoved! se situaci vypotadat (Wearden et al., 2000). Rada studii z nedavné doby dalsi
dikazy o kfehkém neurokognitivnim terénu u schizofrenie ptidala: jedna se o abnormalni
zpracovani informaci, odchylky v autonomnich reakeich a poruchich pracovni paméti
{(Rosenfarb et al., 2000). Interakce neurokognitivni vulnerability a psychosocidlnich stresori
predisponuje pacienty ke zranitelnosti pfi pisobeni stresu chronické povahy & kumulace
diskrétnich stresujicich udalosti. Z téchto piedpokladti pak vychazi intervence — rodinna
psychoedukace — jejimZ cilem je chronicky stres, kterému miize byt pacient vystaven,
odstranit ¢i zmirnit, a zajistit mu bezpeéné, predvidatelné a piiméfend stimulujici prostfedi.

Soucasné je tieba posilit pacientovu schopnost stresu &elit (Obr.1).
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Obr. 1 Biopsychosocidlni model schizofrenie: Stres, vulnerabilita a intervence

(upraveno podle Motlova, 2005)
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5. Psychoedukace

Nejéast&j$imi pFifinami morbidity a mortality jsou v soucasnosti chronickd multifaktoridlni
onemocnéni, jako je diabetes, hypertenze, schizofrenie, bipolarni afektivni porucha ¢i
periodicka depresivni porucha, Mé-1i byt jejich 1é&ba tspéina, musi medicina opustit dosud
dominujici paternalisticky model a udinit z pacienta partnera v 1écbe. Pacient se viak mize
stat partnerem pouze tehdy, bude-li mit o svoji nemoci a jeji 1écbeé relevantni informace.
Zatimco pfirucky & internet zprosttedkovavaji informace obecné, individualni &t skupinova
psychoedukace vedena odbornikem umozni osobni kontakt a zajisti informace $ité na miru.
Pacient se miize zeptat na nejasnosti, ¢imzZ se pfedejde mnoha nedorozuménim, ve
skupinovém programu ma navic moznost vyméfiovat si zkudenosti s ostatnimi nemocnymi.
Proto vznikaji psychoedukaéni intervence, jejichZ cilem je pacienta vice angazovat v 1é¢bé a
naudit jej dovednostem dllezitym pro jeji zvladani. Ukazuje se, Ze programy zameéfené na
edukaci pacientt s diabetem ¢i hypertenzi, prokazatelné zlepSuji zdravotni stav a sniZuji
naklady na 1é&bu (Spaniel, 2005). Plati to i pro chronické dusevni poruchy. Naptiklad u
bipolarni poruchy znamenala ti¢ast v programu oddaleni manického relapsu (Perry et al.,

1999), zvySeni znalosti o nemoci a zlepSeni postoje k 16¢b& (Bauer et al 1998;Van Gent a
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Zwart, 1991), pfedchazela rekurenci a zkriceni pifpadnych rehospitalizaci (Colom et al, 2002;
2003). Pfizvani rodiny do programu vyznamné déle oddalovalo relaps a vedlo k lepi
U schizofrenie jsou vysledky rovnéZ pesvédéivé. Podrobné se jimi zabyvame v kapitole

Hodnoceni Giéinnosti rodinné psychoedukace.

5.1 Psychoedukace u schizofrenie: zikladni postupy a typy programii

Psychoedukace je systematickd, strukturovand a didaktickd informace nemocnym a jejich
blizkym o nemoci a jeji 1é¢bg, jejimz cilem je naudit je dovednostem dilezitym pro jeji
zvladani a usnadnit adaptaci na nemoc. Psychoedukaéni programy se 1i3i uspofadanim a
délkou, potet setkani se pohybuje mezi 8-25. Setkdni mivaji pevnou a piedem danou
strukturu, v niZ se doplituje ¢ast vykladova a diskusni. S vyhodou se uplatni skupinova
povaha rodinné psychoedukace, b&hem niZ maji pacienti i pfibuzni moznost vzajemné si o
psychotickych proZitcich povidat, ,.trénovat* rozpoznani ¢asnych varovnych pfiznakt a
vymenovat si osvédcené zkuSenosti. Pro vE&tdi nazornost a srozumitelnost se pii vykladu
pouzivaji didaktickeé materialy (napfiklad powerpointové prezentace a pracovni sesity).
Nékteré modelové postupy rodinnych intervenei jsou uvedeny v boxul. P¥iklady dostupnych

manudlh provadéni psyhoedukace jsou uvedeny v boxu 2.

Box1: Rodinné psychoedukacni intervence (upraveno podle Motlova, 2003)

Behavioralni rodinné p¥istupy (Falloon et al., 1984)

Rodinna psychoedukace (Anderson et al., 1980)

Skupinova rodinna psychoedukace (McFarlane 2004)

Individudlni rodinna psychoedukace doplnéna skupinovou psychoedukaci pouze pro
p¥ibuzné (Leff, 1989)

Rodinna konzultace (Wynne, 1994)

Skupinova rodinné edukace vedena vyskolenymi laiky, absolventy programu (Family to
Family Program)(NAMI, 2003)
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Box 2: Priklady manuald, podle nichz je moZné provadét rodinnou psychoedukaci

Glick ID, Berman EM, Clarkin JF, Rait DS. Marital and Family Therapy.

Atkinson JM, Coia DA. Families coping with schizophrenia. A Practitioner’s guide to family
groups

McFarlane W. Multifamily Groups in the treatment of severe psychiatric disorders.

Motlova L, épaniel F, Kitzlerova E, Korcsog P, Vrdnovd J. PREDUKA. Preventivng-

edukacni program proti relapsu psychozy

Uinnd intervence respektuje odlisné psychoedukaéni potfeby pacientii a jejich blizkych. Na
zaklade klinickych zkusenosti povazujeme za optimélni program, v némz spole¢nou
informaéni ¢ast absolvuji viichni uCastnici spolu. Poté se pacienti a ptibuzni rozdéli a
zabyvaji se relevantnimi tématy oddé€lené. Proto v dal§im textu povaZujeme za uZitené
popsat zvIlast’ 1) spole¢nd psychoedukaéni témata, urdena jak pacientum tak jejich blizkym; 2)
specifika psychoedukace ptibuznych a 3) specifika psychoedukace pacienti. Pfedpokladany
mechanismus G¢inku rodinné psychoedukace, pouZivané techniky a ofekavané zmény u

uc¢astnikil jsou zndzomeény v obrazku 2.

Obr. 2: Techniky pouzivané pfi rodinné psychoedukace a ofekivané zmény u iéastniku

Rodinna psychoedukace: ,,mechanismus G¢€inku“

Pribuzni:
|uzkosti, oéekavani, sebeobvifiovani
tkomunikaénich dovednosti

Prostiedi:
|stres
lriziko relapsu

Pacienti:
| tuzkosti,beznadgje,
1 spoluprace pfi lé¢hé
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5.1.1 Spole¢na psychoedukaéni témata pro pacienty i pfibuzné
Dominantni intervenéni strategii je psychoedukadni p¥stup: schizofrenie se definuje jako
onemocnéni mozku, které je zpravidla jen ¢asteéné ovlivnitelné medikaci, pfiem? se
zdlraziiuje vyznamny vliv rodiny na pacientovu Gzdravu a nenahraditeina dloha pfibuznych
jako spojencii v taZeni proti nemoci.

Dodani informaci o biologickém piivodu schizofrenie koriguje mylné a zkreslené pfedstavy
nemocnych i pfibuznych o pfi¢inach nemoci, které jsou potencialnim zdrojem nedorozuméni
a pocitl viny. Rodi¢ovské pocity viny vedou k hyperprotektivnim postojim, z hlediska
dlouhodobého pribéhu onemocnéni nevyhodnym.

Specialni pozornost se vénuje vyznamu medikace v prevenci relapsu. Zatimco pfinos
medikace v akutni fizi onemocnéni akceptuje naprosta vétsina pacientt i jejich blizkych, o
jejich piiznivych preventivnich dlouhodobych efektech pacienti nevédi. Zjistilo se, Ze
informace o 1écich motivuji k uzivani (Motlova, 2000). Malé motivaci uzivat léky odpovida
vysoka neochota spolupracovat pii 1é€bé. Léky neuziva podle doporuéeni az 40% pacientd
v prvaim roce 1€¢by, 75% bé&hem dvouletého sledovani. Roéni sledovani pacientti po prvni
atace piineslo alarmujici zji$téni: podle doporuceni spolupracovalo pouze 41% (Perkins,
2002). V této studit se zjistilo, Ze u nespolupracujicich pacientti bylo vyznamnym faktorem
malé zapojeni rodiny do 1é¢by, nedostate¢ény nahled piekvapivé rozhodujicim faktorem pro
nespolupraci nebyl. Na zéklad€ vlastnich zkusenosti 1ze konstatovat, Ze praveé ptibuzni
nemocné od uzivani medikace mnohdy z neznalosti odrazuji, proto jde o téma typicky uréené
jak pacienttm tak pifbuznym. Uastnici se udi rozpoznavat casné varovné piiznaky, jejichz

véasnym zachytem lze pfedejit rozvoji plného klinického relapsu.

5.1.2 Psychoedukace pro pribuzné

Specifickymi tématy pro pfibuzné jsou informace o pfi¢inach schizofrenie, o povaze a
pribéhu schizofrennich symptomi, o vyznamu komunikace. DileZitou soudasti jsou rady, jak
pomoci nemocnému i jak si zachovat svoji vlastni dusevni rovnovahu. V programu je tieba
rovnéZz ponechat prostor pro ventilaci starosti a problémd, které souZiti s dusevné nemocnym
pfinadi. Moznost sdilet podobné starosti s ostatnimi odstrafiuje pocit osamoceni a bezradnosti
a naladi G¢astniky ke konstruktivnimu feSeni probléma. Aktivni zapojeni piibuznych ma
piiznivé psychologicke efekty, proto je dilezité informovat G€astniky o svépomocnych
rodi¢ovskych aktivitach a poskytnout jim na tyto organizace kontakty.

Jiz vy$e zminéné dodani informaci o biologickém pitvodu schizofrenie sniméa z beder

piibuznych pocity viny, jelikoz se mnozi z nich domnivaji, Ze schizofrenii svého potomka
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zpisobili nevhodnou vychovou. Soucasné je vyhodné piibuzné povzbudit, Ze mohou udéiat
hodné pro potenciding pi{znivy prib&h onemocnéni do budoucna (viz dile). Schizofrenni
priznaky jsou daldim ¢astym zdrojem nedorozumeéni: zatimco piibuzni snadno identifikuji
pozitivn{ schizofrenni symptomy jako chorobné, o pfiznacich z okruhu psychomotorického
ochuzeni informace nemaji. Domnivaji se, Ze jde o projevy ztraty vile ¢i lenost. Aktivnd
nacvik méné rizikové a emodné nebfetiiené komunikace, v niZz nema misto nekonstrulktivni
kritika a emotni vylevy, pfedstavuje rozhodujici psychoedukaéni téma. Navazuje na
informace o biologickém plivodu schizofrenie a u¢i pfibuzné komunikovat tak, aby vytvételi
pacientovi co nejméng stresujici prostfedi. V&t§ina ptibuznych si uvédomuje, Ze svoje
nemocné blizké hodné kritizuji, ale malo chvali. Trénuje se konstruktivni kritika, piibuzni
jsou upozornéni na komunikaéni zlozvyky. K nim patif pfedeviim dlouh4 nepfehledna sdéleni
smérem k pacientovi, nékolik poZadavkl v jedné vét€ ¢i kladeni sériovych dotazi, aniZ by se
¢ekalo na odpovéd’. P¥ibuznym se v této souvislosti vysvétli, Ze prehledna komunikace
usnadni pacientovi pfekonat problém pfi zpracovani informaci. Nerealistickd oéekdvdni,
kter4 pfibuzni ¢asto maji, jsou pro pacienta potencialné zatéZujici, mohou zvySovat Gzkost. Je
tieba pfibuznym vysvétlit, Ze schopnost obstat v Zivotnich rolich miZe byt v diisledku

schizofrenie zhorien4, a to 1 po prvni atace onemocnéni.

5.1.3 Psychoedukace pro pacienty

PtestoZe je UiCast rodiny vyznamnd, a naprosta vétsina psychoedukacénich programa poéitd

s ucasti pfibuznych, nelze podcefiovat vyznam dodani informaci pacientim.

Tézistém psychoedukace pro pacienty jsou pfedeviim informace o povaze symptomi a
vysvétleni vzniku a vyvoje psychotickych proZitkd. Dale se probira pritbéh onemocnéni,
véetné nacviku rozpoznani individualnich ¢asnych varovnych pfiznakd a samoziejmé vyznam
preventivni medikace, jelikoZ se predpokladaji problémy s dlouhodobou spelupract p¥i
1éché (noncompliance). Proto se identifikuji mozné pfekézky ve vztahu k medikaci, jako jsou
napiiklad pfedsudky viéi 1ékitim, automatické dysfunkéni myslenky o 1éku, 1ékari, o nemoci,
o0 sob¢, o druhych (,,Iéky jsou jen pro blazny®, atd). Logicky navazuje prakticka ¢ast tykajici
se ,,zachdzeni s nemoci® (illness management). Jedné se o rady, jak lépe strukturovat denni
reim, jak nezapominat na léky, a podobng. Ugastnici se uéi, jak mohou o 1é¢bé
spolurozhodovat. Jejich role pasivnich pffjemci léCby se meni a stévaji se jejimi aktivnimi
ucastniky. Vyznamnou soucdsti jsou informace o zdravém Zivotnim stylu, na né navazuji
praktické informace o rehabilitaénich zafizenich a socioterapeutickych klubech. Cilem

podpory ucasti v téchto aktivitach je pfedejit socialni izolaci, ktera se povaZuje za vyznamny
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nepfiznivy prognosticky faktor (Strauss a Carpenter, 1974). Dodéni nadgje, povzbuzeni a
optimismu sleduje hlavni cil, jim? je orientace pacientii na dosaZeni co nejvetdi funkéni

uzdravy a na plnohodnotny Zivot, byt' s chledem na omezent, kterd schizofrenie p¥indsi.

5.2 Nadasovani rodinné psychoedukace

Terapie schizofrenie se modifikuje podle fAze onemocnéni, jiz pacient prochézi (Tabulka 1).
Na zakladé klinické zkuSenosti za optimalni povaZujeme zafazeni rodinné psychoedukace ve
stabilizacni fazi lé¢hy, ktera zadin v obdobi odeznivani psychotickych pfiznakt. V klinické
praxi se pro tuto fazi ujal vystizny pojem kfehkd remise: pacient je mnohdy i po dobu
nékolika mésictl zvysené zranitelny vidi stresu z okolniho prostiedi i vii¢i zménam ve
farmakoterapii. Proto je pravé v tomto obdobi zranitelnosti vhodné ziskat pro spoluprici
rodinné piisluiniky a upozornit je na rizika spjata napiiklad s pfetéZovanim ¢&i nerealistickym
ofekavanim od pacienta,

Nektefi autofi se domnivaji, Ze psychoedukace je G¢inné&jsi u pacientt, ktefi maji jiZ s nemoci
delsi zkuenost, nikoli u prvnich atak (Feldman et al., 2002). V na8i studii jsme vSak zjistili,
Ze pacienti s prvni atakou pfijimali pozvani do programu ¢ast&ji nez pacienti s vice atakami a
ochotné se jej ucastnili (Motlova et al.,2006). Zajem pacientl a jejich blizkych lze vysvétlit
nejen potfebou ziskat informace, ale i piipravenosti pomahat. Nabidka uéasti v programu
takto motivovanym pacientiim a pfibuznym muize do budoucna napomoci lepsi spolupraci

v 1é¢be a zvydit daveéru v psychiatrické intervence. Nezanedbatelny ani neni fakt, Ze je docela
mozZné, Ze pravé tato faze nemoci je onfm optimalnim terapeutickym ,,oknem* pro ovlivnéni
budouciho vysledku (Carbone et al., 1999). Zjist'uje se, Ze ucast piibuznych v terapii pfiznivé
ovliviiuje kvalitu Zivota pacienti (Mubarak a Barber, 2003) a rodinné prostiedi a podpiirné
socialni sit’ vyznamné ovliviiyji pacientiiv pocit pohody (Jablensky, 2000). Dal§im
argumentem podporujicim ¢asné zafazeni psychoedukace, je sniZend kvalita Zivota u pacientil
s prvni atakou (Browne et al., 2000; Motlova et al., 2004). NaSe zji§téni v podstaté davaji za
pravdu zastdnciim specializovanych sluZeb pro nemocné s prvni atakou (McGorry et al.,
1996).
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Tabulka 1: Faze 1é¢by schizofrenie: Zafazeni rodinné psychoedukace. Upraveno podle

Motlova a Koukolik, 2005

suicidalnim Gvaham.

Cil intervence Farmakoterapie Psychosociaini Typ péde
Faze nemoci intervence
Prodromy Vias zachytit Pouze Navéazat kontakt, Ambulantni sluzby,

piipadny rozvoj experimentalng sledovat centra krizové

prvni ataky intervence
Akutni faze (prvni Odstranit floridni Farmakoterapie Navazani Hospitalizace
ataka, relaps} psychotické antipsychotiky terapeutického

symptomy a {eventulng doplnéna | kontakfu,

agitovanost. anxiolytiky) koherentni a

Pozornost vénovat prehledna

imperativnim komunikace,

halucinacim a strukturovany

pfipadnym nestresujici program

vykon roli

Stabilizaéni faze Dosahnout remise. Farmakoterapie Podpiirna Denni stacionar,
{Kiehka remise) Ziskat spolupraci s minimalnimi psychoterapie, ambulance
rodiny pacienta. nezadoucimi Geinky | zahéjeni
psychoedukace
pacienta i rodiny
Stabiini faze Piedejit relapsu Farmakoterapie Nacvik sociainich Komunitni péte,
(Remise) {ptipadng véas udrzovaci dovednosti, denni stacionar,
rozpoznat piiznaky rehabilitace ambulance,
hrozictho relapsu). kognitivnich funkci, | svépomocné
Zajistit optimalni kognitivni terapie programy

6. Hodnoceni ti¢innosti rodinné psychoedukace

Lé¢ba schizofrenie vychazejici z biopsychosocialniho modelu nemoci vyZzaduje fadu

hodnoticich kritérii. Tradi¢nim hodnoticim kritériem je redukce symptomui. Odrazem

nespokojenosti s omezenou vypovédni hodnotou tohoto kritéria jsou studie, kieré v daleko
vEtsi mife pouZivaji kritéria dalsi, jako je frekvence relapsii, pocet dni rehospitalizaci, doba do
vysazeni medikace, doba do dosaZzeni remise, ekonomické aspekty, schopnost setrvat

v zaméstnani, spokojenost s 1é¢bou, atd.

Stejné jako odstranéni symptomd je v8ak pro pacienta diileZity jeho ,,Zivot™: socialni role, jeZ
zastava, jejich napinéni, pocit spokojenosti, materidlni situace a Zivotni perspektiva, Kvalita
Zivota je kritérium pouZivané k hodnoceni téchto okolnosti a uplatfiuje se pfi posuzovéni
uéinnosti farmakoterapie, rehabilitace, psychoedukace a kvality sluzeb.

Nase prvni zkuSenosti s psychoedukaénimi programy potvrdily pfedpoklad, Ze
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hodnotit rodinnou psychoedukaci pouze v pojmech sniZeni schizofrennich symptomi u
redukovat jeji komplexni p¥inos. Jelikoz jsme nejprve chtéli zmapovat piinos psychoedukace
jak pro pacienty, tak pro pfibuzné, zaméfili jsme se zpo&atku na socidlni aspekty této
intervence. Vysledkem jsou studie kvality Zivota, jejich vysledky uvadime v souhrnu. Na tyto
studie jsme navazali hodnocenim zdravotnich aspekti psychoedukace. Jednoroéni
prospektivni terénni studie hodnotici vliv psychoedukace na frekvenci relapsii je hlavni naplni

této disertacni prace a je proto uvedena detailng.

6.1 Socidlni aspekty rodinné psychoedukace

Zatazeni socialniho indikatoru, ,kvality Zzivota®, ktera vystihuje subjektivné pojimanou
Zivotni situaci, dovoluje, na rozdil od mé&feni symptomil, zachycovat zlepseni fyzické,
psychickeé a socidlnf pohody i v nemoci. Pro hodnoceni rodinné psychoedukace je kvalita
Zivota vhodnym méfitkem, jelikoZ umoZituje sledovat tyto parametry u viech G¢astnikt
psychoedukace - nejen u pacientil, ale i u jejich pfibuznych. Dale je pii hodnoceni programi,
jichZ se ucastni nejen pacienti, ale 1 jejich piibuzni, ktefi schizofrenii netrpi, rozhodujici volba
instrumentu. SQUALA (Subjective Quality of Life Scale Analysis, Dragomirecka et al.,
2006) je vieobecny (genericky) dotaznik a jeji pouZiti je ovéfeno u populaci dusevné
kazdodenniho Zivota, u nichZ respondent uruje subjektivni dileZitost této oblasti a jak je

s touto oblasti spokojen. Vysledky se vyjadfuji formou parcialnich skori a celkového skéru
kvality zivota. Parcialni skor pro uréitou oblast Zivota (napfiklad zdravi) se rovna soucinu
skoru dilezitosti (hodnoceno na pétibodové 8kile od 0=bezvyznamné po 4=nezbytné) a skoru
spokojenosti (hodnoceno na pétibodové $kéle od 1= velmi zklaman po 5=zcela spokojen) a
nabyva tedy hodnot od 0 do 20. Parcialni skéry se zobrazuji ve forme profilu kvality Zivota;
celkovy skor je dan soudtem vech parcidlnich skort.

Nejprve jsme zjistovali vliv G¢asti v rodinnych psychoedukaénich programech pro nemocné
se schizofrenii na kvalitu Zivota (Motlova et al. 2003; 2004). Cilem studie bylo perovnat
kvalitu Zivota G¢astnikt s kontrolni populaci a ovéfit viiv i€asti v programu rodinné
psychoedukace na kvalitu Zivota pacient i jejich piibuznych.

Utastnici vyplnili $kdlu SQUALA pied vstupem do programu a 3 mésice po jeho ukonéen.
Pacienti se schizofrenii (N=39; primérny v¢k 29,9 let) meli v porovnani s hodnotami
ziskanymi od 78 demograficky srovnatelnych zdravych kontrolnich subjektd vyznamné horsi
celkové skore kvality Zivota (p<0,05), s poklesem hodnot v oblastech Zdravi a Blizké vztahy.
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Po programu vzrostla hodnota v poloZce Fyzick4 sobéstadnost. Mezi pacienty, ktefi se
programu uéastnili po prvni epizod€ nemoci, a t&mi, ktefi meéli v anamnéze vice epizod, se
vyznamné rozdily v kvalité Zivota nezjistily. Kvalita Zivota je tedy niZ$i jiZ u nemocnych

s prvni epizodou schizofrenie.

Pfibuzni pacientt (N=51; primérny ve€k 49,4) neméli v porovnani s hodnotami ziskanymi od
demograficky srovnatelnych kontrolnich subjektd horsi celkové skére, zato se od nich lisili

v profilech kvality Zivota: P¥ibuzni ptikladali vice dileZitosti oblastem Zaliby a Krasa a
umeni, zatimco kontrolni subjekty povaZovali za dlleZit€j$i Penize. Lze pfedpokladat, Ze
souziti se zavazné dusevné nemocnym vede k posunu v Zebficku Zivotnich hodnot. Pfibuzni
byli oproti kontroldm méné spokojeni v oblastech Psychicka pohoda, Rodina a Déti.
Porovnanim kvality Zivota pied programem a tfi mésice po ném kvalita Zivota ptibuznych
vyznamné stoupala, a to v polozkach Zdravi, Psychicka pohoda a Bezpedi, avsak pouze u
muzi (N=23). Ti navic po programu uvadéli, Ze je pacientovy projevy méné vyvadéji z miry.
U Zen (N=28) se pii vstupu do edukacniho programu oproti zdravym kontrolam zjistila
vyznamné niZ§i spokojenost s oblasti psychicka pohoda. Po programu kvalita Zivota vzrostla
pouze v poloZce odpo¢inek. Piedpoklidame, Ze tento typ rodinng intervence prospiva
predev§im muzim, kterym vyhovuje informa¢ni charakter programu a dodani optimismu.
Potiebam Zen, které stoji spiSe o emoc¢ni podporu a konkrétni rady jak se vyrovnat s nastalou
situaci, viak plné neodpovida.

Dotaznik SQUALA tedy umoznil nejen méfit zmény v celkovych skére kvality Zivota béhem
programu, ale hloubgji analyzovat oblasti Zivota, do nichZ schizofrenie zasahuje nejen
nemocnym, ale i jejich blizkym. Takova analyza je prvaim pfedpokladem k dal$imu studiu
mechanismi G¢inku rodinné psychoedukace a nasledné tvorbé i¢inngjsich rodinnych
intervenci, které ve svém disledku nejen zajisti lep$i dlouhodoby stav pacientil, ale soudasné

piibuznym pomohou.

6.2 Zdravotni aspekty rodinné psychoedukace

Vice nez 30 randomizovanych klinickych studii prokazalo redukei relapst u pacientd. Delsi
programy, alespofi Sestimési¢ni, vyznamné sniZuji frekvenci relapst a rehospitalizaci béhem
dvou 1 viceletého sledovani (Dixon et al., 2000, 2001; Lehman et al., PORT 1998; Mueser et
al., 2001), aniZ by se soudasné zvySovaly naklady na ambulantni pééi (Dyck et al., 2002).
Kréitkodobé programy zpravidla vedou ke zlepSeni informovanosti uéastniki a k redukei
bifmé u piibuznych (Mueser et al., 2003). Autofi rozsahlé studie probihajici v USA,

Schizophrenia Patient Outcomes Research Team (PORT), jejimZ cilem bylo nalézt uéinné
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psychosocialni intervence u schizofrenie, proto doporugili zafadit rodinné psychoedukadéni
programy do terapeutického planu pacientil se schizofrenii (Lehman et al.,1998). JelikoZ jde o
intervenci zaloZenou na dtikazech, je doporuenym postupem v 16¢bé schizofrenie i u nés
dlouhodobé 16&by schizofrenie i v Ceské republice a lze predpokladat dinnost rodinné
psychoedukace. K ovéfeni tohoto pfedpokladu jsme vypracovali studii, jejiZ vysledky jsou

pfedmétem této disertani préce.

6.2.1 Cile studie

Cilem studie bylo 1) analyzovat iginnost klinicky vedeného psychoedukaéniho programu,
administrovaného co nejdiive po propusténi pacienta z hospitalizace a 2) zjistit nizory a
spokojenost u¢astnikll po absolvovani programu.

Ovéfovali jsme hypotézu, Ze zatazeni kratkodobého profesionalné vedeného rodinného
psychoedukaéniho programu ke standardni 1é8bé redukuje frekvenci relapsii a délku

ptipadnych rehospitalizaci béhem nasledujiciho roku sledovani .

6.2.2 Metodika

6.2.2.1 Usporadani studie

Studie byla prospektivni, terénni a jejim cilem bylo porovnat jednoroéni frekvenci relapsii
mezi absolventy psychoedukace a pacienty, ktefi ji neabsolvovali. Relaps jsme definovali
jako znovuobjeveni nebo zhor§eni psychotickych symptomi v takové mife, Ze vyzadovalo
hospitalizaci. O hospitalizaci rozhodoval pfisludny osetiujici ambulantni psychiatr. Hlavnimi
sledovanymi proménnymi byly frekvence relapsti a pocet dai rehospitalizaci béhem jednoho
roku sledovani po psychoeduakci. Ke zhodnoceni spokojenosti s psychoedukaci byt

pacientlim i jejich pfibuznym po roce zaslan Dotaznik o psychoedukaci.

6.2.2.2 Studovana populace

Do studie byli zafazeni pacienti s diagnézou z okruhu schizofrenniho spektra, tedy
schizofrenie F20, schizoafektivni porucha F25, akutni psychoticka porucha s piiznaky
schizofrenie F23.1 (podle MKN 10), u nichz byla indikovand alespoti jednoro¢ni preventivni
antipsychotickd medikace. Pacienti se soudasnou organickou dusevni poruchou nebyli do
studie zafazeni. Po podepsani informovaného souhlasu bylo osloveno 120 pacientll p#i
propusténi ze dvou psychiatrickych zatizeni (Tabulka 2). Na pracovidti A (N=86), kde se

rodinna psychoedukace nabizi v§em pacientiim propousténym s diagnézou ze schizofrenniho
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spektra, bylo osloveno 86 pacientil. Pozvani piijalo 53 pacientd (61,6%); 33 pacientli (38,4%)
na pozvani nereagovalo a programu se netdastnili. Na pracovisti B, kde takovy program
nabizen neni a pacienti nemaji piflezitost se psychoedukace ti¢astnit, bylo osloveno 34
propousténych pacientil. Piivodné souhlasilo z tohoto pracovisté 37 pacientd, ale 3 z nich
dodate¢né sviij souhlas odvolali a proto do studie zafazeni nebyli.

Dotaznik o psychoedukaci byl zasldn viem G&astniktim psychoedukace 1 rok po programu (93
piibuznym a 53 pacientlim). 45 ptibuznych (48,39%) a 36 (67,92%) pacient dotaznik

vyplnilo a vrétilo.

6.2.2.3 Intervence

V nasi studii pracovi§té A nabizi kratkodoby, osmihodinovy psychoedukaéni program,
vedeny psychiatrem a zdravotni sestrou. Hlavnimi tématy programu jsou: informace o povaze
onemocnéni, relaps a jeho prevence, nacvik rozpoznéni ¢asnych varovnych pfiznakd, vyznam
medikace, feseni naléhavych situaci, pro pfibuzné nacvik komunikace. MoZnost u€asti maji
v8ichni pacienti propousténi s diagnozou schizofrenniho okruhu. Pacienti a jejich pifbuzni se
Ucastnili programu v paralelnich skupinach 8-10 ti¢astnikd co nejdfive po propusténi, a to
postupné mezi lednem 2001 a dubnem 2003.

Vsichni pacienti dostavali antipsychotickou medikaci. Povzbuzovali jsme je, aby pozvali

svoje piibuzné, bez ohledu na to, zda s nimi sdileji domacnost ¢i nikoli, 1 blizké kamarady.

-----

6.2.2.4 Hodnotici instrumenty

Udaje pro jednoroéni sledovéani byly ziskany ze viech relevantnich zdroj{: ptimo od pacienttt
a jejich blizkych, ambulantnich psychiatrii a z hospitalizaénich zdznamil.

Hodnoceni funkéniho stavu (GAF-F, Global Assessment of Functioning - Symptoms, a GAF-
D disability) (Endicott et al., 1976) je $kdla struéné hodnotici symptomy a celkovou
zpusobilost. Jeden hodnotitel, zaslepeny viiéi statutu pacienta hodnotil pacienta pii propusténi
z nemocnice, na zakladé podrobné dostupné zdravotnické dokumentace.

Chlorpromazinovy ekvivalent (CLZ) poslouZil k porovnani davek jednotlivych antipsychotik,
na nichZ byli pacienti propoudténi, jelikoZ umoziiuje pifevod na srovnatelnou hodnotu
(Woods, 2003).

Dotaznik o psychoedukaci byl ptivodné vytvoien s cilem zjistit pfinos psychoedukace a ziskat

¢o nejvice informaci o rodinné atmosféfe, zptisobech zachdzeni s nemoci, metodach
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vyrovnavani se s nemoci, adaptaénich dovednostech, ale i informaci o uZivani zdravotnickych
sluzeb a o spokojenosti s nimi. Dotaznik sestaval z otdzek s uzavfenym i otevienym koncem.

Pacientim a pfibuznym byl dotaznik zasilan postou, jeden rok po G&asti.

6.2.2.5 Statistické metody

Rozdily mezi O¢astniky psychoedukace a témi, ktefi se ji neudastnili, byly poditdny chi
kvadratem (pro kategorické proménné) nebo jednocestnou Anovou (pro kvantitativni
promémné) za predpokladu statistické signifikace na hlading vyznamnosti p= 0,05.
Logistickou regresi jsme analyzovali prediktory jednorodni hospitalizace. V modelu logistické
regrese jsme zahmuli rehospitalizace jako zavisiou promé&nnou. Prediktory byly
psychoedukace (Ano=1, NE=0), misto l1é&by (A=0, B=1), podet pfedchozich hospitalizaci,
vek a pohlavi (M=1, F=0), F23,1, akutni psychotick4 epizoda s pfiznaky schizofrenie (Ano=1,
NE=0}, I 25 (Ano=1, NE=0). Dal3i analyza se tykala rozdili pouze ve skuping pozvanych
pacientd (Misto A, N=86), k urCeni charakteristik t€ch, ktefi piijali pozvani a Glastnili se
programu v porovaani s témi, kte¥ byli pozvani, ale nepiisli (ANOVA). Analyza se provedia

s pomoci Statistical Package for Social Science (SPSS), verze 11,3.

6.2.3 Vysledky

V porovnani s neti€astniky méli ¢astnici psychoedukace niz$i pocet pedchozich
hospitalizaci (1,79 vs. 3,46, p=0,001) a b&¢hem roku nasledujiciho sledovani travili

v psychiatrické nemocnici krat¥i dobu (5,89 vs. 17,78 dni, p= 0,045). Klinické charakteristiky

ucastniki psychoedukace a pacienti, kte¥i se psychoedukace netcastnili, jsou v tabulce 2.
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Tabulka 2: Studovana populace (N = 120): klinické charakteristiky @¢astnikia psychoedukace

(PE iéastnici) a pacienti, ktefi se neicastnili (PE nedéastnici)

Proménna PE uéastnici (N= PE neudastnici Statisticky | p
53) (N=67) test
N % N % :
Vék:  Primér £ SD 31.13£10.23 32.39+9.81 F=0467 | 049
Pohlavi:  MuZi 20 37.7 |36 54 ¥=3.042 | 0,05
Zeny 33 62.3 131 46
Diagndza: F 23.1 18 340 112 17.9
F 20 29 54.7 |46 68.7 | ¥*=4.075 |0.13
F 25 6 113 {9 134
Predchozi hospitalizace: 1.79+ 1.49 346+£332 F=11.496 | 0.00
Primér + SD
Misto: A 53 100 |33 49 NA NA
B NA 0 34 51
Prvni epizoda 34 642 | 24 36 ¥=9.511 | 0.00
Poéet dni indexové 5145+ 1642 4554+ 26.58 F=2015 0.15
hospitalizace': Priimér = SD
GAF: Symptomy, Primér + | 50.67 £3.70 50.17£5.26 F=0.347 0.55
SD
Neschopnost, Primér | 5033 £4.72 4991 +6.18 F=0.163 0.68
+ 5D
Medikace v CLZ 384.90+259.34 402.63+255.79 F=0.139 |0.71
ckvivalentech, Primér & SD
mean =5D
Antipsychotka® 1.generace | 9 173 |7 104 | ¥=1.184 | 0.20:
2.generace 43 82.7 | 60 89.6
Dny hospitalizace v 5.80 £15.35 17.78 £ 40.43 F=4.108 0.04:
nisledujicim roce, Primeér +
SD
Pocet hospitalizaci v 0.17+£0.43 0.37%0.85 F=2526 |[0.11:

ndsledujicim roce; Primér
+ 8D

! Indexova hospitalizace je posledni hospitalizace pied vstupem do studie

? Antipsychotika 1. generace (typicka): chlorpromazin, haloperidol, perfenazin, flufenazin

decanoat, flupenthixol decanoat, oxyprotepin decanoat
Antipsychotika 2. generace (atypickd): sulpirid , amisulprid, risperidon, olanzapin, clozapin,
quetiapin, ziprasidon, zotepin
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K analyze prediktorii rehospitalizace b&¢hem jednoroéniho nasledného sledovéni jsme pouZili
logistickou regresi. Pravdépodobnost rehospitalizace b&hem jednoho roku sledovani byla

vy3$i pro pacienty z mista B, které psychoedukace neprovadélo (Tabulka. 3).

Tabulka 3: Prediktory rehospitalizace béhem roku nasledujiciho po propusténi (N=120)

B Std. Error | Wald Sig Exp (B)
Step 1a
Psychoedukace 1.515 864 3.077 079 4.550
Misto 219 .864 6.437 011 8.944
Pi¥edchozi 189 101 3.501 061 1.208
hospitalizace
Pohlavi -.409 570 513 474 665
Vék -.18 0.29 388 533 982
F23.1 -2.062 1.102 3.500 061 127
F 25 -1.078 870 1.535 215 340
Constant -2.359 1.232 3.663 056 095

Abychom zjistili, jaké jsou charakteristiky pacientti, ktef{ ptijali pozvani a programu se
ucastnili, porovnali jsme 53 absolventii psychoedukace s 33 pozvanymi pacienty, ktefi se do
programu nedostavili (Tabulka 4). V porovnani s pacienty, ktefi byli pozvani a neti¢astnili se,
ucastnici méli signifikantné méné pfedchozich hospitalizaci (1,79 vs 2,88, p=0,0006). Bylo
mezi nimi vice jedincl s prvni epizodou schizofrenie (34 pacienti, 64,2% vs 12 pacientd,
36,4%, p= 0,011} Jejich indexova hospitalizace byla delsi (51,45 vs 40,55 dni, p=0,003) a
vice z nich bylo 1é¢eno antipsychotiky prvni generace (9 pacienti, 17,3%, vs jeden pacient,
3%, p=0,044). V jednoroénim pribéhu onemocnéni nebyly mezi i¢astniky a pacienty, ktefi

byli pozvani, ale nedcastnili se, Zadné vyznamné rozdily.
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Tabulka 4: Klinické charakteristiky pacientii pozvanych do psychoedukace (Misto A) (N=86)

(N=86)
Proménna Pozvani pFijali (N= Pozvani nepiijali Test p
53) (N=33) statistic
N Yo N %
Vék:  Primér= SD 31,13+ 10.23 30.15+7.53 F=0.226 0.63¢
Pohlavi: Muzi 20 377 |16 48.5 | *=0965 | 0.22
Zeny 33 623 |17 51.5
Diagnéza: F 23.1 18 340 |7 21.2
F 20 29 547 |23 69.7 |¥'=1980 | 037
F 25 6 113 |3 9.1
Piedchozi hospitalizace 1.79 £ 1.50 2.88+£2.07 F=7930 {0.00¢
Primér + SD
Prvni epizoda 34 642 |12 364 | y'=6312 | 0.0l
Podet dni indexové 5145+ 1642 40.55£ 1595 F=9.170 0.00:
hospitalizace: Priimér + SD
GAF: Symptomy, Primér £ | 50.67 =3.70 51.45+4.72 F=0.725 0.39
SD
Neschopnost, Primér | 50.33 £ 4.72 52.06+4.68 F=2741 0.10:
+ SD
Medikace v CLZ 384.90+ 259.34 456.48+280.98 F=1.441 0.23:
ekvivalentech, Primér + SD
mean +SD
Antipsychotka 1.generace 9 173 |1 3 v¥=3.964 | 0.04
2. generace 43 82.7 |32 97
Dny hospitalizace v 5.89+15.35 2.06 +8.33 F=1.728 0.19:
nasledujicim roce, Primer +
SD
Podet hospitalizaci v 0.17+0.43 0.06 £ 0.24 F=1795 0.18:
pasledujicim roce; Primér
+ SD

Spokojenost s psychoedukaci byla ovéfovana s pomoci Dotazniku o psychoedukaci. Pacienti

spontanné zmitiovali pfinos informaci, které se dozvédeli, vitali moZnost sdilet svoje zazitky

Z nemoci s ostatnimi u¢astniky b&€hem skupinovych setkani a uvadeli, Ze se lépe vyrovnavaji s

nemoci. Vitali Gc¢ast svych pfibuznych v programu. P¥ibuzni nej¢astéji oceiiovali vyznam
informaci, které se dozvédéli a piilezitost sdilet svoji zkuSenost s nemoci s ostatnimi b&hem
terapeutickych skupin. Konstatovali, Ze vzrostla jejich dlivéra v psychiatrii, a Ze se nau¢ili

dovednosti, jak se chovat k nemocnému. DileZité pro né byly védomosti, Ze problémové
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chovani neni vZdy svévolné a pocit, Ze nejsou s nemoci sami. Nejéast&j3f kritické piipominky
pacienti i pfibuznych se tykaly absence tist&nych materiald, které by si absolventi mohli

odnést domi.

6.2.4 Diskuse

Pacienti, ktefi se programu G¢astnili, travili béhem nasledujiciho roku méné ¢asu
hospitalizacemi v porovnani s neti¢astniky. K podobnému zavéru dosli Bauml et al. (2006),
kteti rovnéZ ovéfovali vliv kratkého osmihodinového programu rodinné psychoedukace.
Dokonce i po dvou letech sledovani u absolventd rodinného psychoedukaéniho programu

v porovnani s kontrolni skupinou doslo nejen k redukei k redukci hospitalizaénich dni (78 vs
39), ale 1 k vyznamné redukei relapsti (58% vs 41%). Byt jsou vysledky obou studii podobné
a svEd¢i ve prospéch zafazeni rodinné psychoedukace, je tfeba zminit metodologicky rozdil
mezi obéma studiemi: zatimco studie Baumla et al. byla randomizovan4, nage studie byla
terénn{ bez randomizace; i kdyZ se vysledkiim randomizovanych studii pfi¢ita obecné vétsi
véaha, na druhou stranu je vyhodou, Ze naSe terénni studie odrazi skuteéné poméry v soucasné
péci o pacienty se schizofrenii,

Pravdépodobnost rehospitalizace b&hem jednoroéniho sledovani byla vétsi pro pacienty
instituce, ktera psychoedukace nenabizela. Skladba pacientl v jednotlivych institucich,
charakterizovana poétem pfedchozich hospitalizaci, v€kem a pohlavim, rehospitalizaci
nepredikovala. Proménné souvisejici s odlisnosti terapeutickych prostiedi A a B, které by
mohly ovliviiovat frekvenci rehospitalizaci sice existuji, ale podobnosti pfevazuji. Obg
luzkova zafizeni, Misto A (41 lizek) a misto B (44 lazek) jsou oddéleni, jejichZ naplni je
poskytovat akutni psychiatrickou pédi pro lidi ve véku mezi 18-65 let. Obé lizkova zaiizeni
propoustéji pacienty pouze tehdy, je-li pacient schopen spolupracovat v ambulantni 1€¢bé se
svym psychiatrem. Pokud jde o takzvané biologické terapie schizofrenie, Zadné rozdily jsme
mezi obéma ldzkovymi zafizenimi nenasli (ani vyznamné rozdily ve frekvenci vZiti prvani a
druhé generace antipsychotik ani rozdily v ddvkach medikace pfi propusténi). Rozdily jsme
nezjistili ani ve funkénim stavu pacientti méfeném $kalami Hodnoceni funké&niho stavu (GAF-
S a GAF-D). Vysvétleni vy38i pravdépodobnosti rehospitalizace b&hem jednoroéniho
sledovani pacienti z instituce, ktera psychoedukace nenabizela, mtze byt dano rozdilnymi
psychosocidlnimi intervencemi. Agkoli vieobecn® akceptovana mezi profesiondly, rodinna

psychoedukace neni poskytovana rutinné jako soucast léebnych postuph pro pacienty se
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schizofrenii v Ceské republice. TudiZ neni provozovana v misté B. Jinak maji ob& lizkova
zafizeni podobny profil aktivit (skupinova psychoterapie, arteterapie, rehabilita¢ni cvi€ent).
Domnivame se, 7e rodinnd psychoedukace sama o sob¢ nevede k redukei dni pfipadnych
rehospitalizaci. Spife miZe vylepsit dlouhodobé vysledky jako soulést systému péce
respektujici potieby pacientt i jejich pfbuznych. Pozvani do programu pro celou rodinu mize
pfemostit zranitelné obdobi nemoci — takzvanou kiehkou remisi, ktera nasleduje pro
propu$téni z hospitalizace — a miize hrat kli¢ovou roli v Gspésné prevenci relapsu.
Terapeuticky tym sestavaji z odbornik schopnych poskytovat psychoedukaci je pfinosny
pacienttim uZ béhem jejich pobytu na ldZku a tudiz mize mit pfiznivy vliv i kdyZ se tito
pacienti nasledné do programu nedostavi. S ohledem na vysledky uastnikt mista A jsme
nezjistili Zadné vyznamné rozdily mezi absolventy psychoedukace a t€mi, ktefi byli pozvani,
ale neti¢astnili se. Nabizena tivaha o pifnosnosti tymu schopného poskytovat psychoedukaci
je podloZena podobnym vysledkem jiné studie porovndvajici program prevence relapsu a
16Eby obvyklé: tymy odborniki poskytujici program prevence relapsu byly s daleko vétsi
pravdépodovnosti schopni spravné a v¢as rozpoznat prodromélni pfiznaky jeSté neZ pacient
spltioval objektivni kritéria relapsu nebo kritéria pro pfijeti do nemocnice (Herz et al., 2000).
Pacienti s prvni epizodou pfijimali pozvani a Gi¢astnili se programu ¢astéji neZ pacienti s vice
epizodami. Delsi indexova hospitalizace rovnéz mize byt do jisté miry zodpovédna za vy3si
miru Oasti. Je moZné, Ze pacienti s prvni epizodou nemoci a jejich piibuzni travili vice ¢asu
diskusemi s personalem o budouci 1€¢bé nez ti, ktel uZ za sebou méli vice epizod; nebo ze
personal ochotn&ji a vstiicn&ji komunikoval s pacienty s prvni epizodou, tudiz je k Géasti
pobizel mnohem intenzivngji. Prince (2007) zjistil, Ze 0 nemocné s vét§im poctem epizod ma
zdravotnicky personal mensi zajem a tito pacienti pocit'ujf mén€ podpory. Soucasné viak tito
pacienti maji vét3i znalosti o svoji nemoci neZ pacienti s menSim poétem pobytll. V nasich
podminkach patrné nejpravdépodobné&j$im vysvétlenim bude, Ze vysoky zajem pacientil

s prvni epizodou a jejich pribuznych reflektoval jejich vy3si potiebu informaci a jejich
ptipravenost ke spolupraci. Nase vysledky podporuji vysledky dalSich studii, které obhajuji
zafazeni rodinnych intervenci v zacatku 1é¢by. Ackoli nékteré studie nenasly vyhody ucasti
v psychoedukaci pro pacienty s velmi kratkym trvanim nemoci (Feldman et al., 2002), na
zakladé nasich vysledki se domnivame, Ze rodinné intervence by mély byt poskytnuty co
nejdfive béhem priib&hu nemoci, protoze zapojeni ptibuznych ovliviiuje pacientovu kvalitu
faktory ovliviiujici pacientovu spokojenost (Ritsner et al., 2002); pfitomnost suportivni

socialni sité sestavajici z pfibuznych a pfatel predikuje lepsi dlouhodobg&jsi vysledky
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(Jablensky, 2000). JelikoZ jsme v nasich v na$ich pfedchozich studiich zjistili, Ze kvalita
Zivota je sniZend jiZ u pacientl s prvni epizodou (Browne et al., 2000; Motlova et al., 2004),
je dilezité zatadit intervence, o nichZ lze pfedpokladat, Ze kvalitu Zivota zvy$uji, co nejdfive.
Rovnéz tento nalez dava za pravdu zastanctim specializovanych sluZeb pro pacienty s prvni
epizodou. Ucastnici v programu EPPIC (The Early Psychosis Prevention and Intervention
Center) (McGorry et al.,1996), kterym se v¢as dostalo specializované péée, méli signifikantng
méné pfijeti béhem jednoroé¢niho sledovéni, kratdi hospitalizace a niZ$i jak akutni tak
udrzovaci antipsychotickou medikaci. Pouze pacienti se stiedni dobou trvani nelééené
psychézy v rozmezi 1-6 mésicl 1é¢eni ve strukturovaném programu zohledfiujicim fazi
vyvoje onemocnéni méli vyznamné lepsi vysledky neZ pacienti 1ééeni v pfedchozim modelu
péce (Larsen et al., 2001). Tato data naznacuji existenci ,,okna®, v némz je pfilezitost ovlivnit
vysledny stav (Carbone et al.,1999). Dojmy pacienti i pfibuznych zachycené dotaznikem
ilustruji diouhodobé piiznivé efekty skupinové psychoedukace. Naznaduji elementy, které
mohou byt rozhodujici pro lepsi terapeuticke vysledky u schizofrenie. Napiiklad na rozdil od
popularnich predstav, pacienti vitali & pfimo poZadovali tcast svych blizkych

v psychoedukaénim programu.

7. Zavér

Utast rodin v 16¢bé schizofrenie &asné v pribshu onemocnéni miize piznivé ovlivnit
zdravotni stav pacientil 1 piedejit eventualnim negativnim socialnim dopadiim. Ve studii
zdravotnich aspekti rodinné psychoedukace jsme zjistili krat$i primémou dobu
rehospitalizaci u U€astnikil psychoedukace, vysokou navstévnost, vysoky zajem pacientli

s prvni epizodou schizofrenie a pozitivn{ hodnoceni i€astniky psychoedukace. To vie svédéi
pro priznivy terapeuticky potencidl rodinné psychoedukace, jejiZ ptinos je komplexni.
Pacientitm umoZiuje opustit pasivai roli pfjemei é¢by a namisto toho se stat erudovanymi
spojenci v taZeni proti zavazné nemoci. Jejich pFibuznym a blizkym dodava nepostradatelné
informace o biologickém plivodu nemoci, ¢imZ z nich odnim4 kontraproduktivni pocit viny.
Na zékladé téchto informaci pak akceptuji nutnost medikace a soutasn& chapou, Ze
problematické chovani pramenici z ptiznaki nemoci neni svévolné. Naudi se, jak se chovat
k nemocnému, zjisti, Ze nejsou se svym problémem osamoceni. Ugast v psychoedukaci
pomaha uspéiné pieklenout obdobi zvyiené zranitelnosti pacienta po ukondeni hospitalizace,
jelikoz zajisti bezpetné, pfedvidatelné a klidné prostiedi. Pozvani celé rodiny k aasti v
programu je jednou z moZnosti jak zajistit kontinuitu péée, kli¢ovou pro dlouhodobou

spolupraci pacienta. Zatazeni rodinné psychoedukace co nejdfive v zadatku onemocnéni miZe
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piiznivé ovlivnit dlouhodobou prognézu. Zjist'uje se, Ze troven poskytovanych shuzeb a
kontinuita péce pfedeviim vyznamné ovliviiuji kvalitu Zivota duSevné nemocnych (Wu et al.,
2007). I pfesto, Ze mnozi z rodinnych pfisludnikh pacientd se schizofrenii psychicky stradaji a
obtiZné se vyrovnavaji s nelehkou realitou duevniho onemocnéni v roding, jsou pfipraveni
spolupracovat, jejich Zivotni nazory a preference se v dlisledku onemocnéni v rodiné méni.
Vyuziti jejich motivace pro spolupraci a nabidka relevantnich intervenci jiz v za¢atku
onemocnéni miZe zdsadnim zpisobem piiznive ovlivait priib&h nemoci u fady pacientdl. To
vie spolu se skute¢nosti, Ze se jednd o intervenci s malou ekonomickou zatéZ7i, ¢ini z rodinné
psychoedukace atraktivni terapeuticky program, potencidlné dostupny viem pacientii se

schizofrenii.
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Relapse prevention in schizophrenia: does group family
psychoeducation matter? One-year prospective follow-up field study
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Economics, Prague, Czech Republic

Abstract

Objectives. Relapse prevention is one of the most important goals of long-term schizophrenia management, as relapse is both
distressing and costly, Family intervention supplementation to standard treatment could reduce the relapse rate. This study
assessed the influence of a short-term, clinically based, and profesionally led family psychoeducation programine on a 1-year
relapse rate. Mezhods. A total of 120 patients were recruited upon discharge from two psychiatric hospitals in Prague: (1)
Site A (N =86}, where family psychoeducation is offered to all patients with schizophrenia, schizoaffective disorder, and
acute psychotic episode with schizophrenic symptoms; and (2) Site B (N=34), where no such programme was
offered. Results. Compared to nonparticipants, psychoeducation participants had a shorter average length of rehospitaliza-
tion stay (5.89 vs. 17.78 days, P=0.045) in a l-year follow-up after discharge. The probability of rehospitalization during a
1-year follow-up was higher for patients from the site that did not provide psychoeducation. Cenclusions. A shorter average

length of rehospitalization of psychoeducation participants,

a high turnour of first-episode patients, and positive responses of

psychoeducation participants suggest that family psychoeducation should be supplemented early in the course of the iliness
to achieve favourable treatment outcomes and minimize adverse health and the social consequences of schizophrenia.

Key Words: Family psychoeducation, schizophrenia, relapse prevention, first episode psychosis, quality of life

Introductien

Relapse prevention is one of the most important
goals of long-term schizophrenia managemmnent, as
relapse is both distressing and costly [1]. Many
alternative definitions of relapse in schizophrenia
have been published. The widely accepted one
defines relapse as the reemergence or aggravation
of psychotic symptoms leading to hospital re-
admission. The cornerstone of relapse prevention
is long-term pharmacotherapy with antipsychotic
medication [2,3]. However, relapse is relatively
frequent even though patients receive medication:
the 1-year relapse rate for patients who received oral
medication was 42%, compared with 27% for long-
acting depot medication [4]. The relapse rate can be
further reduced by 20% if relatives of schizophrenia
pauents are included in the treatment [5]. Family
psychoeducation-—one of the most promising re-
lapse preventing psychosocial interventions—
provides a combination of education about
mental illness, family support, crisis intervention,

and problem-solving skills training. The pro-
grammes are delivered in various designs: individual
family psychoeducation, individual family psycho-
education with group psychoeducation for relatives
only [6], group family psychoeducation {7], and
parallel group psychoeducation: separate groups
for patients and groups for their relatives [8,9].
Short-term programmes usually lead to improve-
ment in knowledge and family burden with limited
impact on the severity or course [10,11]. However
there are studies that found significant reduction
of readmission days in a 4-year follow-up even after
a short-term programme [12]; longer-term pro-
grammes (more than 6 months) have a significant
effect on reducing relapse rates and rehospitalization
over 2 or more years [13-15] without increasing
the overall volume of outpatient mental health
services [16],

The family psychoeducation approach is based
on the vulnerability/stress model of schizophrenia.
Certain information-processing deficits, autonomic
reactivity anomnalies, and social competence and
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ping limitations are viewed as potential vulner-
sility factors [17]. These problems predispose
wients to be vulnerable towards stressors such as
serete life events as well as the prevailing level of
wial environmental stress which might provoke
lapse [18]. This model was supported by studies
1 intrafamily interactions and atmosphere. The
wurse of the illness was negatively influenced in
itents living in stressful environments with rela-
ves exhibiting high expressed emotions (HEE):
sstility, highly critical comments, and overinvolve-
ent [19-22}. The interaction of neurocognitive
inerability and psychosocial stress factors has
cently been confirmed; the combination of pa-
nts’ working memory deficits and interpersonal
iticism jointly predicted psychotic thinking [23].
Based on these assumptions, family psychoeduca-
on is hypothesized to reduce family burden and
istress by improving patients’ functioning and
mily coping and by increasing social networking.
amily members are taught how to provide a safe,
-edictable, stimuli-controlled environment. The
>mplementary part of this intervention is social-
dlls training approach that modifies those patient
shaviours that elicit negative feedback from family
embers [18] and strengthen patients’ capabilities
) confront environmental stressors. Betier treat-
ent compliance as a result of the delivery of
formation regarding antipsychotic medication to
sth patients and relatives can be expected. Being
formed about the side effects of antipsychotics
ses not negatively affect compliance and is essential
it establishing patients’ confidence in physicians
1d in the medications [24].

The aims of the present study were: (1) to analyze
1e effectiveness of a clinically based family psychoe-
ncation programme implemented as soon as
ossible after discharge; (2) to gather participant-
;ported impressions of the main assets of the
rogramme.

tudy design

prospective follow-up field study was designed to

ympare the l-year post-discharge relapse rate of
sychoeducation participants and nonparticipants.
elapse was defined as the re-emergence or aggra-
ition of psychotic symptoms leading to hospital
.admission. The main outcome measures were
‘hospitalization occurrence and number of days of
‘hospitalizations in a 1-year follow-up. To evaluate
itisfaction with a psychoeducation programme, both
atients and relatives were mailed a Psychoeducation
utcomes Questionnaire (POQ) 1 year later.

tudy population

liagnosis of schizophrenia (F20), schizoaffective
isorder (F25), acute psychotic episode with schizo-
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phrenic symptoms (F23.1) (ICD-10), and the
requirement of at least a 1-vear antipsychotic main-
tenance therapy were inclusion criteria. Patients with
comorbid organic mental disorder were excluded.
After written informed-consent completion,
120 patients were recruited upon discharge from
two hospital settings: (1) Site A (N=86), where
family psychoeducation was offered to all patients
discharged with schizophrenia, schizoaffective
disorder, and acute psychotic episode with schizo-
phrenic symptoms. Fifty-three patients (61.6%)
accepted the invitation to participate in the family
psychoeducation programme, and 33 (38.4%)
invited patients decided not to participate; (2) Site
B (N =34), where no such programme was offered
and patients had no oppeortunity to participate.
Originally, 37 patients gave informed consent with
participation but three of them withdrew the consent
subsequently and were not included into the study.
The Psychoeducation Outcomes Questionnaire
was mailed to all psychoeducation participants
1 year after the programme (93 relatives and
53 patients). Forty-five relatives (48.39%) and 36
patients (67.92%) returned the questionnaire.

Intervention

At Site A, a professionally led, clinically based,
short-term, 8-hour programme was offered to all
patients discharged with schizophrenia, schizoaffec-
tive disorder, and acute psychotic episode with
schizophrenic symptoms. The patients and their
relatives participated in separate parallel groups of
eight to 10 participants as soon as possible after
discharge in consecutive cohorts between January
2001 and April 2003.

All patients received antipsychotic medication.
They were encouraged to invite their family mem-
bers—regardless of whether they were living with
the patients or not—and close friends to support as
many of the patients’ social network contacts as
possible. The programme provided a combination of
education on mental illness, family support, crisis
intervention, communication, and problem-solving
skills training.

The course of schizophrenia was explained by
means of the wvulnerability/stress model. Special
attention was paid to the early warning signs of
relapse. The theoretical orientation was a broad-
based, supportive, and the cognitive-behavioural.

Instruments

The Psychoeducation Outcomes Questionnaire
(POQ) was originally developed to assess the
outcomes of psychoeducation and to acquire as
much information as possible about family atmos-
phere, disease management, ability to cope, use of
psychiatric services, and satisfaction with such
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services. The questionnaire included close- and
open-ended questions, The patients and relatives
were mailed the Psychoeducation Outcomes Ques-
tionnaire {25] 1 year after their participation.

Global Assessment of Functioning (GAF) [26]
is a scale that describes the level of symptoms
(GAF-5) and disability (GAF-D). One rater, who
was unaware of patients’ participation status, made
an assessment of patients upon discharge from the
index hospitalization according to the medical
records. Chlorpromazine milligrams eguivalents
(CL.Z) were used for conversion of different types
of antipsychotic medications to compare medication
dosages [27] upon discharge from the index hospita-
lization. Follow-up data were provided by all rele-
vant sources; patients and their relatives themselves,
outpatient psychiatrists and medical records from
inpatient facilities.

Statistical methods

The differences between psychoeducation partici-
pants and nonparticipants were calculated with x°
analyses (for categorial variables) or One-way AN-
OVA (for quantitative variable) using P =0.05 as the
level set to determine statistical significance. Logistic
regression was used to analyze the predictors of
l-year rehospitalization. Along with the logistic
regression model, we included rehospitalization as
a dependent variable. Predictors were Psycho-
education (YES =1, NO=0), Site (A=0, B=1),
Number of previous hospitalizations, Age and Sex
(M=1, F=0), F 23.1 =acute psychotic episode
with schizophrenia symptoms (Yes=1, No=0),
F 25 =schizoaffective disorder (Yes=1, No=0).
For additional analysis, we searched for the differ-
ences among invited patients only (Site A, N =86) to
determine the characteristics of those who accepted
invitation and participated in the programme
compared to those invited who did not come
(ANOVA). The Statistical Package for Social
Sciences (SPSS) version 11.5 was used for analyses.

Results
Descriptive findings

Clinical characteristics of the study population are in
the Table L

Compared to nonparticipants, psychoeducation
participants had a lower rate of previous hospitaliza-
tions (1.79 vs. 3.46, P=0.001) and spent shorter
time in a hospital (5.89 vs. 17.78 days, P=0.045) in
a 1-year follow-up after discharge.

Predictors of rehospitalization

We used logistic regression to analyse the predictors
of rehospitalization during a 1-year follow-up

(Table II). The probability of rehospitalization
during a l-year follow-up was higher for patients
from the site B, which did not provide psycho-
education.

Patients invited to psychoeducation (Site A only, N =
86): Differences between patients who were invited and
participated and those who did not participate

To identify the characteristics of those patients who
accepted the invitation and participated in the
programme, we compared 53 psychoeducarion par-
ticipants with 33 invited patients who did not
participate in the programme (Table III).

Compared to patients who were invited but did
not participate, participants had significantly fewer
previous hospitalizations (1.79 vs. 2.88, P=0.006);
more of them experienced first-episode illness (34
patients, 64,2% vs. 12 patients, 36.4%, P=0.011);
their index hospitalization was longer (51.45 ws.
40.55 days, P=0.003) and more of them received
first-generation  antipsychotics (nine patients,
17.3%, vs. one patient, 3%, P=0.044). There
were no significant differences in a 1-year outcome
among those who participated and those who
decided not to participate.

Satisfaction with psychoeducation participation

Participants were mailed the Psychoeducation Out-
comes Questionnaire one year after psychoeducation
to determine their impressions of the main assets of
the programme. As detailed quantitative and quali-
tative analyses of the contents of questionnaire are
beyond the scope of this article and will be presented
elsewhere, we present the most frequent answers to
the open-ended questions. These questions concern
the perceived global effects of psychoeducation,
particularly disease knowledge, management skills,
and satisfaction with the programme.

Patients acknowledged: (1) the importance of
delivered information; (2) an opportunity to share
their experience with the illness with others during
the treatment group sessions; and (3) better recon-
ciliation with the fact of being ill. They welcomed
participation of their relatives in the programme.
The relatives acknowledged: (1} the importance of
delivered information; (2) acceptance that medica-
tion was necessary; (3) increased trust in psychiatry;
(4) acquired skills on how to behave towards the ilk;
(5) knowledge that the problem behaviour is not
always deliberate; (6) acceptance of the biological
origins of the illness; and (7) the feeling of not being
alone.

Discussion

Patients who participated in the psychoeducation
programme spent less time in a hospital during a
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sle I. Clinical characteristics of the study population (N =120): psychoeducation participants and nonparticipants,

PE participants (N =53) PE nonparticipants (N =67}

iable N % N %  Test statistic P

: (mean +:S1)) 31.13410.23 32.39+0.81 F=0467 0.496
:: Male 20 37.7 36 54 ¥ =3.042 0.059
:: Female 33 623 31 46

1ENosis:

7231 I8 34.0 12 179 ¢*=4.075 0.130
720 29 54.7 46 68.7

725 6 113 9 13.4

>revious hospitalizations (mean+5D) 1.7941.49 3.46+3.32 F=11.496 0.001
siter A 53 100 33 49 NA NA
site: B NA 0 34 51

Jirst episode 34 64.2 24 36 2=9,511 0.002
Jo. of days of index hospita!ization' (mean+SD) 51.45+16.42 45.54+26.58 F=2.015 0.158
3AF: Symptoms (mean +5D) 50.67 +3.70 530.17+5.26 F=0.347 0.557
Disability (mean+S5D) 50.33+4.72 49.91+6.18 F=0.163 0.687
viedication in CLZ equivatents, mean +SD 384.90+259.34 402.63 +£255.79 F=0.139 0.710
tipsychotics

Zjrst-generation 9 173 7 0.4  %°=1.184 0.206
second-generation 43 827 60 89.6

No. of days in hospital: 1-year follow-up, mean+SD  5.89+15.35 17.78 +40.43 F=4108 0.045
No. of hospitalizations: 1-year follow-up, mean+SD  0.17 +0.43 0.37+0.85 F=2.526 0.115

dex hospitalization is the last hospitalization before the entry into the study.
st-generation antipsychotics (typical): chlorpromazine, haloperidol, perfenazine, flufenazine decanocate, flupenthixol decanoate,

yprotepine decanoate.

-ond-generation antipsychotics (atypical): sulpiride, amisulpride, risperidone, olanzapine, clozapine, quetiapine, ziprasidone, zotepine.

vear follow-up compared to nonparticipants. This
ding should be interpreted with caution as the
iin methodological shortcoming of the present
1d study was the absence of randomization. Also,
sse patients who had no opportunity to participate
the psychoeducation programme had more hos-
-alizations before the index hospitalization; it was
ind that patients with more episodes were more
one to relapses [28].

The probability of rehospitalization during a
year follow-up was higher for patients from the
stitution that did not provide psychoeducation.
1¢ setting variables might influence the outcomes,
‘hough both settings similarities overbalance dif-
-ences. Both Site A (41 beds) and Site B (44 beds)
¢ locked units, designed to provide an acute
ychiatric care limited by the health care providers
52 days of inpatient stay for people between 18
d 65 years, Patients’ clinical state at discharge was
it measured by any formal scale. It is required,
wever, that discharge from both sites is possible

only when the patient is ready to cooperate in the
treatment with his/her psychiatrist as an outpatient.
We found no differences in the so-called biological
treatment of schizophrenia (neither significant dif-
ferences in the frequency of first- and second-
generation antipsychotics use nor a significantly
different dosage of medication on discharge), or in
functional status among patients discharged from
Site A and Site B (GAF-S8, GAF-D). The explana-
tion for higher probability of rehospitalization during
a l-year follow-up for patients from the institution
that did not provide psychoeducation may be that
dissimilar,psychosocial interventions were provided
to patients included in our study. Although generally
accepted by professionals, family psychoeducation is
not provided routinely as a part of treatment
procedures for patients with schizophrenia in the
Czech Republic. Therefore it was not provided in
Site B. Otherwise both settings have a similar profile
of inpatient activities (group psychotherapy, art
therapy, exercise therapy).

Table II. Predictors of tehospitalization within 1 year after discharge in a sample of 120 patients.

Step la B S.E. Wald P Exp (B)
Psychoeducation 1.515 0.864 3.071 0.079 4.550
Site 2.191 0.864 6.437 0.011 8.944
Previous hospitalizations 0.189 0.101 3,501 0.061 1.208
Sex —0.409 0.570 0.513 0.474 0.665
Age -0.18 0.29 0.388 0.533 0.982
F231 -2.062 1.102 3.500 0.061 0.127
F25 -1.078 0.870 1.535 0.215 0,340
Constant -2.359 1.232 3.663 0.056 0.095
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Table IIE. Clinical characteristics of patients invited to psychoeducation {Site A only) (N =86).

Invited and participated

Inwvited, but did not participate

(N=53) (N=33)
Variable N % N % Test statistic P
Age {mean+3D) 31.134:10.23 30.154+7.53 F=0.226 0.636
Sex: Male 20 377 16 48.5 2 =0.965 0.224
Sex: Female 33 62.3 17 51.5
Diagnosis:
F 23l 18 34.0 7 21.2 ¥>=1.989 0.370
F 20 29 54.7 23 69.7
F 25 6 11.3 3 9.1
Previous hospitalizations Mean +SD 1.794+1.50 2.88+2.07 F=7.930 0.006
First episode 34 64.2 12 36.4 y2=6.312  0.011
No. of days of index hospitalization: Mean+8D  51.45+16.42 40.55+15.95 F=9.170 0.003
GAF: Symptoms, mean 18D 50.67+3.70 51.45+4.72 F=0.725 0.397
Disability, mean +8D 5(.331+4.72 52.06+4.68 F=27T41 0.102
Medication in CLZ equivalents, mean +5D 384,901+259.34 456.48 +280.98 F=1.441 0.233
Antipsychotics
First-generation 9 173 1 3 y2=3,964 0.044
Second-generation 43 82.7 32 97
No. of days in hospital: I-year follow-up, mean+5D 5.89+15.35 2.06+8.33 F=1728 0.192
No. of hospitalizations; 1-year follow-up, mean+SD 0.17£0.43 0.06 4-0.24 F=1.795 0.184

We speculate that the family psychoeducation
approach does not by itself lead to a reduction of
days spent in the hospital. Rather, psychoeducation
can improve outcomes as a part of a system of care
oriented towards patients’ needs as well as families’
needs. Continuity of care, guaranteed in the form of
an invitation to the programme for the whole family,
may “bridge” the vulnerable period of the illness—
the “fragile” remission which follows hospital dis-
charge—and may play an important role in success-
ful relapse prevention. A skilled therapeutic team
consisting of professionals who are able to provide
psychoeducation gives additional benefits to patients
during their inpatient stay even if such patients
do not subsequently participate in family psycho-
education. This explanation is supported by a sirnilar
result from a study comparing a programme for
schizophrenia relapse prevention (PRP) and treat-
ment as usual (TAU); The PRP teams were much
more likely than the TAU psychiatrists to identify
prodromal episodes before patients met objective
relapse criteria or needed hospitalization [29]. With
regard to 1-year cutcomes for participants at Site A,
we found no significant differences between psy-
choeducation participants and those who decided
not to participate. This finding further supports the
possible role of hospital milieu. First-episode pa-
tients accepted the invitation and participated in the
programme more frequently than did patients with
more episodes. Participants’ longer index hospitali-
zation could be partially responsible for their higher
rate of participation. It is possible that the patients
with first-episode psychoses and their relatives spent
more time discussing future treatment with the staff
than those with more episodes; and their participa-
tion in the programme may have been encouraged

more vigorously. A more plausible explanation,
however, is that interest in participation on the
part of patients with first-episode of psychosis and
their relatives reflected their higher need for infor-
mation and their readiness for cooperation. Having
such motivation and cooperativeness increases the
potential, at this particular stage of the illness, for
achieving positive outcomes ranging from better
treatment adherence to trust in psychiatry. Our
finding supports other studies that have advocated
early implementation of family interventions.
Although some studies have not found advantages
in psychoeducation participation in patients with a
very short duration of illness {30}, we suggest that
interventions that include family should be imple-
mented as soon as possible in the course of the illness
because relatives’ involvement influences patients’
quality of life [31]; family environment and psycho-
social factors are the most important factors affect-
ing patients’ well-being [32]; and presence of a
supportive social network consisting of relatives
and friends predicts better long-term outcomes
{33]. As quality of life is already low in first-episode
schizophrenia [34,35], it is essential that implemen-
tation of interventions be aimed at improving quality
of life as soon as possible during the course of the
illness in order to prevent further decline. Also, this
finding supports advocates of need of specialized
services for first-episode patients. Participants in the
EPPIC study (The Early Psychosis Prevention and
Intervention Center) [36], who received specialized
treatment for early psychosis experienced signifi-
cantly fewer admissions during 1-year follow-up
period, had shorter periods as in-patients and had
a reduction in both acute and post-acute levels of
neuroleptic dosage. Only patients with a mid-range






JP (duration of untreated psychosis) of 1-6
mths treated within the improved and more
uctured phase-specific treatment programme ex-
renced significantly better outcomes than patients
ated within the previous model {37]. These data
sgest that there may be a limited window of
portunity in which to influence outcome [381.
rticipant-reported reflections illustrate the long-
m beneficial effects of group psychoeducation for
th relatives and patients, and indicate elements
at may be crucial for better treatment outcomes in
sizophrenia. Contrary to popular belief, patients
Jcomed and even required their relatives’ partici-
tion in the programune.

onclusions

shorter average length of rehospitalization in
ychoeducation participants, a high turnout of
st-episode patients, and positive responses of
ychoeducation participants suggest the beneficial
stential of the family psychoeducation approach.
volvement of the family in the treatment of
hizophrenia early in the course of the iliness could
witively influence health and social outcomes.
Jture studies should concentrate on quality of life
" all participants—both patients and their re-
tives—and possible economic outcomes of family
sychoeducation implementation.,

&y points

¢ Family psychoeducation can improve outcomes
as a part of a system of care oriented towards
patients’ needs as well as families’ needs

e Compared to nonparticipants, psychoeducation
participants had a shorter average length of
rehospitalization stay during a 1-year follow-up

e A skilled therapeutic team consisting of profes-
sionals who are able to provide psychoeducation
gives additional benefits to patients during their
inpatient stay, even if such patients do not
subsequently participate in family psycho-
education

e First-episode patients accepted the invitation
and participated in the programme more
frequently than did patients with more episodes
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Psychoeducation as an indispensable complement
to pharmacotherapy in schizophrenia

L. Motfovd
Prague Psychiatric Center and the 3" Faculty of Medicine of Charles University, Prague, Czech Republic

. Antipsychotic drugs are the most effective medica-
for the treatment of schizophrenia. Their side effects,
ever, affect most patients; some of them suffer from
1 for the rest of their lives, with little chance of improve-
t. In general, the side effects are perceived differently by
ants, their relatives, psychiatrists, and the public. Being
‘med about the side effects of antipsychotics does not
itively affect compliance and is essential for establishing
snts’ confidence in doctors and in the medication.

2nts and Side Effects

occurrence of side effects is one of the main reasons for
ants’ skeptical attitude toward medication. Hoge et al. [4].in
ge study of patients who refused neuroleptic treatment,
@ that 35% of patients attributed their refusal to side
s,

nother study of 53 chronic schizophrenic outpatients
iving maintenance depot antipsychotic treatment, 70% of
ants complained about side effects, even though 94% had
ed as having them. Extrapyramidal side effects (EPSE} were
iively frequent, especially hypokinesia (68% of patients)
motor akathisia (43 % of patients) [8]. In the same study it
found that 60% of patients had a positive attitude toward
treatment, 32% were ambivalent, and 8% had a negative
ude. The negative attitude toward antipsychotic drugs
»s not only from lack of insight into the disease, lack of
gnition of the beneficial effects of the drugs, and objective
effects [Q], but also from a high degree of mental side
:ts and a skeptical opinion about antipsychotic medication
eneral. Mental side effects such as subjective akathisia,
shoria, and emotional indifference were most often ob-
ed by patients, while hypokinesia and hyperkinesia were
t noticed by them, but most often observed by the physician

ering beliefs about neuroleptic side effects

et al. [2] compared psychiatrists’ estimates of the
;alence of neuroleptic side effects and of associated distress
yschizophrenic patients’ reports of side effects and distress.
‘hiatrists’ estimates of prevalence but not of distress

macopsychiatry 2000; 33 (Supplement): 47 - 48
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correlated significantly with patient reports. Psychiatrists'
avowals to inform patients about side effects were significantly
correlated with psychiatrist estimates of prevalence and
distress, but not with patient-reported levels of distress.
Patients were unlikely to attribute side effects to neuroleptic
medication. These results indicate that patients and psychia-
trists share similar views about the prevalence and implica-
tions of neuroleptic side effects. However, psychiatrists'
apparent lack of understanding as to which side effects are
most likely to cause distress to patients may adversely affect the
therapeutic alliance between patients and their doctors [2].

Psychoeducation and side effects

The intuitive worry of physicians is that patients who were fully
informed about negative side effects (including tardive dyski-
nesia) in advance would not be willing to use the prescribed
dosages of drugs, eventually limiting their use or quitting after
side effects appeared. Relatives and friends also play an
important role in influencing patients and their reiationship
with treatment. To what extent and in how much depth should
the psychiatrist inform patients and their relatives about the
negative effects of the therapy ahead? Will this information not
worsen a patient’s mental condition? The empirical research
findings tell us that such worries are unfounded.

Hornung et al. [5] investigated the efficacy of the psychoeduca-
tional training for medication management in a study of 132
outpatients with schizophrenia. At 1-year follow-up, regular
attendees of psychoeducational training showed a reduced fear
of side effects, increased confidence in their medication, and
stable confidence in their physician. Among the control
subjects, confidence in the medication and their physicians
declined and fear of side effects increased [5].

Kleinman et al. [6] studied 40 outpatients with schizophrenia,
some of whom attended an information session {single-session
group) and some of whom received the information session
followed by a review session and literature (educational review
group). At 6-month follow-up, they found that both groups had
significantly increased knowledge, The educational review
group was not found to be superior to the single-session group.
The authors concluded that both processes are effective in
informing schizophrenic patients about the risk of tardive
dyskinesia and that neither process resulted in clinical
deterioration as measured by psychiatric admission, need for
increased neuroleptic medication, or noncompliance {6].
Several patients, however, reported a subjective sense of
anxiety as a result of the informing process. In an extension of
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his study, Kleinman examined the impact of a single session
nd an educational review process on schizophrenic patients at
'-year follow up. At 2-year follow-up he found all patients to
eel that they had been informed about tardive dyskinesia, He
ooncluded that both a single session and an educational review
yocess significantly increase schizophrenic patients’ knowl-
:dge abeut the benefits and risks of neuroleptic medication [7].

“haplin et al. [ 1] evaluated the effects on knowledge and clinical
tability of an educational intervention regarding tardive
lyskinesia in a group of 56 patients receiving antipsychotic
naintenance medication. The patients completed a question-
naire assessing their knowledge of tardive dyskinesia. After
andom allocation to either an educational intervention or 2
:ontrol group, their knowledge was reassessed at 6 months,
linety-five percent of patients completed the study. The study
natients gained significantly more knowledge than did the
ontrol subjects, who made modest gains. There were no
ignificant differences in clinical outcome between the groups.
‘he authors concluded that patients can learn about serious
oxic effects of antipsychotic treatment with low risk of
wncompliance [1].

‘onclusion

nforming patients and their relatives about benefits and costs
f neuroleptic treatment is clinically safe and could improve
onfidence in the therapist and in medication, This seems to be
rucial, especially in the context of long-term treatment of
chizophrenia. With new atypical antipsychotic drugs, the
ccurrence of mental side effects and tardive dyskinesia are
xpected to be lower. However, clinical experience with these
1ew drugs alse shows that the problem of noncompliance will
10t be resolved. Consequently, the necessity of establishing a
rusting relationship between patients, reiatives, and physi-
ians and of transmitting relevant information in the early
-ourse of treatment is not undermined. It confirms the need for
ntegrated treatment of schizophrenia, consisting of anti-
isychotic medication, early intervention, psychosocial rehabi-
itation, and family-patient psychoeducation.
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Schwartz Outcomes Scale-10 (SOS-10) is a 10-item scale developed to measure the effectiveness of
hiatric treatments. Using standard methodology, we translated the scale into Czech and examined the
‘hometric properties of the Czech version. 207 in-patients admitted to Prague Psychiatric Center were
1ded in the study. All patients completed the SOS at admission and discharge. The SOS-10 scale was

administered to 170 persons from the general population. Refiability, validity and sensitivity to
tment change of the Czech SOS-10 were analyzed. The Cronbach’s « coefficient was 0.92. The item-total
elation coefficients varied from 0.56 to 0.82. The SOS-10 correlated well with condition-specific mea-

s including depression (BDI) and anxiety (BAI) and a global self-rated symptom severity scale (CGI).
SOS-10 also had significant correlations with the Health, Basic needs, Relationship, and Leisure time
\ains of the Czech version of the Subjective Quality of Life Analysis (SQUALA-CZ). The scale dis-
iinated well between patients and controls, with patients scoring significantly lower on all SOS items.
patient sample’s admission and discharge scores were significantly different, indicating that the scale is
itive to treatment changes. We concluded that the Czech SOS-10 is valid with reliability and factor
cture similar to the American language version.

words: Czech instrument, Mental health, Outcomes measures, Psychometrics, Schwartz Outcomes
e-10, Validation

oduction effectiveness of treatments in heterogenous psy-
chiatric populations. In addition, we searched for a
ent-reported mental health and social out- universal questionnaire covering multiple aspects
ies represent an integral part of the evaluation of psychological functioning regardless of the spe-
omplex treatment programs. While symptom- cific treatment situation, as some instruments are
iific scales in the Czech language are readily not feasible for inpatients, because they cover those
Jlable for the evaluation of psychiatric treat- areas of life that are not relevant for inpatients. For
1ts, there is a shortage of valid patient-reported the purposes of outcomes evaluation, we also nee-
rusments that are not symptom or condition- ded an instrument that would be able to provide
ific. A general scale such as the Schwartz information from non-patient groups in complex
comes Scale-10 (SO8-10), relevant to a variety programs — such as family psychoeducation.
isychiatric diagnoses, is particularly useful in a The aims of the current study were to develop a

zram evaluation setting or to evaluate the translation of the SOS-10 into Czech, and to
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demonstrate that the translated scale has reli-
ability and validity in a diagnostically heteroge-
nous sample of Czech patients with mental
disorders.

Methods
Schwartz Qutcomes Scale-10 (SOS-1{)

The SOS-i0 is a brief and easy to administer scale
developed to measure the effectiveness of psychi-
atric treatments {Table 1), The instrument met our
main criteria: (1) it represents a broad construct
related to multiple aspects of psychological func-
tioning and psychological well-being, and {(2) it can
be used with diverse populations in a wide variety of
clinical settings. Initial validation of the SOS-10[1]
as well as initia! experience in clinical studies [2, 3]
demonstrated that the SOS-10 has strong reliability
and validity characteristics and is sensitive to
change in both inpatient and outpatient samples [4].

Instrument translation

Development of the Czech version of the SOS-10
followed the standard methodology for instrument
translation [5] and was performed in close
co-operation with an author of the instrument
(WRL). It included two forward translations into
Czech reconciled into a single version; back-
translation into English and comparison with the
original; conducting cognitive debriefing inter-
views with five persons hospitalized for mental
disorder; and an independent clinician’s review.

Table 1. The Schwartz Qutcome Scale-10 {SOS-10}

1. Given my current physical condition, I am satisfied
with what I can do.

2. 1 have confidence in my ability to sustain impertant
relationships.

3. 1 feel hopeful about my future,

4, T am often interested and excited about things in my life.
5.1 am able to have fun.

6. I am generally satisfied with my psychological health.
7.1 am able to forgive myself for my failures.

8. My life is progressing according to my expectations.
9, T am able to handle conflicts with others,

10, T have peace of mind.

Subjects and study design

A total of 207 in-patients admitted to the Prague
Psychiatric Center (PPC) from March to October
2003 were consecutively recruited to the study. All
patients admitted to the PPC were asked to partic-
ipate in the study. The only exclusion criterion was
severe cognitive deficit. All participants gave written
informed consent after receiving a full explanation
of the study procedures. At admission and discharge
the participants completed the set of questionnaires
during the interview with a social worker. The
diagnosis was made according to a standard clinical
procedure based on a unstructured interview. The
severity of their symptoms was assessed by a psy-
chiatrist on the Clinical Global Impression scile
(CGI). The SOS-10 and the CGI were administered
to all 207 patients; in addition, some patients were
evaluated using the Beck Depression Inventory
(BDI) and the Beck Anxiety Inventory (n=88) or
the quality of life measurement (SQUALA, n=40),
according to the department routine.'

The controls represented opportunistic sample
included 170 persons from the general population
living in Prague who were recruited by a trained
interviewer to correspond to gender and age
characteristics with the patient sample. They
completed the SOS-10 and demographic items.

Instruments

SOS-10{Schwartz Outcomes Scale-10

This 10-item measure was rated by respondents on
a 7-point scale ranging from 0 (never) to 6 (all the
time or nearly all the time). The total SOS score
can range from 0 to 60. A higher score is associ-
ated with greater well-being.

CGI{Clinical Global Impression

The CGI consists of three items designated to rate
symptoms and treatment response in psychiatric
patients, For the present study only the *Severity
of the illness’ item was analyzed. Symptoms were
rated by the clinician on a 7-point scale ranging
from 1 (no sign of illness) to 7 (extremely strong

! Patients treated in an open ward specializing in mood and
anxiety disorders routinely filled out BDI and BAI, while
patients treated in the locked unit {mainly for psychotic disor-
ders) completed SQUALA.







iptoms) both at admission and at discharge.
0, we asked patients to self-rate their symptoms
the same 7-point ‘Severity of illness’ CGI scale
\ proxy measure to detect their level of insight.

I} Beck Depression Inveniory

: BDI is a self-rated instrument with 21 items
igned to assess the intensity of depression on a
le from 0 to 3 in clinical and normal popula-
1s. The BDI score ranged from 0 to 63 with a
her score indicating more symptoms.

I{Beck Anxiety Inventory

: BAT is a self-rated instrument with 21 items to
:ss subjective, somatic, or panic-refated symp-
15 of anxlety on a scale from 0 to 3 in a variety
linical populations. The BAI score could range
7 0 to 63 with a higher score indicating more
ptoms.

UALAjSubjective Quality of Life Analysis

: SQUALA is a self-rated instrument for
:ssing subjective quality of life in 21 life areas
ned as the importance of the area multiplied by
satisfaction [6). Results are represented as the
bal QOL score and five QOL domains reflecting
factor structure (Personal values, Health, Close
itionships, Basic needs and Leisure time).

ta analysis

: internal consistency of the SOS-10 was
luated by Cronbach’s « for multi-item scales.
stor analysis was conducted to determine the
aparability of the Czech version’s factor struc-
: to the American version. Construct validity
; assessed with Pearson correlation coefficients.
ferences in mean admission SOS-10 scores
ween patients and controls or among various
gnostic groups were tested using one-way
dysis of variance (ANOVA). Differences
ween admission and discharge scores were cal-
ated with #test for paired samples, and effect
'3 were calculated as the standardized differ-
es between two means [7].

wults

mographic and clinical characteristics of
ients and controls are presented in Table 2.
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Adapration of the SOS-10

During the translation procedure we did not meet
any semantic or linguistic issue that would have
required any substantial changes in the original
wording. The final Czech version is presented in
Table 3. Cognitive debriefing interviewees con-
sidered the instrument to be understandable and
easy to complete. The only critical comments
were that items | and 2 were considered to be too
long.

Reliability

The Cronbach’s & was 0.92 and the corrected item-
to scale total correlations ranged from 0.56 to 0.82
(Table 4). A factor analysis reproduced the struc-
ture of the English version with one factor, which
accounted for 57% of the variance,

Validity

The scale discriminated well between patients and
control group with patients having a mean
admission SOS-10 score significantly lower
(28.2 +14.2) than controls (43.1 £ 8.2; F=143.834,
p<0.001).

Maoderate to strong positive correlations were
obtained between the SOS-10 scale and the
measure of subjective quality of life (SQUALA)
(range 0.34-0.52), with all its domains except
Personal Values (see Table 5). As expected,
negative correlations were obtained with mea-
sures of depression (BDI), anxiety (BAI) and
symptom severity (CGI) self-rated by a patient.
The correlation with the CGI scale rated by a
clinician was not statistically  significant

(Table 5).
Responsiveness to clinical change

The patients had a mean score at admission of
28.2 % 14.2 and a mean discharge score of 37.7 £ 11.3.
A two-tailed, paired t-test showed the scores to be
significantly different (#(193)=-9.322, p<0.001).
The standardized response mean was 0.79, indicat-
ing very good responsiveness (7] of the scale to
treatment changes. The differences between admis-
sion and discharge scores were significant for all
diagnoses (Table 6).
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Table 2. Characteristics of study subjects

Patients N =207 Controls N=170 Test (p-Value)
Age - mean (SD}; range 35.8 (12.0); 17-67 39.8 {15.7); 16-74 F=1.812{0.005)
Female — N (%) 125 (60.4) 87 (51.2) 1=3.217 (0.073)
Education ¥=9.313 (0.025)
< 12 years - N (%) 58 (28.2) 30 {17.6)
13-15 years —~ N (%) 93 (45.1) 75 (44.1)
164 (university) — N (%) 55(26.1 65 (38.3)
Marital status 1 =3.734 (0.292)
Single - N (%) 94 (45.4) 61 (36.1)
Married — N (%) 87 (42.0) 83 (49.1)
Divorced + widowed — N (%) 25 + 1 (12.6) 23 4+ 2(14.8)
Diagnosis (ICD-10)
Schizophrenic disorders” - N (%) 61 (29.8)
Mood disorders® ~ N (%} 42 (20.5)
Anxiety disorders” — N (%) 71 (34.8)
Other disorders® — N(%) 31 (15.1)
Number of hospitalizations® — mean (SD); range 2.5(2.4) 1-18
Days of hospitalizationr - mean (SD); range 40 (14.0), 2-68
CGI at admission
Self-rated - mean (SD} 3.6 (1.7)
Assessed by a psychiatrist - mean (SD) 43(1.2)
CGI at discharge
Seff-rated — mean {SD) 24 (1.2)
Assessed by a psychiatrist — mean (SD) 24 (1.0}

" Schizophrenic, delusional and schizoaffective disorders, ICD 10 codes F20-F25.

b Depression, mania and bipolar disorders, ICD 10 codes F31-F33.

< Neurotic. stress-related and somatoform disorders, 1CD 10 codes F40-F48.
4 Organic mental disorders (N=2), disorders due to psychoactive substance use {N=3), behavioral syndromes (N = 5), and personality

disorders (N =19), ICD 10 codes F06-F19, F53-59, F60-68.
¢ Including index hospitalization.
" Days of index hospitatization.

Table 3. Czech version of the Schwartz Qutcome Scale-10 (SOS-10)

SCHWARTZOVA SKALA HODNOCENI TERAPIE (SOS-10)

Vezmu-li v ivahu svou soudasnou fyzickou kondici, jsem spokojen/a s tim, co mohu délat.

i

2. Pivafuji své schopnosti udrovat dileZité osobni vztahy.
3. Do budoucnosti hledim s optimismem.

4. Casto mé v Zivotd néco zaujme nebo se pra néco nadchnu.
5. Dovedu si uzit legraei.

6. Jsem cetkovd spokojen/a se svim dusevnim zdravim.

7. Dovedu si edpustit sva vlastni sethani.

8. M1j Zivot probihd podle mého otekavini.

9. Dovedu zvladat konflikty, které mam s jinymi lidmi.

10. MAm klid v dusi.

Discussion

The Czech version of the SOS-10 appears to have
construct validity, with internal consistency and a

factor structure similar to the American language
version that reported Cronbach’s « of 0.96, item-to
scale correlations in range from 0.74 to 0.90 and
one-factor structure of the scale that accounted for
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Patient sample

Control sample

Total sample

5 N=205 N=166 N=1371
Scale x ftem-total 2 if item Scale x Ttem-total 2 if item Scalie « Item-total « if item
Carr. removed Corr. removed Carr. removed
0.64 0.91 0.45 0.83 0.67 0.92
0.58 0.91 0.65 0.81 0.63 0.92
0.73 0.91 0.61 (.81 0.75 0.91
0.66 0.91 0.41 0.83 0.65 0.92
0.92 0.75 0.90 .83 0.54 0,82 0.92 0.77 0.91
0.78 0.90 0.67 0.81 0.82 .91
0.59 0.91 0.25 0.85 0.56 0.92
0.76 0.90 0.54 0.82 0,77 0.91
0.58 0.91 0.56 0.82 0.64 (.92
0.81 0.90 0.64 0.81 0.82 0.91
Je 5. Pearson correlations for validity of the Czech SOS-10
le Validity p-Value
Convergent Divergent
vective Quality of Life Analysis(SQUALA) - Total score 0.519 0.001
SQUALA - ‘Relationship’ domain 0.517 0.001
SQUALA - ‘Health’ domain 0.447 0.004
SQUALA - *Basic needs’ domain 0.411 0.008
SQUALA - 'Leisure time’ domain 0.340 0.037
SQUALA ~ ‘Personal Values’ domain 0.232 0.161
1 - *Severity of illness’ rated by patients ~0.542 0.000
*k Depression Inventory -0.505 0.000
’k Anxiety Inventory ~0.440 0.000
-0.126 0.073

i1 - "Severity of illness’ rated by clinician

rrelations with SQUALA calculated for N =40 (schizoplirenic disorders); correlations with Beck scales caleulated for N =87 (mood
anxiety disorders); correlation with CGI calculated for all patients (N =207).

%, of the variance. The scale discriminated well
tween patients and controls, with patients scor-
3 significantly lower on all SOS items. Further-
are, the scale showed moderate correlations with
her widely used scales such as the BDI, the BAL
d SQUALA, consistent with the prediction that
e SOS-10 is not a condition-specific measure, but
ther is measuring a broad construct of psycho-
gical functioning which is relevant to a variety of
nditions. The statistically non-significant corre-
tion with the clinician-rated CGI provides
iother confirmation of the repeatedly made
wservation that the patient has a unique
rspective which needs to be captured in the
aluation of mental health treatments [8].

The low item-total correlation of item 7 in the
control sample is interesting.” We can speculate
that for the control population, self-criticism may
refer more to a personality trait than to a symptom
of mental discomfort.

The fact that schizophrenic patients scored
significantly higher (F=20.147; p<0.001) at
admission than patients from other diagnostic
groups may seem counterintuitive, but it is in
accordance with other studies indicating the
influence of the iflness on judgment [9, 10]. In
particular, a negative correlation between insight
and severity of symptomatology has been

2 Itern 7: *T am able to forgive myself for my failures.”
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Table 6. SOS-10 scores before and after the treatment (by diagnoses)

SOS-10 score (al admission) 808-10 score (at discharge) Test p-value
Schizophrenic disorders 34.594 1542 39.64+11.58 1(57)=-2.931 0.005
Mood disorders 24.59x 14.18 40.12 £ 11.77 4 =-5.615 0.000
Anxiety disorders 26.6711.49 36471964 1(64) = -7.447 0.600
Other diagnoses 24,55+ 13.43 3297+ 1241 1(25)=-3.452 (.002
All diagnoses 28.20 4+ 14.20 37.69+11.34 H192)=-9.322 0.000

observed [I11]. In spite of the apparent effect of
poor insight on the baseline scores of patients with
schizophrenia. the scale was sensitive to treatment
changes. In fact, the scale was sensitive to treat-
ment improvements in all groups, although, as
might be expected, the effect size was lowest in the
schizophrenic group.

We consider several study limitations: (1) there
were demographic differences between healthy
controls and patients’ sample, (2) healthy controls
were administered only SOS questionnaire, (3) not
all patients were administered the whole battery of
questionnaires, However this design corresponds
fully to the fact that we conducted a naturalistic
study, in a ‘real-life’ clinical setting. To overcome
these limitations and to test the hypothesis that
psychotic patients’ higher baseline scores were due
to lack of insight into their illness requires further
research with more sophisticated design.
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