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Abstrakt
Uvod
Z literatury je patrné, ze depresivni porucha tzce souvisi s zivotnim stylem. Vztah
mezi vyhofenim a zivotnim stylem doposud neni tak jednozna¢ny. Cilem této studie bylo
prezentovat uceleny piehled depresivni symptomatologie, vyhotfeni a zivotniho stylu
v pribéhu n€kolika let. Déle se tato studie zabyva vztahem mezi vyhotenim, depresivni
symptomatologii a zivotnim stylem, snazi se objasnit, do jaké miry muze byt vyhoteni

vysvétleno praveé témito proménnymi.

Metody

Sbér dat probehl ve tfech vinach. Prvni sbér dat se konal v roce 2014 (fijen/listopad),
druhy v roce 2017 (bfezen) a tfeti vroce 2020 (bfezen). Sbér dat realizovala agentura
STEM/MARK, ktera pomoci metody CAWI (pocitatem asistované dotazovani) sesbirala
odpovédi od reprezentativniho vzorku respondentii. Tito respondenti byli vybrani ze
souboru Evropského narodniho panelu. Protoze cilovou skupinu tvotili dospéli lidé (18-65
let), bylo zvoleno online dotazovani. Internetova penetrace v této cilové populaci je

dostatecna a nebylo zapotiebi vyuzit kombinace metodik.

Vysledky
Vsechny 3 sbéry dat shodné ukazuji, Ze pro model vysvétlujici vyhoieni jsou
statisticky vyznamné promeénné: vek, depresivni symptomatologie a inava béhem dne. Jiné

promeénné tykajici se zdravého zivotniho stylu nedosahly statistické vyznamnosti.

Zaver

Pfestoze proménné tykajici se zdravého zivotniho stylu nedosahly statistické
vyznamnosti, neméla by byt jejich dulezitost podcenovana. Dusevni pohoda tizce souvisi
s fyzickym zdravym, a proto by mél byt kladen diiraz na holisticky ptistup ke zdravi a mira

vyhoteni by méla byt pravideln¢ monitorovana.

Klicova slova: depresivni symptomatologie, vyhoteni, zivotni styl, SMBM, BDI-II



Abstract
Introduction
It is clear from the literature that depressive disorder is closely related to lifestyle,
however the relationship between burnout and lifestyle remains unclear. The aim of this
study was to present a comprehensive overview of depressive symptoms, burnout and
lifestyle over the years. Furthermore, this study looks at the relationship between burnout,
depressive symptomatology and lifestyle and seeks to clarify the extent to which burnout

can be explained by these variables.

Methods

Data collection took place in three waves. The first data collection was in 2014
(October/November), the second in 2017 (March) and the third in 2020 (March).
The STEM/MARK agency conducted the data collection and collected answers from
a representative sample of respondents using the CAWI method - computer-assisted
questioning. These respondents were selected from the European National Panel. Because
the target group was adults (18-65 years), an online survey was chosen. Internet penetration
in this target population is sufficient and it was not necessary to use a combination of

methodologies.

Results
All 3 data collections identically show that for the model explaining burnout
statistically significant variables are: age, depression and fatigue during the day. Other

variables related to healthy lifestyles did not reach statistical significance.

Conclusion

Even though the variables regarding healthy lifestyles have not reached statistical
significance, their importance should not be underestimated. Mental well-being is closely
linked to physical health and therefore a holistic approach to health should be emphasized

and the rate of burnout should be regularly monitored.

Key words: depressive symptomatology, burnout, lifestyle, SMBM, BDI-II
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UvoD

UvVoD

Co je to zdravi? Zdravi je jednou ze zédkladnich spoleCenskych a individuéalnich
hodnot. Casto je zdravi vnimano pouze jako absence nemoci. Stav, kdy se nagemu t&lu dafi
udrzet homeostazi. Tim ale ochuzujeme zdravi o mnoho dalSich komponenti. Svétova
zdravotnicka organizace (WHO) definovala vroce 1948 zdravi jako: ,,stav kompletni
fyzické, duSevni a socialni pohody, a nikoliv pouhé nepfitomnosti nemoci ¢i vady*. Jiz
behem bakalarského studia jsem se zacala zajimat, kolik lidi by podle této definice bylo
opravdu zdravych? Ve své bakalaiské praci jsem zjistovala dusevni pohodu student
vysokych skol, konkrétné jejich miru vyhoteni. Vysledky ukazaly, Ze 16 % ucastniki mélo
vys$si vyhoteni, nez byla norma pro danou populaci. Znamena to ale, Ze danych 16 % neni
zdravych? Ma touha dozvédét se o zdravi vice mé zavedla na magisterské studium
psychologie zdravi, kde jsem méla moznost seznamit se s konceptem zdravi a nemoci
hloubéji. Téma vyhoteni Slo na chvili stranou a do popiedi se dostal zajem o zdravy zZivotni
styl a jeho mozné dopady. B€éhem magisterské prace jsem méla moznost pracovat s daty
z longitudinalni studie, ktera zacala v roce 1946. Ukazalo se, jak ni¢ivy dopad ma kouieni
na nase kognitivni schopnosti, a naopak ze alkohol miize piekvapivé slouzit jako
protektivni faktor.

Pro svou disertacni praci jsem se rozhodla spojit vySe uvedena témata, zivotni styl
a vyhoteni. Zajimalo mé¢, jak ¢eska populace vnima vyhoteni, zda si je védoma, ze dany
pojem viibec existuje a jak je na tom ve srovnani s jinymi zemémi. A jelikoz je dle mnoha
zahrani¢nich vyzkumt vyhoteni neodlucitelnym konceptem od depresivni poruchy, chtéla
jsem také vidét, jak je tomu v CR. Zda opravdu miZeme pozorovat depresivni
symptomatologii minimaln¢ tak Casto, jako miizeme v dnesni dob¢ slyset véty typu: ,,Mam
dnes depresi.“. Z hlediska zivotniho stylu jsem se zaméfila na otazky: Dodrzujeme zdravy
zivotni styl? Ovliviiuje Zzivotni styl néjakym zplsobem vyhoieni a depresivni
symptomatologii? Délka doktorského studia mi umoznila sesbirat data v letech 2014, 2017
a 2020. Hlavnim cilem prace je ukazat, ze dodrzovani zdravého zivotniho stylu ma smysl
a ze takzvana ,lifestyle medicine®, tedy 1écba Zivotnim stylem, mize byt efektivni, zacne-
li s ni ¢lovek dostatecné brzy.

Prvni ¢ast této prace se zabyva teoretickym vymezenim konceptii depresivni poruchy
a vyhoteni, popisuje souvislosti mezi depresi - zivotnim stylem a vyhofenim - Zivotnim
stylem. Déle se pak podivame na to, zda vyhoieni a depresivni porucha jsou riizné koncepty

nebo je vyhoteni pouze Casti depresivni symptomatologie. Nasledujici kapitola zhodnoti



UvoD

zdravy zivotni styl a jaké casti zdravého Zivotniho stylu jsou povazovany za ty

vvvvvv

které jsme s kolegy na tyto témata publikovali. Ve vyzkumné cCasti je popsana vlastni

empiricka studie a na zakladé nasich vysledkti doporuceni pro dalsi vyzkum a praxi.



TEORETICKA CAST
1. DEPRESIVNI PORUCHA

TEORETICKA CAST

Teoretické kapitoly disertani prace jsou zaméieny na definici depresivni poruchy,
vyhoteni a zivotniho stylu. Bude zmapovana jejich prevalence a identifikovany mozné
prediktory. Dale bude rozebrano, do jaké miry spolu depresivni porucha a vyhoteni souvisi,
zda se jedna o dva rtzné koncepty nebo pouze o jeden. Bude rozebrana asociace mezi
vyhotenim, depresivni poruchou a zivotnim stylem. V zavéru teoretické Casti budou

shrnuty nase predchozi studie, tykajici se tohoto tématu.

1. DEPRESIVN PORUCHA
Depresivni porucha je nemoc Uzce souvisejici s ,,moderni dobou®. Neustale se

zrychlujici zivotni tempo v kombinaci s vrozenymi predispozicemi k depresivni poruse
zpusobily, Ze velka depresivni porucha (major depression disorder — MDD, 296.99) je
(Ferrari et al., 2013; Hidaka, 2012). Lze ji definovat jako depresivni naladu, pfitomnou po
vétsinu dne; inavu a poruchy spanku; ztratu zdjmu nebo potéseni témer ve vSech Cinnostech
a dalsi (APA, 2013). Nejvyssi mira prevalence je pozorovana u zen ve véku od 20 do 50

let (Ferrari et al., 2013).

1.1 Prevalence depresivni poruchy
Podle narodniho prizkumu v USA trpélo MDD 16 % dosp€lé populace, zejména ve

veékove kategorii 33 az 44 let (19,8 %) a45 az 59 let (18,8 %) (Kessler et al., 2007). Podobné
vysledky uvadi i Svétova zdravotnickd organizace (WHO, 2001). Mimo jiné zminuje
1 celoZivotni prevalenci depresivni epizody pro muze ve vysi 1,9 % a pro Zeny 3,2 %.
Taktéz v deskriptivni studie ve 24 cClenskych statech Evropské unie prokazuje na
pritomnost statisticky vyznamného rozdilu v riziku rozvoje depresivni poruchy mezi
pohlavimi, a to ve vSech zemich, s vyjimkou Finska, Irska a Slovenska (Van de Velde et
al., 2010). Rozsahlejsi studie, vyuzivajici Beckova inventare deprese (BDI) pro zkoumani
depresivni poruchy ve Spojeném kréalovstvi, Irsku, Norsku, Finsku a Spanélsku, dosahla
podobnych vysledka (Veerman et al., 2009). Ve vSech ptipadech byla nejvyssi prevalence
depresivni poruchy mezi Zenami starSimi 40 let z méstskych oblasti. Na druhou stranu
nejniz§i mira ve viech zemich, kromé Spanélska, byla u muzské venkovské populace ve
veéku 18 az 41 let.

Ptestoze hlavni diivod rozdilnych prevalenci depresivni poruchy mezi pohlavimi neni
dosud jasny, existuje nc¢kolik moznych vysvétleni. Jednim znich je role genetické

predispozice (Lampe et al., 2013). Dalsim je napiiklad silna sit’ socialni podpory, coz je

10
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znamym protektivnim faktorem u duSevnich i zdravotnich problému. Studie ukazuji, ze
muZzi trpici depresivni epizodou maji ve srovnani se Zenami tendenci vnimat sviij socialni
kruh jako vice podpiirny (Soman et al., 2016). Na druhou stranu u Zen je vétSinou vyssi
skore v BDI-II zptisobeno podkategorii somatickych symptomil, zejména zménami chuti
k jidlu (Wenzel et al., 2005).

Dilezitou roli hraje 1 vék (Craighead et al., 2015). Nejvyssi mira MDD je mezi 20. a
30. rokem Zzivota (Craighead et al., 2015; Kessler et al., 2007). Nicmén¢ ani v ostatnich
vekovych skupinach neni hrozba této poruchy vyloucena. Mira prevalence alespont mirné
depresivni poruchy u lidi starsich 65 let je 8 % ve Svycarsku, 9,5 % v Italii a 4 % v USA
(nartst z prevalence 1,8 % ve véku 50 a vice let) (Djernes, 2006). V populaci adolescentt,
ktefi navstévuji mezinarodni univerzity, se jednd o celych 30 % (Ibrahim et al., 2013).
Vysoka mira prevalence MDD mezi pracujici populaci vyzaduje rozsifeni vyzkumu v této
oblasti. Identifikace faktori ovliviiujicich prevalenci slouzi jako pevny zéklad pro

stanoveni pfistupii a komunitnich zasahli zamétenych spise na prevenci nez na 1écbu.

1.2 Depresivni porucha a Zivotni sty
Mimo moznych vrozenych dispozic k depresivni poruse ma na jeji vyskyt vliv

i prostiedi, ve kterém se jedinec pohybuje a které sam vytvaii. Zivotni styl patii mezi
faktory, které velkou mirou pfispivaji k naSemu dusevnimu zdravi (Walsh, 2011). Jiz
zminéné zrychlené zivotni tempo souvisi také se sedavym chovanim, naptiklad z divodu
Castéjsi prace na pocitaci (Ferrari et al., 2013). S narGstem Casu strdvenym sezenim za
pocitacem se stale vice ochuzujeme o zdravy pohyb a Casto i o zdravou stravu. Tento
nezdravy zivotni styl mtize podpofit nasledné rozvinuti deprese (Hidaka, 2012).

Jednim z nejcastéji zkoumanych nezdravych chovani je kouteni. Pfiznaky depresivni
poruchy jsou Castéjsi u jedincii, kteti kouti denné (Anda, 1990; Mathew et al., 2017). Lidé
s depresivni poruchu kouii az dvakrat vice cigaret nez jedinci, ktefi depresivni poruchou
netrpi (Lasser et al., 2000). Dale Mendelsohn uvedl, Ze depresivni porucha zvysuje sklony
ke kouieni a zaroven ze koufeni zvysSuje pravdépodobnost, Ze jedinec trpi depresivni
poruchou v duisledku zmén v neurofyziologii (Mendelsohn, 2012). Dopaminergni systém
propojuje kouieni a naladu, protoze dopamin slouzi v systému jako jednotka pro
odménovani jednotlivce a tvoii zaklad pro zavislost i1 fizeni emoc¢ni dispozice (Berk et al.,
2013). To vsak nutn€ neznamena, ze kazdy kuiak trpi depresivni poruchou. Dalsi dilezita
proménna je pohlavi. Jak jiz bylo uvedeno, Zeny maji tendenci trpét zavaznou depresivni
poruchou vice nez muzi a kouticich zen trpicich MDD je vice nez kouficich muzi trpicich

MDD (Grant et al., 2004). Asociace byla nalezena i s odvykanim od kouieni. Kutaci s vyssi

11
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depresivni symptomatologii maji vyssi pravdépodobnost, Ze se ke kouieni vrati, 1 kdyz se
snazi prestat. Tento vztah nejspiSe zplsobuje asociace mezi depresivni poruchou a
kognitivnim oslabenim (Mathew et al., 2017).

Dal§im zasadnim prvkem zivotniho stylu je zdrava strava. Jednd se piedevsSim
o stravovaci navyky zdpadni civilizace. Sacharidy, rychlé obc¢erstveni a snizené mnozstvi
esencidlnich mastnych kyselin omega-3 maji vyznamnou korelaci s depresivni poruchou
(Lopresti et al., 2013). Ackoliv mirna konzumace alkoholu neptisobi na depresivni jedince
negativné, spiSe je povazovana za piipustnou (Berk et al., 2013), nadmérny piijem alkoholu
behem dospivani a mladé dospélosti predikuje zadvaznou depresivni poruchu v pozd¢jsich
letech (Ganguli et al., 2002). Mirny piijem alkoholu byl spojen s vyssi pravdépodobnosti,
ze jedinec nebude mit divod konzumaci eliminovat a zlstane tak depresivni projev
neménny (Sarris et al., 2014).

Protoze jednim z faktort pro diagnostiku depresivni poruchy je jistd forma poruchy
spankového rezimu, neni piekvapenim, ze vyskyt insomnie nebo hypersomnie u jedinct
trpicich depresivni poruchou je az 90% (Hidaka, 2012; Lopresti et al., 2013). MiiZe to byt
také kvili rozsifené cirkadianni dysfunkci, kdy lidé spi méné a nepravidelné, coz
zpusobuje, Ze t€lo je vystaveno svétlu nepravidelné (Hidaka, 2012).

V neposledni tfadé¢ byla zjisténa asociace s fyzickou aktivitou. Snizend fyzicka
aktivita se projevuje zvysenou depresivni symptomatologii. Na druhou stranu s rostoucim
mnozstvim fyzické aktivity klesa tendence k depresivnim symptomiam. Meditace alespoi
jednou tydné byla spojena s vétsi pravdépodobnosti snizeni rizika deprese (Djernes et al.,
2012; Hidaka, 2012; Lopresti et al., 2013).

Dosavadni studie poukazuji na jednoznaCnou asociaci mezi depresivni
symptomatologii a zivotnim stylem. Z faktorti Zivotniho stylu se mezi nejvice dominantni
faktory radi predevsim koufeni, fyzicka aktivita a nadmérna konzumace alkoholu. Tyto
studie pifinasi podporu pro argument, ze zivotni styl mize do velké miry ovlivnit nase
dusevni zdravi a pohodu. Je proto vhodné kouieni omezit nebo s nim uplné€ prestat
(ptipadné ani nikdy nezacinat), dodrzovat pravidelnou fyzickou aktivitu a v piipad¢ ze jiz
jedinec konzumuje alkohol, omezit jeho konzumaci na minimum. To, Ze mirnd konzumace
alkoholu nema vysokou asociaci s depresivni poruchou, neznamena, ze by byl alkohol

zdravi prospésny.
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2. VYHORENI

2.1 Definice vyhoreni
Termin syndrom vyhoieni byl vytvoien pfed vice nez 40 lety. Ve vyzkumnych

kruzich je mu vénovan stale vétsi prostor. Prvni, kdo se pokusil vyhoteni zachytit a popsat,
byl americky psycholog Herbert J. Freudenberger (1926 - 1999). Sam dosahl stavu, ktery
nazval ,,stavem Uplného vyhoteni®. Freudenberger vidél syndrom vyhoteni jako fyzické a
emocni vycerpani a ztratu motivace vlivem nadmeérné prace (Freudenberger, 1974).

Prestoze diagndza syndromu vyhofeni neexistuje v Diagnostickém a statistickém
manualu dusevnich chorob 5 (DSM 5) a nepovazuje se za dusevni poruchu, Ize ji nalézt
v Mezinarodni klasifikaci nemoci 10 (ICD 10) jako ,,stav Zivotniho vycerpani® (Z73.0)
v rezidualni kategorii Z ,,Problémy souvisejici s obtizemi v fizeni zivota* (Z73) (Svétova
zdravotnicka organizace, 2008). To, Ze syndrom vyhoieni neni poruchou v pravém slova
smyslu, vede k problémiim se samotnym konceptem vyhoieni a jeho definici (APA, 2013;
WHO, 2011). Od roku 1980, kdy se syndrom vyhoieni stal popularnim tématem vyzkumu,
se ho pokusilo definovat vice védct. Definice vyhoteni se proto postupné meénila:

»Vyhoteni je vysledkem kvantitativnich pozadavkl na praci pii praci
s lidmi* (Freudenberger, 1974, s. 160).

,,Vyhoteni je reakce na neustaly stres v praci. Jadrem je postupné vycerpani vnitinich
energetickych zdroji jednotlivei; odrazi se predevsim v emoc¢nim vycerpani, fyzické
unave a kognitivni inavé* (Shirom, 2009, s. 281).

»Afektivni reakce jednotlivell na vyCerpani jejich energetickych zdrojti po vystaveni
chronickému pracovnimu stresu‘ (Armon et al., 2012, s. 403).

Nejcitovangjsi psycholozkou v oblasti syndromu vyhoteni je Christina Maslach,
kterd na zacatku své kariéry definovala vyhoteni jako: ,,Syndrom emoc¢niho vycerpani,
depersonalizace a snizeného osobniho vykonu, ke kterému muze dojit u jedinct, ktefi
n¢jakym zptusobem pracuji s lidmi.“ (Maslach & Jackson, 1981, s. 99).

Ale 1 jeji definice se postupem ¢asu zménila. Nejprve vidéla syndrom vyhoteni jako
problém souvisejici s praci s lidmi. O 20 let pozdéji ho popisuje jako ,,odpoveéd* na
stres: ,,Vyhoteni je reakce na chronické emocni a interpersondlni stresory v praci a je
definovana tfemi dimenzemi vycerpani, cynismu a neucinnosti.*“ (Maslach et al., 2001,
s. 405).

Nyni Maslachova na syndrom vyhoteni nahlizi jako na ,,psychologicky syndrom,
ktery se objevuje jako dlouhodoba reakce na chronické interpersonalni stresory v

praci“ (Maslach & Leiter, 2016).

13



TEORETICKA CAST
2. VYHORENT{

2.2 Prevalence vyhoreni
Syndrom vyhoteni je vyslednym stavem dlouhodobého pracovniho vycerpani, ktery

se projevuje ve tiech urovnich: 1) fyzické - lidé se citi vyCerpani a fyzicky unaveni, 2)
kognitivni - problémy s koncentraci, rozhodovanim a piremyslenim o slozitych otazkéach,
3) emocionalni - pocity neschopnosti rozvijet empatii vici ostatnim, neschopnost
komunikovat s lidmi, cynismus (Maslach & Leiter, 2016) .

Paleksic a jeho kolegové uvadi, ze syndrom vyhoteni je vysledkem mnoha faktord,
nikoliv disledkem vystaveni stresorim. Tyto faktory mohou byt bud’ vné&jsi: pracovni
podminky, mzda, ocenéni — jak od kolegt tak od klientti/pacientii, nebo vnitini: osobnostni
charakteristiky — naptiklad perfekcionismus (Paleksic et al., 2015). K objasnéni vztahu byly
navrzeny alternativni teoretické modely mezi perfekcionismem, syndromem vyhoteni
a depresi. Tyto modely uvadéji, ze perfekcionismus je a) faktorem, ktery urychli vyhoteni
a deprese (zranitelny faktor), b) nasledek vyhoteni a deprese (model komplikace/jizvy), ¢)
ze vztahy jsou vzajemné (model vzajemnych vztaht) (Shin et al., 2016).

Neustale se zrychlujici tempo a zvySeny pracovni stres jsou jedni z divodla
nartistajiciho vyhofeni. Longitudinlni studie z Ciny poukazuje na zhor$ujici se pracovni
,»klima*, coz vede k nartistajicimu vyhoteni a zvysujici se depresi. Vysledky také poukazuji
na riizné miry asociace mezi pracovnim prostiedim, depresivitou a vyhofenim (Fong et al.,
2016). Muzeme predpokladat, ze se jedna o ,,piibuzné* nikoliv vSak totozné koncepty.
Vyhotenti je silné asociovano s pocitem vyrovnanosti v praci — jedinec oCekava, ze energie
investovana do prace se mu vrati. Vyhoteni je Gizce spojeno s vnimanim vlastniho kapitalu
v praci (van Dierendonck et al., 1996) a podporou supervizorii a spolupracovnikii
(Halbesleben, 2006; Sundin et al., 2011). Studie poukazaly na to, ze firemni prostiedi mtze
ovlivnit emoc¢ni vyCerpani zameéstnancl, zejména prostfednictvim vysSich naroki
(Dollard & Bakker, 2010) a Zze souvisi také s negativnimi emocemi zaméstnancu jako je
hnév a deprese (Idris & Dollard, 2011). Dlouhé pracovni doba koreluje s vyhotenim, kdyz
¢lovek pracuje vice nez 40 hodin tydné. Vyhoteni je silngjsi, kdyZz pracuje vice nez 60 hodin
tydné. Omezeni pracovni doby na 40 hodin tydné€ miize byt prospésné pro prevenci (Hu et
al., 2016).

Kromé¢ toho byly také rozsahle studovany sociodemografické faktory. Ziskané
vysledky vSak nejsou jednoznac¢né. Pokud jde o vek, nékteré studie dospély k zavéru, ze
syndrom vyhoieni nartistd s vékem (Alacacioglu et al., 2009; Kanai-Pak et al., 2008),
zatimco jiné uvadeji vyssi uroven vyhotfeni u mladsich populaci (Losa Iglesias et al.,

2010). Bilge to povazuje za nezkusenost, ktera mohla ovlivnit vyvoj u¢innych strategii
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zvladani vyhoteni u téchto jedincti (Bilge, 2006). Pracovni stres a nedostatek Casu na
prizpisobeni mohou byt hlavni pfi¢inou vyhotfeni u mladych jedinct. Regresni analyza
ukazala, ze pouze ve€k, pracovni neschopnost, finan¢ni napéti, 1éky, pracovni naroky,
deprese a somatickd onemocnéni byly nezavisle spojeny s vysokou mirou vyhoieni.

Maslach a Jackson uvedli, ze pohlavi samo o sob¢ neni kritickym urcujicim faktorem
vyhoteni (Oakes et al., 2013). Nedavna studie vSak odhalila specifické rozdily v urovni
syndromu vyhoteni, kdy zeny uvad€ly vice emociondlni vyCerpani a muzi vice
depersonalizace (Cafiadas-De la Fuente et al., 2015).

Zatimco u doktorti se uvadi prevalence vyhoteni u nadpolovicni vétsiny respondentt,
napt. Wetheril uvadi az 71,1% (Wetherill et al., 2019). U studentt je toto ¢islo o néco niZsi,
kdy nejcastéji byvaji zkoumani studenti mediciny, kde se prevalence pohybuje okolo 40 %
(Wetherill et al., 2019). U vSeobecné populace jsou uvadéna ¢isla mezi 13-30% (Lebensohn

et al., 2013).

2.3 Vyhoreni a Zivotni styl
Mezi dalsi faktor souvisejici s vyhofenim patii identifikace vlastnich potfeb. Studie

ukazuji, ze jedinec sam nejlépe vi, jaké véci jsou pro jeho zdravi vhodné, a je potieba se je
umét naucit identifikovat, pojmenovat a hlavné se jim vénovat — mohou to byt naptiklad
konic¢ky nebo sport ¢i relaxace. Dalsim faktorem je kreativita a aktivity, pii kterych si
“mozek odpocine* a Cloveék se vénuje jiné nez rutinni praci. Neméné dilezita je péce o télo
— at’ uz se jedna o péci o zevnéjsek, tedy jak ¢lovek vypada, tak i o péci ,,vnitfek* — formou
meditace, relaxace nebo rtznych technik z mindfulness (McClafferty et al., 2018).
Zklidnéni se a ziskani balance a rovnovahy je dulezitym prvkem v boji s vyhoienim,
predevsim v dnesnim mnohdy hektickém a stresujicim svéte.

Bylo zjisténo, Ze nariistajici odtazitost (detachment) zvySuje vyplytvani emocnich
zdrojii a vyhoteni, ale nezvysSuje depresi. Paradoxné lidé vyuzivaji tuto techniku jako
mechanismus zvladani pracovniho stresu. Relaxacni techniky by i z tohoto divodu mohly
byt jednim ze zplsobii, jak zvysit dusevni pohodu a predevsim snizit inavu (Muhamad
Nasharudin et al., 2020). Vyssi depersonalizace a mén¢ ¢asu na vztahy byly u Zen kromé
s vyhofenim spojeny s vétsi pravdépodobnosti uzivani 1ékti na spani, zlepSeni nalady ¢i
uzkost (Lebensohn et al., 2013).

Dilezita je také socialni podpora. Clovék jako socialni tvor ma potiebu byt
v kontaktu s okolim a podpora od okoli a jejich kladné hodnoceni je vnimano jako néco, co
nam zvysuje celkovou duSevni pohodu. Nékteré studie prokazaly, ze rovnovaha mezi

pracovnim a soukromym Zzivotem, socidlni podporou a podporou rodiny, pfiméfenym
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odpocCinkem a fyzickou aktivitou koreluje s profesni spokojenosti, lepSim pocitem
blahobytu, zvySenou empatii a poklesem vyhoteni. Napiiklad na rozdil od lékait, ktefi
zanedbavaji své zdravi, lékaii se zdravymi zivotnimi néavyky byli vnimani jako
davéryhodnéjsi a vice motivujici pro své pacienty i pro své kolegy. Bylo prokazano, ze
zdravy zivotni styl 1€kart je aditivni, proto by jednotlivci méli byt podporovani v riiznych
pristupech, nejlépe vyhovujicim jejich individudlnim potfebam (McClafferty & Brown,
2014; West et al., 2014).

Ackoli existuje mnoho studii, které testovaly vztah mezi fyzickou aktivitou a
priznaky deprese (Jonsdottir et al., 2010; Strawbridge et al., 2002), vyzkum zaméieny na
souhru mezi fyzickou aktivitou a syndromem vyhoteni je limitovany a jeho vysledky
nejednoznacné. Nékteré predchozi studie ukazaly, ze zvySena fyzicka aktivita je spojena s
niz§imi ptiznaky syndromu vyhoteni (Lindwall et al., 2012). Svédska studie zkoumala
vztah mezi fyzickou aktivitou a dusevnim zdravim — zejména vyhotenim, depresivitou a
uzkosti béhem 6 leté longitudindlni studie. Zmény ve fyzické aktivité byly pozitivné
korelovany se zlepSenim celkového dusevniho stavu. Nejen zmény, ale také uroven fyzické
aktivity pfed zménami, jsou dilezitou informaci, se kterou je potfeba pracovat. Vysoka
mira syndromu vyhoieni souvisi se Spatnym fyzickym zdravim. Zodpovidaji za to
fyziologické mechanismy, na nichz je tento vztah zalozen (zanét nebo deregulace osy HPA)
(Peterson et al., 2008). Fyzicka aktivita byla spojena s n¢kolika klicovymi komponenty
alostatické zaté€ze a byla navrzena jako potencidln¢ silny nastroj pro fizeni chronického
stresu a alostatického zatizeni (McEwen, 2009). Vyssi frekvence cviceni byla spojena s
méné vnimanym stresem, depresi, negativnim vlivem a osobnim strachem, vyssi trovni
osobniho uspéchu, pozitivniho vlivu, vSimavosti, vnimani perspektivy a empatie
(McClafferty & Brown, 2014; Roeser et al., 2013). Vyssi frekvence zdravého stravovaciho
stranu uzivani alkoholu nebylo vyznamné spojeno s vyhoienim (Olson et al., 2015;
Pantaleoni et al., 2014).

Zaroven ale existuji studie, jejichz zavéry jsou jiné. Respondenty hlasené fyzické
cviceni a konzumace alkoholu hrala malou roli ve vyhoteni (Vinnikov et al., 2019).
Podobné tomu tak bylo i ve studii Petersona, ktery uvadi, ze vek, pohlavi, délka prace,
koufeni nebo fyzicka aktivita nebyly asociovany se zménami v syndromu vyhoteni
(Peterson et al., 2008). Wetherill naopak poukazuje na to, ze studenti mediciny trpici

vyhotenim se Castéji uchyluji k vyssi konzumaci alkoholu (Wetherill et. al, 2019). Ne vzdy
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je tedy tento vztah jednoznac¢ny a ne vzdy musi nezdravy zivotni styl pfedchazet vyhoteni.
Préave¢ naopak.

Kvalita spanku ovplyviiuje vnimany stres, depresi a emocni vycerpani. Lidé s vyssi
mirou vyhoteni méli vice poruch spanku (Lee et al., 2020). To znamen4, ze poruchy spanku
mohou byt vice spojeny s komponentou vyCerpani v syndromu vyhoteni. Zejména lékati
jsou casto kvuali své praci vystaveni podminkam, které se neslucuji s dlouhym
a odpocinkovym spankem. Toto pak casto miize vést napiiklad k vyhoieni, ale také
nepozornosti a chybam v praci (Hategan,2020).

Obecné tedy vidime, ze existuji urcitd doporuceni tykajici se zivotnich navyki a
zmén v zivotnim stylu, které by mély pomoci pii prevenci vyhoteni. Jsou zamétfeny na tyto
faktory: uleva od stresorti, zotaveni prostfednictvim relaxace, fyzické cvic¢eni a upusténi od
myslenek dokonalosti a perfekcionismu.

Na rozdil od deprese nejsou zavéry tykajici se syndromu vyhoteni a zdravého
zivotniho stylu tak jednoznacné. Studie pfind$i mirné protichidné zavéry predevsim
tykajici se cviCeni a fyzické aktivity.

V dalsi c¢asti zhodnotime, zda vyhotfeni a deprese jsou jednim konceptem nebo

riznymi klinickymi entitami.
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ey ee

let 20. stoleti (Paykel, 2008), vyhoteni je 40 let stary pojem, ktery je zaméfeny na
psychosocialni spiSe nez klinicky nebo psychiatricky pfistup k nemoci. Vyhoteni a
depresivni porucha maji spolecné rysy (napi. kognitivni Ginava) a Casto se vyskytuji
soucasn¢, ale nejednd se oidentické koncepty (Brenninkmeyer et al.,
2001). Brenninkmeyer et al. (2001) popsali nékteré vyrazné odliSnosti, napf. pocit ztraty
statusu a ,,vzdani se®, které Casto zminuji depresivni pacienti.

Syndrom vyhoieni na rozdil od depresivni poruchy neni diagnéza (APA, 2013).
Existuji urcité bézné ptiznaky, které se mohou objevit pifi vyhofeni i1 depresivni
poruse. Jsou to napiiklad: pocit vyCerpani, pocit nizkého a snizeného vykonu nebo pocity
bezcennosti. To, co je typické pro syndrom vyhoteni a co nelze najit v depresivni poruse,
je odcizeni od vlastni prace. V depresivni poruse sice miizeme najit stopy odcizeni, ale tyto
se netykaji pouze prace, ale predevsim vsech ostatnich aspekti zivota. Na druhou stranu
existuji také priznaky typické pro depresivni poruchu, které v syndromu vyhoteni nelze
najit. Tyto pfiznaky zahrnuji nedostatek sebelcty, beznadéj a sebevrazedné tendence.
Maslach, Schaufeli a Leiter (2001) definuji vyhoteni jako odpovéd’ na chronické, emocni
a interpersonalni stresory v praci. Na druhou stranu depresivni porucha je definovéana jako
zpusob reakce na vyzvy, které jsou vnimany jako nemozné. Je to reakce ve formé naptiklad
melancholického stavu nalady nebo v podobé klinické dusSevni poruchy (Ahola et al.,
2014). Do dnesni doby nebylo dosazeno zadné definitivni shody o tom, zda se jedna o
koncepty pouze se piekryvajici, vzajemné se vylucujici nebo totozné (Bianchi et al., 2017).

Zatimco depresivni porucha je porucha pervazivni, ktera postihuje témét vSechny
aspekty zivota pacienta, syndrom vyhoteni je podle definice syndromem zptsobenym
prevazné, ale ne pouze, pracovnim stresem (Bianchi et al., 2015; Maslach & Leiter, 2016).
To jasn€ vytvari hranici mezi depresivni poruchou a syndromem vyhoieni. Na rozdil od
lidi s depresivni poruchou, maji lidé se syndromem vyhoteni tyto negativni pocity pii
diskusich o své praci. Miizeme tedy ocekavat, Ze kdyz budou vyhoieli lidé dotdzani na
aspekty svého zivota, které se nepitipoji k pracovnimu prostiedi, jejich odpovédi se budou
lisit od odpovédi souvisejicich s praci.

Pii rozliSovani doporuéuje Kebza a Solcova (2008) implementovat nastroj k méfeni
depresivni symptomatologie spolu s nastrojem na syndrom vyhoieni, aby bylo mozné
kontrolovat samotny ucinek vyhoteni a ne depresivni symptomatologie zptisobené mnoha

sdilenymi ptiznaky mezi depresivni poruchou a vyhoifenim. Mutkins, Brown a
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Thorsteinsson zjistili, ze depresivni symptomatologie a nizka organizacni podpora byly
Casto soubézné s ptiznaky vyhoteni (Mutkins et al., 2011).

Existuji vSak i protichidné nazory, které tvrdi, ze syndrom vyhoteni a depresivni
porucha nejsou izolované a ze piekryti vyhoteni a depresivni poruchy je natolik vyznamné,
ze vyhoteni by mélo byt povazovano pouze za soucast depresivni poruchy. Bianchiet et
al.(2013) analyzovali syndrom vyhoteni a depresivni poruchu z ,,pfiznakového hlediska®,
aby zjistili, zda mezi nimi existuje jasny mezni bod. RozliSeni pfiznaki ma zasadni vyznam
v diagnostice a pozd¢ji v procesu 1éCby pacienta. Na rozdil od predchozich nalezli nenasli
podporu pro tvrzeni, Ze by syndrom vyhoteni a depresivni porucha byly samostatné entity.
Syndrom vyhoteni a depresivni porucha se ve skuteCnosti shodovaly se stejnou
patologickou symptomatologii, a to i vzhledem ke skutec¢nosti, ze vice nez 90% ucastnik,
ktefi byli MBI vyhodnoceni jako ,,vyhoteli®, také splnilo diagnosticka kritéria pro depresi
(Bianchi et al., 2013). Uvadi tedy, ze uzké propojeni syndromu vyhoieni a depresivni
poruchy zpochybnuji relevanci a nozologické rozliSeni mezi témito dvéma entitami.
Emocionalni vyCerpani a depersonalizace, dvé hlavni dimenze syndromu vyhoteni, mohou
byt 1épe pojaty jako depresivni reakce na nepfiznivé pracovni prostfedi nez jako
komponenty samostatné entity. Ahola et al. (2014) také zjistili jasné prekryvani mezi
syndromem vyhoteni a depresivni poruchou. Jejich zavéreCny argument naznacil, ze
feSenim této situace miize byt zavedeni nové kategorie ,,poruch depresivniho spektra® jako
analogie ke kategorii ,,poruchy schizofrenniho spektra®, do které by
se zahrnulo vyhoteni (Ahola et al.,2014). I kdyz to zni jako zajimavy navrh, je nyni jasné,
ze nejde o nejblizsi budoucnost, protoze DSM - 5 Zadnou takovou kategorii neobsahuje.

Je patrné, Ze je potifeba jeste¢ dalSich longitudinalnich studii, které by pomohly
zhodnotit, zda je vyhoteni a depresivni porucha jednim konceptem nebo dvéma rozdilnymi.
Ptestoze vyhoteni neni klinickou diagnozou, je otazkou, zda je potfeba, aby se jednalo
o klinicky koncept. V ramci této studie se piiklanime k nazoru, Ze se jedna o dva razné
koncepty, které se do velké miry ovliviiuji, presto se ale od sebe lisi dostatecné natolik, aby

byly studovany zvIast'.
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Vyzkum zaméfeny na zivotni styl a chovani ovliviiujici zdravi zacal jiz béhem 60.

let, kdy Kassl a Cobb ustanovil jednu z prvnich definic takzvaného ,health behaviour —
chovani ovlivilyjici zdravi (Kassl & Cobb, 1966). K této definici se odbornici vratili a
op¢tovné ji mnohokrat prezkoumali, protoze obor psychologie zdravi se neustale vyviji a
jak Steptoe zdlraznil, jedna se o proménny koncept, ktery se pfizptisobuje novym
znalostem (Steptoe et al., 2010). Psychologie zdravi zdiraznuje, jak dilezité je propojeni
zdravi duSevniho a fyzického. Matarazzo definoval jedinecny ptinos psychologie zdravi
jako oboru, ktery se zabyva podporou a udrzovanim zdravi (Matarazzo, 1980). McKeown
uvedl, ze: moderni (v orig. contemporary) onemocnéni je zpusobeno vlivy ... které
jedinec urCuje svym vlastnim chovanim (McKeown et al., 2015). Mnoho z dnesnich
nemoci a dokonce i1 umrti je do jisté miry zptisobeno nasim vlastnim chovéanim a Zivotnim
stylem. Lepsi znalosti o tom, co urcuje chovéani jedince, mohou vést k ucinnéjSim
zasahtim, vzd¢lavacim programtim s cilem zvysit povédomi o vyznamu zdravého Zivotniho
stylu a nasledné vést ke sniZzeni nemoci a umrti zpiisobenych nezdravym chovanim.

V pozdnich Sedesatych letech Kassl a Cobb definovali, ze chovani ovliviiujici zdravi
je: jakékoli ¢innost provadéna osobou, ktera vefi, ze je zdrava, za ucelem prevence nemoci
nebo jejiho odhaleni v asymptomatickém stadiu (Kassl & Cobb, 1966). Tato definice
nezahrnovala zadné laické chovani, které by bylo definovano jako zdravé jednotlivcem, t;.
naptiklad jakékoliv zvyky, které jedinec dodrzuje, protoze véti, ze mu pomohou zachovat
a udrzet zdravi. Pozdéji bylo chovani zamétfené na zdravi definovano jako: Cinnosti, které
mohou pomoci predchazet nemocem, odhalit nemoci a postizeni v rané fazi, podporovat
a zlepSovat zdravi nebo chranit jedince pfed rizikem zranéni (Steptoe et al., 2010). Je
patrné, ze definice byla upravena tak, aby vyhovovala S§irSim  polim
chovani. Bylo také zjisténo, ze ne vzdy je chovani, které lze identifikovat jako zamétené
na podporu zdravi, provadéno s imyslem zdravi na prvnim misté. Napiiklad ¢isténi zubt
nebo sprchovani se kazdy den je povazovano spiSe za zvyk, ktery ma za cil zvySeni
pritazlivosti.

Chovani souvisejici se zdravim lze rozd€lit na dva typy. Prvnim je chovani, které
zvySuje riziko onemocnéni nebo tUrazu. Jednd se napiiklad o nadmérnou konzumaci
alkoholu nebo koufeni. Druhym typem je chovani podporujici zdravi. To se dale d€li na
chovani, které zlepSuje zdravi, udrzuje zdravi nebo chovani, které nas vede k vyhybani se
situacim, které by nam mohly uskodit (Conner & Norman, 2005). Tato chovani mohou mit

okamzity nebo dlouhodoby ucinek a mohou se znacné¢ lisit.
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Rozdily v chovani jsou zplsobeny rtznymi faktory, jako jsou tradice (napf.:
nabozenské tradice zakazujici konzumaci alkoholu), legislativni faktory (napf.: legalni vék
pro konzumaci alkoholu v Ceské republice nebo na Slovensku je 18 let, zatimco v USA
jeto 21), socialni arodinné faktory, kdy naptiklad mnoho mladych dospélych citi
povinnost pit alkohol, protoze to de€laji jejich vrstevnici, nebo si mysli, Ze je piijatelné
koufit, protoze to vidéli u rodi¢i. V neposledni fade je chovani silné propojené se
sociodemografickymi proménnymi (v€k, pohlavi, socioekonomicky status ) (Ogden,
2012). Mezi pohlavimi jsou pozorovany konzistentni rozdily, zatimco u Zen je vice
pravdépodobné, Ze budou jist zdravé, fidit v ramci rychlostniho limitu a absolvovat
pravidelné 1¢€katské prohlidky, muzi cCastéji cvici a jsou vice fyzicky aktivni (Ogden,
2012). Dale bylo zjisténo, Ze jsou to obecné mladsi a bohatsi lid¢, ktefi se vénuji chovani,
jenz upeviuje zdravi, zatimco ti s nizS§im socidlné-ekonomickym postavenim jsou vice
nachylni k chovani, které je pro zdravi nebezpecné, jako je koufeni a nadmérna konzumace
alkoholu (Adler & Matthews, 1994). Jiz v sedmdesatych letech byla mezi lidmi s nizSim
piijmem obecné pozorovana vyssi umrtnost (Belloc, 1973). Tento trend pretrvava i do 21.
stoleti (Huisman et al., 2004). V neposledni fad¢ hraje roli i osobnost. Zdravé navyky byly
pozitivné¢ korelovany s extraverzi a optimismem, negativn¢ korelovany s
neuroticismem (Steptoe et al., 2010).

Vsechny tyto faktory l1ze rozdélit do dvou skupin: vnitini a vnéjsi. VnéjSim faktorem
je naptiklad zakonny ve€k pro piti alkoholu. Vnitinimi jsou sociodemografické faktory,
osobnost nebo kognitivni schopnosti (Conner & Norman, 2005). Psychologové se zaméiuji
predevSim na vnitini, zejména kognitivni faktory. Je diilezité rozpoznat jejich roli v
chovani zaméfeném na zdravi, aby bylo mozné toto chovani jesté ucinnéji podporit
tykajicich se kouieni, je pfedchozi experimentovani s kouienim a pohlavi (Ogden,
2012). Bez vn¢jsich faktort: napiiklad zdkonného véku pro nakup cigaret, by to mohlo byt
jeste horsi. I beztak jsou nékteré statistiky pfimo alarmujici. Sovinova a Csémy uvadi, ze
v Ceské republice byl vroce 2002 kazdy paty zék v poslednim roéniku zakladni $koly
kutrdkem (Sovinova & Csémy, 2003). Proto by nemély byt vnéjsi faktory piehlizeny.

Cummings a kolegové piisli s priilomovou studii tykajici se psychologie zdravi,
kdyz ukazali, jak dilezitou roli ma jednotlivec, pokud jde o péci o vlastni zdravi. Také si
vsimli, ze neexistuje jednotny ramec, pokud jde o mozna vysvétleni riiznych chovani. V
jejich studii 109 proménnych se objevilo 6 dulezitych faktort. Jedna se o: 1 - dostupnost

zdravotni péce, 2 - hodnoceni zdravotni péce, 3 - vnimani ptiznakl a ohrozeni nemoci, 4 -
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charakteristika socialni sité, 5 - znalosti o nemocech, 6 - demografické faktory (Cummings
et al., 1980). Z téchto zjisténi je ziejmée, ze nekteré z faktort 1ze zmenit ucinnymi zéasahy,
a tim piipadné zvysit angazovanost jednotlivce. Je zdsadni rozpoznat roli jedince jako
ned¢litelné soucasti zdravého chovani, protoze pravé jedinec samotny hraje vyznamnou
roli v rozhodovacim procesu.

Jednu z viibec prvnich longitudinalnich studii zalozil jiz v roce 1965 Belloc a jeho
kolegové. Ve studii zvané ,,Alameda country study* se zaméfili na to, jaké chovani muaze
vést ke zvyseni kvality zivota a zaroven 1 delsi délce zivota? Zavérem tohoto rozsadhlého
zkoumani byla identifikace 7 aspektli zdravého zivotniho stylu: 1 - nekouieni, 2 - mirny
prijem alkoholu, 3 - spanek 7/8 hodin za noc, 4 - pravidelné cviceni, 5 - udrzovani optimalni
télesné hmotnosti, 6 - vyhybani se svacinam/sladkostem, 7 - pravidelné
stravovani. Zdaraznili dokonce, ze souvislost mezi témito zdravymi navyky a
dlouhovékosti nezavisi na véku, pohlavi ani ekonomickém postaveni. Jedinci, kteti se
pravidelné vénovali alesponi 6 z téchto aktivit, mé¢li zdravi ve véku 75 let srovnatelné se
zdravim lidi ve veéku 35 - 44 let, ktefi dodrzovali tfi nebo méné z téchto zdravych
navyku (Belloc, 1973; Breslow & Enstrom, 1980). Belloc a jeho kolegové jasné urcili
chovani, které ma nejveétsi dopad na nase zdravi a nasledné na kvalitu a délku naseho
zivota. Tato pruilomova studie je zvlast¢ dilezitd z diivodu prokazani souvislosti mezi
chovanim zaméfenym na zdravi a délkou a kvalitou zivota. Tuto studii pozdé€ji jeho
kolegové rozsitili o dalSich 5 vin sbérti dat a kromé sedmi zdravych navyka zdiiraznili také
dulezitost socidlni opory a nabozenského zalozeni (Housman & Dorman, 2005).

Pozd¢ji Khaw et al. snizili téchto 7 zdravych navykl pouze na 4. Jednalo se
o: 1 - nekourenti, 2 - fyzicka aktivita, 3 — mirna konzumace alkoholu, 4 - konzumace 5 nebo
vice porci ovoce a zeleniny denné (Khaw et al., 2008). Khaw vynechal spaci navyky a
dodal dutlezitost konzumace ovoce a zeleniny.

Vyzkum Mokdada a jeho kolegti podpoftil nazor, ze tato chovani jsou klicova, pokud
jde o zdravi a dlouhovékost. Ve své studii se pokusili vypocitat, jaké jsou skutecné priciny
umrti v USA, a to kvantifikaci modifikovatelnych rizikovych faktorti chovani v hlavnich
maligni novotvar a cévni mozkova ptihoda. Nicmén¢ poté, co byla provedena kvantifikace,
vysledky ukéazaly jiny vzor. Tfi hlavni ,skuteCné pficiny smrti byly: tabak,
nezdrava strava a fyzicka necinnost spolu s konzumaci alkoholu (Mokdad et al., 2004).

Vsechny tyto proménné muze jedinec ovlivnit a mize tak zlepsit vlastni kvalitu Zivota.
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Ptiblizn€ polovina umrti v USA v roce 2000 byla zpisobena chovanim, kterému bylo
mozné zabranit (2004).

Podobnou situaci 1ze pozorovat ve vétsSin€ evropskych zemi, kde kardiovaskularni
onemocnéni a rakovina jsou hlavni pfi¢inou imrti. Neobjevuji se ale ve vrcholném staii,
takze muzeme piedpokladat, Zze jsou do jist¢é miry zpusobeny vlastnim rizikovym
chovanim (Ogden, 2012). To ndm opét pfipomind vyznam zdravého chovani, jeho znalosti
mohou vést k 1épe zacilenym zasahiim a prevenci poctu umrti mezi lidmi.

Prestoze nekteré faktory, které zpiisobuji rozdily ve zdravi, nelze zasahy zménit
(naptiklad pohlavi, v€k, nebo genetick¢ predispozice), mohou byt nékteré alespon
zmirnény.

Dalsi dilezita proménna, ktera ma vliv na nase zdravi a do velké miry ovliviluje, zda
muzeme zustat zdravi, je stres. Existuje vztah mezi stresem a nasi schopnosti odolavat nebo
pirekonavat nemoci, stejn¢ tak jako vztah mezi stresem, emocemi a rakovinou nebo
kardiovaskularnimi chorobami (Baumeister et al., 2014). Lidé ve stresu se Casto snaZzi
vyfesit problémy “samoléCbou®, naptiklad alkoholem, drogami nebo kouienim. Neni
piekvapivé, ze stres vede k piejidani se (Baum & Posluszny, 1999). Je tedy patrné, Ze stres
je spojen s nékterymi z nejrizikoveéjsich chovani. Socidlni podpora a nazor bezprostfedniho
okoli hraje velkou roli v oblasti zdravi (Adler & Matthews, 1994). Nejen my, ale i nase
okoli mtze ptispét k naSemu vlastnimu zdravi.

Definice chovani zaméfeného na zdravi je v soucasné dob¢ chapana v Sir§im slova
smyslu jako ¢innost provedena s cilem vyloucit nebo identifikovat onemocnéni, nebo za
ucelem zlepSeni zdravi a pohody. Existuji urcité zdravé navyky, které se ukazaly byt
nekoufeni, mirny piijem alkoholu, pravidelné cviceni a zdrava strava. Velké mnozstvi
umrti je zptusobeno pravé tabakem, alkoholem, nevyvazenou stravou a nedostatkem
pohybu. To vse jsou navyky, které je mozné modifikovat a potencialné tim zabranit nemoci
¢i predCasnému umrti. Vyznam zdravého zivotniho stylu spociva predevSim v jeho
rozpoznani a identifikaci, aby bylo mozné navrhnout vhodny zéasah. Je také nutné zvysit
povédomi vefejnosti o zdravém zivotnim stylu, aby kazdy jednotlivec mohl pievzit
odpovédnost za své zdravi.

Na zéklad¢ téchto zjisténi jsme se rozhodli, ze komponenty zdravého Zivotniho stylu,
které budeme posuzovat pfi budovani modelu pro vyhoteni, budou: alkohol, koufeni,

stravovaci navyky a spankovy rezim.
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Nasledujici cast obsahuje piehled naSich piredchozich studii zabyvajicich se

vyhotenim, zivotnim stylem a metodologii méfici tyto koncepty.
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5. NASE PREDCHOZI STUDIE
Spolu s kolegy se tématu vyhoteni a Zivotniho stylu vénujeme jiz delsi dobu. Na

zaklad¢ nasi spoluprace vznikla tfada publikaci, béhem nichz byla vyuzita i data
prezentovana v ramci této disertani prace. Prvni dvé studie se vénovaly standardizaci
pouzitych nastroji. Jako prvni byla standardizovana Beckova Skéla Deprese II (BDI-II).
Ackoliv byla BDI-II bézné€ pouzivana v praxi, jeji pieklad byl standardizovan na malém
vzorku, ktery se nedal pokladat za reprezentativni vzorek ceské populace. Zjistili jsme, ze
Cesky pieklad BDI-II ma uspokojivé psychometrické vlastnosti a je tak spolehlivym
nastrojem (Ptacek et al., 2016).

Dale jsme ve spolupraci s autorkou ¢eského prekladu testovali validitu a reliabilitu
Shiromovy a Melamedovy skaly vyhoteni (SMBM). Ukazalo se, ze i tento ¢esky preklad,
podobné jako BDI-II, ma vysokou vnitfni konzistenci a dobrou spolehlivost. Kromé
ujisténi, ze Ceska verze SMBM ma piijatelné charakteristiky, byly také spocitany orientacni
normy pro Ceskou  populacii Tyto normy jsou  dostupné  online:

https://psychiatrie.lf].cuni.cz/supplementary-data a byly vyuzity i v ramci této prace pro

srovnani vysledkt. Diky dobrému ptekladu, odpovidajicim psychometrickym vlastnostem
a volné dostupnosti SMBM jsme tento dotaznik i dal ¢asto vyuzivali v dil¢ich studiich
(Ptacek et al., 2017).

Jedna z prvnich studii, kde jsme hodnotili vliv zivotniho stylu na naSe zivoty, byla
piehledova studie zamétujici se na koufeni a jeho dopad na nasi Sedou kliru mozkovou.
Kouteni ovliviiuje kognitivni schopnosti - kufdci maji 2x vyssi riziko Alzheimerovy
demence nez nekuidci. Divodem muze byt vztah mezi koufenim a ubytkem mozkové
hmoty. Dochazi totiz k inhalaci toxini jako: vinylchlorid (rizikovy faktor rakoviny plic a
mozku), kyanovodik nebo arsenik a jejich toxicita zpisobuje zmény v mozku — naptiklad
v hustoté a objemu jak Sedé, tak bilé kiry mozkové. Kouieni zptisobuje zmény Sedé hmoty
ve vice oblastech mozku. Tyto zmény zptuisobuji kognitivni oslabeni a emocni dysregulaci,
zvyseny neurotismus, pretrvavani zavislosti a jsou patrné jak mezi muzi a zenami ale i mezi
novymi a dlouhodobymi kufaky. Koufeni mize také byt ,,sebe-1éCebny* fenomén, kdy se
kuraci snazi o ulevu od existujici patologie (Viiukova et al., 2017).

I na zaklad¢ téchto vysledk bylo pro nas pozdéji piekvapivym zjisténim, ze koufeni,
které je cCasto spojovano s ADHD, neni vyznamnym prediktorem zvySené ADHD
symptomatologie. Na druhou stranu bylo zjisténo, ze n€kolik konkrétnich zivotnich stylt
je spojeno s vyssimi piiznaky ADHD, jako je Spatna strava. Respondenti nachylni k ADHD

vsak uvadéli, ze jsou fyzicky aktivnéjsi, coz odpovida klinickému obrazu hyperaktivity, ale
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kontrastuje s literaturou, ktera uvadi sedavy zptisob zivota u lidi s ADHD symptomatologii
(Weissenberger et al., 2018).

Ve stejném roce jsme také publikovali ptrehledovou studii, kterd se zamétila na
syndrom vyhoteni u I€katii. Pfestoze syndrom vyhoteni neni jiz ,,exkluzivné 1ékatskym
syndromem®, existuje pravé nejvice publikaci, které se vénuji vyhoteni u Iékaiskych
profesi. V tomto prehledu jsou shrnuty aktualni védecké Clanky o syndromu vyhoteni
u zdravotnickych pracovnikl. Je popsan dopad syndromu vyhoieni na skupiny, které jsou
nejvice ohrozeny. Daéle jsou identifikovany prediktory, které jsou siln€ spojeny s vyskytem
syndromu vyhoteni pozitivn€ i negativné, se zvlastnim zaméienim na demografické
prediktory (Brecka et al., 2018).

ProtoZe uéitelé jsou téméi denné vystaveni vysokému stresu a v Ceské republice
chybéla studie, ktera by se vénovala vyhoteni u uciteli, zamétili jsme nas dalsi vyzkum
pravé na né. Ukézalo se, ze pfili§ vysoké procento uciteli: 53,2 % uvadi préci jako zdroj
dlouhodobého stresu. Tento dlouhodoby stres vede k vysoké mife vyhoteni. Pouze 16 %
uciteli uvedlo, ze nemaji pocit syndromu vyhoteni nebo Ze se jich netyka. Nejvice ohrozeni
byli ucitelé, ktefi neumi jasn¢ oddé¢lit praci a jejich volny Cas. U nich byly projevy
syndromu vyhoteni nejvyssi (Ptacek et al., 2018).

O rok pozd¢ji jsme navazali na tato zjisténi zkoumanim zivotniho stylu ucitelt, ktery
muze vést k vyssi mife syndromu vyhoteni. Zdravy zivotni styl byl signifikantni pro miru
vyhoteni. Ucitelé, ktefi méli kvalitni spanek, dostatek aktivity a ¢asu na své konicky a ktefi
neméli béhem poslednich 12 mésica vycitky tykajici se konzumace alkoholu, mé¢li
vyznamné niz§i miru vyhoteni. Ukézalo se, jak dalezité jsou programy intervence ale také
piredevsim prevence a informovani o zdravém zivotnim stylu (Ptacek et al., 2019).

Posledni publikaci v ramci zkoumani vyhofeni jsme vénovali srovnani Iékaiti a
ucitelii. Zajimalo nas, kde nalezneme vyssi miru vyhoteni. Bez ohledu na pohlavi maji
I€kafti ve srovnani s uciteli vyrazné a statisticky vyznamné vyssi miru syndromu vyhoteni.
Dale byly zjistény vyznamné rozdily mezi depresivni symptomatologii u muzi. Nase
vysledky naznacuji, Zze ackoli se syndrom vyhoieni objevuje bez ohledu na profesi, jeho
projevy se mohou liSit v zavislosti na typu prace. Celkové bylo mezi ucitelkami zjisténo
vysSi vyhofeni nez u jejich muzskych protéjskli; mezi 1ékati byla situace obracena -
syndrom vyhoteni postihl vice muz nez zen. Ve vSech kategoriich bylo vice zen, coz je
v ramci normy pro ¢eskou populaci. Riziko vyhoteni by vSak nemélo byt v zadné z téchto

profesi podcenovano (Ptacek et al., 2019).
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1. UvoD

V teoretické Casti této disertacni prace byl shrnuty nas nékolikalety vyzkum, kterym
se snazime informovat nejen odborniky ale 1 §irSi vefejnost o problémech spojenych se
syndromem vyhoteni. Pozorujeme, Ze mezi 1¢kaii i uciteli klesa neznalost pojmu syndromu
vyhoteni. Zaroven je zatim malo studii, které se vénuji vyhoteni a zdravému zivotnimu
stylu. Tato empiricka studie se pokusila objasnit, do jaké miry je vyhoteni ovlivnéno prave
zdravym zivotnim stylem u obecné populace. Na zakladé doporuCeni zaloZenych na
studiich od autorii: Kebzy a Solcové (2008) se sbiraly i udaje o depresivni symptomatologii,
aby bylo mozné vidét, zda se jedna o rozdilné koncepty nebo pouze o jeden. Nékteré
vysledky jiz byly prezentovany jako dil¢i studie, ale tato prace je prvni, ktera se zaméfi na
souvislou prezentaci sbéru dat za vSechny roky (2014, 2017 a 2020). Vysledky tak umozni
srovnat vyvoj situace béhem péti let a nabidnou komplexni popis.

Na zaklad¢ literatury predpokladdme, Ze bude rozdil mezi pohlavimi, a to jak
v depresivni symptomatologii, tak ve vyhoteni. Vzhledem ke zvySujicimu se povédomi
o vyhoteni a nartstajicim publikacim a popularnim kniham tykajicich se zdravi, fyzického
1 dusevniho, ptfedpokladame, ze depresivni symptomatologie i vyhotfeni budou v pritbé¢hu
let klesat. Dale predpokladame, ze zdravy Zivotni styl bude mit vliv na celkové vyhoteni,
a zavérecny model ukaze, ze vyhotfeni mize byt zmirnéno zdravym zivotnim stylem.

Ptedchozi vyzkumy vztahu mezi faktory Zivotniho stylu a syndromu vyhoteni
prinesly nekonzistentni vysledky. Vycerpani se zda byt nejviditelnéjSim projevem
syndromu vyhoteni, coz také pozitivné koreluje s pracovni zatézi a dalSimi vysledky
souvisejicimi se stresem. Syndrom vyhoteni je spojen s horsim vlastnim hodnocenim,
CastéjSimi poruchami spanku a zhorSenou paméti. Fyzické cviceni a konzumace alkoholu
hraji malou roli pti rozliSovani mezi syndromem vyhoieni a nevyhotenim, na druhou stranu

poruchy spanku siln¢ souvisi s komponentou vycerpani syndromu vyhoieni.
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Tato empiricka studie si proto klade predevsim nasledujici cile:

1) Zmapovani miry vyhofeni a s nim i1 depresivni symptomatologie v reprezentativnim
vzorku cCeské populace. Vzhledem k tomu, Ze se jednd o longitudinalni studii,
zaméfime se také na zmény v pribéhu let. Dale budou zkoumany rozdily mezi
pohlavimi.

2) Popsani zivotniho stylu v reprezentativnim vzorku ¢eské populace a srovnani zmén
v pribéhu let.

3) Vybudovani modelu, ktery objasni, do jaké miry se da vyhofeni vysvétlit zivotnim

stylem.

2.1 Hypotézy
Pro tuto empirickou studii byly stanoveny nasledujici hypotézy

H1 0: Neni rozdil mezi pohlavimi

H1: Zeny trpi vys$si mirou vyhoieni a depresivni symptomatologie nez muzi

H2 0: Nebude Zadny rozdil v proménnych béhem let

H2: Depresivni symptomatologie a vyhoteni bude v prabéhu let klesat

H3 0: Zivotni styl nesouvisi s vyhofenim

H3: Zivotni styl bude mit vyznamny vliv na vyhoteni
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3.1 Sbér dat
Sbér dat probehl ve tfech vinach. Prvni sbér dat se konal v roce 2014 (fijen/listopad),

druhy v roce 2017 (bfezen) a tfeti vroce 2020 (bfezen). Sbér dat realizovala agentura
STEM/MARK, ktera pomoci metody CAWI (pocitatem asistované dotazovani) sesbirala
odpovédi od reprezentativniho vzorku respondentii. Tito respondenti byli vybrani ze
souboru Evropského narodniho panelu. Protoze cilovou skupinu tvotili dospéli lidé (18-65
let), bylo zvoleno online dotazovani. Internetova penetrace v této cilové populaci je
dostatecna a nebylo zapotiebi vyuzit kombinace metodik. Dobrovolna icast byla zajisténa
informovanym souhlasem od agentury STEM/MARK a respondenti byli informovéni o

moznosti odstoupit od studie nebo neodpovidat na otazky.

3.2 Depresivni symptomatologie
K méfeni depresivni symptomatologie byl zvolen dotaznik Becktv Inventar Deprese

pro dospélé (BDI-II). BDI-II je nastroj slozeny z 21 otazek, jehoz ucelem je zjistit
pritomnost ptiznakt depresivni poruchy. Tyto ptiznaky odpovidaji symptomim uvedenym
v Diagnostickém a statistickém manualu dusevnich poruch IV (DSM-IV). Spolu s dalSimi
chovani a projevil depresivni symptomatologie u lidi starSich 13 let (McDowell,
2006). Podle Becka (1988) spocival teoreticky ptredpoklad pocate¢ni verze BDI na
domnénce, zZe negativistické a zkreslené myslenky tvoii jadro a charakteristiku depresivni
poruchy (Beck et al., 1988). Piivodni BDI dotaznik byl vyvinut v roce 1961, a od té doby
prosel n€kolika revizemi. V roce 1979: BDI-IA byl podobny ptiivodnimu BDI, jen s ur¢itym
zlepSenim ve formulaci polozek. V roce 1996 prosel revizi na BDI-II. Aktualizovany BDI-
IT zvysil validitu obsahu tim, ze vyloucil n€kolik polozek tykajicich se hubnuti, vnimani
vlastniho téla, nebo potizi s praci a nahradil je otdzkami na pocit agitace, bezcennosti, ztraty
energie a obtize s koncentraci. Tyto otazky presné koresponduji s piiznaky depresivni
poruchy, jak jsou uvedeny v DSM-IV. Revidovany BDI-II také rozsituje casovy ramec pro
odpovédi z jednoho tydne na dva tydny, aby byl dotaznik sjednocen s casovym kritériem
DSM-IV pro diagnostiku depresivni poruchy (Sanz & Garcia-vera, 2009).

Anglicka verze byla standardizovana na vzorku 500 pacienti a 120 studenti (Wang
& Gorenstein, 2013). Test dosahl vysoké vnitini konzistence a Cronbachova Alfa je kolem
0,9 (rozsah 0,83 — 0,96) (Jaksic et al., 2013). Faktorova analyza poukazuje na dvou-
faktorovou strukturu s kognitivné-afektivnim a somatickym faktorem, i kdyz nékteré studie

navrhuji i troj-faktorovy model, kde je kognitivni a afektivni faktor zvlast. Na zakladé
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standardizacni studie byly navrzeny cut-off skory: 0-13 — minimalni nebo Zadna depresivni
symptomatologie, 14-19 — mirna depresivni symptomatologie, 20 — 28 — stfedni depresivni
symptomatologie a 29 — 63 t¢zka depresivni symptomatologie (Veerman et al., 2009). BDI-
IT je povazovan za vysoce spolehlivy nastroj a byl schvalen velkym poctem psychologt
a psychiatriit jako hodnotici nastroj k urceni intenzity depresivni symptomatologie
v psychiatrické a bézné populaci.

Preiss a Vacit (1999) vytvorili ¢eskou verzi BDI-II. Preklad prosel revizemi a byl
testovan na nékolika pacientech VFN Praha a UVN Praha. Ceskd verze byla pak
standardizovana na vzorku 60 muzi, ktefi nastoupili na zdkladni vojenskou sluzbu.
Primérné skore naméfené u tohoto vzorku bylo 10,26. Kvili absenci vétsiho
standardizacniho vzorku se Preiss a Vacit ptiklani ke cut-off skoriim navrzenych Beckem.
Chybe¢jici standardizacni studie prob¢hla v roce 2016, kdy Ptacek a kolegové dokazali, ze
¢eska verze BDI-II ma vysokou vnitini reliabilitu a validitu a ¢esky pieklad je srovnatelny
s jeho anglickym originalem. Navrhované cut-off skory byly timto potvrzeny i pro ¢eskou
populaci. Nespornou vyhodou tohoto dotazniku je také jeho volna dostupnost a lehka
interpretace. Vzhledem k tomu, Ze v rdmci této studie byla data sebrana online a vysledky
jednotlivei nebyly konzultovany s klinickym pracovnikem, vyvarovali jsme se pouzivani

slova deprese. Ve vysledcich mluvime o depresivni symptomatologii (Ptacek et al., 2016).

3.3 Vyhoreni
K méfeni vyhoteni byl vyuzit ¢esky pieklad Shirom Melamedovy skaly vyhoteni

(SMBM). Shirom s Melamedem (2006) zalozili sviij dotaznik na Hobfollové teorii
o zachovani zdroji. Shirom a Melamed vnimaji syndrom vyhoteni jako pocity, které
oznacuji vyCerpani energie jednotlivce a projevuji se ve tfech rovinach: emocni, kognitivni
a fyzické. K vyCerpani zdroji dochéazi z diivodu dlouhodobého stresu, a to predevsim
pracovniho. Na rozdil od jinych dotazniku na vyhoieni se SMBM zamétuje pouze na zdroje
energie anezahrnuje dalsi koncepce, jako cynismus, nezaujatost nebo sebevédomi.
Vyzkumy uvadi, Ze pravé diky zaméreni na energii je mozné rozlisit symptomy vyhoteni
od priznakti depresivni poruchy.

Dotaznik SMBM ma 14 otazek, s odpovéd’'mi na skale 1-7 a zajima se o pocity béhem
poslednich 30 pracovnich dnt. Tento 3-faktorovy model dosahuje uspokojivé vnitini
konzistence s rozsahem r = 0,61 (p <001)azr=0,73 (p <001), a Cronbachovo a v rozpéti
0,90 az 0,75 (Shirom & Melamed, 2006).

Studie dokazuji nejen vysokou vnitini validitu a reliabilitu dotazniku, ale také

schopnost dotazniku zachytit celkové vyhoteni, i jeho jednotlivé 3 roviny: emocni,
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kognitivni a fyzickou. Déle také poukazuje na to, ze ackoliv jsou dané roviny propojeny,
jedna se o 3 rizné koncepty, a je proto dobré u vyhoteni uvadét i jejich jednotlivé vysledky.

Do &eského jazyka pievedla skalu vyhoteni Solcova, a podobné jako u $kaly BDI-II,
standardizac¢ni studii vedl Ptacek a kolegové Ackoliv se ukazalo, Ze sedmi-stupiiova skala
muze byt mirné problematicka pro ¢esky mluvici respondenty, dosahuje SMBM dotaznik
uspokojivych vysledkii v ramci validity a reliability, a Cesky pteklad je tak odpovidajici
jeho originalu.

Byly publikovany normy pro ¢eskou populaci a podobné jako samotny dotaznik jsou

voln¢ dostupné online (Ptacek et al., 2017).

3.4 Zivotni styl a demograficka data
Dale byl k méfeni vyuzit zdkladni demograficky dotaznik, pti kterém respondenti

kromé pohlavi a véku uvadéli informace o kraji, vzdélani, jejich praci a rodinnych
prislusnicich. Diky spolupraci s agenturou STEM/MARK byl tento dotaznik nastaven tak,
aby byly naplnény kvoty pro zékladni sociodemografické proménné a byl ziskan
reprezentativni vzorek ceské populace.

Protoze v Ceské republice doposud nemame uspokojivy dotaznik métici Zivotni styl, byla
stylu: koufeni, konzumace alkoholu, stravovani, spanek. Tyto proménné byly vybrany
predevsim s ohledem na vyzkum, ktery dokazuje, ze prave tyto aspekty zivotniho stylu jsou

vvvvvv

et al., 2008).

31



VYZKUMNA CAST ,
4. STATISTICKE ZPRACOVANT{

4. STATISTICKE ZPRACOVANI
Data byla zpracovana ve statistickém softwaru STATA IC vs. 15. K dosahnuti

prvniho cile, popsani zivotniho stylu, byly vyuzity predevSim deskriptivni statistiky a
piehledové tabulky. Ke srovnani vyhoteni a depresivni symptomatologie mezi pohlavimi
byly vyuzity
t-testy, nebot’ se jednalo o dostate¢né velky vzorek s rovnomérnou distribuci. Pro srovnani
dat v prib¢hu let byly vyuzity ANOVY, protoze se jednalo o udaje ze 3 sbért dat. Pro
urceni presnych rozdilti byla vyuzita post-hoc Bonferroni analyza. K zodpovézeni otazky,
do jaké miry je vyhoteni ovlivnéno zivotnim stylem, byl vybudovan statisticky model
pomoci regresni analyzy pro jednotlivé roky. V ramci toho byla provedena korelace
proménnych, aby bylo jisté, Ze proménné mezi sebou nemaji piili§ velkou korelaci. V ramci
regresni analyzy byly vyuzity dva modely, aby byla patrna zména v procentech vysvétlené
proménné. V prvnim modelu byl pouze vék, pohlavi a depresivni symptomatologie,
v druhém modelu byl zakomponovéan zivotni styl. Na zavér byla spocitand mediacni
analyza, aby bylo mozné urcit, zda proménné, které jsou v modelu statisticky vyznamné,
opravdu maji samostatny piinos do miry vyhotfeni. Protoze vyhoieni je kontinualni
proménna, byla zvolena linearni regrese. VSechny dalsi proménné (krom¢ véku a BDI-IT)

byly do modelu zakomponovany jako kategorické proménné (kategorie ano/ne).
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5.1 Demografie
Prvnim krokem byla popisnd analyza demografickych proménnych: pohlavi, vék

a vzdélani. Dle Ceského statistického ufadu je v Eeské populaci vice Zen (50,8 %) nez muzi
(49,2 %). Ve v€kové skupiné 15-59 let je ale vice muzi (51,2 %) nez Zen (48,8 %). Pro
srovnani pohlavi v pritbéhu let byly pouzity deskriptivni statistiky.

Tabulka 1
Pohlavi
2014 2017 2020
N % N % N %
Muzi 542 52,78 540 52,73 494 49,40
Zeny 485 47,22 484 47,27 506 50,60
Celkem 1027 100,00 1024 100,00 1000 100,00

Ve vzorku z roku 2014 (N = 1027) bylo 52,78 % muzi a 47,22 % Zen. Ve vzorku
zroku 2017 (N = 1024) bylo 52,73 % muzi a 47,27 % zen. Toto rozlozeni odpovida
pomérim udavanym Ceskym statistickym tfadem, kdy i v nasem vzorku bylo vice muzi
nez zen. V roce 2020 bylo muzii méné nez Zen, presto byl vzorek rozlozen rovnomerné,
nebot’” muzl bylo 49,4 % a Zen 50,6 %. MnozZstvim respondentli i rozloZzenim mezi
pohlavimi jsou tyto 3 sbéry dat srovnatelné.

Druhou zkoumanou proménnou byl vék. Primérny vék ¢eské populace v roce 2014
byl 41,7 let. U Zen byl primérny vék o néco vyssi (43,3) nez u muza (40,2). V roce 2017
byl prumérny vek 42,2 let, u Zen opét vyssi (43,6) nez u muzi (40,8). Posledni dostupna
data jsou z roku 2018, kdy opét pozorujeme zvyseni prumérného véku na 42,3 let a podobné
jako v ptedchozich letech u Zen je primérny vek vyssi (43,7) nez u muzi (40,9). Primérny
vek Ceské populace postupné stabilné nartista a podobné jako v jinych vyvinutych krajinach
je prumérny veék u Zen vyssi nez u muzii. Analyzovali jsme, zda tomu odpovidaji i nase

data.
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Tabulka 2
Priumeérny vek
2014
Primeér St. odchylka Min Max
Celkem 44,24 10,73 25 65
Muzi 44,39
Zeny 44,07
2017
Primeér St. odchylka Min Max
Celkem 44,47 10,86 25 65
Muzi 44,50
Zeny 44,45
2020
Primeér St. odchylka Min Max
Celkem 42,36 12,90 18 65
Muzi 42,14
Zeny 42,56

Primérny v€k muzt i zen béhem vsech tifi obdobi sbéru dat byl srovnatelny.
Standardni odchylka naznacuje velky rozptyl v datech, coz neni piekvapivé, protoze byla
sebrana populace ve véku 25-65 let, v poslednim roce sbéru dat dokonce 18-65 let. Béhem
prvnich dvou sbérii dat byli muzi starsi nez zeny, v roce 2020 byly Zeny mirn¢ starsi nez
muzi. Niz$i pramérny veék v poslednim roce sbéru dat je z divodu, ze byla mezi
respondenty zapojena i skupina 18-25 let, aby sesbirana data odpovidala véku dosp¢lé
populace v Ceské republice. Dle definice Organizace spojenych narodd se populace 65+
jiz da oznaCovat za ,,starsi vék* (old age). V Ceské republice je také vek 65 let oznaCovan
jako nejvyssi dachodovy vek, a proto bylo uc¢inéno rozhodnuti nezahrnovat starsi populaci.

Posledni popisnou proménnou bylo vzdélani. Kategorie vzdélani byla rozdé€lena do
standardnich kategorii odpovidajicich systému vzdélavani v Ceské republice: zakladni
(priméarni), stfedni Skola (sekundarni) - s maturitou nebo bez maturity (vyucni list), vysoka
kola (tercialni). Dle Ceského statistického ufadu narfistd procento populace
s vysokoskolskym vzdélanim a dle vékové populace prevlada bud’ stiedoskolské vzdeélani

bez maturity nebo s maturitou.
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Tabulka 3
Nejvyssi dosazené vzdelani
2014 2017 2020
N % N % N %
Zakladni 30 2,92 42 4,10 54 5,40
Vyucen/a 469 45,67 462 45,12 360 36,00
Maturita 338 32,91 324 31,64 373 37,30
VS 190 18,50 196 19,14 213 21,30

Z tabulky 3 je patrny postupny nartst procenta populace s vysokoskolskym
vzdélanim. Zatimco v roce 2014 a 2017 bylo vice lidi s vyu¢nim listem nez maturitou,
v roce 2020 uz mizeme pozorovat vice maturantti nez lidi s vyuénim listem. Toto ale mize
byt také zpltisobeno mladsim vzorkem respondenti.

Celkové je z dat patrné, ze dle pohlavi, véku 1 vzdélani se jedna o srovnatelné
populace a metodika sbéru dat zajistila reprezentativni vzorek Ceské populace. Pohlavi,
stejné jako vek a vzdéelani, byly rovnomeérné rozlozené a odpovidaly datim poskytovanych
Ceskym statistickym ufadem o obyvatelstvu. Dal§i promé&nné, podle nichZ byli respondenti

cey

zapojeni do vyzkumu, byly naptiklad rodinny stav nebo kraj, ve kterém respondenti Zziji.

5.2 Depresivni symptomatologie
V ramci druhého kroku byla analyzovéna depresivni symptomatologie. Ta byla

méiena dotaznikem BDI-II. Analyza dotazniku probihala tradi¢ni metodou, tedy souctem
vSech odpovédi na celkovych 21 otazek (mozné skoére 0-63). Poté byl srovnan aritmeticky
prumér mezi pohlavimi a vysledky byly srovnany dle Beckem doporucenych cut-off skortii.
Tyto skory jsou: 0-13 — minimalni nebo zadna depresivni symptomatologie, 14-19 — mirna
depresivni symptomatologie, 2028 — stiedni depresivni symptomatologie a 29-63 - tézka
depresivni symptomatologie (vzhledem k tomu, Ze nebylo provedeno klinické vySetfenti, je

v textu uzivan termin depresivni symptomatologie a nikoliv deprese).
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Tabulka 4
BDI-II vysledky
2014
Skoére Celkem Muzi Zeny
N % N % N %
0-13 710 69,13 394 72,69 316 65,15
14-19 131 12,26 67 12,36 64 13,2
20-28 117 11,39 51 9,41 66 13,61
29-63 69 6,72 30 5,54 39 8,40
2017
Skoére Celkem Muzi Zeny
N % N % N %
0-13 749 73,14 423 78,33 326 67,36
14-19 112 10,94 49 9,07 63 13,02
20-28 108 10,55 49 9,07 59 12,19
29-63 55 5,37 19 3,52 36 7,44
2020
Skoére Celkem Muzi Zeny
N % N % N %
0-13 754 75,40 394 79,76 360 71,15
14-19 116 11,60 50 10,12 66 13,04
20-28 68 6,80 22 4,45 46 9,09
29-63 62 6,20 28 5,67 34 6,72

V tabulce 4 jsou shrnuty vysledky Beckova inventaie deprese II dle ptislusnych cut-
off skoril. Pozitivnim zjiSténim je, Ze vétSina respondentl je béhem vSech sbérti dat ve
skupin€ s minimalni depresivni symptomatologii a tato skupina procentualn¢ nartista. U
zbylych tfi skupin nebyl zjiStén Zadny trend. Béhem vsech sbért dat bylo patrné, Ze Zeny
trpi vyssi depresivni symptomatologii neZ muzi. Rozdily jsou zejména zjevné ve skupiné
s téZkou depresivni symptomatologii, kde je opakované vyssi procento Zen neZ muzd, a
dale ve skupin€ s minimalni/zddnou depresivni symptomatologii, kde je na druhou stranu

patrné vyssi procento muzil nez Zen. PiestoZe u obou skupin je nejvyssi procento ve skupiné
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s minimalni az zadnou depresivni symptomatologii, najdeme zde rozdil: u muzi je toto
procento vzdy vyssi nez u Zen.
To, Ze se jedna o statisticky vyznamny rozdil, potvrdily 1 t-testy.
V roce 2014 t (1025) =-3,42, p <0,001 (x muzi 9, 80 , X Zeny 11, 91).
V roce 2017 t (1022) = -5,46, p <0,001 (X muzi 8,28 , X Zeny 11,55).
V roce 2020 t (998) =-3,10, p = 0,002 (X muzi 8,67 , X Zeny 10,60).
Srovnani primértt muzi a zen ve vSech tfech sbérech dat bylo statisticky vyznamné.
Zeny konstanté udavaji vyznamné vys§i depresivni symptomatologii nez muzi. Déle je z
dat patrné, Ze prumérna depresivni symptomatologie kazdoro¢né klesa, a proto bylo

zkoumano, zda jsou tyto rozdily statisticky vyznamné.

Tabulka 5
BDI-II prumérny skor
Celkem Muzi Zeny
Rok  Primeér St. odchylka Primeér St. odchylka Primeér St. odchylka
2014 10,79 9,91 9,80 9,72 11,91 10,01
2017 9,83 9,71 8,28 8,89 11,55 10,29
2020 9,65 9,88 8,67 9,41 10,60 10,24

Vysledky Anovy potvrdily statisticky vyznamné rozdily, F (2, 3048)=4,01, p=0,18.
Bonferroni analyza ukézala, ze statisticky vyznamny rozdil je mezi roky 2014 a 2020
(» = 0,026). Mezi roky 2014 a 2017, 2017 a 2020 nebyly rozdily statisticky vyznamné.
Vzhledem k tomu, ze jsme pozorovali statisticky vyznamné rozdily mezi pohlavimi, byly
provedeny také testy pro kazdé pohlavi zvlast. U muzi vysledky Anovy ukézaly:
F (2,1573) = 3,84, p = 0,021. Bonferroni analyza ukazala statisticky vyznamny rozdil mezi
roky 2014 a 2017 (p = 0,023). Dalsi rozdily nebyly statisticky vyznamné. U Zen Anova
ukazala : F (2,1472) = 2,19, p = 0,112. U Zen se tedy nejedna o staticky vyznamny rozdil
mezi roky. Znamena to tedy, ze ackoliv je patrny klesajici trend v depresivni
symptomatologii, statistickd vyznamnost je pouze u muzl. Dale je potieba brat do uvahy
velmi vysokou standardni odchylku. Je mozné, Ze statisticky vyznamné rozdily mezi testy
jsou zavadéjici a jako vyznamné vysly pouze z divodu velkého poctu respondentlt ve

vzorku.
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Protoze zvySena depresivni symptomatologie ssebou piinasi nebezpeci

sebevrazednych myslenek, byla tato otdzka analyzovana samostatné.

Tabulka 6
Myslenky na sebevrazdu

2014
Celkem Muzi Zeny
N % N % N %
Neptemyslim o sebevrazdé 918 89,39 495 91,33 423 87,22
Néekdy pomyslim na sebevrazdu 95 9,25 40 7,38 55 11,34
Casto premyslim o sebevrazdé 9 0,88 5 0,92 4 0,82
Kdyby.ch mél(ag .pfileiitost, tak 5 0.49 ) 0.37 3 0.62
bych si vzal(a) zivot
2017
Celkem Muzi Zeny
N % N % N %
Nepremyslim o sebevrazdé 919 89,75 488 90,37 431 89,05
Nekdy pomyslim na sebevrazdu 93 9,08 46 8,52 47 9,71
Casto premyslim o sebevrazdé 4 0,39 4 0,74 0 0
Kdyby.ch mél(ag .pfileiitost, tak g 0.78 ) 0.37 6 1.4
bych si vzal(a) zivot
2020
Celkem Muzi Zeny
N % N % N %
Nepremyslim o sebevrazdé 879 87,90 438 88,60 441 87,15
Néekdy pomyslim na sebevrazdu 94 9,40 43 8,70 51 10,08
Casto premyslim o sebevrazdé 17 1,70 7 1,42 10 1,98
Kdybych mél rilezitost, tak
ybych mél(a) prilezitost, ta 10 1,00 6 121 4 079

bych si vzal(a) zivot
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Béhem vsech sbérti dat nejvyssi procento respondentti v dobé plnéni dotazniku
uvedlo, Ze nepiremysli o sebevrazdé. Na rozdil od celkové depresivni symptomatologie ale
muZeme pozorovat nepatrny, avsak presto stabilni, nartst v odpovédi: ,,Kdybych mél(a)
prilezitost, tak bych si vzal(a) zivot®. V prvnich dvou letech tato moznost byla Castéji
volena zenami, v poslednim roce sbéru dat tomu bylo naopak. Bylo by proto predcasné
z téchto odpoveédi vyvozovat zaveéry tykajici se rozdilti mezi pohlavimi. Protoze ale BDI-II
zachycuje pouze pocity béhem poslednich 14 dnti, byly do posledniho sbéru dat (v roce
2020) pfidany otazky: ,,Uvazoval/a jste n¢kdy o sebevrazdé¢? “ a ,,Pokusil/a jste se v

minulosti o sebevrazdu?“.

Tabulka 7

Uvahy o sebevrazdé/pokus o sebevrazdu

Uvazoval/a jste nékdy o sebevrazdé?

Celkem Muzi Zeny
N % N % N %
Ano 187 18,70 83 16,80 104 20,55
Ne 813 81,30 411 83,20 402 79,45
Pokusil/a jste se v minulosti o sebevrazdu?
Celkem Muzi Zeny
N % N % N %
Ano 46 4,60 16 3,24 30 5,93
Ne 954 95,40 478 96,76 476 94,07

Az ¢tvrtina populace priznava, ze u nich nékdy probéhly myslenky na sebevrazdu. I
zde vidime rozdily mezi pohlavimi. Stejn¢ jako v piedchozich piipadech, Zeny uvadi nejen
vy$§i miru sebevrazednych myslenek ale také vice pokusii o sebevrazdu. Bezmala 6 % Zen
se v minulosti pokusilo o sebevrazdu, u muzi je toto Cislo témeét polovicni: 3,24 %.
Nemame vsSak srovnani a nevime tedy, zda se jednd o snizujici tendenci ¢i nikoliv.
Vzhledem k tomu, Ze se otazka tyka minulosti, je obecné¢ toto ¢islo vice odpovidajici realité
nez u otazky 9 z BDI-II. MiZeme vidét, Ze zatimco v BDI-II celkem 11,1 % respondentt
mélo myslenky na sebevrazdu, u otazky, zda uvazovali o sebevrazd¢, stoupa procento az
na 18,7. Pouze 1 % uvadi, ze by si vzali zivot, kdyby méli ptileZitost. Ale z dat 2020 az 4,6

% uvadi, Ze se o sebevrazdu nékdy pokusili. Je tedy patrné, ze bereme-li v potaz pouze
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vysledky z BDI-II, dostdvame zkreslenou informaci, a je dobré doplnit dotazovani i o

obecnou otazku tykajici se sebevrazednych myslenek a pokusii v minulosti.

5.3 Vyhoreni
Nasledujici ¢ast analyzy se zabyvala syndromem vyhoteni. Nejprve zda respondenti znaji

pojem ,,syndrom vyhoteni a zda maji pocit, Ze jsou timto syndromem sami ohrozeni.

Tabulka 8
Znalost syndromu vyhoreni
2014 2017 2020
N % N % N %
Ano 804 78,29 846 82,62 862 86,20
Ne 223 21,71 178 17,38 138 13,80

Tyto vysledky mohou byt vnimany jako pozitivni, nebot’ ukazuji, ze povédomi
o syndromu vyhofeni narstd a v prubéhu let klesla neznalost syndromu vyhoteni o

bezmala 8 %. Kazdoro¢né vice respondentli udava, ze znaji pojem ,,syndrom vyhoteni®.

Tabulka 9
OhrozZeni syndromem vyhoreni
2014 2017 2020
N % N % N %

Rozhodné€ ano 87 8,47 67 6,54 63 6,30
Spise ano 242 23,56 224 21,88 186 18,60
Spise ne 389 37,88 390 38,09 395 39,50
Rozhodné ne 219 21,32 211 20,61 255 25,50
Nevim 90 8,76 132 12,89 101 10,10

V prubéhu let lidé udavaji nizsi strach z ohrozeni vyhofenim. Je patrna klesajici
tendence u osob, které se domnivaji, Ze jsou syndromem vyhoieni ohrozZeny, a naopak
narusta pocet lidi, ktefi si nemysli, ze by jim byli ohroZeni. Je tedy mozné, Ze s narustajici
znalosti pojmu syndromu vyhoteni také nariista pocit ohrozeni syndromem vyhoieni.
Dotaznik SMBM umoziiuje vypocitat jak vyhoteni celkové (soucet vSech polozek), tak

vyhoteni fyzické (otazky 1-6), kognitivni (otazky 7-11) a emocni (otazky 12-14). Podobné
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jako u depresivni symptomatologie bylo zkoumano, zda je statisticky vyznamny rozdil
mezi pohlavimi.

Byly provedeny t-testy. Nejdiive na celkové vyhoteni.

Rok 2014; t (1025) = -2,95, p <0,001 (X muzi = 40,83, X zeny = 43,81)
Rok 2017; t (1022) = -3,32, p <0,001 (X muzi = 38,67, X zeny = 41,88)
Rok 2020; t (998) =-2,79, p <0,001 (X muzi = 37,71, X Zzeny = 40,48)

Zeny opakované uvadi vy$§i miru vyhotfeni nez muzi a rozdil mezi pohlavimi byl
pokazd¢ statisticky vyznamny. Jako pozitivni ale mizeme povazovat klesajici tendenci
vyhoteni u obou pohlavi.

Dale bylo analyzovéano vyhoieni fyzické.

Rok 2014; t (1025) =-2,99, p <0,001 (X muzi = 19,65, X zeny = 21,27)
Rok 2017; t (1022) = -5,26, p <0,001 (X muzi = 18,29, X zeny = 21,00)
Rok 2020; t (998) = -3,42, p <0,001 (X muzi = 17,56, X Zeny = 19,28).

Podobné jako u celkového vyhoteni, i zde je patrna klesajici tendence béhem let
a statisticky vyznamny rozdil mezi pohlavimi. Neni ptfekvapivé, Zze pozorujeme vyssi
fyzické vyhoteni u Zen.

Poté bylo analyzovano vyhoteni kognitivni.

Rok 2014; t (1025) = -3,46, p <0,001 (X muzi = 13,51, X zeny = 14,90)
Rok 2017; t(1022) =-2,31, p = 0,02 (X muzi = 12,85, X zeny = 13,73)
Rok 2020; t (998) =-2,62, p < 0,001 (X muzi = 13,03, X zeny = 14,08).

I v kognitivnim vyhoteni je opakované statisticky vyznamny rozdil a zeny uvadi
vyssi kognitivni vyhoteni. Zde ale jiz neni patrna klesajici tendence jako u celkového
vyhoteni a vyhoieni fyzického.

Jako posledni bylo analyzovano vyhofeni emocni.

Rok 2014; t (1025) = 0,09, p = 0,92 (X muzi = 7,65, X zeny = 7,63)
Rok 2017; t(1022) = 1,58, p = 0,11 (X muzi = 7,51, X zeny = 7,14)
Rok 2020; t (998) = 0,03, p = 0,97 (X muzi = 7,12, X Zzeny = 7,11).

Rozdil v emoc¢nim vyhofenim mezi pohlavimi neni ani jeden rok statisticky
vyznamny. Pfesto mizeme konstatovat, Ze se zde jedna o klesajici tendenci, kterou bylo
mozné pozorovat i u celkového vyhoteni a vyhoteni fyzického. Dale je vyhotfeni emocni
prvni kategorii vyhoteni, kde je patrna vyss$i mira u muzi nez u zen.

Otazkou bylo, zda podobné¢ jako u depresivni symptomatologie, je rozdil mezi roky

statisticky vyznamny.
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Tabulka 10
Prumer vyhoreni
Vyhoteni celkové
Celkem Muzi Zeny
Rok  Primér St. odchylka ~ Primér St. odchylka Primeér St. odchylka
2014 4224 16,22 40,83 15,68 43,81 16,69
2017 40,19 15,53 38,67 15,62 41,88 15,26
2020 39,12 15,70 37,72 14,96 40,49 16,30
Vyhoteni fyzické
Celkem Muzi Zeny
Rok  Primér St. odchylka ~ Pramér St. odchylka Primeér St. odchylka
2014 20,42 8,67 19,66 8,36 21,28 8,95
2017 19,58 8,33 18,29 7,96 21,00 8,51
2020 18,44 8,00 17,56 7,53 19,29 8,36
Vyhoteni kognitivni
Celkem Muzi Zeny
Rok  Primér St. odchylka ~ Pramér St. odchylka Primeér St. odchylka
2014 14,17 6,42 13,52 6,14 14,90 6,66
2017 13,28 6,11 12,86 6,03 13,74 6,17
2020 13,57 6,38 13,03 6,30 14,08 6,42
Vyhoteni emocni
Celkem Muzi Zeny
Rok  Primér St. odchylka ~ Pramér St. odchylka Primeér St. odchylka
2014 7,64 3,87 7,65 3,83 7,63 3,92
2017 7,34 3,75 7,51 3,79 7,14 3,70
2020 7,12 3,73 7,12 3,65 7,11 3,82

Anova celkového vyhoteni ukazala statisticky vyznamné rozdily mezi roky F

(2,3048) = 10,21, p < 0,001 . Dle Bonferroni analyzy byly statisticky vyznamné rozdily
mezi lety 2014 a 2017 (p = 0,01) a 2014 a 2020 (p < 0,001). Tyto rozdily byly statisticky

vyznamné i samostatné pro muze F (2,1573) = 5,6, p = 0,003, ale pouze mezi lety 2014 a

2020 (p = 0,004). Samostatn¢ pro zeny F (2,1472) = 5,31, p = 0,005 pouze mezi lety 2014

a 2020 (p = 0,004).
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I u fyzického vyhoteni ukézala Anova statisticky vyznamné rozdily mezi roky
F (2,3048) = 14,44 , p < 0,001. Dle Bonferroni analyzy byly statisticky vyznamné rozdily
mezi roky 2014 a 2020 (p < 0,001) a 2017 a 2020 (p = 0,007). Rozdily mezi muzi byly
statisticky vyznamné F (2,1573) = 9,30, p < 0,001 piekvapivé mezi roky 2014 a 2017
(» = 0,015) a 2014 a 2020 (p < 0,001). Pro Zeny byly statisticky vyznamné rozdily
F (2,1472) = 7,82, p = 0,004 mezi roky 2014 a 2020 (p» <0,001) a2017 a 2020 (p = 0,005).

V kognitivnim vyhoteni byl nalezen statisticky vyznamny rozdil F (2,3048) = 5,39,
p = 0,004 mezi roky 2014 a 2017 (»p = 0,004), a to pouze u zen F (2,1472)=4,19, p =0,015.
Ve skupiné muza tyto rozdily mezi lety nebyly statisticky vyznamné F (2,1573) = 1,66,
p=0,19.
Posledni kategorii byly rozdily v emoc¢nim vyhoieni. I tento model byl statisticky
vyznamny F (2,3048) = 4,97, p = 0,007, mezi lety 2014 a 2020 (p = 0,005). V ramci
jednotlivych pohlavi nebyl model vyznamny ani pro muze F (2,1573) = 2,76, p = 0,063 ani
pro zeny
F (2,1472) =2,87, p = 0,056.

V ramci standardizace SMBM do ¢eského jazyka byly vytvoreny normy pro ¢eskou

populaci. Vysledné skore vyhoteni bylo propocitano dle ¢eskych norem.
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Tabulka 11
Vyhoreni dle norem
2014
Celkem Muzi Zeny
N % N % N %

- 2 s.od. 168 16,36 83 15,31 85 17,53
-/+ 1 s.0d 680 66,21 367 67,71 313 64,54
+ 2 s.od. 148 14,41 71 13,10 77 15,88
+3. s.od 27 2,63 18 3,32 9 1,86
+4s.0d 4 0,39 3 0,55 1 0,21

2017
Celkem Muzi Zeny
N % N % N %
- 2 s.od. 205 20,02 117 21,67 88 18,18
-/+ 1 s.0d 680 66,41 348 64,44 332 68,60
+ 2 s.od. 116 11,33 61 11,30 55 11,36
+3. s.od 19 1,86 10 1,85 9 1,86
+4s.0d 3 0,29 3 0,56 / /
+5s.0d 1 0,10 1 0,19 / /
2020
Celkem Muzi Zeny
N % N % N %
- 2 s.od. 233 23,30 114 23,08 119 23,52
-/+ 1 s.0d 646 64,60 317 64,17 329 65,02
+ 2 s.od. 93 9,30 47 9,51 46 9,09
+3. s.od 19 1,90 10 2,02 9 1,78
+4s.0d 9 0,90 6 1,21 3 0,59

Z dat je patrné, ze vyhoteni odpovidd normalnimu rozdéleni v ¢eské populaci, kdy
vétSina populace dosahuje skore v ramci jedné standardni odchylky viici priméru. Dobrou
zpravou je klesajici tendence u vyhoteni a narlst skupiny s nejnizSim vyhotfenim — tj.

skupiny, kterd je 2 standardni odchylky pod primérem ceské populace.
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Podobny pribéh miizeme pozorovat i u jednotlivych pohlavi, kdy nartsta skupina s nejnizsi
mirou vyhoteni.

5.4 Zivotni styl
Tato c¢ast uvadi vysledky analyzy dat tykajicich se zivotniho stylu. Pro sjednoceni

analyzy byly z dotazniki vybrany zékladni mapujici otazky, které se do jisté miry
opakovaly vSechny 3 roky. Jedna se o hlavni slozky zdravého Zivotniho stylu, kterymi jsou:
kouteni, alkohol, fyzicka aktivita a zdravé spankové navyky. Jako Uplné prvni nés ale

zajimalo, jak se respondenti stavi k otazce tykajici se dodrzovani zdravého Zivotniho stylu.

Tabulka 12

Dodrzovani zasad zdravého Zivotniho stylu

2014 2017 2020

N % N % N %
Ano 179 17,43 445 43,46 546 54,6
Ne / / 202 19,73 139 13,9
Minimalné 248 24,15 36l 35,25 305 30,5
Nevim, co jsou to zasady
zdravého zivotniho stylu » 17 o 10 10 100
Nepravidelné 551 53,65 / / / /

V prvnim roce sbéru dat nebyla otazka na dodrzovani zdravého zivotniho stylu zcela
metodologicky spravné frazovana a nedala respondentim moznost odpovédéet, ze zdravy
zivotni styl nedodrzuji. V dal§im roce byly upraveny moznosti odpovédi a také doplnéna
otazka s upfesnénim, co se povazuje za zdravy zivotni styl: pravidelna strava, dodrzovani
pitného rezimu a pravidelny spanek. Piedpokladame, Ze i diky tomuto doplnéni v otdzce
razantn¢ klesla Cetnost odpovédi: ,,nevim, co jsou to zasady zdravého zivotniho stylu®.
Mezi lety 2017 a 2020 vidime nartst v dodrzovani zdravého zivotniho stylu a pokles v jeho
nedodrzovani nebo minimalnim dodrzovani. I pies zvySeni dodrzovani zdravého zivotniho

stylu zbyva tfetina populace, ktera udava minimalni dodrzovani.
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Jednim ze zasadnich komponentli zdravého zivotniho stylu je kouieni. Respondenti

byli dotazovani zda kouii, nebo v minulosti koufili.

Tabulka 13
Koureni
2014 2017 2020
N % N % N %
Koutim 354 34,47 Koufim kazdy den 306 29,88 232 23,20
Nekoutim 673 65,53 Koufim ale ne kazdy 68 6,64 64 6,40

den

Nekoutim ale kouftil(a)
149 14,55 135 13,50
jsem kazdy den

Nekoufim ale
prilezitostné jsem 141 13,77 181 18,10
kouftil(a)

Nikdy jsem nekoutil(a) 360 35,16 388 38,80

V prvnim roce sbéru dat bylo zjistovano pouze to, zda respondenti kouii ¢i nikoliv.
Vice nez tfetina populace odpovédéla, ze kouii. Proto byla v dalSich letech otazka rozsifena
na to, zda koufi denné, ptipadné zda jsou to byvali kutaci. Tato data jiz ukazuji jinou
distribuci. V roce 2017 je bezmadla 37 % kufakt (podobné jako v roce 2014), ne vSichni,
ale koufi denné. Toto Cislo, v roce 2020 jesté o néco kleslo a ,,dennich kurdki* je 23,2 %.
Procento respondentti, ktefi uvadi nepravidelné kouteni, zlstava v letech 2017 i1 2020
srovnatelné. Ukazuje se, ze vysledky zroku 2014 mohou byt mirn¢ zavadéjici, kdyz
ukazuji, ze 65,53 % respondenti nekouii. Respondentl, ktefi nikdy nekoufili, je ve
srovnani s timto ¢islem o poznani ménég. V roce 2017 je to 35,16 % respondentdl, v roce
2020 celych 38,8 %. Data naznacuji pozitivni trend v klesajici Cetnosti kutdkl a ptistupu
ke koufeni, nebot” doslo k nartistu cetnosti byvalych kutak.

Dalsi otazka byla sméfovana na ¢etnost konzumace alkoholu.
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Tabulka 14
Konzumace alkoholu
2014 2017 2020
Pijete Pijete
Pijete alkohol? N % N % N %
alkohol? alkohol?
Ne, viibec 147 14,31 Ne, vubec 99 9,67 Ne, vilbec 101 10,10
Jednou
PrilezZitostn€/obcas, Jednou meésicne
mesicné
maximaln¢ jednou 704 68,55 nebo méné 332 32,42 298 29,80
nebo mén¢
tydné casto
Casto
5 ] ] Dva az
Casto/pravidelné, Dva az Ctytikrat
157 15,29 321 31,35 ctytikrat 281 28,10
nekolikrat tydné mésicné
mesicné
Velmi Casto/kazdy Dva az tiikrat Dva az
19 1,85 184 17,97 183 18,30
den tydné trikrat tydné
Ctytikrat
Ctytikrat nebo nebo
55 5,37 52 5,20
vicekrat tydné vicekrat
tydné
Denné 33 3,22 Denné 32 3,20
Ne, ale v

minulosti 53 5,30

jsem pil/a

Oproti roku 2014, kde alkohol konzumovalo denné pouze 1,85 % respondentii, doslo
k narGstu na 3,2 % vletech 2017 a 2020. Celkem jiZ nekonzumuje alkohol 15,3 %
respondenttl, z toho vSak 5,3 % ptiznava, ze v minulosti alkohol konzumovali. U alkoholu,
na rozdil od koufeni, neni patrna zi'ejma klesajici tendence a Casta konzumace alkoholu je
v Ceské populaci stale béZznym jevem.

Jednim ze zakladnich komponenti zdravého zivotniho stylu je také casta fyzicka

aktivita.
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Tabulka 15
Pravidelna fyzicka aktivita
2014 2017 2020
N % N % N %
Ne 315 30,67 659 64,36 575 57,50
Ano 712 69,33 365 35,64 425 42,50

Vysledky tykajici se fyzické aktivity jsou mirn¢ zarazejici. V roce 2014 se pravidelné

vénovalo sportu skoro 70% respondenttl, v roce 2017 se tato situace obratila a bezmala

65% uvedlo, Ze se fyzické aktivité nevénuji pravidelné.

Stravovaci navyky byly shrnuty do otdzek tykajicich se pravidelného stravovani,

konzumace sladkosti, zeleniny a ovoce, konzumace ryb a pitného rezimu béhem dne.
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Tabulka 16
Zasady zdravého Zivotniho stylu
2014 2017 2020
Pravidelné stravovani N % N % N %
Ano 593 57,74 615 60,06 725 72,50
Ne 434 4226 409 39,94 275 27,50
Malo sladkosti a
sladkych napojt N " N " N "
Ano 567 5521 588 57,42 615 61,50
Ne 460 44,79 436 42,58 385 38,50
Dostatek zeleniny,
ovoce a cerealii N ” N ” N ”
Ano 562 54,772 608 59,38 681 68,10
Ne 465 4528 416 40,62 319 31,90
Pravidelna konzumace
b N % N % N %
Ano 255 24,83 263 25,68 372 37,20
Ne 772 75,17 761 74,32 628 62,80
Pitny rezim béhem dne N % N % N %
Ano 746 72,64 778 75,98 802 80,20
Ne 281 27,36 246 24,02 198 19,80

Je pozitivnim vysledkem, Ze je pozorovan zna¢ny trend nartstu zdravého Zivotniho
stylu. Béhem let vidime bezmadla 15% narist respondenttl, ktefi se stravuji pravideln¢, 6%
narist téch, co se snazi omezovat sladké ndpoje a sladkosti, aZz 13% nartst v pravidelné
konzumaci ovoce, zeleniny a ceredlii, o 12 % vice respondentii uvadi, Ze pravidelné
konzumuji ryby, a o 7 % vice respondentli dodrZuje pitny rezim béhem dne.

Podobné¢ byli respondenti dotazovani na dodrzovani zdravého spankového rezimu.
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Tabulka 17
Dodrzovani zdravého spankového rezimu
2014 2017 2020

Chodite spat v pravidelnou N o, N o, N o,
dobu?

Ano 538 52,39 539 52,64 586 58,60
Ne 489 47,61 485 47,36 414 41,40
Spite alesponi 6 hodin denng? N % N % N %
Ano 829 80,72 835 81,54 843 84,30
Ne 198 19,28 189 18,46 157 15,70
Trpite nadmf:rrvlou spavosti a N o N o N o
unavou v pruabéhu dne?

Ano 318 30,96 341 33,30 313 31,30
Ne 709 69,04 683 66,70 687 68,70
IV{’eéi:[e tyto problémy s N o, N o, N o,
1¢katem?

Ano 51 4,97 63 6,15 74 7,40
Ne 976 95,03 961 93,85 926 92,60
NVIéte problémy se spankem N o, N o,

pies noc?

Ano 326 31,74 286 27,93

Ne 701 68,26 738 72,07

Mate problémy s usinanim? N %
Ano 279 27,90
Ne 721 72,10
Mate problrémy s no¢nim N o,
probouzenim?

Ano 324 32,40
Ne 676 67,60
Mate problémy s pfedCasnym

. N %

probouzenim se?

Ano 297 29,70
Ne 703 70,30
Chodite spat pted ptlnoci? N %
Ano 763 76,30
Ne 237 23,70
P{Obouzite.se opakovan¢ N o,
béhem noci?

Ano 376 37,60
Ne 624 62,40
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Pozitivnim vysledkem je, Ze vice lidi chodi spat v pravidelnou dobu a spi alespon
6 hodin denn¢. Mirnou stagnaci miizeme pozorovat u nadmérné unavy béhem dne, kdy ji
stabiln¢ udava ptiblizn¢ tretina respondentt. To, ze vice lidi fesi tyto problémy s Iékaiem,
je na jednu stranu dobré — lidé se neboji konzultovat s 1ékaii své obtize, na druhou stranu
to také mtize znacit, ze tyto obtize dosahly vyssi intenzity, a proto lidé povazuji za nutné je
resit s Iékafem. V poslednim roce jsme otazky tykajici se spanku rozsitili jesté o dopliujici
otazky zaméfené na probouzeni se v noci, nebo na pied¢asné probouzeni. Ptiblizné tfetina
respondentli udava problémy se spankem.

V letech 2017 a 2020 m¢li respondenti moznost uvést také svou vahu a vysku.
Z téchto udaji bylo vypocitano BMI, a ackoliv se jedna o orientacni ukazatel, je zajimavé

ho také brat v potaz, predev§im mluvime-li o zdravém Zivotnim stylu a jeho dodrzovani.
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Tabulka 18
BMI
2017 2020 2017 2020 2017 2020
Celkem Muzi Zeny

BMI Kategorie N % N % N % N % N % N %
<18,5 podvaha 12 1,32 21 2,12 4 0,80 6 1,22 g8 1,98 15 3,01
18,524 norma 302 33,30 356 35,96 132 26,29 144 29,33 170 41,98 212 42,48
25-29  nadvaha 343 37,82 351 35,45 219 43,63 209 42,57 124 30,62 142 28,46
30-34 obezital. 170 18,74 167 16,87 104 20,72 88 17,92 66 16,30 79 15,83
35-39 obezita2. 58 6,39 61 6,16 326,37 30 6,11 26 6,42 31 6,21
40+  obezita3. 22 243 34 343 11 2,19 14 2,85 11 2,72 20 4,01
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Podobné¢ jako u zdravého Zivotniho stylu, 1 zde mizeme vidét pozitivni trend, kdy
dochazi k nartstu procenta respondentti, ktefi maji BMI v normé¢. Bohuzel je patrny také
narust v nejrizikovejsi skupin€; BMI 40+, ktera se da kategorizovat jako obezita 3. stupné.
Prekvapivé je zjisténi, ze vice nez tfetina respondentil se fadi jiz do skupiny s nadvahou.
Celkov¢ tedy vétSina respondentii nespliiuje ,,zdravou vahu®.

Poslednim krokem analyzy bylo vybudovéni regresniho modelu vyhoteni. Jako
proménné pro prvni model byly vybrany vék, pohlavi, a BDI-II, pro druhy model zdravy
zivotni styl a zdravy spanek. Prvnim krokem bylo zjisténo, zda proménné pro prvni model
maji vzajemnou vysokou korelaci. Vysledky budou uvadény podle jednotlivych let

vyzkumu.

5.5 Regresni modely

Tabulka 19

Korelacni matrix 2014

Pohlavi Vék BDI-II SMBM
Pohlavi 1
Vek -0,02 1
BDI-II 0,11%* -0,09%* 1
SMBM 0,09%* -0,18%* 0,65%* 1

*p <0,001

Ackoliv jsou korelace mezi proménnymi statisticky vyznamné, jedna se o velmi

slabé korelace, a proto mohl byt spocitan model pro vyhoieni.
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Tabulka 20
Model 1 vyhoreni 2014

Model 1

F(3, 1023) = 262,20

p>F =0,00

r2=0,43

Adj. r2=0,43

Koeficient St. chyba t P>|t| [95% Interval]
Pohlavi 0,73 0,77 0,95 0,34 -0,78 2,24
Vék -0,18 0,04 -4,93 0,00* -0,25 -0,11
BDI-II 1,04 0,04 26,77 0,00* 0,96 1,12
Konstanta 38,44 1,74 22,40 0,00 35,02 41,86

*p <0,001
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Tabulka 21
Model 2 — vyhoreni 2014
Model 2 F(18, 1008) = 48,55
p>F =0,00
r2 =0,47
Adj. 2 =0,46
Koeficient St. chyba t P>|t| [95% Interval]
Pohlavi 0,86 0,79 1,08 0,28 -0,69 241
Vék -0,14 0,04 -3,93 0,00* -0,21 -0,07
BDI-II 0,89 0,05 19,52 0,00* 0,80 0,98
Dpdrzmete zasady zdravého 1.55 LIl 140 0,16 -0.63 3.73
zivotniho stylu?
Koutite 0,11 0,82 0,13 0,89 -1,49 1,71
Pijete alkohol? 1,82 1,10 1,66 0,09 -0,33 3,97
Organizujete si svijj ¢as tak, aby
Vam zbylo dostatek prostoru pro 0,80 0,82 098 0,33 -0,81 2,41
Vase konicky a Vasi rodinu?
Pravidelné stravovani -0,74 0,84 -0,88 0,38 -2,39 0,91
. 1,16 0,77 1,51 0,13 -0,35 2,67
Malo sladkosti a sladkych napoja
Dostatek zeleniny, ovoce a 0,02 083 002 098 -1,60 1,64
cerealii
Pravidelna konzumace ryb 0,34 0,91 0,37 0,71 -1,44 2,12
Pitny rezim béhem dne 1,11 0,89 1,25 0,21 -0,63 2,85
Chodite spat v pravidelnou 0.28 0.82 035 073 -133  1.89
dobu?
Spite alespon 6 hodin denné? 1,70 1,03 1,65 0,09 -0,32 3,71
"Frplte nadmer?ou spavosti a 4,34 0,88 4,90 0,00¢ 2,60 6,07
unavou v pribéhu dne?
Mate problémy se spankem pies 172 0.89 104 0,05 -002 345
noc?
-0,56 1,78 -0,32 0,75 -4,06 293

Resite tyto problémy s 1ékafem?
Kolik dni v tydnu se vénujete
fy.zif:ké aktivité / sportu v délce 0,19 021 088 038 -0,61 023
minimalné 30 min pro ucely

Vaseho zdravi?

konstanta 33,00 3,01 10,96 0,00 27,09 38,91

*p <0,001

55



VYZKUMNA CAST
5. VYSLEDKY

Prvni model byl statisticky vyznamny a objasiioval celkem 43,3 % variability
v celkovém vyhoteni. Kdyz se do modelu ptidal zdravy Zzivotni styl, objasiioval model
celkem 45,5 % variability. Jako jedina statisticky vyznamnd proménné se mimo depresivni
symptomatologie a véku ukazala byt spavost a inava béhem dne. Protoze tato proménna
by mohla byt velice blizkd symptomim depresivni poruchy, byla provedena analyza
mediace mezi BDI-II a nadmérnou spavosti a unavou. Tato analyza ukazala, ze celkovy
efekt dané proménné by byl 12,34 (p<0,001). Avsak vzhledem k tomu, Ze v modelu bylo
zahrnuto 1 BDI-II, je efekt ,,anavy a spavosti® 5,32. I pfesto je z (6,14) stale statisticky
vyznamné (p<0,001). To znaci, Ze tato proménna ma samostatny efekt na zavislou
proménnou: vyhoteni, ackoliv je snizeno proménnou BDI-II, je na této proménné nezavislé.

Podobny postup byl i pro analyzu dat z roku 2017. Jako prvni byl spocitan korela¢ni

matrix.
Tabulka 22
Korelacni matrix 2017
Pohlavi Vék BDI-II SMBM
Pohlavi 1,00
Vek -0,00 1,00
BDI-II 0,17* -0,05 1,00
SMBM 0,10%* -0,13* 0,62%* 1,00

* p <0,001

Zde vidime, ze podobné¢ jako v roce 2014 je korelace mezi proménnymi slaba, a

mohla byt proto spocitana regresni analyza.
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Tabulka 23
Model 1 vyhoreni 2017

Model 1 F(3.1020) = 215,40

p>F =0,00

r2=10,39

Adj. r2=0,39

Koeficient St. chyba t P>[t] [95% Interval]
Pohlavi 0,01 0,77 0,02 0,99 -1,50 1,53
Vék -0,13 0,04 -3,76  0,00* -0,20 -0,06
BDI-II 0,98 0,04 24,53  0,00* 0,90 1,05
Konstanta 36,46 1,70 21,49 0,00 33,13 39,79
*p <0,001
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Tabulka 24
Model 2 vyhoreni 2017
Model 2 F(18,1005) = 43,47
p>F =0,00
2 =0,44
Adj.r2 =0,43
Koeficient St. chyba t P>[t] [95%  Interval]
Pohlavi 0,22 0,78 0,29 0,77 -1,3 1,75
Vék -0,09 0,03 -2,7 0,00 -0,16 -0,03
BDI-II 0,81 0,04 18,5 0,00* 0,72 0,9
gzgﬁﬁzt:;ﬁgdy zdraveho 20,2 0,97 021 084 211 1,71
Koutite -0,64 0,8 -0,8 0,42 -2,21 0,93
Pijete alkohol? 0,82 1,26 0,65 0,52 -1,65 3,29
Vénujete se pravidelné
namahavé fy-z.ic{(é aktivitév- , 2,51 0.94 2,66 0,005  -4.36 10,66
sportu nebo jinym rekrea¢nim
aktivitam?
Pravidelné stravovani 1,47 0,94 1,57 0,12 -0,37 3,31
nMéil;’j;ladkOs" a sladkych 1,74 0,77 226 0,02 023 324
Dostatek zeleniny, ovoce a
cerelii 1,3 0,82 1,58 0,11 -0,31 2,91
Pravidelna konzumace ryb 1,11 0,89 1,24 0,21 -0,64 2,85
Pitny rezim béhem dne -0,19 0,93 -0,21 0,84 -2,02 1,63
Chodite spat v pravidelnou dobu? 0,35 0,82 0,43 0,67 -1,25 1,96
Spite alespon 6 hodin denné? 1,37 1,01 1,36 0,17 -0,6 3,35
"Frpite nadmoér?ou spavosti a 6.12 0,86 79 0,00% 442 7.81
unavou v priubéhu dne?
rl\l/([)e::t; problémy se spankem pfes 137 0.9 152 0.13 04 3.14
Resite tyto problémy s I¢karem? -0,37 1,65 -0,22 0,82 -3,6 2,86
Kolik dni v tydnu se vénujete
fyzické aktivité / sportu v délce
n}llinimélné 30 minl;ro ucely 0,07 0,04 -1e6 0,09 -0,16 0,01
Vaseho zdravi?
Konstanta 32,06 2,77 21855 0,00 26,63 37,48
*p <0,001
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Zatimco prvni model objastioval 38,7 % variability, druhy model jiz 42,7 %. Jako

vyznamné prediktory vysly proménné: vek, depresivni symptomatologie, sport a rekreacni

aktivity, malo sladkosti, spavost a tnava béhem dne. I zde byla provedena mediacni

analyza. Je ptekvapivym zjisténim, Ze samotny celkovy efekt sportu nebyl statisticky

vyznamny. Stava se vyznamnym pouze poté, co je piirazen do modelu spolecné s dalSimi

proménnymi. A proto je potieba vysledky interpretovat s jistou davkou opatrnosti.

Jako posledni byly stejné kroky provedeny s daty z roku 2020.

Tabulka 25

Korelacni matrix 2020

Pohlavi Vék BDI-II SMBM
Pohlavi 1
Vek 0,02 1
BDI-II 0,09%* -0,06 1
SMBM 0,09%* -0,13* 0,59* 1
*p <0,001
Tabulka 26
Model 1 vyhoreni 2020
Model 1 F (3,996) = 178,19
p>F =0,00
r2=0,35
Adj. r2=0,35
Koeficient St.chyba t P>lt| [95% Interval]
Pohlavi 0,81 1,31 0,19 -0,52 2,64
Vék -0,12 0,03 -3,70 0,00* -0,18 -0,05
BDI-II 0,04 22,29 0,00 0,83 0,99
Konstanta 34,67 1,49 23,20 0,00 31,74 37,60
*p <0,001
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Tabulka 27
Model 2 vyhoreni 2020
Model 2 F (21,978)= 30,17
p>F = 0,00
r2=0,39
Adj. R2 =0,38
Koeficient St.chyba t P>lt| [95% Interval]
Pohlavi 1,34 0,82 1,63 0,10 -0,27 2,96
Vék -0,11 0,03 -3,55 0,00 -0,18 -0,05
BDI-II 0,74 0,05 15,50 0,00 0,65 0,84
I?odrzwete zasady zdravého 1,58 1,03 154 013 -044 3.61
zivotniho stylu?
Kouftite -0,98 0,88 -1,11 0,27 2,72 0,75
Pijete alkohol? 0,14 1,13 0,12 091 -2,09 2,36
Vénujete se pravidelné¢ namahavé
fyzické aktivité - sportu nebo -1,30 0,88 -1,48 0,14  -3,02 0,43
jinym rekreacnim aktivitdm?
Pravidelné stravovani 0,70 1,06 0,66 0,51 -1,37 2,77
Malo sladkosti a sladkych napoja 0,30 0,86 0,35 0,73 -1,38 1,98
Dostatek zeleniny, ovoce a cerealii 0,98 0,94 1,40 0,29 -0,86 2,82
Pravidelna konzumace ryb 0,39 0,86 0,46 0,65 -1,29 2,08
Pitny rezim béhem dne -0,75 1,05 -0,72 0,47 -2,82 1,31
Chodite spat v pravidelnou dobu? -0,66 0,92 -0,71 0,48 -2,46 1,14
Spite alespon 6 hodin denné? 1,72 1,19 1,45 0,15 -0,61 4,05
"Frplte nadmoer?ou spavosti a 6,13 0,94 655 0,00 429 7.96
unavou v priubéhu dne?
Mate problémy s usinanim? 1,07 0,98 1,90 0,28 -0,86 2,99
Mate problémy s nocnim 1,67 LI 151 013 -050 3,84
probouzenim?
Meite problémy s predcasnym 0,10 1,01 0,10 092 -1,87 2,08
probouzenim se?
Resite tyto problémy s I¢karem? -0,26 1,60 -0,16 0,87 -3,40 2,88
Chodite spat pred ptlnoci? -1,29 0,98 -1,32 0,19 -3,20 0,62
Prol.)ouzr[e se opakovan¢ bé¢hem 0,14 1,04 014 089 217 1.89
noci?
Konstanta 33,36 2,55 13,10 0,00 28,37 38,36
*p <0,001
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Mediacni analyza zde ukazala, ze ackoliv depresivni symptomatologie samotny efekt
unavy béhem dne snizuje, jsou tyto proménné na sobé nezavislé a samotna tnava béhem
dne je i nadale statisticky vyznamnym prediktorem vyhoieni.

Vsechny 3 sbéry dat tedy shodn¢ ukazuji, Ze pro model vysvétlujici vyhofeni jsou
statisticky vyznamné: vék, depresivni symptomatologie a inava béhem dne. Jiné proménné

tykajici se zdravého Zivotniho stylu nedosahly statistické vyznamnosti.

5.6 Hypotézy
Dosazené cile vzhledem k hypotézam:

H1 0: Neni rozdil mezi pohlavimi
H1: Zeny trpi vy$si mirou vyhoteni a depresivni symptomatologie nez muzi
Hypotéza se potvrdila a byly patrné statisticky vyznamné rozdily mezi pohlavimi,

a to jak v depresivni symptomatologii, tak ve vyhoteni.

H2 0: Nebude Zadny rozdil v proménnych béhem let
H2: Depresivni symptomatologie a vyhoteni bude v prabéhu let klesat
Hypotéza byla potvrzena. Vyhoteni i depresivni symptomatologie maji béhem let

klesajici tendenci.

H3 0: Zivotni styl nesouvisi s vyhofenim
H3: Zivotni styl bude mit vyznamny vliv na vyhoteni
Hypotéza nebyla potvrzena. Jako jedina statisticky vyznamna proménna byla

nadmérna spavost a tinava béhem dne.
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6. DISKUZE
Tato disertacni prace se zabyvala tématem depresivni symptomatologie, vyhoteni

a zivotniho stylu v letech 2014 - 2020 v prifezovém designu. Do soucasné doby chybél
v Ceské republice uceleny pichled analyzujici vztahy mezi témito proménnymi a
zkoumajici jejich zmény béhem let. Zakladnich otazek stanovenych pro tento vyzkum bylo
5: Do jaké miry trpi Ceskd populace vyhofenim? Jak vysoka je depresivni
symptomatologie? Dodrzuji lidé zdravy zivotni styl? Do jaké miry spolu tyto proménné
souvisi? Jak se béhem let méni?

Prevalence nejvyssi depresivni symptomatologie (BDI skore 29-63) se vSechny 3
roky pohybovala kolem 6 %. To je mirné vyss$i udaj nez uvadi naptiklad Hidaka, ale
musime brat v potaz, Ze v naSem sbéru dat se nejednalo o klinickou diagnézu (Hidaka,
2012). Béhem vsech ti sbérti dat byly nalezeny vyznamné rozdily mezi muzi a Zenami.
V souladu s ptfedchozim vyzkumem trpi Zeny vyssi depresivni symptomatologii nez muzi
(napt. Lampe et al., 2013; Soman et al., 2016; Wenzel et al., 2005). Tyto rozdily mohou
odpovidat jak genetickym predispozicim, tak jiz zminénému vys$Simu vniméni socidlni
opory u muzu.

Béhem vsSech tii sbérti dat byl stabilni a staticky vyznamny pokles v depresivni
symptomatologii pro celkovou populaci. Primérny skore v BDI-II vroce 2014 byl
vyznamné vyssi nez v roce 2020. Je potfeba vsak tyto vysledky posuzovat opatrné. Nejen,
kvali vysoké standardni odchylce, ktera mlze naznaCovat, Ze statisticky vyznamné
vysledky jsou pouze diky dostatecné velkému vzorku, ale také proto, Ze sbér dat prob¢hl
v letech 2014 a 2017 a 2020 v jinou ro¢ni dobu a Ze depresivni symptomatologie je
promeénna, kterd se méni béhem roku (Veerman et al., 2009). Tyto vysledky jsou v mirném
rozporu se studiemi, které poukazuji na nariist depresivni symptomatologie v populaci
dasledkem nartstajiciho Zivotniho tempa (Hidaka, 2012). Jednim z diivodi muze byt, ze
naSe data nezkoumaji prevalenci klinické poruchy, ale pouze symptomatologii. Zaroven je
také mozné, ze z diivodu prarezového designu jsou tyto vysledky pouze popisem dané
skupiny a neodrazi tak skutecnou klesajici tendenci.

Cetnost odpovédi na otazku, zda respondenti premysli o sebevrazdg, se mirné zvysuje
a vice respondentl béhem let uvadi, ze kdyby méli moznost, vzali by si zivot. Bezmala 5
% respondentll vroce 2020 pfiznalo pokus o sebevrazdu a az 18,7 % o ni jiz n¢kdy
uvazovalo. Dle CSU spachalo sebevrazdu b&hem let 2014-2018 celkem 1389 lidi, tedy
priblizné

(0,01 % populace). Tyto vysledky naznacuji, ze ackoliv se mize zdat byt procento pokusii
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vysoké, % dokonanych sebevrazd je mnohem nizsi. Jednd se ale o varovny ukazatel,
poukazujici na nutnost programil prevence, zamezeni piistupu k prostfedkiim k dokonani
sebevrazdy a zlepsSeni dostupnosti péce — prave naptiklad u depresivni poruchy.

Je pozitivnim zjisténim, Ze nartista povédomi o syndromu vyhoteni a to bezmala o 8
% bechem Sesti let. Stabilné také klesa pocet respondentt, ktefi se rozhodné citi timto
syndromem ohrozeni, a na druhou stranu narusta pocet respondentti, ktefi uvadi, ze urcité
ohrozeni nejsou. Tyto vysledky jsou v souladu s literaturou, ktera uvadi, ze lidé, kteii se
zajimaji o své dusevni zdravi, si zjist'uji informace o tom, co ho miize ovlivnit (West et al.,
2014). Toto zjisténi upozoriiuje na mozny problém, ze informace si vyhledavaji pouze lid¢,
ktefi se o své zdravi aktivné zajimaji. Dlouhodobym cilem by mélo byt snizeni celkového
vyhoteni, kterého bychom dle téchto vysledki mohli dosahnout tim, ze zvySime zajem o
vlastni zdravi. Cilem by tedy méla byt vyssi motivovanost obecné populace.

Podobné jako v piedchozich studiich jsme v piipadé celkového vyhoieni nalezli
vyznamné rozdily mezi pohlavimi (Alacacioglu et al., 2009). Tyto rozdily jsou stabilni 1
pro vyhoteni fyzické a kognitivni. Ve vSech téchto doménéch je pozorovano vyssi vyhoteni
u zen. Rozdily ale nebyly nalezeny ve vyhofeni emocnim, coz by podporovalo vysledky
Oakse, Ze pohlavi neni samo o sobé kriticky faktor (Oakes et al., 2013). V roce 2014
dokonce mély Zeny niz§i emoc¢ni vyhoteni nez muzi. Tyto vysledky mohou naznacovat, ze
zeny maji lepsi socidlni oporu, kterd jim pomaha emoc¢nimu vyhoteni predchazet. Dana
zjisténi jsou ve shod¢ s vysledky, které uvadi naptiklad Fong et al.(2016), nebo
Halbesleben (2006). Podobn¢ jako literatura i nase vysledky uvadi jisté rozpory v miie
vyhoteni mezi pohlavimi. Tyto vysledky ale mohou naznacovat, ze vyhoteni a depresivni
porucha jsou dva riizné koncepty — vzhledem k tomu, ze u vyhoteni pozorujeme v emocni
roviné nizs$i miru u Zen nez u muzu, zatimco depresivni symptomatologie je stabiln¢ vyssi
u zZen.

Nami nastavené orientacni normy pro vyhoteni, jsou odpovidajici celkové populaci
1 v roce 2020 (Ptacek et al., 2017). Mira vyhoteni odpovida normalnimu rozdéleni v ¢eské
populaci, kdy vétsina populace dosahuje skére v ramci jedné standardni odchylky viici
pruméru. Momentaln¢ neni potfeba normy nijak upravovat a doporuceni je i nadale se fidit

normami pro vyhoieni dostupnymi online na https://psychiatrie.lf1l.cuni.cz/supplementary-

data.
Jako posledni krok popisné studie byly zmapovany zasady zdravého zivotniho stylu.
Je patrny nartst v subjektivnim vnimani dodrzovani zdravého zivotniho stylu. I pfes

zvyseni dodrzovani zdravého Zivotniho stylu tietina populace udava minimalni dodrzovani.
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Mirn¢ stabilni pokles je v po¢tu kazdodennich kutakt, data naznacuji pozitivni trend
v klesajici Cetnosti kutakt a pristupu ke kouteni, nebot” doslo k nartistu ¢etnosti byvalych
kutakt. Na rozdil od kouteni, u alkoholu takto pozitivni trend neni. U alkoholu, na rozdil
od koufeni, neni patrna zfejma klesajici tendence, a ¢asta konzumace alkoholu je béznym
jevem. Vysledky dale naznacuji, ze stale mén¢ lidi se pravidelné vénuje fyzické aktivite.
Co se tyka stravy, opét vidime pozitivni trend, bezméla 15% narast respondentd, ktefi se
stravuji pravidelné a o 7 % vice respondentii dodrzuje pitny rezim béhem dne. Trend
ve zlepSeni dodrzovani zasad zivotniho stylu se odrazi 1 v BMI. Ackoliv ale dochazi
k nartistu procenta respondenti, ktefi maji BMI vnorm¢ je patrny také nartst
v nejrizikovéjsi skuping; obezita 3. stupné. Vice lidi také chodi spat v pravidelnou dobu a
spi alespon 6 hodin denn¢. Mirnou stagnaci miizeme pozorovat u nadmérné inavy béhem
dne, kdy ji stabiln¢ udava piiblizn¢ tietina respondentti. A pfiblizné tietinu respondent
trapi problémy se spankem.

Cilem analyzy bylo vytvoien modelu, ktery se zaméfil na to, do jaké miry je vyhoteni
ovlivnéno proménnymi tykajicimi se zivotniho stylu. Piedchozi studie totiz ukazovaly
nejednoznacné zaveéry (napi. Djernes et al., 2012; West et al.,, 2014) . Na zaklad¢
doporuceni ptedchozich studii byl kontrolovan pro pohlavi, vék a depresivni
symptomatologii (Kebza & Solcova, 2008). Proménné, které se stabilné ukazaly jako silné
prediktory, jsou pouze: pohlavi, depresivni symptomatologie a inava, spavost béhem dne.
Celkov¢ posledni model objastiuje piiblizné tietinu variance ve vyhoteni. Media¢ni analyza
jasn¢ ukazala, ze ackoliv depresivni symptomatologie snizuje samotny efekt inavy béhem
dne, jednd se o dvé nezavislé proménné a Unava a spavost béhem dne je statisticky
vyznamnym prediktorem vyhoteni. Nase vysledky jsou tak shodné s vysledky na které
poukazuje napi. McEwen (2009) — tim, Ze nenaznacuji, ze by fyzickd aktivita byla
dalezitym prediktorem vyhoteni. Podobné jako Peterson (2008) ani nase studie neukazala,
ze by koufeni nebo alkohol byly statisticky vyznamné. Na druhou stranu vyznamny
prediktor inava béhem dne se blizi vysledkiim od Olsona et al. 2015 ktery uvadi, ze
zamétené na prevenci vyhoieni by mély byt cilené na praci s tinavou béhem dne. Ackoliv
se zdravy zivotni styl neukéazal jako vyznamna proménna ve vysledném modelu, je mozné,
ze prave zdravy zivotni styl do zna¢né miry ovlivituje denni inavu, a tim prebird proménna
méfici unavu statistickou vyznamnost na sebe.

Dosazené vysledky jsou v rozporu s vyzkumem napi. Bianchiho (2015) tim ze

syndrom vyhoteni a depresivni porucha nejsou pouze jednim konceptem. Regresni analyza
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ukazuje, Ze depresivni symptomatologie nevysvétluje ani vétSinu variance vyhofeni.
Potvrdili jsme tim tedy nasi pivodni domnénku, ze ackoliv jsou to koncepty velmi blizké

a Casto se piekryvajici, nejsou totozné.
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6.1 Implikace pro praxi
Vysledky ukazaly, ze s nartstajicim vékem vyhoieni klesd a naopak nartsta pii

vyskytu zvysené depresivni symptomatologie a zvySené unavy béhem dne. Dle moderac¢ni
analyzy ma samotna inava vyznamny efekt, a proto je vhodné se zamyslet nad tim, co tuto
unavu zpusobuje. Intervence cilené na omezeni tnavy by mohly byt jednim z kroku
prevence vyhoteni. Vime, Ze aktivni Zivotni styl (pravidelné cvieni) miize napomoci.
Mozné intervence by tedy mohly stavét na dodrzovani zdravého Zivotniho stylu.

6.2 Implikace pro dalsi vyzkum
Ptedchozi studie ukazaly, Zze socialni opora hraje diilezitou roli jako prediktor

vyhoteni. Dal$i vyzkum by se proto mé¢l zaméfit 1 na vztahy, dilezitost blizkych vztahii a
vztaht s Sir§Sim okolim.

Dalsim prediktorem je pocit Stésti a uspéchu. Perfekcionismus a pocit
nenahraditelnosti mize vést k vyhoieni. Bylo by proto zajimavé sledovat, zda pocit
dosazeného uspéchu funguje jako faktor, ktery pomuze vyhoteni predejit. Zaroven vztah
mezi mindfulness terapii a vyhotfenim, pocit §tésti a pocit vnitini vyrovnanosti a klidu by
mohl byt silnym faktorem ovlivitujicim pocit vyhoteni.

V neposledni fadé¢ patii ke zdravému Zivotnimu stylu také zdravy sexualni zivot. Toto
je jeden z faktorti, ktery nebyl v soucasném vyzkumu zahrnut a mohlo by byt zajimavé
zkoumat jeho vliv na naSe zdravi.

Prediktor, ktery také nebyl zahrnut, je péCe o sebe a sviij zevnéjSek. Tato promeénna
nesouvisi pouze ze zdravym Zzivotnim stylem, ale také mtze hrat dalezitou roli pro nase

sebevédomi, dusevni pohodu a tim padem i pro dusevni zdravi.

6.3 Limitace vyzkumného projektu
Tato empiricka studie s sebou nese jisté limity. Jedna se sice o reprezentativni vzorek

eské populace, ale zaroveti se jedna také o dobrovolné respondenty Ceského narodniho
panelu. I kdyz bylo demonstrovano, Ze tato data odpovidaji veékem, distribuci mezi
pohlavimi a vzdélanim datim z Ceského statistického ufadu, mohly byt jisté skupiny
respondentli vynechany. Na druhou stranu bylo vySe zminéné oSetfeno sbérem dat ze
vzorku Ceského narodniho panelu. Podle Gdaji agentury STEM/MARK je v tomto panelu
zapojeno piiblizn€ 55 000 respondenti a mira odpovédi je az 67 %, coz je jedna
z nejvyssich z okolnich stati (Slovensko uvadi 58 %, Mad’arsko pouze 47 %). Samotna
agentura se ujistuje o kvalité sbéru dat a lidé nejsou osloveni vice nez 36x za rok (aby se
ujistili, Ze sbér dat neni od ,,profesiondlnich respondenti®) a odpovédi, které nejsou

spolehlivé, jsou vyfazeny.
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Data byla sbirana v rozestupu 3 let: 2014-2017-2020. Probé¢hla vSak zmeéna
v mésicich, kdy byla data sbirana. Zatimco v prvnim roce to bylo na podzim, v letech 2017
a 2020 béhem jara, coz muze byt jednim z divodi, pro¢ byly nalezeny statisticky
vyznamné zmeény mezi roky 2014 a 2017 a mezi roky 2014 a 2020. Piestoze studie ukazuji,
ze depresivni symptomatologie je nejvyssi béhem jara a na podzim, tedy presné v dobé
sbéru dat, depresivni symptomatologie mize byt proménnou, kterd se v priab&hu roku méni
a nase vysledky by tak mohly odrazet spiSe danou zménu v obdobi sbéru dat nezli skutecny
stav. Jak uz ale bylo zminéno, tato data neodrazi depresivni poruchu, ale pouze depresivni
symptomatologii.

Podobné tomu tak mtize byt i s vyhofenim. Vzhledem k tomu, ze se jedna o
prufezovou studii, odrazi nase vysledky pouze aktualni situaci, kterd byla béhem sbéru dat
— respektive v pripadé vyhoteni ,,béhem poslednich 30 pracovnich dni* (jak je uvedeno
v zadani dotazniku SMBM). Nicmén¢ data byla sbirana 3x, proto véiime, ze tento efekt byl
diky opakovanym dotazovanim zmirnén.

Ackoliv se ve vSech 3 sbérech dat jednalo o reprezentativni vzorky ¢eské populace,
tato studie srovnava 3 rizné vzorky a ne jeden. To znaci, ze zmény v datech mohou
odpovidat zménam sesbiraného vzorku a ne nutn¢ zménam béhem let.

Dalsi limitaci je, ze sbér dat byl postaven na dotaznicich, které respondenti vyplnovali
sami. Ackoliv anonymita mtize zvysit upiimnost, protoze se respondenti nemuseji bat, jak
se zmeni jejich image na zaklad¢ odpovédi, vime, ze respondenti nemusi odpovidat vzdy
tak, aby vysledky zcela odpovidaly realité. A to pfedevsim z diivodu kognitivni disonance
— naptiklad kdyz uvadi, Ze ziji zdravym zivotnim stylem, ale pak si uvédomi, ze jejich
pravdivé odpoveédi, tykajici se napiiklad konzumace alkoholu nebo cviceni, tomu
neodpovidaji. Objektivnéjsi data tykajici se zivotniho stylu by mohla byt ziskéna napiiklad
z jidelnich deniki nebo z fit-naramkt monitorujicich skute¢nou fyzickou aktivitu. Ackoliv
muze byt objektivita dat do jisté miry zpochybnéna, dotaznikové Setieni je nejrychlejsi a
nejefektivnéjsi zpiisob, jak ziskat data od velkého vzorku.

Limitace, které jsme v prub¢hu studie zminili, mohly byt praveé styl kladeni otazek
a moznosti odpovédi. B€hem druhé a tieti viny sbéru dat byly nékteré otazky opraveny,
moznosti odpoveédi doplnény nebo zménény. Ackoliv to znamenad, Ze srovnani miize byt

nyni diky tomu t€zsi, véfime, Ze to bylo vhodné feseni pro zajisténi vyssi objektivity.
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7. ZAVER
,.Meéli bychom rozdavati svou odvahu a ne své zoufdani, svou dobrou mysl a zdravi a ne

svou chorobu, a starati se, aby se ndakazou nesirila.“- Henry David Thoreau

Predkladana disertacni prace piinasi nové informace o zivotnim stylu, depresivni
symptomatologii a vyhoieni v ¢eské populaci. Pozorujeme pozitivni trend v klesajici
depresivni symptomatologii a v klesajicim vyhoteni. Vétime, Ze jednim z diivodti muze byt
1 narustajici povédomi o syndromu vyhoieni. Také pozorujeme narast dodrzovani zasad
zdravého zivotniho stylu, pfedevSim v mensim procentu dennich kuiaka, castéjSimu
dodrzovani zdravé stravy a zdravého spanku. Tomu odpovidaji i klesajici indexy BMI.
Ukéazalo se také, ze nadmérna Uinava a spavost béhem dne je vyznamnou proménnou
ovlivilujici vyhoteni. Kromé¢ povzbuzovani zdravého zivotniho stylu bychom tedy méli
podporovat zakladni kompetence pro sebepoznani, seberegulacni schopnosti, empatii,
vSimavost a soucit.

V zavéru bych chtéla zdlraznit potfebu inovaci ve vzdélavani o zdravi a dilezitost
zaméteni se na otazky tykajici se toho, jak nejlépe urcit a méfit uspéch v téchto novych
oblastech. Ptredkladand studie poskytuje prilezitost pro proaktivni zavedeni pfistupii
k vyhoteni prostiednictvim vicerozmérného modelu a rozvoje vzdélavani. Klicem
k tispéchu je zdiraznéni a méieni pohody ve vSech fazich a rozmérech naseho zdravi a

zivotniho stylu.
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SOUHRN

Pticek R, Raboch J, Viiukovd M, Hlin- |
ka J, Anders M. Beckova $kala deprese |
BDI-II - standardizace a vyuZiti v praxi |
| practice

Cil: Deprese patfi mezi nejznaméjsi |
a také nejzivaindj§i psychické potize |
a svétova zdravotnickd organizace ji fadi
mezi jednu z nejcastéjsich pficin invali- |
dity. Beckova sebeposuzovaci $kdla pro |
dospélé (BDI-II) je vysoce spolehlivy |
néstroj k uréeni intenzity deprese. Cilem |
této studie bylo ovéfeni reliability a vali- |
dity ceského prekladu BDI-II jako psy- |
| verify the reliability and validity of the
Material a metoda: Vyzkum byl rea- |
lizovan na reprezentativnim vzorku pra- |
cujici populace. Byly dosazeny vysledky |

chometrického nastroje.

od 1027 respondenti. K ovéfen{ validity

a reliability byla pouZita Cronbachova |
alfa a faktorova analyza. Data byla analy- |
zovina pomoci Stata Software, Verze 12 |

(StataCorp, 2012).

Vysledky: T-test ukézal vyznamny |
rozdil ve vysledcich BDI-II mezi pohlavi- |
mi. Cronbachova alfa a faktorova analyza |

poukdzaly na vysokou vnitini konzisten-

ci a reliabilitu &eské verze BDI-IL. Ceskd |
verze BDI-II se tak da pokladat za kvalit- |
| sistency and reliability of Czech version

ni psychometricky nastroj.

Zavér: Cilem této studie bylo ovéfeni |
validity a reliability ¢eské verze BDI-II. |
Pavodni autofi ¢eské verze Preiss a Va- |
cif (1999) tak ucinili pouze na vzorku 60 |
muzi. Ndmi dosaZeny pocet responden- |
ti byl 1027, ve vzorku byla zastoupena |
obé pohlavi a jedna se o reprezentativni |
vzorek pracovné aktivni ceské popula- |
ce. Tato studie potvrdila vysledky jinych |

standardiza¢nich studiif BDI-II a pouka-

zuje tim na fakt, Ze ceskd verze BDI-IT |
ma vysokou vnitini reliabilitu a validitu.

| SUMMARY

PticekR,Raboch], Viiukova M, Hlinka],
Anders M. Beck Depression inventory
BDI-II - standardization and its use in

Objective: Depression is among the best
known and most serious mental prob-
lems and the World Health Organization
ranks it among one of the most common
causes invalidity. Beck depression inven-
tory for adults (BDI-II) is a highly reli-
able tool for determining the intensity of
depression. The aim of this study was to

Czech translation of the BDI-II as a psy-
chometric instrument.

Materials and Method: The research
was conducted on a representative sam-
ple of the working population. Results
were obtained from 1,027 respondents.
To verify the validity and reliability we
used Cronbach’s alpha and Factor analy-
sis. Data were analyzed using Stata soft-
ware, version 12 (StataCorp, 2012).

Results: T-test showed a significant
difference in the results of BDI-II be-
tween the sexes. Cronbach’s alpha and
factor analysis showed high internal con-

of the BDI-II. Czech version of the BDI-
11 thus could be seen as good psychomet-
ric instrument.

Conclusion: This study aimed to ver-
ify the validity and reliability of BDI-II
Czech version Czech version. Original
authors Preiss and Vacii (1999) have
done so only on a sample of 60 men. We
achieved 1027 respondents. The sample
contained both sexes and is a representa-
tive sample of the Czech economically
active population. This study confirms
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Nase vysledky jsou tak timto srovnatelné
s jinymi dostupnymi vzorky a potvrzuji,
ze Ceskd verze BDI-II je spolehlivy psy-
chometricky ndstroj. Tyto vysledky mo-
hou také slouzit k nastaveni norem pro
¢eskou populaci a jejich vyuziti pro po-
rovnéni s populaci klinickou.

Kli¢ova slova: BDI-1I, deprese, normy,

the results of other standardization stud-
ies of BDI-II and points to the fact that
the Czech version of the BDI-II has
a high internal reliability and validity.
Our results are comparable and that the
other available samples and confirm that
the Czech version of the BDI-II is a re-
liable psychometric tool. These results
can also be used to set standards for the

validita, reliabilita.

uvoD

Deprese patii mezi nejzndméjsi a také nejzavainéjsi psy-
chické potize. Svétovd zdravotnickd organizace (WHO)
fadi depresi mezi jednu z nejéastéjsich pfic¢in invalidity.
Predpoklada se, ze do roku 2020 budou afektivni poru-
chy druhou nejéastéjdi pficinou invalidity.! Prevalence
depresivni poruchy md v poslednich letech vzristovou
tendenci a odhaduje se, Ze touto poruchou trpi témér 7%
Evropani,” u muzi je celoZivotni riziko vyskytu 5-12%,
u Zen je riziko az dvojndsobné vysii, a to 10-25 %.* V&asnd
diagnostika deprese je proto nesmirné dilezitd. K pocho-
peni a rozpoznéni deprese ve velké mife také pfispiva mo-
dernizace, kdy byla prokdzdna korelace mezi modernizaci
a zvy3enou prevalenci deprese.*

Pfestoze je deprese povazovina za diagnézu moderni
doby, jiZ v roce 1974 na ni upozorfiuje Seligman M. ve své
teorii naucené bezmocnosti.” Popisuje tento jev jako stav
pasivity, kdy jedinec neni schopen zvlddnout vlastni zi-
vot. Tyto myslenky se u jedince podle Seligmana obje-
vuji na zdkladé traumat, které se jedinec snazi netispé$né
zvlddnout, a to ho pfividi do stavu deprese. Dnes se se-
tkdvime spise s ptipady, kdy je pojem deprese devaluovin
a nadmérné ¢asto pouZivan v pfipadech, kdy se nejednd
o afektivni poruchu, nybrz o skleslou niladu. Toto v3ak
nevede pouze k devaluaci terminologie, ale také ke sniZzeni
vaznosti, s jakou lidé k témto potiZim ptistupuji.

Deprese je také ¢im dal Castéji spojovéna s Zivotnim
stylem. Narustajici pocet studii dokazuje spojeni mezi
nezdravym Zivotnim stylem a zvySenym vyskytem depre-
se.®” Jednd se pfedeviim o koufeni, alkohol a nedostatek
spanku, ale také o sloZeni stravy ¢i nedostatek pohybu.
Neni proto prekvapivé, Ze osoby s depresivni poruchou
az v 90 % trpi insomnii ¢i hypersomnii.** Stejné tak bylo
dokdzdno, Ze kufici trpici depresivni poruchou koufi
skoro dvakrdt vice nez kuféci, ktefi depresivni poruchou
netrpi.' Vztahy mezi symptomy deprese a Zivotnim sty-

Czech population and for comparison
with clinical populations.

Key words: BDI-II, depression, stand-
ards, validity, reliability.

lem byly testovdny i na eské populaci, kdy byla potvrze-
na asociace mezi zvy$enou mirou deprese a problémy se
spankem.!

Véasnd diagndza a 1é¢ba je proto nesmirné dualezitd.
K tomu je zapotiebi kvalitnich posuzovacich 3kal.> Bec-
kova sebeposuzovaci $kila pro dospélé (BDI-II, v orig.
Beck Depression Inventory — II) je psychodiagnostickym
néstrojem uréenym ke zjistovani pitomnosti a zévaZnosti
depresivnich symptomi. Pivodni dotaznik BDI byl navr-
zen A. T. Beckem v roce 1961 a od té doby prodel nékolika
revizemi. V roce 1988 byla provedena jeho posledni revize
do verze, jakou zndme dnes. Jednd se o néstroj sklidaji-
ci se z 21 polozek, jejichz odpovédi jsou zaznamenévany
na ¢tyfbodové skéle 0-3. Se¢tenim vech skére se dosahne
celkového skare, které miize dosahovat hodnot v rozmezi
0-63. Jednotlivé polozky v dotazniku se tykaji afektivnich,
kognitivnich, motivaénich a fyziologickych symptomi
deprese, korespondujicich s pfiznaky deprese uvedenymi
v DSM-IV. Casovy rdimec pro odpovédi jsou posledni dva
tydny. Tento psychodiagnosticky ndstroj je uréen osobdm
ve véku od 13 do 80 let.!*-15

Standardizace origindlu BDI-II v angli¢tiné probéhla
na vzorku 500 pacienti a 120 studentt. Skila opakované
dosdhla vysoké vnitfni konzistence, kdy Cronbachova alfa
je piiblizné 0,9 (rozsah 0,83-0,96). Faktorové analyza po-
ukazuje na tfi faktory — kognitivni, somaticky a afektivni.
Na zakladé standardiza¢ni studie byly Beckem navrieny
nasledujici cut-off skére: 0-13 minimalni nebo Zidna de-
prese, 14-19 mirna deprese, 20-28 stfedni deprese, 29-63
tézkd deprese.'*!®

Cesky preklad dotazniku BDI-II a jeho manudlu vytvo-
fili v roce 1999 Preiss a Vacif. Pfeklad byl testovan na pa-
cientech VEN a UVN Praha a standardizovan na vzorku
60 muii, ktefi nastoupili na zékladni vojenskou sluzbu."”
Jedna se tak spiSe o pfeklad neZ o standardizaci, z diivodu
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Tab. 1. Priméry BDI-ll skére

ik Priméry BDI 11
Muzi Zeny
N Primér | Odchylka Min Max N Pramér | Odchylka Min Max

«=30 63 10,73 11,53 0 58 56 11,16 857 0 36

>308&<=35 95 10,95 9,49 0 46 66 13,39 949 0 46

>35&<=40 59 11,02 9,93 0 42 79 13,05 10,94 0 46

> 40 & <=45 64 8,55 9,29 0 44 58 13,28 10,91 0 49

> 45 & <= 50 69 11,39 9,93 0 41 66 11,86 10,39 0 46

> 50 & <=55 91 838 927 0 48 81 11,06 9,82 0 LA

> 55 & <=60 55 9,33 9,93 0 42 48 9,25 8,18 0 35

> 60 & <=65 46 7,30 7,35 0 36 3 11,00 11,23 0 39
Pozn:N - podet
chybgjici reliability &i validity ndstroje. Ceskd verze dotaz- | Tab. 2. BDI-ll skre - nizii a stednia vyssi deprese
niku byla vyuzita v fadé studii.'** muzi zeny celkem

Cilem této studie bylo ovéfeni reliability a validity ¢es- 0-19 461 380 841

kého prekladu BDI-II jako psychometrického nistroje. >20 a1 105 186
Vysledky palf mohou slouZit pro nastaveni norem.pfo ces- Cellom ™ oo p—
kou populaci a tim vést k moznému zvysen{ klinického
vyuziti ¢eské verze BDI-IL
Tab. 3. BDI ll Cronbachova aifa

Primérna wnitini korelace polozek: 0,37

Pocet polozek: 21

Koeficient konzistence polozek: 0,93

Polozka N1027 Zi k korel korelace primérna korelace s

poloZka - test | poloZka - zbytek polozek

1 0,72 0,68 0,37 0,92

2 0,66 0,61 0,37 0,92

3 0,64 0,60 0,37 0,92

4 0,77 0,74 0,36 092

5 0,67 0,62 0,37 0,92

6 0,57 0,51 0,38 0,92

7 0,66 0,62 0,37 0,92

8 0,62 0,57 0,37 0,92

9 0,49 0,43 0,38 0,93

10 0,53 0,48 0,38 0,92

1 0,67 0,62 037 0,92

12 0,65 0,61 0,37 0,92

13 0,70 0,65 0,37 0,92

14 0,71 0,66 037 0,92

15 0,66 0,62 0,37 092

16 0,55 049 0,38 0,92

17 0,69 0,65 0,37 0,92

18 04 0,35 0,39 0,93

19 0,71 0,67 0,37 0,92

20 0,67 0,63 037 0,92

21 0,56 0,50 0,38 092

0,37 093
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P

Tab. 4. BDI-II - konfir i y

Latentni proménné I Odhad ‘ Chyba odhadu ‘ z | p

BDI_C=~

V3 1

V5 0,90 0,05 18,99 | <0,01

V6 1,11 0,07 1543 | <0,01

V7 0,87 0,05 18,92 | <0,01

V8 0,96 0,05 17,69 | <0,01

V13 0,99 0,05 18,70 | <0,01

Vi4 1,13 0,06 20,00 | <0,01

BDI_S =~

V1o 1,00

V11 1,20 0,09 13,95 | <0,01

V15 1,38 0,10 14,15 | <0,01

V16 2,61 0,21 12,59 | <0,01

V17 1,48 0,10 14,33 | <001

Vig 1,78 0,18 9,75 | <001

Vig 1,36 0,10 14,30 | <001

V20 1,58 0,11 14,30 | <0,01

V21 1,30 0,11 12,28 | <0,01

BDI_A =~

Vi1 1,00

V2 1,1 0,06 20,01 | <001

V4 1,35 0,06 24,67 | <0,01
Vo 0,43 0,03 14,17 | <0,01
Vi2 1,24 0,06 19,74 | <0,01

Kovariance Odhad | Chyba odhadu z p

BDI_C=~

BDI_S 0,15 0,01 11,30 | <0,01

BDI_A 0,19 0,01 14,63 | <0,01

BDI_S ~~

BDI_A 0,14 0,01 11,98 | <0,01

Variance ©Odhad | Chyba odhadu z ]
V3 0,34 0,02 20,69 | <0,01
V5 0,22 0,01 20,21 | <0,01
Ve 0,74 0,03 21,55 | <0,01
V7 0,21 0,01 20,25 | <0,01
V8 0,34 0,02 20,85 | <0,01
Vi3 0,29 0,01 20,38 | <0,01
Vi4 0,27 0,01 1947 | <0,01
Vio 0,46 0,02 21,83 | <0,01
V11 0,23 0,01 20,52 | <0,01
V15 0,27 0,01 20,25 | <0,01
V16 2,05 0,10 21,54 | <0,01
V17 0,27 0,01 19,95 | <0,01
Vig 2,57 0,12 22,25 | <0,01
V19 0,24 0,01 20,01 | <0,01
V20 0,32 0,02 20,00 | <0,01
v21 0,57 0,03 21,67 | <0,01
V1 0,15 0,01 19,76 | <0,01
V2 0,31 0,02 20,92 | <001
v4 0,19 0,01 18,25 | <0,01
V9 0,12 0,01 22,03 | <0,01
Vi2 0,40 0,02 21,00 | <0,01
BCI_C 0,25 0,02 11,16 | <0,01
BDI_S 0,13 0,02 764 | <0,01
BDI_A 0,18 0,01 13,10 | <0,01

METODIKA A RESPONDENTI

Vyzkum byl realizovin na reprezentativnim vzorku,
Citajicim 1027 probandi, sbér dat byl zajiStén agentu-
rou STEMMARK. Cilovymi osobami byli pracujici lidé
ve véku 25-65 let. Osoby ve véku 25-50 let byly dotazo-
vany prostfednictvim internetového dotazniku v ramci
Ceského nérodniho panelu. Osoby ve véku 51-65 let byly
dotazoviny osobné prostfednictvim skolenych tazate-
li.. Respondenti byli vybirdni na zdkladé pfedem danjch
kvot. Kvétnimi znaky byly pohlavi, vék, vzdélani, velikost
mista bydli§té a region. Souédsti dotazniku byly také do-
taznik Zivotniho stylu, dotaznik pracovniho stresu a ¢eskd
verze BDI-IL.Y”

Analyza Dat

Cilem studie bylo ovéfeni validity a reliability ceské ver-
ze BDI-II. Pro tyto téely byla pouZita Cronbachova alfa
a faktorovd analyza. Data byla analyzovdna pomoci Stata
Software, Verze 12 (StataCorp, 2012).

VYSLEDKY

Demografie

Celkovy vyzkumny vzorek tvofilo 1027 respondenti: 675
ve véku 25-50 let a 352 ve véku 51-65 let. Ve vzorku byl
rovnomérny pocet muzii (52,8 %) a zen (47,2 %), nejvys-
3 pocet respondentii byl ve vékové kategorii 51 let a vice
(34, 3 %). Nejcastéjsim nejvysdim dosazenym vzdélanim
bylo: vyuéen bez maturity (45,7 %). Nejvice responden-
ti bylo z Prahy (14,5%) a Stfedoceského kraje (12,6 %).
Vétéina respondentil uvedla zaméstndni v manudlni pro-
fesi (39,9 %), druhd nejpocetnéjii skupina byla tvofena za-
méstnanci (19,9 %). Vysledny soubor je reprezentativnim
vzorkem pracovné aktivni &eské populace.

T-test ukédzal vyznamny rozdil ve vysledcich BDI mezi
pohlavimi. Zeny dosahovaly vys$ich primérnych vysled-
ki v BDI-I skoro ve viech vékovych kategoriich (tab. 1).
Dale pak vidime, Ze vét$ina vzorku se nachdzi pod hranici
stfedni deprese (tab. 2). Cronbachova alfa (tab. 3) poukd-
zala na vysoky koeficient konzistence polozek (0.92). Pro
ovéteni téifaktorové struktury dotazniku BDI-II byla vyu-
Zita konfirmatorni faktorov4 analyza. Ovéfovan byl model
podle Becka et al.?! se tfemi faktory: kognitivnim (polozky
3,5,6,7,8, 13 a 14), somatickym (polozky 10, 11, 15, 16,
17,18, 19, 20, 21) a afektivnim (polozky 1, 2, 4, 9, 12).

Na analyzovaném vzorku tento model vykézal dobrou
shodu s daty: x2 (186) = 752,530; p < 0,001; RMSEA =
0,054; SRMR = 0,040, CFI = 0,935 a TLI = 0,926. Mzeme
tak konstatovat, #e konfirmaéni faktorovd analyza potvr-
dila pfedpoklddanou tfifaktorovou strukturu dotazniku
(tab. 4).
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DISKUSE A ZAVER

Cilem této studie bylo ovéfeni validity a reliabilty ceského
prekladu dotazniku BDI-II a tim zvySeni jeho uplatné-
ni v Klinické praxi. Stejné jako v pfedchozich studiich**
i na tomto vzorku bylo prokdzéno, Ze pohlavi hraje ve vy-
skytu depresivnich symptom vyznamnou roli. Zeny trpi
vét§i mirou depresivnich symptomd, a to téméf v kazdé
vékové kategorii. Primérna skére BDI-II poukazuji na mi-
nimalni primérnou miru depresivnich symptomu v ne-

klinické populaci. Cronbachova alfa dokazuje vysokou
vnitini konzistenci dotaznfku, coz odpovidd vysledkiim
v dosavadni odborné literatufe.'*'¢ Faktorova analyza po-
tvrdila 3 faktory, které navrhoval i Beck.*' Tato studie tak
potvrdila vysledky jinych standardiza¢nich studii a doka-
zuje, Ze i v Ceském prekladu je BDI-II ndstrojem s vysokou
validitou a reliabilitou a méla by byt proto vyuzivina k di-
agnostice depresivnich symptomii. Tyto vysledky mohou
také slouzit k nastaveni norem pro ¢eskou populaci a je-
jich vyuziti pro porovnani s populaci klinickou.

LlTERATU RA Exercise: Empirical Evidence, Clini- | 14. Beck AT, Steer RA, Brown GK. Manual
cal Needs, and Mechanisms. Nicotine for the Beck Depression Inventory-II.
1. World Health Organisation. Mental & Tobacco Research 2013; 15 (10): San Antonio, TX: Psychological Cor-
Health - A call for actions by World 1635-1650. poration 1996.
Health Ministers, Geneva: WHO 2001. 8. Lopresti A, Hood S, Drummond = 15.Beck AT, Ward, CH, Mendelson M,
2. Wittchen HU, Jacobi F, Rehm ] et al. P. A review of lifestyle factors that Mock JE, Erbaugh JK. An inventory for
The size and burden of mental disor- contribute to important pathways as- measuring depression. Archives of ge-
ders and other disorders of the brain sociated with major depression: Diet, neral psychiatry 1961; 4 (6): 561-571.
in Europe 2010. European Neuropsy- sleep and exercise. Journal of Affective = 16. Beck AT, Steer RA, Ball R, Ranieri
chopharmacology 2011; 21 (9): 655- Disorders 2013; 148, 12-27. WE Comparison of Beck Depression
679. 9. Hidaka B. Depression as a disease of Inventories ~TA and -II in Psychiatric
3. Anders M. et al. Depresivni porucha modernity: Explanations for increa- Outpatients. Journal of Personality As-
v neurologické praxi. 1. vyd. Praha: sing prevalence. Journal of Affective sessment 1996; 67 (3): 588-597.
Galén 2005. Disorders 2012; 140: 205-214. 17. Preiss M, Vacif K. BDI-IL Beckova se-
4. Van de Velde, S, Bracke, P, Levecque, = 10. Bernard, P, Ninot, G, Moullec, G, beposuzovaci $kéla pro dospélé. Brno:
K. Gender differences in depression Guillaume, S, Courtet, P, Quantin X. Psychodiagnostika 1999.
in 23 European countries. Cross-nati- Smoking Cessation, Depression, and = 18. KoZeny ], Tianskd L, Hoschl C, Pivr-
onal variation in the gender gap in Exercise: Empirical Evidence, Clini- nec P, Jechova M, Kaplanové B. Vztah
depression. Social Science & Medicine cal Needs, and Mechanisms. Nicotine mezi preskripci antidepresiv, diagné-
2010; 71305-313. doi:10.1016/j.s0csci- & Tobacco Research 2013; 15 (10): zou deprese a frekvenci sebevrazd:
med.2010.03.035. 1635-1650. ekologicka studie. Psychiatrie 2015; 19
5. Seligman ME, Friedman R], Katz = 11.Raboch ], Pti¢ek R, Vitukova M, Tka¢o- (1):4-7.
MM (eds). Depression and learned vé S. How does lifestyle affect depressi- = 19. Mohr P, Bravermanové A, Kratochvi-
helplessness. The psychology of de- on? (2016), manuscript in preparation. lova Z, Melicher T, Knytl P. Kognitivni
pression: Contemporary theory and = 12. Raboch J, Uhlikovd P, Hellerova P, poruchy u deprese. Ces a slov Psychiat
research, Oxford, England: John Wiley Anders M, Susta M. Psychiatrie: Do- 2015; 111 (6): 283-289.
& Sons 1974 xvii. poruéené postupy psychiatrické péce = 20.Preiss M, Mikold§ P, Bartoskovd M.
6. Hidaka B. Depression as a disease of IV. Psychiatrickd spoleénost CLS JEP, Pozitivni vyznam deprese. Psychotera-
modernity: Explanations for increa- Praha 2014: 208. pie 2014; 2: 161-168.
sing prevalence. Journal of Affective = 13.Beck AT, Steer RA, Garbin MG. Psy- = 21. Beck AT, Steer RA, Brown GK, van der
Disorders 2012; 140: 205-214. chometric properties of the Beck De- Does AJW. BDI-II-NL Handleiding
7.Bernard P, Ninot G, Moullec G, pression Inventory: twenty-five years [BDI-I[-Dutch Manual]. Lisse, The
Guillaume §, Courtet P, Quantin X. of evaluation. Clin Psychol Rev 1988; Netherlands: Psychological Corporati-
Smoking Cessation, Depression, and 8: 77-100. on 2002.
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ABSTRACT

Czech version of the Shirom Melamed
Burnout Measure

R. Ptacek, J. Raboch, V. Kebza, I. Solcovd,
M. Vaukova, J. Hlinka, J. Kostdl, P. Harsa,
S Strakaty

Objectives. The aim of the study was to test the
psychometric properties of Czech version of the
Shirom Melamed Burnout Measure (SMBM).
Although this instrument has been translated to
Czech language and used before, its validity has
not yet been tested.

Sample and settings. Representative sample of
Czech working population has been used. The
predefined quotas were: gender, age, education
attained, size of city they currently live in and
the region they come from. Combination of
questioning methods was used: direct question-
ing for older population (50+) and online ques-
tionnaire for 25-50 years of age.

Hypothesis. The hypothesis to prove was that
Czech version of SMBM has high internal con-
sistency. The second hypothesis was that Czech
SMBM has three factors (like the English ver-
sion) and these factors are: cognitive, physical
and emotional burnout.

Statistical analyses. In order to test hypoth-
esis regarding the internal consistency, the
Cronbach’s alpha was determined. In order to

Doslo: 31. 8. 2016; R. P., Psychiatricka klinika 1.

Praha 2; e-mail: ptacek@neuro.cz

536 / Metodické studie

test the structure of the test, confirmatory factor
analysis and IRT were employed.

Results. Cronbach’s alpha and factor analysis
pointed to high internal consistency and reliabil-
ity of Czech version of SMBM. Czech version
of SMBM is thus considered as reliable psycho-
metric tool and the results of this study are com-
parable to other available research.

Study limitation. Due to the fact that online
questioning for larger part of the study sample
was used, certain population might have been
missed. The design of the study was cross-
sectional which bears another problem: it is
not possible to determine whether it was only
respondents’ current situation or whether he/she
has been suffering from burnout symptoms for a
longer period of time.

key words:

burnout,

SMBM,

psychometric properties
klicova slova:

vyhofteni,

SMBM,

psychometrické vlastnosti
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UvoD

Syndrom vyhoteni je obvykle definovan jako dusledek dlouhodobého pracovniho
stresu (Kebza, Solcova, 2008; Maslach, 1993; Maslach, Leiter, 1997; Schaufeli, En-
zman, 1998), ktery je charakteristicky stavem fyzického a emoéni vyCerpani, ale téz
ztratou smyslu Zivota nebo zvySenym cynismem. Syndrom vyhofeni miize mit spoji-
tost s rozvojem dusevnich (Rassler a kol., 2015), ale téz somatickych poruch (Kebza,
Solcova, 2010). Nékteré studie uvadéji vyssi vyskyt u specifickych populaci — zvl.
1ékatti a zdravotnikil (Ptacek a kol., 2013). Syndrom vyhotfeni mize mit téZ nekteré
spoleéenské souvislosti (Kebza, Solcova, 2013). Z téchto diivodii je dileZité se timto
jevem zabyvat. Pfedkladana studie se zabyva psychometrickou analyzou dotazniku
Shirom-Melamed Burnout Measure (SMBM), ktery byl vyvinut Arie Shiromem a Sa-
muelem Melamedem (2005) a postihuje symptomy syndromu vyhofeni ve tfech ob-
lastech (fyzickou unavu, emocni vyéerpani a kognitivni tnavu) u jedincti v pracovnim
prostfedi (Lundgren-Nilsson et al., 2012).

Ve své koncepci syndromu vyhoteni vysli Shirom s Melamedem (2006) z Hobfo-
llovy teorie o zachovani zdroji (Hobfoll, 1989). Koncepéné pfistupuji k syndromu
vyhoteni jako k souboru pociti oznacujicich emoéni, kognitivni a fyzické vycerpani
a kontinualni vy&erpani energetickych zdroju jednotlivee, které je zpusobeno dlouho-
dobym pracovnim stresem, ¢imZ se vyhoteni blizi multidimenzionalnimu konceptu.
V SMBM je syndrom vyhoteni koncepéné oddéleny od chovani, které se snazi zmirnit
stresovou zatéz a piedchazi nebo se vyskytuje v pribéhu nastupu vyhoteni. Kromé
toho Hobfollova teorie vedla autory dotazniku k ptedpokladu, Ze formy energetickych
zdrojl u jedinct jsou pravdépodobné vzajemné propojeny jako relativné neoddélitel-
né energie a vyCerpani jedné ovliviiuje ostatni kapacity. SMBM se zaméfuje vyhradng
na zdroje energie a nezahrnuje dalsi behavioralni koncepce, jako cynismus, nezauja-
tost nebo koncepty zahrnujici sebevédomi. Lundgren-Nilsson a kolektiv (2012) usou-
dili, Ze pojmy zaméfené na energii v SMBM pomahaji 1épe rozlisit pfiznaky vyhofeni
od pfidruZzenych symptomu deprese, i kdyZz tyto dvé poruchy jsou oddélitelné pouze
teoreticky a je nutny dalsi vyzkum, aby bylo toto tvrzeni podpofeno.

Dotaznik byl ovéfen v mnoha studiich, kde signifikantné koreloval s hladinu stre-
su, pracovhim zatiZenim a fyziologickymi dopady souvisejicimi s del§im vystavenim
stresu. Nami oveéfovany revidovany SMBM se sklada ze 14 polozek s odpovédmi
méfenymi na stupnici od 1 do 7. Vysledky konfirmaéni faktorové analyzy ukéazaly
silnou podporu pro dvoufaktorovou strukturu SMBM (Shirom, Melamed, 2006), jiz
tvofil faktor fyzického vyc€erpani a faktor kognitivni Ginavy. Lundgren-Nilsson a ko-
lektiv (2012) zkoumali validitu pfedchozi verze Shirom-Melamed Burnout dotazni-
ku SMBQ, ktera obsahovala 22 polozek, a jejich vysledky podporuji revidovanou
verzi trojrozmérného modelu, ktery je sestaven z fyzického, kognitivniho a emoc-
niho vycerpani. Revidovany SMBM byl navrZen tak aby lépe rozliSoval vyhote-
ni od deprese v disledku definice pojimajici vyhofeni jako koncept vztahujici se
ke zdrojim energie u jedincti (Lundgren-Nilsson et al., 2012). Revidovany model
se tfemi faktory dosahuje také uspokojivé vnitini konzistence s rozsahem r = 0,61
(p<001)azr=0,73 (p <001). Qiao a Schaufeli (2011) poukazali na vysokou vnitini
konzistenci pro tfi $kaly; Cronbachovo a pro fyzickou Gnavu éinilo 0,90, pro kogni-
tivni tinavu bylo rovno 0,85 a pro emoéni vy€erpani 0,75 (s. 101). Uvedené studie
tedy poskytuji podporu pro pfedpoklad, Ze jde o tfi odli$né faktory, jez jsou podsta-
tou méfeného konstruktu.

Cilem pfedkladané studie je ovéfit psychometrické vlastnosti ¢eské verze SMBM
a vytvofit orientaéni normy pro dospélou pracujici populaci ve véku 25-65 let.
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METODA
Soubor a procedura

Vyzkum byl realizovan pomoci kombinace metodik. Cilovymi osobami byli pracujici
lidé ve véku 25—65 let. Lidé ve véku od 25 let do 50 let byli dotazovani prostiednictvim
internetového dotazniku, a to v ramci Ceského narodniho panelu agentury STEM/
MARK. Respondenti ve véku 50+ byli dotazovani osobné prostfednictvim Skolenych
tazatelt. Ze vzorku byly vylouceny nepracujici osoby. Respondenti byli vybirani na
zakladé pfedem danych kvoét: pohlavi, vék, vzd€lani, velikost mista bydlisté a region.
Tato kombinace metodik byla zvolena z diivodu, Ze penetrace internetové populace se
s vékem sniZuje a vy$§i vékové kategorie se obtizné dohledavaji, jsou 1épe k zastizeni
na telefonu nebo osobné&. Hranice 50 let byla zvolena jako nejvhodng&jsi pro zastizeni
respondentd vzhledem k penetraci.

Celkoveé bylo ziskdno 1027 dotazniki, a to 675 od osob ve véku 25-50 let
a 352 od osob ve véku 51-65 let. Ve vzorku byl populacné proporéni pocet muziu
(52,8 %) a zen (47,2 %), nejvyssi pocet respondenti byl ve vékové kategorii
51 let a vice (34,3 %). Nejvy3§im dosazenym vzdélanim vétSiny vzorku bylo vyude-
ni bez maturity (45,7 %). Nejvice respondentt bylo z Prahy (14,5 %) a Stiedoceské-
ho kraje (12,6 %). Nejpocetnéjsi skupina byla zaméstnana v manualnich profesich
(39,9 %), druhou nejpocetnéjii skupinou byli pracovnici v zaméstnaneckém pomeéru
(19,9 %). Pievazna ¢ast dotazovanych uvedla, Ze jsou zaméstnani v soukromém
sektoru (60,4 %).

Nastroj

Dotaznik SMBM obsahuje 14 polozek, 6 polozek postihuje fyzickou unavu, 5 polo-
zek zjist'uje kognitivni inavu a 3 jsou vénovany emo¢nimu vyc&erpani. Pfiklad poloz-
ky: Pripadam si, jako by se mi ,, vybily baterky “. Respondent ma ke svym odpovédim
k dispozici sedmistupiiovou $kalu od 1 = nikdy nebo téméf nikdy po 7 = vzdy nebo
tém&F vzdy. Vyssi skor zna&i vyssi urovei vyhoteni. Ceska verze dotazniku v piekla-
du I. Solcové je dostupna na http://www.shirom.org/arie/index.html.

Analyza dat

Cilem studie bylo ovéfeni psychometrickych charakteristik feské verze SMBM
a zmapovani projevii syndromu vyhoteni v Ceské republice. Konzistence polozek
byla testovana pomoci Cronbachova koeficientu alfa, k testovani struktury testu byla
vyuzita konfirma¢ni faktorova analyza a diskriminacni sila poloZek byla urcena po-
moci IRT. Pro IRT analyzu v MPlus byl pouZit Samejimové model stupifiovanych
odpovedi (graded response model: Baker, Kim, 2004; du Toit, 2003). Méfen je vzdy
jeden spojity faktor (vyhofeni) pomoci pfisluiného poétu indikatora kategorialniho
faktoru. Data byla analyzovana pomoci Stata Software, Verze 12 (StataCorp, 2012)
a MPlus, verze 8.0 (Muthén, Muthén, 2016).

VYSLEDKY

Pracovni normy pro jednotlivé vékové skupiny uvadime z prostorovych dévodd na
adrese http://psychiatrie.lf1.cuni.cz/supplementary-data.

Korelace poloZek a Cronbachovy koeficienty alfa jsou uvedeny v tab. 1.

Ve vysledcich SMBM byl zji§tén vyznamny rozdil mezi pohlavimi, kdy primeér-
ny skoér celkového vyhoteni u zen (M = 43,81; SD = 16,68) byl vy3si nez u muzi
(M = 40,83; SD = 15,67). Rozdil se ukazal byt statisticky vyznamny i po Bonfe-
rroniho korekei F(1,1025) = 8,69, p = 0,003. Pfi rozdéleni vyhotfeni na 3 subska-
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Tab. 1 Korelace polozek a Cronbachovy koeficienty alfa pro cely dotaznik
SMBM Cronbachovo alpha
Primérna vnitini korelace polozek: 0,544
Pocet polozek: 14
Koeficient konzistence polozek: 0,943
priamérna
korelace korelace korelace
Polozka N  Znaménko polozka — test polozka — zbytek polozek alfa
1027 +
1 0,76 0,71 0,54 0,94
2 0,76 0,72 0,54 0,94
3 0,77 0,73 0,54 0,94
4 0,78 0,74 0,54 0,94
5 0,80 0,76 0,54 0,94
6 0,77 0,73 0,54 0,94
7 0,73 0,68 0,55 0,94
8 0,82 0,78 0,54 0,94
9 0,78 0,74 0,54 0,94
10 0,81 0,78 0,54 0,94
11 0,78 0,74 0,54 0,94
12 0,68 0,62 0,56 0,94
13 0,69 0,64 0,55 0,94
14 0,69 0,64 0,55 0,94
0,54 0,94

ly byly vyznamné rozdily nalezeny u kognitivniho a fyzického vyhoteni, ne viak
u vyhofeni emoc¢niho. DalSim statisticky vyznamnym faktorem se ukazal byt vék
respondentl. S vys$§im vékem klesd mira vyhofeni (r = -0,17). Na zakladé téchto
zjisténi byla data rozdélena podle pohlavi a véku. V nékterych v&kovych skupinach
zustaly signifikantni rozdily mezi pohlavimi (viz data uvefejnéna na vySe uvedené
webové adrese). Toto zjiSténi odpovida literatufe, ktera také poukazuje na fakt, ze
Zzeny uvadéji vyssi uroven vyhofeni (Crone, 2011; Purvanova, 2010). Cronbachovo
alfa (tab. 1) ukazalo vysoky koeficient konzistence polozek (0,94) a také vysokou
vnitfni konzistenci viech tfi subskal (tab. 2). Polozky $kaly vyhofeni maji vysokou
vnitini spolehlivost a koherenci. Z vysledkl vyplyva, ze diléi subskaly fyzického
a kognitivniho vyhofeni dosahuji silného aditivniho efektu (polozky se vzajemné
posiluji, nasobi, vlastné jakoby opakuji), a tim maji také slabsi kompozitni reliabi-
litu (koeficient H = 0,121 az 0,376). Naproti tomu subskala emoc¢niho vyhoieni se
tolik neopakuje (H = 0,882), a pfesto vykazuje sluSnou az velmi vysokou vnitini
spolehlivost.
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Tab. 2 Korelace polozek a Cronbachovy koeficienty alfa pro jednotlivé subskaly
Fyzické vyhoieni
Pramérna vnitini korelace polozek: 0,716
Poéet polozek: 6
Koeficient konzistence polozek: 0,938
prumeérna
korelace korelace korelace
Polozka N Znaménko polozka — test  polozka — zbytek polozek alfa
1027 -
1 0,85 0,78 0,73 0,93
2 0,86 0,80 0,72 0,93
3 0,89 0,83 0,71 0,92
4 0,91 0,86 0,70 0,92
5 0,91 0,87 0,70 0,92
6 0,83 0,75 0,74 0,93
0,72 0,94
Kognitivni vyhofeni
Primérma vnitini korelace polozek: 0,757
Pocet polozek: 5
Koeficient konzistence polozek: 0,939
primérna
korelace korelace korelace
Polozka N Znaménko polozka —test  polozka — zbytek polozek alfa
1027 +
0,87 0,79 0,78 0,93
0,91 0,86 0,75 0,92
0,91 0,85 0,75 0,92
10 0,91 0,86 0,75 0,92
11 0,90 0,83 0,76 0,93
0,76 0,94
Emoéni vyhoieni
Primérna vnitini korelace polozek: 0,757
Pocet polozek: 3
Koeficient konzistence polozek: 0,903
prumeérna
korelace korelace korelace
Polozka N Znaménko polozka — test polozka — zbytek polozek alfa
1027 -
12 0,92 0,82 0,75 0,86
13 0,92 0,82 0,74 0,85
14 0,91 0,79 0,78 0,88
0,76 0,90
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Informace

Obr. la Informaéni pfinos jednotlivych poloZek baterie vyhofeni

Nejveétsi informaci o vyhofeni pfinaseji polozky ql3 8 (Obtizné se koncentruji)
a q13_10 (Pfi pfemysleni se citim nesoustfedény/4). Néasleduje q13_9 (Zd4 se mi, Ze
mi to nemysli jasné) a po ni q13 11 ( D&la mi potize pfemyslet o slozitych vécech).
Celkovou (souhrnnou) informaci podava graf na obr. la, ktery veskeré informacni
piispévky s¢itd. Ma rozpéti hodnot Theta -4,0 az +4,0 a maximum (,,vrcholovou ro-
vinku*) TIF vyhofeni mezi -1,0 a 2,0.

w |
ol
o |
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(1]
=,
e 5
E 5
= @
£ o | =
= 8
(7}
wn
D_ \-l-_____—__.______—__,._-—— _‘\!
T T T T T
-4 -2 0 2 4
Theta
Informativnost baterie — — — Standardni chyba

Obr. 1b Informacni funkce celé baterie vyhofeni
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To znamenad, Ze test vyhofeni je nejinformativnéjsi u osob, které maji niz§i stfedni
spiSe nez vyssi sklon k vyhoteni. U osob s niz§im sklonem (Theta < 1,0) nebo vys§im
sklonem (Theta > 2,0) je tento test vyhofeni malo informativni. Tyto osoby mohou mit
pravdépodobné tendenci tihnout k extrémim: poloZzky dostanou extrémni skory, v da-
sledku ¢ehoz se dostavi v souhrnnych skoérech tzv. efekt stropu, kdy odpovédi splyvaji
a nemohou dal diferencovat. Graf na obr. 1 ukazuje, Ze vSechny polozky vyhoteni 1ze
pouzit a jsou zpravidla k odliSeni. Polozka 8 (Obtizn¢ se koncentruji) ma SirSi rozpéti
kategorialnich praht.

8

25

05

ql3_1 ql3_2 . q13_3 ql3 4 q13.5 ql3_6
Obr. 2 Diskriminaéni sila polozek baterie fyzického vyhofeni (Theta/1,7)

Na grafu na obr. 2 vidime, Ze diskriminacni sila (citlivost) polozek fyzického vy-
ho¥eni, tj. schopnost subSkaly oddélit jeden subjekt od druhého, je nizka u ql13 1,
vysokd uql3 2aql3 6avelmivysokduql3 3azql3 5.

3,0

2,5

2,0

15

1,0

0,5

0,0

ql3_7 ql3_8 ql13_9 ql3_10 ql3_11

Obr. 3 Diskriminacni sila poloZek baterie kognitivniho vyhoteni (Theta/1,7)

Graf na obr. 3 ukazuje, Ze diskrimina¢ni sila poloZek kognitivniho vyhorFeni je niz-
ki u ql3 7 a velmi vysokd u ql3 8 az q13_11. Dale graf na obr. 4 dokumentuje, Ze
u emocniho vyhoreni od sebe nejlépe diskriminuje respondenty polozka q13 13 (Citim,
7e nejsem schopen/a citové investovat do spolupracovnikd a/nebo zakazniki). Velmi
vysoka je také diskriminacni sila q13 14 (Citim, Ze nedokazu byt mily/a na spolupra-
covniky a/nebo zakazniky). Naproti tomu nizkou diskriminaci vykazuje polozkaql3 12
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25

2,0

15

1,0

05

0,0
ql3_12 ql3_13 ql3_14

Obr. 4 Diskriminaéni sila polozek baterie emoéniho vyhofeni (Theta/1,7)

(Citim, Ze se mi nedaii byt citlivy/a k potfebam spolupracovnikl a/nebo zékaznik).

Pro ové&eni tfifaktorové struktury byla vyuzita konfirmaéni faktorova analyza
(obr. 5). Pfedpokladana byla existence ti (potencialné korelovanych) faktora: fak-
toru P (fyzicky, polozky 1 az 6), faktoru C (kognitivni, polozky 7 az 11) a faktoru E
(emoéni, polozky 12 az 14). Tento model vykazal vysokou shodu s daty': y2 (74) =
=457,635;p<0,001; RMSEA=0,071 (CI: 0,065 0,077); WRMR = 1,123, CFI=0,992
a TLI =0,990. MiZeme konstatovat, ze konfirmaéni faktorova analyza potvrdila pied-
pokladanou ttifaktorovou strukturu ptivodniho dotazniku.

0,853 (0 qi13_1 ’@
| = q132 @
1,000 (0,000), 0,851 (0,010
zZic
: Er a133 (+{(e)
20 (0,008) — q13_4 @
0,660 (0,017 s 35 -@
©017)
*‘JJ\\\ q13_6 <-®
0573 (0421) 0.835 0.010) q13_7
1,000 (0§000) ; 0825(0008)
kognk 0,089 (0,007) qis 8
27 (0.005) 9139 @
897 (0,007) -
q13_10
0652 (0.018) q13_11
0,800 (0,01 q13_12 ...@
0,907 (0,008)
q13_13 -@
1000000\, EMOC 0,892 (0,009)
a13_14 -@

Obr. 5 SMBM - konfirmaéni faktorova analyza
Pozn.: € jsou oznaCeny chyby; kvilli pfehlednosti obrdzku zde jejich vy¢isleni neuvedeno

' GOF vyhovuji konvenéné p¥ijimanym hranicim: CHI-kvadrat u takto velkych soubort zpravidla ne-
vychazi dobfe (Garson, 2012, s. 31); RMSEA 0,071 s tizkymi CI pfi obecné piijimané hranici < 0,800
(Nokelainen, 2012, s. 24); inkrementalni koeficienty v pfijimanych mezich, tj. CFI/TLI > 0,950 (Chen
et al., 2001, s. 482) a WRMR mirné nad jesté neustalenou konvenéni hranici, stéle blizko 1 (Byrne,
2012, s. 140). Viechny zatéZe jsou signifikantni (p < 0,001) a velmi vysoké, tj. vy33i nez 0,834.
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DISKUZE A ZAVER

Cilem této studie bylo ovéfeni psychometrickych charakteristik ¢eské verze SMBM.
Diky své volné dostupnosti je SMBM ¢asto vyuzivan, chybéla viak ovéfujici stu-
die pro ¢eskou populaci. Pocet respondentii v aktudlni studii byl 1027, ve vzorku
byla zastoupena obé& pohlavi a snazili jsme se zajistit reprezentativni vzorek pracovné
aktivni ¢eské populace. Z diivodu, Ze byla pouzita kombinace metodik a pfedevsiim
internetova platforma, je mozné, Zze piesto, ze vétSina Ceské populace ma pfistup k in-
ternetu, nemusi se jednat o zcela reprezentativni vzorek. Stejné jako v piedchozich
studiich i u naSeho vzorku se dotaznik vyznacoval vysokou vnitini konzistenci (Cron-
bachovo alfa 0,94). Konfirmacni faktorova analyza podpofila pfedpoklad trifaktorové
struktury, jez odpovida Shiromovu a Melamedovu modelu, ktery predpoklada fyzic-
ky, emocni a kognitivni faktor vyhofeni. Stejné jako uvadi pifedchozi literatura, i tato
studie nalezla vyznamny rozdil v projevech vyhofeni mezi pohlavim. Zeny uvadéji
vy§8i troven vyhofeni, a to jak celkového, tak i kognitivniho a fyzického; na trovni
emoc¢niho vyhofeni nebyl nalezen vyznamny genderovy rozdil. S pfibyvajicim vékem
klesa priméma hladina vyhofeni, nebyl viak nalezen vyznamny vliv v€ku na uroven
vyhofeni. Vysledky nami provedené studie jsou v souladu s vysledky jinych standar-
dizaénich studii SMBM a na jejich zéklad¢ lze konstatovat, ze Ceska verze SMBM ma
pfijatelné psychometrické charakteristiky.
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SOUHRN

Cile. Cilem této studie bylo ovéfit psychome-
trické vlastnosti ceské verze Shirom Melamed
Bumout Measure (SMBM). PrestoZze byl tento
dotaznik pfelozen do ¢eského jazyka a pouzivan
jiz dfive, jeho platnost jesté nebyla testovana.

Soubor a procedura. Byl pouZit reprezentativni
vzorek Ceské pracujici populace. Respondenti
byli vybirani na zékladé predem danych kvot:
pohlavi, vék, vzdélani, velikost mista bydlisté
a region. Byla pouZzita kombinace dotazovacich
metod. Lidé ve véku od 25 let do 50 let byli do-
tazovani prostfednictvim internetového dotazni-
ku a respondenti ve véku 50+ byli dotazovani
osobné.

Hypotéza. Hypotéza, kterou studie ovéfovala,
byla, Zze Ceska verze SMBM ma vysokou vnitf-
ni konzistenci. Druha hypotéza byla, Ze ¢eska
verze SMBM ma tfi faktory (jako jeji anglicka
verze) a to: kognitivni, fyzické a emociondlni
vyhofeni.

Statisticka analyza. Pro testovani hypotézy o
interni konzistenci byl pouzit Cronbachiv ko-
eficient alfa. Pro testovani struktury testu byla
pouzita konfirmaéni faktorova analyza a IRT.
Vysledky. Cronbachovo alfa a faktorova ana-
lyza poukézaly na vysokou vnitini konzistenci
a spolehlivost ¢eské verze SMBM. Ceskou ver-
zi SMBM lze tedy povaZzovat za spolehlivy psy-
chometricky nastroj a vysledky této studie jsou
srovnatelné s ostatnimi dostupnymi vyzkumy.
Omezeni studie. Vzhledem k tomu Ze pro vétsi
Cast souboru bylo pouZito i1 dotazovani online,
mohla byt vynechana ur€itd ¢ast populace. Pri-
fezové usporadani studie neumoziuje zjistit, zda
se u respondentil jedna pouze o aktudlni situaci,
nebo zda trpi symptomy vyhofeni po delsi dobu.
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Although cigarette smoking is a leading cause of preventable mortality, tobacco is consumed by approximately
22% of the adult population worldwide. Smoking is also a risk factor for cardiovascular disease, affects brain
processing, and is a recognized risk factor for Alzheimer disease (AD). Tobacco toxins (e.g., nicotine at high
levels) inhaled in smoke may cause disorders resulting in preclinical brain changes. Researchers suggest that
there are differences in brain volume between smokers and non-smokers. This review examines these differ-
ences in brain grey matter volume (GMV).

In March/April 2015, MedLine, Embase, and PsycINFO were searched using the terms: “grey matter” AND “vox-
el-based” AND “smoking” AND “cigarette”.

The 4 studies analyzed found brain GMV decreases in smokers compared to non-smokers. Furthermore, sex-
specific differences were found; while the thalamus and cerebellum were affected in both sexes, decreased
GMV in the olfactory gyrus was found only in male smokers. Age-group differences were also found, and these
may suggest pre-existing abnormalities that lead to nicotine dependence in younger individuals. Only 1 study
found a positive correlation between number of pack-years smoked and GMV.

Smoking decreases GMV in most brain areas. This decrease may be responsible for the cognitive impairment
and difficulties with emotional regulation found in smokers compared with non-smokers.
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Background

Cigarette smoking is a leading cause of preventable mortal-
ity. Each day, at least 3800 adolescents in the USA try their
first cigarette and 33% of teenagers that are daily smokers
will die of a smoking-related condition [1]. Tobacco depen-
dence is also the single most prevalent substance abuse dis-
order [2]. In 2000, 18.1% of total deaths in the USA were at-
tributed to tobacco use, making it one of the leading causes
of death, followed by poor diet and physical inactivity, which
together are responsible for 15.2% of totals deaths, and 3%
of total deaths were alcohol-related [3]. Worldwide, tobacco
is consumed by approximately 22% of the adult population.
Some countries, such as England, have a decreasing tobac-
co-use trend, but even there, 27% of males and 24% of fe-
males reported smoking more than 20 cigarettes (1 pack) a
day [4]. Approximately 90% of smokers start smoking before
the age of 18 [1].

Smoking is a risk factor for many health-related diseases, in-
cluding cardiovascular disease, and it also affects brain func-
tion [1,3]. It is a well-recognized risk factor for Alzheimer dis-
ease (AD); research found that smokers are twice as likely to
develop AD compared to those who never smoked [5]. Adverse
effects of smoking on cognition are also known [6), including a
decrease in visual search speed [7). Smoking is related to pre-
clinical changes in the brain, higher risk of cognitive decline,
and increased risk of dementia [8-10). Even after the cessa-
tion of smoking, certain problems remain, such as impaired
working memory [11].

These problems are probably caused by the toxins inhaled in
tobacco smoke, including vinyl chloride (a risk factor for brain
cancer), hydrogen cyanide, and arsenic [12]. Long-term, dai-
ly exposure to these toxins may result in altered vascular and
neural processes, which probably result from tissue accumu-
lation and/or assault. The toxicity of these smoke-related tox-
ins may cause preclinical brain changes [11,12]. Additionally,
these changes express themselves by changes in grey mat-
ter (GM) and white matter (WM) volume and brain density.

Table 1. Results generated by the database search.

Viiukova M. et al.:
Smoking and GMV
© Med 5¢i Monit, 2017; 23: 1907-1915

Although GMV decreases linearly with age, global white mat-
ter does not decline with age; however, local areas of relative-
ly accelerated loss and preservation occur [13]. As the world
population ages [14], it is important to determine which brain
changes are attributable to normal/healthy aging and which
are caused by preventable behaviors such as smoking.

A growing number of studies using the voxel-based morphome-
try technique have compared smokers to non-smokers in terms
of the volume of white and grey matter [15-19]. This technique
characterizes the tissue concentration differences in structur-
al magnetic resonance brain images. These studies have of-
ten produced mixed and inconsistent outcomes. Kiihn et al.
(2012) reported no differences in WM volume between smok-
ers and non-smokers, whereas Yu, Zhao, and Lu (2011) re-
ported a regional WM volume increase [20,21]. As with GMV,
some studies reported smokers have smaller GMV in the dor-
solateral prefrontal cortex (DLPFC) [22,23], while others found
a smaller volume in the anterior cingulated cortex (ACC) and
thalamus [15]. A recent meta-regression analysis showed that
a higher number of smoking years was correlated with more
GM atrophy in the right superior frontal gyrus, and more cig-
arettes smoked per day was correlated with more GM atro-
phy in the right superior frontal gyrus and ACC, extending to
the paracingulate gyrus [16]. These studies suggest that there
are differences in brain volume between the 2 groups. The
present review examines these differences, focusing on GMV.

Data Determination and Sources

The following databases were searched in March/April 2015:
MedLine, Embase, and PsycINFO. The following string search
was used: “grey matter” AND “voxel-based” AND “smoking”
AND “cigarette”. Records were obtained when “grey matter”
was found in the title of the article and the remaining terms
were found in the abstract or in the title.

4

Table 1 shows results generated through our initial data-
base search.

Search term Embasse
Grey matter 2348
""""" Voxelbased 702
- Smokmg 139041 e
Cigarette 44399
tand2and3andd 5
""""" Remove duplicates 5

Psycinfo Medline All
942 1969 5259
"""""""" w47 sosa s
34245 1as529 368815
9938 38351 92688
""""""""""" i a8
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Records identified through
Medline, PsycInfo, Embase
N=12

l

Records after duplicates

removed
N=7
Title and abstract screened Records exluded N=1
N=7 (not a full-text article)

Figure 1. Representation of the inclusion and
exclusion process.

l

Full-text articles assesed for
eligibility
N=7

——>

study sample due to confounders)

Records ecluded N=2 (article where cannabis use as well as
smoking was examined was removed, as well as
article where metamphetamine users were included in

l

Records included in review
N=4

Records were screened using the exclusion and inclusion
criteria.

Inclusion criteria

* Male and female sample.

 Studies that measured differences in grey matter.
» Studies comparing smokers with non-smokers.

» Studies that used voxel-based morphometry.

Exclusion Criteria

Non-human studies.

Studies not published in English language.

Articles that did not have full text or that could not be re-
trieved through our university libraries.

Studies not relevant to the review question.

Studies that included marijuana smoking.

Studies that included addictions other than nicotine addiction.

The remaining records were included in this review (Figure 1).

We evaluated the quality of included articles by use of a mod-
ified version of the Effective Public Health Practice Project
(EPHPP) guality assessment tool for quantitative studies.
Questions about criteria unrelated to this review were ex-
cluded. Detailed component ranking is shown in Appendix 1.

Results

Tables 2-4 summarize the studies included in this review.

It is important to note that only 1 study [17] was conducted
in Europe and the remaining ones [18,19,24] were in the USA.
All studies used cross-sectional design and only 1 study [19]
was not conducted in 2014. There were large differences in the
sample sizes: Brody (2004) only included 36 participants [19],
whereas Fritz (2014) had 974 [17]. None of the studies used
power calculation; therefore, the results need to be interpret-
ed with caution. Additionally, all of studies compared smok-
ers to non-smokers, with some [18,24] adding further groups
for comparison. For example, Franklin (2014) compared across
sexes and Hanlon (2014) compared the differences between
young and long-term smokers [18,24]. Three of the studies
[18,19,24] had approximately the same number of smokers
as non-smokers, but Fritz (2014) had significantly more non-
smokers and significant differences in demographics of the
studied population [17].

All 4 studies used voxel-based morphometry (VBM), which is
a neuro-imaging analysis technique that investigates focal dif-
ferences in brain anatomy [17-19,24). Brody (2004) also in-
cluded hand-drawn regions of interest (ROI) [19], which allows
extraction of data for a specific structure. All images were pro-
duced by a Tesla Siemens scanner, and all studies used statis-
tical parametric mapping (SPM), which increases the validity
of conclusions because the same methodology is applied in

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)
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Table 2. Summary of included studies.

Ref Author (date) Name Country Study design
Fritz HC, Wittfeld K, Schmidt CO Current smoking and reduced gray matter .
=z et al. (2014) volume-a voxel-based morphometry study Ceima Sz el
Franklin TR, Wetherill RR, Jagannathan  The effects of chronic cigarette smoking on .
(8] K et al. (2014) gray matter volume: influence of sex e Ecegeciond
[19] Brody AL, Mandelkern MA, Jarvik ME Differences between smokers and nonsmokers USA Cross-sectional

et al. (2004) in regional gray matter volumes and densities

Lower subcortical gray matter volume in both
[24] Hanlon, Colleen A, Owens et al. (2014)  younger smokers and established smokers USA Cross-sectional
relative to non-smokers

Table 3. Summary of the demographics and characteristics of the study.

Smokers/
Stud e Started Image
number,;nd B s noms: sm:lgmsi O smo- Technique azq:i-
size  compared mokers day year
reference N non-smokers king
[17] 974  Smokersvs. 315/ 391/ 44.1/ 13.17 17.81 17.3 Voxel-based 1.5 Tesla SPM8
Fritz et al. non smokers 659 583 51.49 morphometry Siemens
(2014) MRSI
scanner
[18] 160 Male 80/ 82/ M-357/ (M-16.1) (M-13) 19.8 Voxel-based Siemens SPM8
Franklin smokers/ 80 78 F-319/ (F-132) (F-7) morphometry 3
et al. (2014) male (M-33.2/ - tesla
nonsmokers/ F-309) trio
female whole
smokers/ body
female scanner
nonsmokers
[19] 36 Smokers/ 19/ 21/ 39.5/ 26.2 31 /  Voxel-based 1.5 Tesla SPM99
Brody et al. non smokers 17 15 37.9 morpho-  Siemens
(2004) metry, MRSI
hand drawn scanner
regions of
interest
[24] 118 Younger 58/ 71/ (**23,9/ **15.3/ **52/ 16.2 Voxel-based Siemens SPM8
Hanlon smokers/ 60 52* 40,04)/ ***17.2 ***19.8 morphometry 3 -
et al. (2014) younger (***23/36) tesla
nonsmokers/ trio MRI
estabilished scanner
(older)
smokers/
older
nonsmokers
* Mistake in reports; ** younger; ***estabilished.
each study and the results cannot be attributed to the tech- moderate quality in terms of representativeness of the sam-
nology or methodology used. ple [17,18,24]. Brody (2004) was graded as moderate quali-

ty after scoring weak quality in the population component of
Quality assessment of each study was carried out using the  the questionnaire [19]. Table 5 shows component and global
EPHPP quality assessment tool. Studies by Fritz (2014), Franklin rating of quality of each study.
(2014), and Hanlon (2014) were scored as strong quality with
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Table 4. Summary of the main results.

Study number

Exclusion criteria

and reference

[17] Fritz
et al. (2014)

Stroke, multiple
sclerosis, epilepsy,
Parkinson’s disease,
dementia, celebral
tumor, intracranial
cyst, hydrocephallus

Volume loss

Right DLPFC bilateral DMPFC,
bilateral VLPFC, bilateral
VMPFC right ACC, inferior
temporal gyrus, left insula,
right olfactory gyrus

Volume increase

/

REVIEW ARTICLES

Sex

Other correlations

difference

F - additional
effect on VLPFC,
M — effect on
olfactory gyrus

GMV corelated
negatively with
pack-year

[18] Franklin

et al. (2014)

[19] Brody
et al. (2004)

Current DSM IV

— Axis | diagnosis
(other than ND),
history of head
injury, loss of consc.
for longer than 3
min, alcohol & drug
history

History of epilepsy,
seizure, stroke,

head trauma, loss
of consc., history

of DSM IV Aixs |
disorder other than
ND, substance abuse

Thalamus, mOFC, bilateral
cerebellum

DLPFC/VLPFC,

Bilateral
putamen,
parahippo-
campus

F — lower

GMV in left
cerebellum,
ventral medial
cortex

M - lower GMV
in bilateral
cerebellum,
greater GMV

in bilateral
parahippo-
campus and left
t.

M —-GMV in
left putamen
was positively
correlated with
# of pack years

Prefrontal
cortical GMV
negatively
correlated wih
pack-year

[24] Hanlon
et al. (2014)

No history of

head trauma,

no neurologic or
psychiatric diagnosis,
no history of
migraine, no history
of sbstance abuse or
dependence (other
than ND)

Younger — amygdala, left
thalamus/older — insula,
parahippocampal gyrus and
pallidum

Older - left
occipital cortex

Estabilished
smokers —
negative
correlation
between pack-
year and MPFC

ND - nicotine dependence.

Table 5. Qualit

y assessment table.

Strong

Study design Strong
Sample Moderate
Confounders Strong
Datacollection  Strong
Analyses Strong
Global rating Strong

Strong Strong
Weak Moderate
Strong Strong
Strong Strong
Strong Strong
Moderate Strong
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Importantly, 3 studies [17,18,24] reported significant (p<0.001)
differences between smokers and non-smokers in GMV, and
Fritz (2014) also found a significance difference (p<0.05) [16].
All studies corrected for family-wise error [17-19,24]. Decreased
GMV in smokers compared to non-smokers was reported, but
Franklin (2014) and Hanlon (2014) also noted increased GMV
in some brain areas (Table 4) [18,24]. These studies also found
further correlations between pack-years and GMV. Overall, it
is clear that smoking causes decreased GMV, but variations in
the specific region affected were found as well.

All 4 studies found decreased GMV in the ventrolateral pre-
frontal cortex of smokers [17-19,24], as well as loss of GMV in
the dorsal-lateral prefrontal cortex [17,19]. Two studies found
GM loss in the cerebellum of smokers [18,19]. The only study
to find differences in GMV in the olfactory gyrus was by Fritz
(2014) [17]. Hanlon (2014) found a decrease in GMV in the
amygdala region in smokers [24]. A decrease of thalamic GMV
in smokers was found by Franklin (2014) and Hanlon (2014),
who also reported differences in the parahippocampal gyrus
region. Interestingly, Hanlon (2014) also found decreased GMV
in smokers, whereas Franklin (2014) found greater GMV in the
parahippocampus in smokers [18,24]. Although contradictory
results in specific areas were found, these may be attributed
to the differences in samples studied. Future studies should
consider differences between sexes and age groups as well
as between smokers and non-smokers.

Two studies compared female and male smokers to non-smok-
ers and found certain sex-specific differences [17,18]. One found
a decrease in smokers in both sexes in the ventromedial pre-
frontal cortex [17], while the other found reduced GMV in the
thalamus and cerebellum in smokers of both sexes [18]. Both
found an additional GMV reduction in female smokers in the
ventrolateral prefrontal cortex. Fritz (2014) found GMV loss
in the olfactory gyrus in male smokers, and did not find any
area of increased GMV, which is a unique finding [17]. Franklin
(2014), on the other hand, found increased GMV in the bilat-
eral hippocampus and the left putamen in male smokers [18].
These structures, as Franklin noted, are associated with emo-
tional and drug memories.

Hanlon (2014) reported decreased GMV in younger smok-
ers compared with a matched control group of non-smok-
ers. Compared with a matched control group of non-smok-
ers, long-term smaokers had changes in the amygdala (t=6.03,
cluster size=601, P=0.002) and left thalamus (t=5.75, cluster
size=234, P<0.000). Decreased GMV in the amygdala was not
reported by other investigators. Decreased GMV was found in
long-term smokers in the insula, parahippocampus, and thala-
mus. Interestingly, when they compared long-term smokers with
their non-smoking matched control group, they found decreased
GMV in the same areas: the insula and parahippocampus. In
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this group comparison, they also found that smokers had de-
creased GMV in the left occipital cortex [24]. These results sug-
gest either that nicotine rapidly affects brain regions or that
there may be pre-existing abnormalities that lead to nicotine
dependence in younger individuals.

Lastly, we explored a possible correlation between GMV and
age of onset of smoking, cigarettes per day, the length of time
smoking, and the pack-years smoked. All 4 studies reported
further correlations between GMV and pack-years. Hanlon
(2014) reported a negative correlation in long-term smokers
between number of pack-years and GMV in the medial prefron-
tal cortex [24]. Brody (2004) reported similar correlations be-
tween GMV in the prefrontal cortex and pack-years [19]. Fritz
(2014) found that small clusters of reduced GMV in the mid-
dle occipital gyrus and anterior and middle cingulate cortex
were correlated with number of pack-years (r=0.192, t=3, 45,
p<.001) [17]. Lastly, Franklin (2014) reported a positive corre-
lation between GMV in the left putamen and number of pack-
years in males (r=.38, p=.018) [18].

Overall, these studies reported similar results and all found
lower GMV in certain brain areas in smokers compared to
non-smokers. Some studies found sex differences [17,18] and
1 study found differences across age groups [24]. Two stud-
ies [18,24] also found brain areas where the GMV was actually
higher in smokers than in non-smokers. Lastly, 2 studies [17,24]
reported a negative correlation between pack-years and GMV.
Only 1 study [18] found a positive correlation between num-
ber of pack-years and GMV.

Discussion

These studies found that smokers have lower GMV in mul-
tiple cortical and sub-cortical regions compared with non-
smokers. Multiple atrophies in the prefrontal cortex region
were also found [18,19,24]. This shows a certain neuroana-
tomical pattern in smokers. In this regard, nicotine and cue-
induced prefrontal activation might partially explain the atro-
phies observed via repeated stimulation during smoking, and
this is thought to be associated with lower GMV [21]. A de-
crease in GMV in the DLPFC may be associated with cognitive
deficits in smokers [17,19]. In the abstinent state, smokers are
not able to compensate higher task loads [25). The prefron-
tal cortex also has a role in emotional processing (e.g., regu-
lation) [26]. Personality-wise, smokers with lower GMV in the
PFC are more likely to be impulsive and neurotic than their
non-smoking counterparts [12]. The MPFC and VPFC are asso-
ciated with reward and development, as well as maintenance
of addiction [27]. The insula also plays a role in dysfunction
of emotional regulation, as well as a general role in nicotine
addiction and craving. mOFC is correlated with inhibition of
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behavior; this effect is enhanced in females, explaining why
they find it harder to stop smoking [18].

Importantly, 2 studies found lower GMV in the thalamus [18,24],
which has the highest density of nicotine receptors of any
brain region and is the prime target in long-term smoking [22].
Cigarette smoking also correlates with increased nicotine
binding in the thalamus. However, controversy exists in that
Fritz (2014) and Brody (2004) did not report any areas of de-
creased GMV in the thalamus, suggesting a role of function-
al abnormalities in signalling [17,19). The thalamus is asso-
ciated with memory, attention, and planning, explaining why
smokers tend to have worse results on cognitive tasks, includ-
ing memory [17,19].

The putamen is implicated in smoking-associated anatomi-
cal changes [18,24]. This structure is associated with habit-
ual compulsive drug seeking and use. The severity of com-
pulsivity was also positively correlated with increased GMV
in the putamen. In 1 study, this increase was only found in
males [18]. There were also differences found in the hippocam-
pus and amygdala; these areas also are linked with emotional
and drug memories [23]. However, Hanlon (2014) found dif-
ferences in the amygdala only when comparing young smok-
ers with non-smokers. Interestingly, this difference was lost
in long-term smokers [24].

Despite these inconsistencies, it is clear that smoking often
causes problems with emotional regulation and cognitive
functions. Although all 4 studies used the same technique,
certain differences may have arisen because the technique
was not used at the same place and time. Also, all 4 studies
were cross-sectional, so we cannot know if there were any

Appendix

Appendix 1. Detailed component rankig.

[17] Fritz et al.

Did the study address a clearly focused
question/issue?

Component rating

Was the study design appropriate for
answering the research question?

Yes

REVIEW ARTICLES

pre-existing structural differences in the brains of subjects.
In younger smokers, nicotine either affects neural tissue vol-
ume very quickly or there are pre-existing abnormalities that
predispose some individuals to smoking [24]. Further longi-
tudinal research is needed to answer this question. Lastly,
smoking is highly prevalent in people with psychiatric disor-
ders, and smoking can be a strong confounder in brain stud-
ies of these patients.

Conclusions

Overall, smoking causes differences in GMV in various brain
areas, and these differences help explain the cognitive im-
pairment and emotional dysregulation in smokers compared
with non-smokers. There are considerable differences, not only
between males and females, but also between younger and
older smokers, and any therapeutic treatment must take this
into account. To summarize, smoking decreases GMV in most
brain areas, and this decrease is believed to be responsible
for the cognitive impairment and difficulties with emotional
regulation in smokers. Future studies should separate physi-
cal changes of the brain from those associated with cognition,
which would be useful in determining a therapeutic strategy
for treating the associated pathologies of tobacco smoking.
Importantly, it cannot be ignored that tobacco smoking may
be a self-medicating phenomenon, which seeks to relieve a
pre-existing pathology; therefore, an individualized approach
to treatment is advised.
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Was the sample of participants
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Background: Adult attention-deficit/hyperactivity disorder (ADHD) has been added as a
diagnosis to the Diagnostic and Statistical Manual of Mental Disorders version 5 (DSM35) in
2013, thus making ADHD, which has been classically known as a childhood disorder, a life-
long disorder. Those suffering from the condition show very specific behavioral traits, which
manifest as lifestyle habits; they also show comorbidities that can be the symptoms and/or
consequences of certain lifestyles.

Materials and methods: The targeted population was adults aged 18-65 years. The total
sample was 1,012 (507 males and 505 females). The Adult ADHD Self-Report Scale (ASRS V.
1.1) was administered to evaluate the current symptoms of ADHD and a questionnaire regarding
lifestyles that are pertinent to ADHD, exercise, drug use, and diet.

Results: An ASRS score of 4-6 points was found in 11.4% of the male population and 9.7%
of the female population (5-6 points indicate very high-intensity symptoms). A score of 6,
the highest intensity of symptomatology, was found in 1.18% of males and 0.99% of females.
Gender differences in scores were not statistically significant. In terms of self-reported lifestyles,
we calculated an ordered logistic regression and the odds ratios of those with ASRS scores >4.
Those with higher ASRS scores had higher rates of self-reported unhealthy lifestyles and poor
diets with high consumption of sweets. We also ascertained a paradoxical finding that is not in
line with the current literature on the disorder — lower rates of cigarette smoking among people
with higher ADHD symptomatology.

Conclusion: Several specific lifestyles were found to be associated with higher ADHD symp-
toms such as poor diet and cannabis use. Other factors classically associated with the disorder
such as cocaine addiction and nicotinism were either insignificant or surprisingly less prominent
among the Czech sample. However, ADHD-prone respondents reported to be more physically
active, which fits the clinical picture of hyperactivity but contrasts with literature that reports
sedentary ADHD lifestyle.

Keywords: ADHD, lifestyle, diet, adulthood, ASRS, obesity

Introduction

Attention-deficit/hyperactivity disorder (ADHD) is a lifelong neurodevelopmental
disorder that is marked by various symptoms and behavioral manifestations. The core
symptoms include impulsivity, inattention, and hyperactivity. Categorically speaking,
it is these symptoms that are listed in diagnostic criterions such as the Diagnostic
and Statistical Manual of Mental Disorders version 5 (DSMS5). The disorder is most
frequently seen among children with ~50% of those affected carrying ADHD symp-
tomatology into adulthood.! It should also be noted that ADHD may be viewed as a
continuum of symptoms and not only as a categorical construct. Twin studies have
shown the importance of using the idea of the disorder as a dimensional construct that
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includes genetic influences and environment as risk factors,
thus making the picture of the disorder very complex and not
black and white.* Furthermore, ADHD has been linked to a
wide range of structural and functional brain abnormalities
that are presently documented by neuroimaging studies in
both children and adults.**

There is a probable gender discrepancy in the disor-
der with more males diagnosed than females, this can be
explained by a possible gender bias and/or error in diagnostic
criteria.” There is also a strong genetic link associated with the
disorder.’ In the case of adult ADHD, it has been associated
with perilous lifestyles such as drug abuse, smoking, poor
dietary habits, in particular compulsive eating, as well as a
general preference for sedentary living.”*

Most of these lifestyles are likely associated with hedo-
nism and impulsive behavior.’ The majority of these lifestyles
can result in serious health issues (obesity, hypertension,
heart disease, and risky behaviors, such as reckless driving
and suicidal ideation).”'° ADHD is often connected with sleep
problems, and it is not clear whether it is a real comorbidity
or a result of specific sleeping habits. This is especially noted
in children.!"1?

Poor diet is a significant lifestyle issue associated with
ADHD,; it is common both in children and in adults with
some light differences seen between the genders, with binge
eating being more common among men and eating disorders,
such as bulimia nervosa, more seen among women. These
comorbidities can mask ADHD and can lead to misdiagnosis
especially in girls; furthermore, women with the disorder
tend to express less externalizing behaviors, and the disorder
is often unnoticed and not diagnosed leading to an apparent
gender disparity.'>"

Children with the disorder are often stigmatized within
the school setting. This is especially common among males
and in schools which provide less recreational time and
physical exercise for the students."

Good parenting styles seem to be a protective factor
for certain ADHD-related lifestyles and behaviors, this is
consistent with previous research on the benefits of authori-
tative parenting in managing children and adolescents with
the disorder. The protective effects extend to lower rates
of externalizing disorders and notable improvement in the
quality oflife for the individuals.'® Recently the benefits and
protective effects of parenting have also been noted in adults
with ADHD. An American study exploring this factor fol-
lowed a sample of 92 undergraduate students; it was found
that the students with ADHD were at a higher risk of sexu-
ally transmitted diseases/infections compared with healthy
controls, and that previous closeness with their mothers in

childhood had a protective effect, compared with those with
ADHD, but with neglectful mothers."”

Nicotinism and substance abuse are very also associated
with ADHD —one explanationmay bea genetic predisposition. '®
ADHD and substance abuse tend to share genetic liabilities;
one of the risk factors is an abnormality in the DRD-4 gene
that is partially responsible for dopamine regulation. The
genetic factor should be looked at from an epigenetic per-
spective; it is a risk factor that is raised substantially with a
poor environment, such as with low socioeconomic status
and neglectful parenting and family conflicts.'” From an
epidemiological perspective, adults with ADHD tend to
have higher rates of nicotinism and cannabis use as well as
a tendency to abuse other illegal drugs, to a higher extent
than non-diagnosed individuals and individuals without
ADHD symptoms. Those with ADHD also report that they
begin to experiment with drugs at a much earlier age than
other drug users. Paradoxically, compared with other types
of drug addictions such as cocaine addiction and nicotinism,
ADHD was found to be negatively correlated with problem
drinking and/or alcoholism. Furthermore, other common
comorbidities associated with adult ADHD are antisocial
personality disorder, substance abuse and binge eating,
especially among males.”

The recent research on ADHD and cerebellar dysfunc-
tion and abnormalities helps to shed light on ADHD and
the associated neural mechanisms of substance abuse. For
example, cigarette smoking is generally associated with
cognitive and structural dysfunction in the general population
but was found to have positive effects on ADHD symptoms.
The positive effects of smoking on ADHD symptoms can be
directly attributed to nicotine, which was found to increase
attentiveness and alertness in those with the disorder; this
could be one of the reasons for higher rates of nicotinism
among those affected with the disorder and could be a pos-
sible form of self-medication.?'

As was previously mentioned, those with the disorder
tend to experiment with drugs at a very early age. In a
study conducted in patients inside a major addiction clinic
in Brazil, over 60% of those with cocaine addiction had
ADHD; they were also likely to have initiated their drug
use at a much earlier age than the other individuals not
diagnosed with ADHD.? Interestingly, some medications
for ADHD tend to have a protective factor against later
addiction and drug abuse. For example, those prescribed
D-amphetamine were much less likely to use either cannabis
and/or cocaine.?® The same was noted in long-term animal
studies, especially in rodents where mixed amphetamine
salts had a protective effect and resulted in later abstinence
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from cocaine use in the laboratory setting. However,
methylphenidate when administered in adolescence was
suspected to be a risk factor for later cocaine abuse and
addiction.?®

In a similar way to substance abuse and chemical depen-
dencies, those affected with ADHD are often more prone
to electronic addictions such as pathological internet use,
which includes impulsive gaming and addictive behaviors
associated with social media.?” An especially dangerous cor-
relation found in those with high ADHD symptomatology
was an urge to use the social network sites while driving.
It was noted that those with ADHD symptoms had higher
stress levels and felt a much more impulsive need to use
the sites/applications even while behind the wheel of a car,
thus raising the risk of automobile accidents, endangering
themselves and others. Males showed higher impulsivity and
addictive behaviors with social media sites, often logging in
and checking “updates” as a way to relieve the discomfort
of not being connected.'

To our knowledge, there is currently no study focusing
on lifestyles and general ADHD symptoms in the Czech
population. We believe that the lifestyles associated with
adult ADHD are one of the core elements of the disorder
and can give insight into treatment and management of
the disorder.

Materials and methods

Study population

A sample of adults aged 1860 years from the Czech Republic
was recruited by a professional polling and statistics
agency (STEM/MARK, a.s.). The subjects were randomly
chosen from a Czech National Panel and the questioning
was done through computer-assisted web interviewing
method. Participants aged 18—49 years (N=756) were
recruited online and participants aged =50 years (N=256)
via direct phone interview. This distinction was made due
to easier accessibility of participants in each age category.
Because of the use of this method, the dropout rate remains
unknown. The sample consisted of 1,012 participants, of
whom 507 were males and 505 were females. There were
no statistical differences between the two types of data
collections.

All data were analyzed through frequency tables and a
logistic regression model which was build for ADHD Self-
Report Scale (ASRS V. 1.1) score and lifestyle questionnaire
using the Stata V. 14 program. The study was approved
by the Ethical Committee of the First Medical Faculty of
Charles University in Prague. All participants signed written
informed consent forms prior to taking part in the study.

Standardized tests and a lifestyle
questionnaire

The participants of this study were administered using ASRS
V. 1.1 to assess ADHD symptomatology with scores from 0
to 6, with 0 being no ADHD symptoms and 6 being extremely
severe symptoms. The range of 5-6 points is considered
indicative of high symptomatology of adult ADHD, that is,
the individual is diagnosable as having ADHD. The result of
4 points suggests that the clinician must further investigate
whether the patient is suffering from the disorder. Scores of
0-3 indicate none or weak symptoms (0) to a low number
of symptoms and low probabilities of ADHD. The ASRS V.
1.1 questionnaire is standardized and considered a very reli-
able method of assessing ADHD symptomatology within the
adult population.?® Following the demographic information
and ASRS, the participants filled out self-report questions
regarding their lifestyles in this order: healthy lifestyles such
as their diet and exercise routines, cigarette and tobacco
usage, use of illegal substances, physical activity and sports,
hours watching TV per day, how many meals they consume
per day, sweets and sugar consumption, daytime tiredness and
sleepiness, and sleeping habits. The questions were both open
and closed, for example, “Do you smoke cigarettes?” Yes or
No, and “How many do you smoke?” Some were put into
ranges such as, “How many hours of television do you watch
per day?” with ranges including 0-1 hours up to 12 hours or
more. Furthermore, certain questions regarding drug use were
rated 0—4 with 0 being a protective factor (eg, Do you use
cocaine? No =0). For the regression model, we included only
certain lifestyle behaviours and observed their association
with higher ADHD symptomatology. The questionnaire was
built on previous research from the authors.

Results
ADHD and gender

The ASRS results for men and women are presented in
Table 1. We found no statistically significant gender differ-
ences in ASRS scores. In total, 449 males and 456 females
(77.52% of males and 78.42% of females) scored below the
threshold of high ADHD symptomatology with 0-3 ASRS
score. In the mild symptom category of ASRS 4, there were
37 males and 36 females (7.3% and 7.13% of the sample,
respectively). The high symptomatology of 5 or 6 ASRS
score was observed in 21 males (4.14% of the male sample)
and 13 females (2.57% of the female sample).

ADHD and lifestyles

Table 2 provides information on the results of ordered
logistic regression of ASRS scores and significant variables
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Table | ASRS score and gender

ASRS Males Females

score N % N %

0 187 36.88 182 36.04
I 121 2387 133 26.34
2 85 16.77 8l 16.04
3 56 11.05 60 11.88
4 37 7.30 36 7.13
5 15 2.96 8 1.58
6 6 .18 5 0.99
Total 507 100 505 100
Note: Pearson ¥ (6) =3.1001, probability =0.796.

Abbreviation: ASRS, Adult A Deficit/Hyperactivity Disorder Self-Report
Scale.

inquiring about various lifestyles of the respondents. While
some results confirmed our expectations, others conveyed
unexpected results.

The results generally confirm that high ADHD symptoms
such as impulsivity and inattentiveness as measured by the
ASRS V. 1.1 are associated with specific lifestyles. We also
found some surprising behavioral tendencies. As expected,
those respondents with higher ADHD tendencies/symptoms
were significantly more prone to an overall unhealthy lifestyle —
assessed by a general question regarding regular diet, healthy
drinking regime, and regular sleep (OR =1.21). Also, as we
expected, respondents with increased ADHD symptoms
admitted a 41% higher tendency to higher use of marijuana

(OR =0.59) and an increased tendency to abuse other sub-
stances (OR =0.34); but very surprisingly, high ADHD symp-
toms score was negatively related to smoking (OR =1.41).
With respect to meals, participants with higher ADHD
symptoms reported more frequent eating of main meals
(OR =0.84) but, in concordance with expectations, less
frequent consumption of portions of fruits and vegetables
(OR =1.29) and more frequent snacking on sweets (OR =1.37).
Our sample confirms that ADHD symptoms correlate with
sleep issues, both with sleep disorders (OR =0.73) and sleepi-
ness during the day (OR =0.46). During their free time, respon-
dents with high ADHD symptomatology appear to spend
only slightly less time watching TV than their counterparts
with lower ASRS scores (OR =0.95) but they report higher
engagement in physical activity and sports (OR =1.35).
Surprisingly, other drugs of abuse such as cocaine and
heroin were not found to have significance among either
the non-diagnosable low ASRS scorers or the ADHD high

symptoms group.

Discussion

This study is the first in the Czech Republic reviewing
adult symptoms of ADHD in terms of their intensity and
the associated lifestyles, regardless of diagnosis. With an
average of 3.36% of the individuals sample displaying
increased ADHD symptomatology, the lifestyles are of the

Table 2 Ordered logistic regression of ASRS scores and lifestyle variables

Ordered logistic regression

Number of obs =1,012

Question Odds SE z P>z 95% ClI

ratio
Do you adhere to principles of a healthy lifestyle? (regular diet, healthy 1.21 0.11 pivy) 0.027 1.02 1.42
drinking regime, regular sleep) (Yes |, Sometimes 2, Rarely 3, No 4,
| don’t know what they are 5)
Do you smoke cigarettes? (Yes |, No 2) 1.47 0.19 291 0.004 1.13 1.92
Use of illegal substances — marijuana (Yes, | use them regularly |, 0.59 0.06 —4.91 0.000 0.48 073
| used them regularly in the past 2, | tried them 3, No 4)
Use of illegal substances — volatile substances (Yes, | use them 0.34 0.14 -2.59 0.010 0.15 0.77
regularly |, | used them regularly in the past 2, | tried them 3, No 4)
Are you regularly involved in physical activity/sport? (No |, Yes 2) 1.35 0.17 239 0.020 1.05 1.74
During a typical day, how much time do you spend watching TV: hours 0.95 0.02 -2.02 0.044 0.89 0.99
How many main meals do you consume a day? (four main meals daily, 0.84 0.07 =191 0.057 071 1.00
two to three main meals daily, one or two main meals daily)
How many portions of fruits/vegetables do you eat? (more than four 1.29 0.15 227 0.023 1.03 1.60
portions a day, two to three portions a day, one or none)
How often do you eat sweets? (three times a week or less, four to 1.37 0.11 4.11 0.000 1.17 1.59
five times a week, every day)
Are you extremely sleepy or tired during the day? (Yes |, No 2) 0.46 0.06 -5.90 0.000 0.36 0.59
Do you have trouble with sleep at night? (Yes |, No 2) 073 0.09 -246 0014 059 097

Abbreviations: ASRS, Adult Attention-Deficit/Hyperactivity Disorder Self-Report Scale; LR, likelihood ratio; obs, observations; SE, standard error.
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utmost importance for the study and for learning more about
what could constitute key aspects of the disorder. Many of
the lifestyles that we explored are consistent with previous
research regarding the negative health outcomes of ADHD,
such as poor diets, obesity, and poorer overall health.’

In terms of standardized tests we opted for the ASRS
V. 1.1 which is one of the most reliable tests for assessing
ADHD symptoms and is used in the clinical realm to assist
clinicians in diagnosing individuals.? Nonetheless, it is very
important to note that a high symptoms score, such as 5-6, is
not enough to draw a definite ADHD diagnosis and is only
indicative of strong symptomatology, according to this instru-
ment. Therefore, further exploration into association between
ADHD diagnosis and lifestly would be advised.

In the self report questions about lifestyle, we found that
most subjects with high ADHD symptomatology (ASRS
scores of 5—6) rated their lifestyles as unhealthy (OR =1.24).
This showed a high level of awareness and a finding that
could be quite beneficial for those seeking psychotherapy,
and for clinicians to focus on.

The literature on dietary habits and certain deficits seen
in children diagnosed with ADHD is quite abundant, often
reporting that those with the disorder tend to have iron defi-
ciency, omega 3 and 6 imbalances, consume high amounts
of fast food and sweets, resulting in an overall imbalanced
diet,” as well as obesity and hypertension.” This can be the
result of a possible form of self-medicating with unhealthy
food, binge eating, and addiction to problematic food (ie,
sugary food). This would especially be the case when the
poor diet is combined with a sedentary lifestyle. Surprisingly,
ADHD-prone respondents from our sample reported more
physical activity and less TV watching and computer gaming
than we expected. We did not ask about other games such as
console systems or games on their cell phones, which may be
a limitation for looking into the electronic gaming factor.

Insomnia and daytime fatigue were both statistically
relevant results found in the high symptom group. This was
consistent with both research in the field and our hypothesis.
For instance, a previous study observing adults diagnosed
with ADHD found that within the group, 62% suffered
from fatigue or daytime sleepiness, often in connection with
insomnia.*” We did not take into account the information
on the individuals taking ADHD drugs or other psychiatric
drugs in relation to sleep. This may be seen as a confound
when looking at insomnia, especially since most drugs used
for ADHD are stimulants. In a previous study on ADHD
and insomnia, it was found that ~67% of the ADHD group
suffered from insomnia compared with 20% of the healthy

control group. Paradoxically, those taking stimulant prescrip-
tion drugs for ADHD had lower rates of insomnia than the
unmedicated individuals with the disorder.*'

Sports and/or physical exercise have been consistently
found to improve the outcome of the disorder in both chil-
dren and adults.”* Paradoxically in our study, those who
reported regular physical activity also had higher odds of
ADHD symptomatology, which is something that needs
to be further investigated. The study was cross-sectional a
design and thus we might conclude that people with higher
ADHD symptoms may excercise more. An extensive lit-
erature review found that cardiovascular exercise such as
running or team sports have the most benefit for ADHD
patients but non-cardio exercise such as weight lifting also
had a protective effect.*®

One of the most surprising results of our study was the
lower rates of nicotine use and cigarette smoking among
those with higher ASRS scores. This was unexpected due to
the fact that most of the literature on ADHD and nicotinism
focuses on those already diagnosed with the disorder and their
smoking rates. Some indications show nicotine as reducing
ADHD symptoms such as inattentiveness and helping those
with the disorder in concentrating.?? This is a finding that
could possibly explain the fact that lower rates of smoking
are seen in our study in terms of higher symptoms. Nicotine
could be helpful in reducing the symptoms and can be used
as a form of self-medication, thus those with more intense
symptoms may be self-medicating less with nicotine.?**
A study examining nicotine and its implications in lowering
symptoms of ADHD found that it lowered ADHD symptoms
by up to 9% in both nicotine-naive individuals and regular
smokers.* This association needs further investigation as
it could play an important role in the neurological factors
associated with ADHD.

In terms of drug use, cannabis and experimentation with
solvents were found among the ADHD population at an
increased level. The higher rates of cannabis use/abuse was
consistent with our hypothesis and predictions as well as with
a vast amount of literature on the subject. One very surprising
finding was the lower use of cocaine among those in our
sample. This is surprising as generally cocaine addiction
along with nicotinism are the most common dependencies
seen in those with ADHD.*'*2 The low use of cocaine in our
sample may be due to lower availability of the drug or high
price in the Czech Republic and/or other factors.

Overall, we believe that the negative lifestyle habits
associated with high-intensity symptoms should be well
noted by clinicians in order to help those suffering from
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the disorder. These lifestyles could possibly constitute one
of the core manifestations of the disorder in its adult form,

and we hope our research will inspire more investigation
into this topic.

Conclusion

In our study, several lifestyle habits that were noted in
previous ADHD literature were found to be associated with
higher intensity of ADHD symptoms, such as cannabis use
and poor diet (including higher consumption of sweets).
Other factors usually associated with the disorder such as
cocaine addiction were less prominent among the Czech
sample. Nicotine use and smoking were less associated
with high-intensity ADHD symptoms possibly due to self-
medication phenomena and lowering of symptoms. In other
words, as we looked only at symptoms and not diagnosis, it
could mean that nicotine is improving symptomatology in
these individuals. However, we did not observe the same
effect in physical activity: we observed increased levels
of exercise in those with high ASRS scores. We believe
that studying the lifestyles associated with adult ADHD
is very important to help those suffering from it, as they
could represent core aspects of the clinical presentation
of the disorder. From the finding that those in our sample
showed high awareness of their poor lifestyle habits and
choices, we believe that this gives clinicians a further tool
for inquiry and investigation of whether ADHD is present.
We recommend that clinicians take a holistic approach and
not neglect lifestyles along with social and environmental
influences when dealing with adults who may be suffering
from the adult form of ADHD.
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Abstract
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We summarize scientific articles about burnout syndrome among medical professionals. While critically reviewing these
articles, we describe the effect of burnout, the target groups which are in most danger and most affected by burnout

syndrome and the predictors, which are strongly linked to prevalence of burnout syndrome both in a positive and negative
way with special focus on demographic predictors and work-related status. The main aim is to identify still missing or

discrepant parts of burnout syndrome research.

Keywords Burnout syndrome - Medical professionals - Mental health - Depression - Work-stress

Introduction

Burnout syndrome is a focus of researchers worldwide for
quite a long time. One of the first basic and holistic definitions
ofit is by Maslach and Schaufeli:

“What started out as important meaningful and challenging
work becomes unpleasant, unfulfilling and meaningless.
Energy tumns into exhaustion, involvement turns into cynicism
and efficacy tums into ineffectiveness™ (Maslach et al. 2001).

There was a notable increase in publications about burnout
syndrome in recent years, and nowadays, it is a widely
discussed topic not only among health professionals but also
in popular literature and among lay population. The danger of
it is that we can come across it in almost any type of work-
place. This brings along advantages as well as pitfalls. For the
educated public (and professionals), this increased knowledge
and availability of findings might result in a better approach
towards prevention; however, one of the pitfalls is that the
term has now been overused and tends to lose its meaning,
as it is with depression, stress and others. Similarly to the
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phrase “I’m so depressed”, the phrase “I’'m so bumned out”
is nowadays heard more than often. What does it really mean
to be burned out? And how does the scientific community
approach this issue?

Despite the fact that diagnosis of burnout does not exist in
the Diagnostic and Statistical Manual 5 (DSM-5, American
Psychiatric Association 2013) and thus it is not considered a
mental illness, it can still be found in the International
Classification of Diseases 10 (ICD-10) under the following
coding: as a “State of vital exhaustion” (Z73.0) in the residual
category of “Problems related to life-management difficulty”
(Z73), but it is still not considered a *“disorder” (World Health
Organization 2008).

The traditional definition coined by Freundeberger and
Richelson (1980) describes burnout as a specific psychologi-
cal condition where people tend to depersonalize others and
feel lack of personal accomplishment as well as overload of
emotional exhaustion. But it would be bad to think that it is
only on the psychological level of a human being—the effect
of burnout influences, of course in a negative way, all four
main parts of a human being, not only the psychological one
but the physiological, social and religious ones too.

Maslach then complemented this definition by noting the
three most important dimensions of burnout which were emo-
tional exhaustion, depersonalization and emotional accom-
plishment (Maslach et al. 2001). Originally, burnout was per-
ceived to be only among helping professions, and this review
will try to assess the levels of burnout among them as well as
predictors and associations of burnout within medical profes-
sions. The main aim is to identify still missing or discrepant
parts of burnout syndrome research.
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Effects of Burnout

Bumout has been found to affect quality of care provided by
doctors. For example, it causes increase in number of poor
decisions; these subsequently result in more medical errors.
Burnout also leads to increase in absences, decreased job per-
formance, low commitment and low job satisfaction (Wu et al.
2013). That is something that seems obvious and it is one of
the points we can find conformity.

Affected doctors tend to display hostile attitude and low
levels of empathy (Blanchard et al. 2010) towards patients,
and they are unable to meet patients” demands (Wu et al.
2013). These were reported to have detrimental effect on
patient-doctor relationship (Blanchard et al. 2010) that results
even in lawsuits (Blanchard et al. 2010).

In the workplace, it causes difficult relationships with co-
workers (Kumar 2016). Moreover, doctors’ perception of life
is also associated with burnout and it may even lead to doctors
quitting their job; in France, burnout results in reduced num-
ber of practicing doctors (Galam et al. 2013).

Apart from these difficulties, burnout has also been found
to cause depressive symptoms (Wu et al. 2013), anxiety, sleep
disturbances, fatigue, alcohol and drug misuse, marital dys-
function, early retirement (Kumar 2016) and even increased
number of suicide attempts,

Who Is Affected?

In the last three decades, burnout syndrome increased to wor-
risome levels, ranging between 10 and 40% (depending on the
definition and method of measurement used) (Marcelino et al.
2012). A European study of burnout among doctors found that
43% of doctors report emotional exhaustion, 35% deperson-
alization and 32% reduced personal accomplishment. The
same study states that at least 65% have a high score in one
dimension and 12% reached high scores in all three dimen-
sions. In France, 60% feel threatened by burnout (Galam et al.
2013); in Saudi Arabia, this number was as high as 88%
(Agha et al. 2015). A study by Meerten and colleagues re-
ported that 61% of doctors scored above the threshold for
psychological distress, and out of these, 59% reported high
scores for burnout (Meerten et al. 2014). Due to burnout,
up to 51% of doctors considered careers outside of clinical
practice. Seventy-eight percent reported feeling rushed
when seeing patients, and 87% believed that the business
and regulations changed medicine for the worse (Geneia
2015) These numbers are even more alarming considering
that the ratio of doctors to general population is ranging
from 1:280 to 1:640 (Wu et al. 2013).

Certain studies compared among different specializations.
In DC, 24% of chiropractors showed high emotional exhaus-
tion (Williams et al. 2013). A 2-year longitudinal study of
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paediatricians found increased emotional exhaustion (EE)
from 15.8 to 24.5, depersonalization (DP) from 4.5 to 9.2
and decreased personal accomplishment (PA) from 40.2 to
38.3. And the overall levels of burnout increased from 17 to
46% Pantaleoni et al. (2014).

In oncology, 44% reached severe scores on either DP or EE
and 18% severe scores on both of these measures (Blanchard
et al. 2010). After implementation of new rules that included
more administrative work and less autonomy, burnout levels
in GPs have increased from 33 to 42% and from 19 to 34% in
paediatricians (Arigoni et al. 2010). Not surprisingly, military
physicians report higher levels of burnout than levels of burn-
out reported internationally (Chaudhry et al. 2015). The
highest levels in GPs were found by Halliday et al. (2016) that
showed a 41.6 burnout score compared to the lowest 35.7 in
junior specialist trainees. Lee et al. (2015) reported burnout
rates from around 30% for general paediatrics up to 65% in
emergency medicine, with a median score of 50% for family
medicine. And even psychiatrists are not unaffected by burn-
out (Kumar 2011). It has been found that working in a person-
alized health care unit helps (Marcelino et al. 2012). Further
studies showed that residents in training in a mental health
clinic had the highest emotional exhaustion and those in reha-
bilitation centres were least engaged. General surgery was the
specialty with the lowest burnout, followed by obstetrics, gy-
naecology and any supportive specialty. On the other hand,
surgery residents were found most highly engaged, vigorous
and dedicated than others (Sochos et al. 2012). Medical
trainees had significantly higher burnout than psychiatric
trainees did (Bowers and Sochos 2011).

Some studies found no association with specialization, but
some found the highest burnout among those who work with
chronically ill, incurable or dying patients.

Predictors

Demographic predictors as well as work-related predictors
were identified. Firstly, let us have a look at the demographic
factors. Among the protective factors were older age,
(Ogundipe et al. 2014), positive marital status and higher
education (Freudenberger and Richelson 1980; Geneia
2015). Some studies report higher burnout in females
(Geneia 2015; Ogundipe et al. 2014). In a study by Prins et
al. (2010), women reported more emotional exhaustion and
less depersonalization than men; however, more men than
women were found to be highly engaged and men
specifically reported more vigour. Sochos et al. (2012) as well
as Dahlin (2012) found that male doctors had more deperson-
alization neuroticism and negative affectivity. On the other
hand, some studies found no gender differences (Putnik and
Houkes 2011), and although for example Walsh (2013) found
that women suffer more from burnout, she also pointed out
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that women rely on different forms of social support than men
and this tends to alleviate burnout and reduce the likelihood of
leaving their job. Personality-wise, higher burnout vulnerabil-
ity was found to be associated with compulsiveness, self-
esteem and perfectionism (Panagopoulou et al. 2006)

Work-related factors include not enough harmony between
individual and the work or working environment (Gydrffy et
al. 2014). Often, perceived, rather than actual, workload plays
a more important role in burnout prediction (Panagopoulou et
al. 2006). Significantly higher odds ratio for higher burnout
levels was found for those that work 10 years or less (OR 2.8),
worked more than 40 h per week (OR 2.1) and had psycho-
logical morbidity (OR 5.3); more than 20 years of practice
lowered the depersonalization levels.

In trainees, it has been observed that there is a problem with
sudden acquisition of responsibility in patient care, competi-
tiveness, fear of showing vulnerability and even difficulty
with being away from family (Galam et al. 2013).
Furthermore, in younger doctors, it was also the problem that
they were taking on roles which they were not trained for and
they were dealing with too much administration (Kumar
2016). This administration was often found to be not directly
work-related. Another factor is the feeling that they can do a
mistake that can not only be costly but seriously affect the life
of other individuals (Ptacek et al. 2014) or which may even
cost someone’s life. Such fear can be overwhelming (Paice
and Hamilton-Fairley 2013). Younger professionals also often
receive little or no respect from colleagues (Light 2015). Poor
job security correlates with low personal accomplishment, and
again, trainees with only some experience are at highest risk
(Wang et al. 2012). Lastly, younger doctors often face high
student loans resulting from the medical courses often being
the most expensive (Williams and Zipp 2014).

Many studies found that predictive factors of higher burn-
out, even for more experienced doctors, include work over-
load, time pressure, role conflicts, effort-reward imbalance,
high emotional and interpersonal demands, inadequate skills,
poor supervision, lack of time with family and friends and
poor work environment (Ogundipe et al. 2014). New technol-
ogies after reformation or even the reformation itself may be a
source of stress for older doctors as well as lack of continual
education (Selmanovic et al. 2011). Furthermore, number of
contact hours with patients (Marcelino et al. 2012) and the
relationship with the patient also seems to be a crucial
predictor of burnout (Sablik et al. 2013). Garcia-Rivera et
al. (2013) also noted the importance of leadership styles
within the workplace. These were also found to be associ-
ated with burnout. Not enough reward for work or lower
perception of one’s own general health status increased the
level of burnout and or desire to quit medicine or to change
specialty (Blanchard et al. 2010) .

Some studies identified predictors only for the three do-
mains of bumout. Predictors for emotional exhaustion were

high extrinsic effort, dissatisfaction with doctor-patient rela-
tionship, high overcommitment, working more than 40 h
per week, low reward, high psychological demands (Wu et
al. 2013), perceived job demands and emotional labour
(Panagopoulou et al. 2006). In a UK study, certain reci-
procity was found—high EE increased stress and stress
increased energy expenditure (EE); however, high levels
of personal accomplishment increased stress and deperson-
alization lowered stress, neither of which is caused by
stress (McManus et al. 2002).

Predictors for cynicism included high extrinsic effort, dis-
satisfaction with doctor-patient relationship, high overcom-
mitment, low decision authority, low supervisor support and
low skill discretion. In China, they looked at work-family
conflict and saw that work-interfering family conflict and
family-interfering work conflict are associated with emotional
exhaustion and cynicism (Wang et al. 2012).

Predictors for low perceived professional efficacy were
high psychological job demands, low co-worker support, high
extrinsic effort, low decision authority, low reward and dissat-
isfaction with doctor-patient relationship (Wu et al. 2013).

Depersonalization was predicted by number of worked
hours (Panagopoulou et al. 2006). Significant associations
were also found between burnout subscales and the effect of
time dedicated to administrative duties, type of practice set-
ting, varying perspectives and public’s opinion (Williams et
al. 2013). Further studies also found associations with source
of reimbursement, type of practice setting, nature of practi-
tioners therapeutic focus and self-perception of burnout
(Williams et al. 2013; Williams and Zipp 2014).

As Gyorfly and colleagues point out, there is an increasing
number of female physicians, and therefore, a closer attention
should be paid to gender-specific health difficulties. They ex-
amined the relationship between burnout and reproductive
health and saw that there is an association between deperson-
alization and high-risk pregnancies (OR 1.086); other health
difficulties included infertility therapy, higher time-to-
pregnancy and even miscarriage. This relationship was found
to be circular—not only did burnout increase the chance of
reproductive difficulties, but these increased the incidence of
burnout symptoms. Thus, we see that burnout affects physical
health as well (Gyo6rffy et al. 2014). Burnout is in circular
relationship also with occupational stress (Wu et al. 2013).
A study of French GPs pointed to association between burnout
and working in accident and emergency departments and job
satisfaction (Galam et al. 2013).

Job satisfaction is also believed to be strongly linked to
patient satisfaction quite surprisingly though this was not
found in Honk Kong where doctors were not satisfied and
reported high levels of burnout (over 31%) yet received high
satisfaction rate (80%). Similarly, Dahlin (2012) found that
high depersonalization in doctors had no association with pa-
tient dissatisfaction or a lack of interpersonal skills.
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As previously mentioned, heavy workload and presence of
emotional distress were predictors of burnout; however, doc-
tors reported call duty as not being stressful; in fact, it was
found to be protective of burnout as well as absence of con-
flicts with colleagues (Ogundipe et al. 2014). However, asso-
ciations were found between burnout and dealing with pa-
tients’ psychosocial problems, feelings of isolation, distur-
bance of home and family life by work and psychological
morbidity (Al-Dubai and Rampal 2010).

There was even found a variability in heart rate in the
“alarm stage” of burnout syndrome. This is especially worry-
ing as it might lead to cardiovascular problems and difficulties
(Kotov and Revina 2012). Similar results were however not
found in a study by Henning et al. (2014) where they observed
no differences in their heart rate variability score.
Furthermore, association between burnout and BMI as well
as HDL levels was found (He et al. 2014), and studies reported
also on grit: the ability to preserve during difficulties and
maintain a sustained effort over an extended period of time.
This was found to be negatively correlated with burnout
(Halliday et al. 2016).

Students

Medical students were also found to be at risk, with the prev-
alence varying from 18 to 82%. High demand accounted for
one third of academic burnout students experienced; career
calling was not a significant predictor but should not be omit-
ted (Creed et al. 2014). Student burnout was also reported in
the UK where the association was found especially with un-
healthy student lifestyle (Cecil et al. 2014).

Treatment and Prevention

Physician health is a core professional value and also increas-
ingly a political as well as economical issue. Rather than the
hospital losing doctors or quality care due to burnout, they
should focus their effort on prevention or management of
burnout (Albuquerque and Deshauer 2014). The good news
is that doctors are more willing to seek help than they were
10 years ago, and thus, core resources are needed in order to
meet this demand (Meerten et al. 2014). Nonetheless, still
many doctors do not access healthcare via conventional means
(Feeney et al. 2016) and they refuse to admit any problems,
especially to fellow colleagues (Hegenbarth 2011). Thus, as a
first step, it is recommended to remind doctors to “practise
what they preach”.

For younger doctors, the advice includes recognition of
junior doctors, assurance of job security (Siu et al. 2012),
participation in “wellness programmes” (Amoafo et al.
2015), assisting junior doctors with work demands and patient
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contacts (Gy6rffy et al. 2014; Rogers et al. 2014), helping
trainees to assume responsibility step by step, as well as their
improved training (Galam et al. 2013) support in their first
year when they transition into the workplace and ensuring that
they are a part of a well-functioning team, and avoidance of
work schedules that institutionalize sleep deprivation (Paice
and Hamilton-Fairley 2013).

Further suggestions are improved working conditions and
work situations, decrease of occupational stress, health educa-
tion, health promotion, occupational training programmes
(Wu et al. 2013), adequate support from the management,
periodic assessments, conflict resolution mechanisms
(Ogundipe et al. 2014), support groups, more intense
coaching, training on “breaking bad news”, stress manage-
ment skills (Blanchard et al. 2010), education about psycho-
logical wellbeing (Bowers and Sochos 2011), increase in the
number of doctors (Putnik and Houkes 2011), exercise and
yoga which were also found to be significantly associated with
lower levels of burnout (ul Hassan et al. 2012), encourage-
ment of adoption of self-protective measures and the attain-
ment postgraduate fellowship (Ifediora 2015) and general in-
crease of awareness (Nason et al. 2013). A stress reduction
programme should focus on relief on emotional exhaustion
(McManus et al. 2002). Quite interestingly, cynicism
(depersonalization) can be seen as protective (McManus et
al. 2002).

It also needs to be noted that it is the perceived support that
often brings greater comfort to the clinicians than the actual
measured support (Sochos et al. 2012). Although debriefing
sessions did not show any significant improvements, they are
still recommended as they were well welcomed by doctors
since they were a source of social and emotional support
(Gunasingam et al. 2015). Lastly, as GHQ-12 (General
Health Questionnaire) was found to be a predictor of certain
burnout dimensions, especially emotional exhaustion, the idea
of self-screening might be implemented (Kawada 2015).

Conclusion

According to cited studies, burnout syndrome affects many
sides of professional and private living of health professionals.
It seems that an increasing number of poor decisions, which
subsequently results in medical errors (Wu et al. 2013), are
pretty connected or caused by hostile attitude and low levels
of empathy (Blanchard et al. 2010). One is in a negative way
supportive of another. The whole perception of medical pro-
fessional life is affected by burnout syndrome, and if this
negative supporting circle is not cut off, it will get worse.
The connection between work and family life is undiscussed.

The appearance of burnout syndrome in many studies is
between 10 and 40%, but in some studies it is 65% and in one
it is almost 80%. Are these respondents in real danger and is
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their job really tough or is it due to the various questionnaires
and tools that are used? The methodological comparativeness
is crucial in order to get as much objective information as we
can about burnout syndrome among medical professionals.
And it is not only variability of tests methods but also problem
of definition of this topic. DSM-5 has no evidence about this,
and ICD-10 knows the term “Bum out syndrome”, but not as
a diagnosis itself. Despite this, there are still various approaches
to this issue. From our point of view, even in methodology, it
would be appreciated if the Beck Depression Inventory-I1
(BDI-II) and Shirom-Melamed Burnout Measure (SMBM)
are used as a main method for better comparativeness.

Very interesting is the connection between administrative
work and job security. We can say that increasing level of
administration in work increases the danger level of burnout
syndrome. And it is pretty simple that insecurity in jobs is
making the probability of burnout syndrome higher too. But
the problem is that sometimes the step we take for improving
job security also causes more administrative work. For exam-
ple, the informed consent. The informed consent is to improve
the relationship between patient and medical professional, but
it seems it is (in a lot of cases) just another administrative
activity. The same example we could see in Policie Ceské
republiky (Police of the Czech Republic), where one of the
most stressful issues in dealing with the use of deadly force in
the service is a controlling mechanism called internal investi-
gation, the procedure which was made as a safety mechanism
for police officers (Bre¢ka and Lejskova 2009).

On the other hand, we need to settle some improvement
issue for the relationship between patients and medical pro-
fessionals. The first is that it is one of the main points of
holistic medicine, but another is that it is exactly the contact,
the number of contacts and the difficulty of contacts with
patients which cause the increasing danger of burnout
syndrome.

In some studies (e.g., Dahlin 2012), we can find that the
high depersonalization of medical professionals has no asso-
ciation with patient dissatisfaction. On the first view, it could
seem like there is no problem, no negative effect on patient
satisfaction, so it is not so important. But the problem is that
this conclusion is probably based on another bad issue of
modern medicine and that is depersonalization of modern
medicine. So the depersonalized medical professional is still
a problem, but the depersonalization of the whole medical
process is a bigger problem. If a study said that there is no
connection between depersonalization of the medical profes-
sional and patient satisfaction with treatment, it is much more
about a bigger problem in treatment and not about whether it is
ok to have a depersonalized medical professional.

Very interesting is a gender aspect of burnout syndrome.
Obviously we can find that females are less threatened by
burnout syndrome than males. But in some studies, we can
find the opposite. It seems that there are a few possible

answers why. One is that burnout syndrome has different
symptoms and courses for males and females. Another could
be that women’s status has changed a lot in the past few de-
cades and is still changing, so it could be quite difficult to
measure this currently changing and really very individualistic
factor (on the other hand, we could find the quite-extreme
point of view by saying that there is totally no difference
between males and females, which seems to be quite problem-
atic, just because of reproductive difficulties). And last but not
least, the whole concept of gender is a very quickly changing
issue; it is not “just sex™ but a very complicated complex, and
we have to pay more attention to its variety and complexity.

Progress Is the situation around burnout syndrome among
medical professionals getting better or worse? We need more
longitudinal studies to be able to predict the situation in the
future and take steps that could improve our capability to
control the situation.
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SOUHRN

Ptacek R, Viukova M, Raboch J, Sme-
titkova I, Harsa P, Svandova L. Syn-
drom vyhoieni a Zivotni styl uciteli

deskych zdkladnich $kol

Cil: Vykon uditelskych povoldni je spojen
s velkou psychickou zatézi. Jejim disled-
kem muze byt profesni neefektivita, ina-
va, vyhofeni, ale téZ rozvoj symptomi
nékterych dufevnich poruch, k jejichz
rozvoji obvykle pfispivd problematicky
Zivotni styl. Cilem této studie bylo zjistit
miru vyhofen{ u ucitel zékladnich $kol
a identifikovat hlavni zdroje vyhofeni
a jejich souvislost s Zivotnim stylem.

Materidl a metoda: Utitelé zdklad-
nich kol byli osloveni dvéma zptisoby —
prostéednictvim vedeni $kol, kterym
byl rozeslin e-mail s informaci
o vyzkumu a vyzvou k tdasti v ném,
a prostfednictvim odbornych médii
a organizaci. Dotaznikové Setfeni bylo
zaméfeno na zjidténi dat o anamnéze,
vykonu profese uéitele a Zivotnim stylu.
Dile byla administrovdna baterie psy-
chologickych dotaznikii zaméfenych
na symptomy vyhofeni, deprese a me-
chanismt zvladdni stresu.

Vysledky: Vysledny soubor tvotilo
2394 uditelt. Zjistili jsme, Ze alarmuji-
cich 53,2 % ucitelti uvadi, ze jejich préace
je pro né zdrojem dlouhodobého stresu
vedoucimu k vyhofeni. Pouze 16 % udi-
teli uvadi absenci syndromii vyhofeni.
Vyhofeni uditelti je asociovino s Zivot-
nim stylem uditeld, ktefi jasné neoddé-
luji préci a jejichZ volny cas trpi vydsi
formou vyhofeni. Dostate¢ny odpoéi-
nek a zdravy spankovy rezim je dal§im
ze signifikantnich prediktord. Vyho-
feni také vyznamné koreluje s mirou

SUMMARY

Ptacek R, Viiukova M, Raboch J, Sme-
ta¢kova I, Harsa P, Svandova L. Bur-
nout syndrome and lifestyle of Czech
primary school teachers

Aim: Teaching profession is associated
with a great psychological burden. This
burden may result in professional ineffi-
ciency, fatigue, burnout, but also in the
development of symptoms of some mental
disorders. Development of these disorders
is usually nurtured by an unhealthy lifesty-
le. The aim of this study was to determine
the burnout rate of elementary school tea-
chers and to identify the main sources of
burnout with their relationship to lifestyle.

Material and method: Primary school
teachers were approached in two ways —
through the management of schools by
sending an e-mail with information on
research and a call to participate in it, and
through specialized media and organizati-
ons. The questionnaire survey focused on
anamnestic part, teaching performance,
and lifestyle. Furthermore, the battery of
psychological questionnaires focused on
the symptoms of burnout, depression and
stress management mechanisms.

Results: We obtained data from 2394
teachers. We found that alarming 53.2 %
of teachers said their work was a source of
long-term stress. This stress is consequently
leading to burnout. Only 16 % of teachers
report no burnout symptomatology. Burn-
out in teachers is furthermore, associated
with lifestyle. Those who do not have clear
work-life balance suffer from higher rates
of burnout. Proper rest and regular sleep-
ing regime turned out to be another sig-
nificant predictor. Furthermore, burnout
significantly correlates with depression and

strana 199

123



PRILOHY

PRILOHA 6

Cesaslov Psychiat 2018; 114(5): 199-204

depresivity, a je proto znepokojivé, Ze aZ
15,2 % uditelti uvadi stfedni az tézkou
miru deprese.

Zéavér: Riziko vyhofeni by se nemélo
podcefiovat a uéitelé by méli byt lépe in-
formovéni. Skoly by se mély snaZit zajis-
tit, aby jejich zaméstnanci méli dostatek
¢asu na osobni a rodinny Zivot. N43 vy-
zkum poukazuje na to, Ze syndrom vyho-
Feni je asociovén s faktory, které mohou
ucitelé sami ovlivnit, a proto je potfeba si
uvédomit dileZitost prevence. Tato pre-
vence muZe byt uskute¢néna ptimo 3ko-
lou, nebo samotnymi u¢iteli.

Kli¢ova slova: prevence, ulitelé, vyhote-

it is therefore worrying that 15.2 % of re-
spondents show mild to severe depression.
Conclusion: The risk of burnout
should not be underestimated and teach-
ers should be better informed. Schools
should endeavor to ensure that their em-
ployees have sufficient time for personal
and family life. Our research shows that
burnout syndrome is associated with
factors that teachers can influence them-
selves and therefore need to be aware
of the importance of prevention. This
prevention can be done directly by the
school or by the teachers themselves.

Key words: burnout, lifestyle, preventi-

ni, Zivotni styl.

uvoD

Syndrom vyhofeni je obvykle definovdn jako prolongo-
vand odpovéd na chronické emociondlni a persondlni
stresory spojené s pracovn{ ¢innosti, charakteristické di-
menzemi vycerpdni, cynismu a neefektivity.' Syndrom je
obvykle spojovan s profesemi, které maji intenzivni kon-
takt s lidmi - zvl. [éka¥i, ucitelé, socidlni pracovnici apod.,
i kdyz tento koncept je v soutasné dobé rozifovin a vaz-
ba na profesi dle nékterych autorii neni nutnd.? Syndrom
vyhofeni neni klasifikovéin jako onemocnéni, a proto neni
uveden v Zidném diagnostickém manudlu. Mezindrodni
klasifikace nemoci MKN-10 uvddi pouze mezi dopliko-
vymi kédy, v sekei ,,Faktory ovliviiujici zdravi® kategorii
Z (Z73.0) ,stav Zivotniho vylerpdni®’ Syndrom vyhofe-
ni lze tedy oznatit jako ,psychologicky syndrom", ktery
oznacuje presymptomaticky, varovny stav, ktery v pfipadé
neefektivniho fe$eni muze pfechdzet v rozvoj nékterych
dudevnich poruch - zvl. z okruhu neurotickych poruch
a poruch nalad.

Piestoze se definice riiznych autora li3f,* vétina z nich
se shoduje na tom, Ze syndrom vyhoteni je reakce na dlou-
hodoby stres, kterd ma za nasledek stav vy&erpdni, ktery se
projevuje na trovni: fyzické (inava a vysileni), kognitivni
(problémy se soustfedénim) a emodni (neschopnost veité-
ni se). Jako centrdlni symptom syndromu vyhoteni, ktery
tuto kategorii odliduje od prosté uinavy, se popisuje dlou-
hodobé zvyseny cynismus.

Piestoze se velké procento studii zaméfenych na syn-
drom vyhofeni doposud orientovalo z velké miry na po-
méhajici profese - zvl. 1ékafe, zdravotniky a socidlni pra-
covniky, Ize jiz od 70. let 20. stoleti sledovat fadu studii,
které se vénuji problematice syndromu vyhoteni v uéitel-
skych profesich.® V soucasné dobé je syndrom vyhofeni
studovin jako jev, ktery se miize objevovat napfi¢ viemi
profesemi,® dle nékterych studii dokonce i mezi studenty
vybranych univerzitnich obort - zvl. mediciny.”
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on, teachers.

Utitelé Zeli téméf denné vysokému stresu plynouci-
mu z jejich pracovni naplné. Toto stresové zatiZeni miZe
mit za nasledek vy3$i miru nespokojenosti, ¢asté zmény
zaméstnani, a dokonce i pfed¢asny odchod ze $kolstvi
do dichodu nebo oborti, pro néZ nemaji vhodnou kva-
lifikaci. Ve srovndni s jinymi profesemi viak nejsou za-
véry dosavadnich studif pfili§ pfesvédZivé, nebot se casto
rozchdzejl. Pfehledovd belgickd studie uvddi, Ze Groveil
dusevni pohody uditelti je podobnd jako u jinych profe-
si," naopak britska studie ucitelit druhého stupné zjistila
niZ§i miru duevni pohody.’ Podobné ve srovnavaci studii
z Velké Britdnie dosdhli ucitelé v porovnéni s dvaceti péti
jinymi profesemi niZ${ pracovni spokojenosti, well-being
i hor$tho fyzického zdravi® Celkovd spokojenost uciteli
je pfitom vyznamné spojena s trovni deprese a stresem
v préci, ktery pfi intenzivnim a dlouhodobém piisobent
miiZe vyvolat syndrom vyhofeni.” Zahrani¢ni® a diléf &es-
ké studie'®" dospivaji k podilu 5 aZ 40 % vyucujicich, u ni-
chi se jiz vyskytuji projevy vyhofeni, pficemz nejcastéji se
vysledky pohybuji kolem 20 %.

Kanadskd studie ndvazné poukazuje na fakt, Ze self-
-efficacy a mira vyhofeni uciteli je ovlivnéna pesimis-
tickym vniménim vedeni $koly. Podobné zji§tén{ prindsi
i americké longitudindlni studie uéiteld.”*"* Mira vyhofeni
miiZe mit téZ souvislost s nékterymi interkulturdlnimi od-
lidnostmi. Dokazuji to napfiklad studie z Irska, Spané&lska
a Némecka,'*'¢ které se zabyvaji tim, jak ke vzniku syn-
dromu vyhofeni u uciteli pfispivé i zpasob, jakym ucitelé
vnimaji nevhodné chovéni studentu.

Neni téZ bez zajimavosti, Ze syndrom vyhofeni uciteli
miiZze mit dopad na jejich studenty, v podobé jejich niZ3i-
ho studijniho vykonu."”

Z hlediska prevalence byla opakované vy$3i mira vyho-
feni a niZ§i duSevni pohoda potvrzena u utitelek-Zen*'®!?
a u vyucujicich s krat$i dobou praxe.'* Najdeme viak i stu-
die, které souvislost mezi délkou praxe a vyhotenim ne-
doklddaji."”
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Utinnym ochrannym faktorem proti syndromu vy-
hofeni je manZelstvi a rodina," pozitivni vztah ke §kole'
a dostatecné pedagogické dovednosti ucitel.?® Na druhé
strané nehraje roli pocet studentt nebo prostfedi $koly.™
Mladi ameri¢ti ucitelé (pod 30 let) kupiikladu uvadéji,
Ze by ve vztahu ke sniZovani zatéZe ocenili zpétnou vaz-
bu tykajici se jejich vykonu, vy$3i finanéni ohodnoceni
pii podani lepsich vykonii a lepsi dostupnost modernich
technologii, které by umoinily poskytnout studentim
informace zajimavéj$im zptsobem.” Dalsi strategii pro
lepsi zvlddani dlouhodobého stresu je vyélenit si ¢as pro
sebe a umét ho rozlifovat od ¢asu vénovaného studentim
a praci obecné.”

Z dosavadnich vysledki je patrné, Ze je potfeba iden-
tifikovat specifické pFiciny ucitelského vyhofeni, zpusoby,
jak mu Zelit, a pfipadné moziné intervence, které budou
realizovatelné ve $kolnim prostfedi. Aktualni vyzkum je
v soucasné dobé nejvétsi studii mapujici syndrom vyhote-
nf utiteld v Ceské republice. Cilem této studie bylo popsat
trovefi vyhofeni mezi ¢eskymi uéiteli na zakladnich sko-
lach a prozkoumat mozné rozdily v mife vyhofeni a jejich
asociace s Zivotnim stylem uciteld a nékterymi dal3imi
charakteristikami. Vysledkem jsou i doporuceni pro skoly
a zaméstnavatele, dle kterych by $koly mohly postupovat
v rdmci prevence vyhofeni a zlepSeni duevni pohody
svych zaméstnanc.

MATERIAL A METODA

Vyucujici byli osloveni dvéma zpiisoby - jednak prostfed-
nictvim vedeni 3kol, kterym byl rozesldn e-mail s infor-
macemi o vyzkumu a vyzvou k Gcasti v ném, a jednak
prostfednictvim odbornych médii a organizaci, jako je
Ndrodni institut pro daldf vzdélavani, $kolské odbory
¢i uditelské asociace. Vyucujici i vedeni kol viech kol
jsme ujistili o anonymité vysledk, ale zdroven o vysoké
vyznamnosti vyzkumu a snaze publikovat jeho vysledky
nejen v akademickych ¢asopisech a na védeckych konfe-
rencich, ale také prostfednictvim platforem zaméfenych
na pedagogickou praxi, a dile pfedstavit vysledky MSMT
azfizovatelim $kol. Dotaznik byl administrovén prostfed-
nictvim on-line aplikace po dobu 8 tydni na pfelomu let
2016 a 2017. Relativné kratké obdobi sbéru dat bylo zvo-
leno s ohledem na zaji$téni obdobnych podminek, nebot
je zndmo, Ze v pribéhu §kolniho roku se mnoistvi tkola
a s nim souvisejici inava proménuje.

Dotaznikové Setfeni se skladalo z otdzek zaméfenych
na anamnestické uidaje, vykon profese uéitele a standardi-
zovanych dotazniki: SVF 78, SMBM, ENRICHD SSI, BDI
11, USE, zaméfenych na hodnoceni symptomi syndromu
vyhofeni, depresivnich symptomt, mechanismi zvladdni
stresu a socidlni podporu. Data byla analyzovana progra-
mem IBM SPSS Statistica v. 24.

Vyzkumny soubor

Vybérovy soubor tvofilo 2394 ucitelti ze zédkladnich $kol,
z toho 358 (15 %) muii a 2036 (85 %) Zen. Tato nerovnost
v zastoupeni obou pohlavi odpovidd ddajim ministerstva
Skolstvi ziskanym v roce 2016, nebot pouze 13,9% udi-

telir zdkladnich $kol jsou muZi. VEk byl v rozmezi 18-72
let, praimérny vék muZa byl 45,21 roku a pramérny vék
Zen 46,61 roku. Pramérnd délka praxe muii &inila 19,92
roku a u Zen 21,68 roku. Celkem bylo v souboru 976 vyu-
Cujicich pasobicich na 1. stupni (41 %), 859 na 2. stupni
(36 %) a 559 na obou stupnich (23 %). Muzi uéi primérné
15,9 hodiny tydné a Zeny 19,31. Celkové se vzorek skladal
z 2198 (92%) uciteli pracujicich na plny tvazek a pouze
194 (8 %) uditel na ¢asteény ivazek. Z hlediska rodinné-
ho stavu pfevaZovali vyucujici Zijici v partnerstvi, z cehoz
v 67% se jednalo o manZelstvi a v 10% o partnerské sou-
7itl. Kazdodenni péce o déti mladsi 15 let se tykala 38 %
vyuéujicich.

Atkoliv vyzkumny soubor nebyl sestavovan jako repre-
zentativni, podafilo se z hlediska stupné $koly a pohlavi/
genderu dosdhnout podilu, ktery odpovida sloZeni cilové
populace podle aktudlnich udaji ve statistickych rocen-
kach skolstvi (MSMT, 2017).

VYSLEDKY

Vysledky pfindseji informace o tom, Ze neceld polovina
(46,7 %) respondentii se neciti byt ohroZena syndromem
vyhofenim, tfetina (34,90 %) uvedla ,spiSe ano“ a 18,3%
uditelli se domnivd, Ze je rozhodné ohroZeno syndromem
vyhofeni. Neni proto pfekvapivé, Ze pravé u téchto uéi-
telit byla nalezena aktudlné vys$si mira vyhofeni (tab. 1).
247 utiteld (10,3 %) odpovédélo ,,nevim®. Jejich odpovédi
byly zaznamenény jako chybéjici odpovéd, ale povaZuje-
me za nutné toto uvést z davodu, Ze tento udaj ukazuje
na prostor pro edukaci ucitelt.

Vétsina respondenti (59,90 %) uvedla, Ze aktudlné el
dlouhodobému stresu (tab. 2).

Nebyly zjistény statisticky vyznamné rozdily v celko-
vych mirich vyhofeni mezi pohlavimi, nicméné byly nale-
zeny statisticky viznamné rozdily ve fyzické a emociondl-
ni gkdle. Zatimco muZi méli vy$si emociondlni vyhofeni,

Tab. 1. Citite se byt ohrozeni synd) yhoieni?
Citite Vyhoreni N st. %
Rozhodné 4354 391 14,81 18,30
Spise 43,00 745 1366 | 3490
Spise 38,86 785 1300 | 3680
Rozhodné 37,65 212 14,07 9,90
Celkem 41,05 2133 13,87 100

Pozn: N - pocet respondentd; St. od. - standardni edchylka

Tab. 2. Celite dlouhodobému stresu?

?"r::"“d“" Vyhofeni N st. %
Rozhodné ano 43,85 519 14,49 21,80
Spise ano 41,68 208 13,06 38,10
Spide ne 39,08 778 13,09 32,60
Rozhodné ne 36,71 178 14,66 7,50
Celkem 40,93 2383 13,68 100,00

Pozn.: N - polet respondentd; St. od. — standardni odchylka.
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Tab. 3. Vyhoieni mezi pohlavimi

Vyhoteni Fyzické* Kognitivni Emociondlni*
Muzi Pramér 40,48 3,42 2,93 2,91
N 358 358 358 358
St.Od. 13,54 1,30 118 1,16
% 15,00 15,00 15,00 15,00
Zeny Pramér 40,96 3,57 3,05 2,61
N 2034 2034 2034 2034
St. Od. 13,71 1,31 1,24 1,10
% 85,00 85,00 85,00 85,00
Celkem Pramér 40,89 3,54 3,03 2,65
N 2392 2392 2392 2392
St.Od. 13,68 131 1.23 111
% 100,00 100,00 100,00 100,00

Pozn.: * stat. vyznamny rozdil na hladiné 0,05; N - pocet respondent; 5t. od. - standardni odchylka.

u Zen bylo vy3si fyzické vyhoteni. Korela¢ni analyza uka-
zala statisticky vyznamny vztah mezi pocitem ohroZeni
z vyhofeni a vyhofenim (r = 0,156, p < 0,001) a i mezi
dlouhodobym stresem a vyhofenim (r = 0,155, p <0,001).

Pramérné uvadéji uditelé mirné projevy vyhoteni, M =
3,14, 5. d. = 1,05. Pouze 16% vyucujicich uvadi absenci
symptomu vyhofeni, velmi mirné projevy uvadi 31,9 %,
mirné projevy 32,7 %, pfitomné projevy 15,1%, zavainé
projevy 3,6 % a velmi zdvaZné projevy jenom 0,7 % ucitelt.

Vyhoteni statisticky vyznamné koreluje s mirou depre-
sivity (r = 0,701, p < 0,001). VEét§ina utitelt ve zkouma-
ném vzorku (68,3 %) nevykazuje pfiznaky depresivnich
symptomii. Vzhledem k dusevni pohodé a zdravi je zne-
pokojivé, Ze 15 % uiteld je stfedné az téZce depresivnich.

Tab. 4. Depresivita

Depresivita N %
nedepresivni 1636 68,30
mirné depresivni 399 16,70
stiedné depresivni 250 10,40
téZce depresivni 109 4,60
celkem 2394 100,00

Pozn: N - potet respondent.

Tab. 5. Regresni model stepwise pro vyhofeni

0 B -
BDI I 0,65 0,000
Mate dostatek casu pro Vas rodinny a osobnf - 0,000
Zivot?

Je Vas spanek obvykle dostatecné dlouhy 0,06 0,000
a odpocinkovy?

Pijete alkohol? 0,05 0,005
Domnivéte se, Ze dodrzujete zdsady zdravého - 0,008
zivotniho stylu?

Dodrzujete pitny rezim béhem dne? 0,04 0,033

Pozn: B - betta koeficient; Sig — hladina signifikance.,
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V dal$im kroku analyzy jsme se zaméfili na zmapovéani
projevil syndromu vyhofeni a Zivotniho stylu. Zajimalo
nas, zda a do jaké miry ovliviiuje Zivotni styl ucitelt jejich
miru vyhofeni. Z anamnestické asti dotazniku byl me-
todou ,,stepwise” vytvofen regresni model (R?= 0,505, [6,
1931], p < 0,001). Tento model obsahoval polozky tykajici
se miry deprese a Zivotniho stylu, které se ukdzaly byt pre-
diktivnimi faktory pro miru vyhofeni.

Hlavnim prediktorem syndromu vyhofeni se, mimo
depresivni symptomatologie, ukézaly chybné navyky a vy-
kyvy Zivotniho stylu, pfedeviim nedodrZovini zdravého
zivotniho stylu, konzumace alkoholu nebo nedostate¢né
dlouhy spanek. Vyrazné rozdily v mife vyhofeni byly na-
lezeny také mezi uciteli, ktef{ maji nebo nemaji ¢as na ro-
dinu a/nebo své zdjmy (tab. 6). Neceld ¢tvrtina vyucujicich
se citi v této oblasti neuspokojena, a maji proto omezené
moZnosti erpat ze svého soukromého Zivota energii pro
zvladéni pracovnich naroki. Naopak ale téméf tfi étvrtiny
vyuéujicich jsou pfesvédéeny, Ze dodriuji zdsady zdravého
Zivotniho stylu. Oviem vzhledem k tomu, Ze aZ 44 % vy-
ucujicich reportuje o spankovém deficitu, je otdzkou, jak
dobfe znaji zdsady zdravého Zivotntho stylu a uvédomuji
si rizika spojend s jejich nedodriovanim.

Kromé jiZz zminéné deprese poukazuje uvedeny model
na daldi dilezité aspekty Zivotniho stylu. Byly nalezeny
statisticky vyznamné rozdily v mife vyhofeni u uciteld,
ktefi si uméji vyhradit dostatek ¢asu na rodinu a konicky,
a téch kteff tento ¢as nemaji. Utitelé, ktefi vénuji ¢as svym
koni¢kim a také rodiné, dosahuji signifikantné niZ$i miry
vyhoteni. Vidime také, Ze dal3im prediktorem miry vyho-
feni je kvalita a délka spanku. Ti z uciteld, ktefi uvadéji, ze
jejich spanek neni dostate¢né dlouhy a odpoéinkovy, maji
také mnohem vy8si miru vyhofeni. K vy$§imu vyhofeni
také pfispivd kazdodenni konzumace alkoholu, a naopak
abstinence se ukazuje byt protektivnim faktorem stejné
jako dodrZovéni pitného rezimu. Jako posledni dileZity
faktor se ukdzalo, Ze samotné uvédomovéni si dileZitosti
dodrZovdni zdravého Zivotniho stylu také hraje roli. Uka-
zuje se, Ze ti uéitelé, kteti se domnivaji, Ze dodrzuji zdravy
Zivotni styl, maji také nejniZsi miru vyhoteni.
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Tab. 6. VyhoFeni a Zivotni styl

Mate dostatek casu pro Vas rodinny a osobni Zivot?

Vyhoteni N St.od. %
Ne 46,22 570 13,52 239
4344 698 1245 | 29,30

Ano, pro rodinu, ale ne
pro mé osobni zajmy

Ano, pro mé osobni zajmy,
ale ne pro rodinu

42,71 72 14,43 3,00

Ano, pro rodinu i pro mé 36,10 1044 12,82 43,80
osobni zajmy
Celkem 40,87 2384 13,64 | 100,00

Je Va3 spanek obvykle dostateéné dlouhy a odpoéinkovy?

Vyhoteni N St.od. %
Ano 36,94 1332 12,49 | 5590
Ne 45,84 1052 1342 | 4410
Celkem 40,87 2384 13,64 | 100,00
Pijete alkohol?

Vyhoteni N St.od. %

Nikdy 39,36 176 15,29 740
Jednou mésiéné nebo 40,85 802 14,05 | 33,70
méné ¢asto
Dva az étyfikrat mésiéné 39,93 773 12,74 32,50
Dva az tfikrat tydné 42,42 444 13,27 18,70
Ctyfi a2 pétkrat tydné 43,17 94 | 13,02 | 400
Téméf denné 43,60 20 14,71 3,80
Celkem 40,93 2379 13,61 | 100,00
D i se, Ze dodriujete zasady zi stylu?

Vyhofeni N St.od. %
Ano 37,61 264 14,28 11,20
Spise ano 40,09 1476 13,19 | 62,50
Spide ne 43,67 553 13,58 | 23,40
Ne 45,79 68 16,13 2,90
Celkem 40,82 2361 | 13,64 | 100,00
Dodrzujete pitny rezim béhem dne

Vyhofeni N St.od. %
Ano 38,22 701 14,00 | 29,40
Spise ano 41,19 879 13,51 36,80
Spise ne 42,27 663 12,84 | 27,80

Ne 45,90 143 13,46 6,00
40,90 2386 13,62 | 100,00

Celkem

Pozn.: N - pocet respondent(; St. od. - standardni edchylka.

DISKUSE

Z dostupné literatury i realizované studie vyplyva, Ze
ucitelské profese jsou vyznamné ohrozeny nadmérnym
stresem, ktery miiZe mit negativni dopad nejen na ucitele
samotného a kvalitu vykonu jeho profese, ale i na studijni
vysledky jeho Ziki. Syndrom vyhofeni ve $kolstvi je tedy
vylozené systémovy problém, kterému je nutné vénovat
odpovidajici pozornost.

Zavaznost problému dokladé i realizovana studie, kterd
zjistuje, Ze 53,2 % uditeld z vyzkumného souboru uvidi, Ze
jejich préce je pro né zdrojem dlouhodobého stresu, a také
to, Ze jsou syndromem vyhofeni ohroZeni.

Obdobné jako Pas"™ jsme v aktudlni studii nezjisti-
li vyznamné rozdily v celkové mife vyhofeni mezi po-
hlavimi. Zaznamenali jsme vy$$f emociondlni vyhofeni
u muzi a vys$f fyzické vyhofeni u Zen, nékteré zahranié-
ni vyzkumy pfinageji odliiné nalezy.”* Dostatek volného
¢asu a rodina funguji jako jednoznaénéa prevence proti
negativnim dopadim dlouhodobého stresu. Poukazu-
je to na duleZitost, kterou hraje socidlni opora a zaze-
mi, a také moZnost relaxace od pracovnich povinnosti
prostfednictvim volnocasovych aktivit. Utitelé, ktefi
travi dostatek asu se svymi blizkymi a vénuji se svym
koni¢kam, jsou lépe chranéni pfed vyhofenim. Jsou to-
tiZ schopni se v mimopracovnich situacich odreagovat,
a tim jednak nacerpat energii pro pfekonavani pracov-
niho stresu a jednak ziskat emoéni a kognitivni odstup,
ktery dovoli restrukturalizovat zatéZové situace tak, aby
lépe identifikovali problém a jeho fedeni. Zavéry studie
jasné poukazuji na nutnost umét si vydélit ¢as pro své
zdjmy. Z vysledki je tak patrné, ze ti uéitelé, ktefi uméji
striktné oddélit prici a volny cas, maji vy38f miru dusev-
ni pohody a ni#3{ miru vyhofeni.

Pravidelné dodrzovéni zdsad zdravého Zivotntho stylu
se ukdzalo byt dal$im protektivnim faktorem. Respondenti,
ktefi jsou si védomi principli zdravého Zivotntho stylua do-
drzuji je, maji nejnizi{ miru syndromu vyhofeni. Dal$im
protektivnim faktorem je dlouhy a kvalitni spinek. Mira
konzumace alkoholu byla ve studii pozitivné asociovina
s intenzitou syndromu vyhofeni a obecné duSevni nepo-
hody. Tento poznatek neni jednozna¢né v souladu s jiny-
mi studiemi, které poukazuji na moznost, Ze mirné uZivini
alkoholu miize mit v souvislosti s du$evni pohodou uréity
protektivni ti¢inek. Vzhledem k designu studie oviem neni
moiné urdit, zda konzumace alkoholu zptsobuje vy$i vy-
hofeni, nebo zda naopak vy3$i vyhofeni vede k tomu, Ze
ucitelé vice konzumuji alkohol. Tedy, Ze vyucujici, ktefi vy-
kazujf vy$8i miru vyhofeni, se uchyluji k piti alkoholu jako
k nefunkéni copingové strategii. Ziskand data poukazuji
na skute¢nost, Ze Zivotni styl vjznamnym zptusobem ovliv-
fuje to, jakym zplsobem jsme schopni zvlidat pracovni
néroky spojené s vikonem ndroénych profesi.

Limity

Hlavnim limitem prezentované studie je prifezovy sbér
design studie, ktery neumoZiiuje hodnotit zmény inten-
zity syndromu vyhofeni v zévislosti na pribéhu $kolni-
ho roku a $ifeji i v kontextu ucitelské kariéry. Uréitym
limitem je i zpisob sbéru dat. Vyzkumny vzorek sice
odpovidd sloZeni cilové populace z hlediska pohlavi
a stupné vzdéldvani podle aktudlnich ddaji ve statistick-
ych rocenkdch 3kolstvi, nicméné z hlediska dalsich vy-
znamnych znakd, jako jsou napfiklad vyucované pred-
méty a regiondlni plisobnost, viak soubor sloZeni celkové
populaci uéitelt plné neodpovidd.

ZAVER

Prezentovand studie je nejrozsdhlejsi studii k danému té-
matu v Ceské republice a vitbec prvni studif, kterd zmapo-
vala projevy syndromu vyhofeni, depresivity a Zivotni styl
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u semireprezentativniho vzorku uiteldt v Ceské republice.
Studie poukazuje na relativné vysoky vyskyt projevii syn-
dromu vyhofeni mezi ¢eskymi uéiteli, ale téZ na dileZité
souvislosti mezi intenzitou vnimané nepohody a schop-
nostf dodrzovat zisady zdravého Zivotntho stylu nebo jasné
oddélovat volny ¢as od pracovniho (tzv. ,work-life balan-
ce“). Jednim z kli¢ovych vysledka je také prokdzany vztah
mezi vyhofenim a uditelskou ,,self-efficacy”, kdy vy38i mira
presvédéeni o ,u¢innosti“ vlastnich profesnich kompetenci
souvisi s men$i mirou vyhofeni. DuleZitym je téZ zjiSténi
o vztahu mezi vyhofenim a copingovymi strategiemi. Pozi-
tivni, na problém zaméfeny coping je vyznamnym protek-
tivnim faktorem pfed pocity vyhotfenf a tinavy.

Névaznou soucdsti studie bude i zprostfedkovéni hlav-
nich ndlezi do oblasti $kolstvi a edukace uéitel. Ze studie
pomérné jasné vyplyv, co lze ve smyslu efektivni preven-
ce Cinit.

Z vysledki vyplyva, Ze je ve vlastnim zdjmu $kol, aby je-
jich uéitelé fungovali v co nejvy$si mozné mife dudevni po-
hody, protoZe to nebude mit dopad pouze na uéitele samot-
né, ale také na jejich Ziky a v neposledni fadé na pracovni

vysledky. To, co $koly mohou za¢it délat, neni ani pfilis slo-
7ité. Zavadéni systému prabézného sledovani inavy a spo-
kojenosti uditeli maZe byt doprovézeno zékladni edukaci
o psychohygieng, zdravém Zivotnim stylu a prevenci nega-
tivnich dasledki dlouhodobého stresu. Studie totiz jasné
doklada, Ze i pomérné jednoduché faktory, jako jen napt.
dostatek ¢asu s rodinou, konkrétni z4jmy nebo dodrzovéni
elementdrnich pravidel zdravého Zivotniho stylu, mohou
mit na vykon uditelské profese a spokojenost s ni zésadni
vliv. Podpora uéitelt v ziskdvdni jejich profesnich kompe-
tenci a obecné pedagogické jistoty je oblast, které je nutné
vénovat pozornost a kterd muze vjznamné pfispét ke zlep-
$eni pedagogického procesu i spokojenosti uciteli. DiileZité
je také to, Ze vysledky aktudlni studie poukazuji na to, Ze
tadu dopad stresu spojeného s vykonem uéitelskych pro-
fesi mohou ovlivnit sami ucitelé.

Hlavnim apelem studie je, Ze riziko syndromu vyho-
teni a obecné dopadii dlouhodobého stresu ve gkolstvi se
nesmi podcenovat, protoZe vyhofely uéitel pfedstavuje ri-
ziko nejen sdm pro sebe, ale i pro Zdky a potaZmo pro cely
systém $kolstvi.
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Material/Methods: Descriptive statistics were used to explore the burnout levels, together with f tests to compare between men
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Results: The overall sample size was 2394 teachers from primary schools. While males had higher emotional burnout,
females reported higher physical burnout rates. We found that higher income was associated with less burn-
out, and a healthier lifestyle is associated with lower burnout rates. Teachers who take time for family and per-
sonal interests have significantly lower rates of burnout than those that do not.

Conclusions: Based on our results, we propose that teachers should be informed about the risk of burnout. We found that
some teachers reported they do not know what burnout syndrome is. The primary aim should be to increase
awareness. In fact, burnout is a major threat to those who are perfectionists and who tend to work overtime.
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Background

Although burnout syndrome is still predominantly discussed
within the medical professions, [1] it is now seen as a syn-
drome affecting a much wider field of professions [2] and it
can occur even during academic studies [3]. Teaching is a pro-
fession with many job-related stressors, often on a daily basis.
This stress load can result in frequent job changes, higher rates
of unhappiness, and even earlier retirement. When compared
to other professions, teachers’ results are not very conclusive,
as some state that a teacher's mental state is not significantly
worse than other professions [4], yet other studies found lower
wellbeing scores of teachers when compared to other work-
ing population samples [5].

Predictors and prevalence

There is a relationship between burnout rates and overall job
satisfaction, [6] teachers’ self-efficacy [7,8] and teachers’ lev-
els of depression [9]. Teachers’ overall wellbeing is significantly
associated with levels of depression and stress at work [5].

Other factors affecting health states and burnout rates are
teachers’ perceptions of students’ misbehaviors, as well as
perceptions of leadership, in addition to their levels of affilia-
tion [10,11]. The number of students and the school environ-
ment do not seem to affect levels of burnout [12]. Furthermore,
studies report an association between teachers’ general ped-
agogical knowledge and burnout rates [12], but this evidence
is not conclusive [13].

Burnout seems to be associated with neurotic personality
traits [7,14,15]. In addition to worsening the mental wellbe-
ing of teachers directly, an additional danger lies in the fact
that teachers’ burnout levels are directly linked to students’
physiological stress regulation [16].

There seem to be higher rates of burnout and worsened well-
being among females [5,12,13] and those who have a shorter
length of practice [12]. Social support in the form of marriage
and children seems to protect against burnout [13]. However,
some studies have not found any association between factors
such as gender [11], levels of experience, and burnout [11,13].

Coping

Burnout has many social components that can be addressed
with appropriate coping strategies. Some of the strategies for
managing teachers’ burnout levels are to apply self- and co-
regulation proactive strategies, as well as to monitor the per-
ceived working environment of teachers [7,17]. Appropriate
coping strategies lead to decreased levels of burnout and are
associated with improved overall health [18]. Furthermore,

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)

CLINICAL RESEARCH

gratitude intervention and meaningful life orientation were
associated with decreased levels of emotional exhaustion [19]
and there is evidence that humor is a potential coping strategy
that can be used to mediate the effects of stress [20]. Overall,
good mental health appears to protect against higher burn-
out levels in the long term [21]. Teachers themselves report
that they would appreciate feedback on their performance,
higher monetary reward for high performance, and technol-
ogy that would allow them to deliver better lessons for their
students [22]. Another coping strategy for teachers is to set
aside time for themselves and to be able to differentiate be-
tween student-time and self-time [23].

Aims and objectives

Few studies have attempted to map the burnout of teach-
ers in the Czech Republic and none of the studies were large-
scale studies that also looked at associations between burn-
out and teachers’ lifestyles.

Our aim here was to fill in this missing information, to describe
the levels of burnout among Czech teachers, and to explore
the possible differences. The main implication of this study will
be recommendation for possible school interventions that can
be implemented in the Czech Republic and elsewhere. We also
hope to raise awareness of the danger of burnout syndrome.

Material and Methods

Teachers were approached through the school management
and through the media: we sent emails to the school admin-
istrators requesting participation and information, and we
used specialized media and organizations such as the National
Institute for Further Education, School Unions, and Teaching
Associations. We assured both teachers and schoel manage-
ment about the anonymity of the results as well as about the
importance of the research. Furthermore, we informed them
about our intention to publish the results not only in academic
journals and scientific conferences, but also through platforms
focused on pedagogical practice, and we explained that we
would present the results to the Ministry of Education and to
the school directors.

The questionnaire was distributed through an online appli-
cation for 8 weeks during the period 2016 to 2017. This rel-
atively short period of data collection was chosen in order to
ensure similar conditions, as it is well known that during the
school year the number of tasks and fatigue associated with
them varies.

The questionnaire survey consisted of an anamnestic part
(e.g., lifestyle and professional satisfaction) and standardized
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Table 1. ANOVA - rates of burnout according to subjective feeling of threat and long-term stress.

Do you feel threatened by burnout?

Are you experiencing long-term stress?

Mean burnout  Std. deviation Mean burnout  Std. deviation
Definitely yes 391 43.54 14.81 519 43.85 14.49
More likely yes 745 43.00 13.66 908 41.68 13.06
 Morelkelyno 785 ssss 1299 s 908 1309
Definitely no 212 37.65 14.07 178 36.71 14.66

Within groups 398546.82

Total 410010.41

Between groups 10785.22 3
Within groups 434716.63 2379
Total 445501.85 2382

questionnaires: SVF 78, SMBM, ENRICHD SSI, BDI Il, USE.
The obtained data were analyzed in IBM SPSS Statistics v. 24.

This study was approved by the IRB of Charles University. Data
were collected anonymously and individual participants could
not be identified based on the data collected. Furthermore,
informed consent was collected from all participants and we
ensured their participation in the study was voluntary. All par-
ticipants were informed about their right to withdraw at any
point during the survey. There was no risk involved for the par-
ticipants and they were given a contact address in case they
required additional information about the study.

Results

The overall sample size was 2394 teachers from primary
schools: 358 (15%) males and 2036 (85%) females. This in-
equality in gender distribution corresponds to the data from the
Czech Ministry of Education collected in 2016, which found that
only 13.9% of teachers in primary schools are males. The age
range was 18-72 years; the mean age for males was 45.21
years and the mean age for females was 46.61 years. The av-
erage length of teaching experience for males was 19.92 years
and for females it was 21.68 years. Males teach on average
15.9 hours per week and females 19.31. Overall, the sample

This work is licensed under Creative Common Attribution-
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consisted of 2198 full-time teachers and 194 part-time teachers.
Although our primary aim was not to have a representative
sample, our sample nonetheless reflects the teacher popula-
tion in terms of gender and grade in which they teach.

Although results of t tests showed no significant differences
in the overall burnout rates between genders (t [2390]=-.604,
p=0.546), we found significant differences in the physical
(t [2390]=-2.068, p=0.039) and emotional ({{2390]=4.688, p<.001)
subscales between genders. While males had higher emotional
burnout, females reported higher physical burnout rates.

We wanted to explore teachers’ levels of knowledge about
burnout syndrome, as well as the extent to which they feel
threatened by burnout. Overall, 18.3% of respondents felt def-
initely threatened by burnout syndrome, 34.9% reported they
might be threatened by it, and only 9.9% of teachers reporting
feeling they were definitely not threatened by burnout syn-
drome. Those that reported, “I do not know"” were treated as
missing cases (N=247, 10.3%). Nonetheless, it is important to
note that it is those teachers at which further interventions
need to be aimed in order to increase awareness about the
importance of mental wellbeing. ANOVA was used to explore
whether there are differences in burnout between those that
report different feelings about risk of burnout syndrome, show-
ing significant differences between groups (F [3, 2129]=20.41,
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Table 2. Correlations.

Burnout total Burnout physical Burnout cognitive Burnout emotional
BDI Il JO1** .690** A20**
Age .019 -.007 -.023
Length of practice .015 -.002 -.036
Income -.077** -077** -.051*
Number of students -.003 .002 .007
Number of hours/week .011 .018 .012 -011
Overall satisfaction 354** 370™* 239** .282**
Number of functions .022 .012 .024 .021
* Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed).
Table 3. ANOVA - burnout rates according to length of teaching.
Length of practice ] Mean burnout Sum of Mean F si
squares square L
0-5 253 37.73
""""""""""""""""""""""""""""""""""""""""""""""""""""""""" Between
5_15 166 4164 goups 402908 4 100727 542 .000
,,,,,, o2 e M Within 14341676 2387 18576
groups
26-35 788 A1.31
Total 44744584 2391
Over 36 182 38.84
Total 2392 40.89

p<.001). This suggests that respondents who feel they are most
threatened by burnout syndrome also have the highest rates
of burnout (Table 1).

We also explored whether teachers feel they are experienc-
ing long-term stress. The percentage of teachers who reported
“definitely yes” was 21.8%, compared to the percentage
(7.5%) who felt they definitely were not experiencing long-
term stress. Similar to those who feel threatened by burnout,
ANOVA showed that there are differences between those feel-
ing they are experiencing long-term stress and their burnout
levels (F [3, 2379]=19.67, p<.001). Table 1 shows that mean
burnout is highest for those who reported they definitely feel
they are experiencing long-term stress. Additionally, the burn-
out rate gradually decreased with the subjective feeling of ex-
periencing less stress.

Associations with other variables were explored further by cor-
relation analysis to explore the relationship between total burn-
out and its 3 subscales (cognitive, physical, and emotional),
as well as different variables that might affect burnout levels.
Table 2 shows there is a strong and significant correlation be-
tween burnout and depressive symptomatology as measured
by the Beck Depression Inventory Il (BDI Il). Cognitive burnout

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)

seems to be associated with age and length of teaching em-
ployment. Surprisingly, the number of students, the teach-
ing hours per week, and the number of teaching functions re-
quired showed no association with overall burnout on any of
its 3 subscales. On the other hand, income and overall satisfac-
tion showed significant associations with overall burnout and
all 3 subscales. “Satisfaction” was a measure of overall satis-
faction, which includes satisfaction with students, colleagues,
job prestige, students’ parents, technology, and relationship
with the Ministry of Education. The scale for satisfaction was
reverse-coded; therefore, our results suggest that higher sat-
isfaction is correlated with lower burnout.

Length of teaching employment and income were further ex-
plored by ANOVA. As seen in Table 3, there were significant
differences between the length of teaching employment and
burnout. The lowest rates of burnout were seen in those who
had taught for the fewest years while, the highest rates were
among teachers who had taught for 6-15 years. Further post
hoc explorations showed that the most significant difference
was between those who had taught for the fewest (0-5) years
and all other groups. Surprisingly, no significant differences
were found for the group with the longest teaching experi-
ence (36 years and longer).
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Table 4. ANOVA - burnout rates according to income.

Income N Mean burnout Std. deviation Std. error
Up to 10 000 K¢ 3 43.67 9.24 S
 wooo-20000k 72 w82 w T
""""" 20001-30000ke 3% 426 1424 055
.......... 30001_40 OOOKE 613 4133 ]235 052
""" s001-50000Ke 7 a4 1419 055
50 001-60 000 Ké 286 40.24 13.11 0.77
60 001-70 000 K& 99 37.52 13.38 1.34
70 001 K& and more 75 37.31 1241 143
Total 2161 41.22 13.62 0.29
Sum of squares df Mean square F Sig.
Between groups 3513.71 7 501.96 272 .008
Within groups 397361.80 2153 184.56
ol so0s7551 20
ANOVA showed significant differences between income groups Discussion

and corresponding burnout rates (Table 4), showing that higher
income is associated with less burnout.

As a last step in this analysis, we decided to further explore
the possible association between burnout and lifestyle factors.
Stepwise linear regression analysis was used to assess the
categorical variables affecting the rates of burnout and iden-
tified a number of factors that were significantly associated
with burnout: enough time for family and/or hobbies, quality
and length of sleep, thoughts of guilt in the last 12 months
due to alcohol consumption, and consumption of sweets and
sweetened drinks (Table 5).

It should not come as a surprise that a healthy lifestyle was as-
sociated with lower burnout rates. Those who were able to find
time for their family and for their personal interests had signif-
icantly lower rates of burnout than those were not. This shows
that, contrary to popular belief, which often equates burnout
with laziness, it is those who work too much and are unable to
find free time who are at the highest risk of burnout. Quality of
sleep is also an important factor associated with lower burn-
out rates. Alcohol intake and the subsequent feeling of guilt
were also found to be significant predictors of burnout. We
also found that unhealthy consumption of sweet drinks and
food is associated with higher burnout rates. Our results sup-
port the idea that a healthy lifestyle is an important predictor
of burnout; those who are aware of its importance and follow
it have significantly lower burnout rates than those who re-
port having an unhealthy lifestyle.
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We obtained results from 2394 teachers from the Czech
Republic. The unequal gender distribution corresponds to re-
sults reported by the Czech Ministry of Education over the last
decade, and our sample is therefore considered as representa-
tive of the general teacher population. Overall, we identified
numerous lifestyle and professional factors that are associated
with burnout in teachers [5,6]. Our study clearly demonstrates
that burnout in a teacher should not be underestimated [2,4].

The subjective feeling of burnout is associated with the actual
measured level of burnout. Teachers who feel threatened by
burnout syndrome also have the highest rates of burnout.
As research suggests, working as a teacher can cause long-
term stress [4,5] and our results support this view, as a ma-
jority of the sample reported that their job is a source of long-
term stress. This is worrying information, since increased stress
goes hand in hand with increased levels of burnout.

Similar to the results of Pas et al. [11], we did not find sig-
nificant differences among genders in overall burnout rates.
However, we observed higher emotional burnout in males and
higher physical burnout in females. Age seemed to correlate
only with cognitive burnout in our sample, as in the study by
O’Brenan [12]. There was also an association between the
length of teaching employment and overall burnout, suggest-
ing that teachers with many years of experience in the pro-
fession have lower levels of burnout. Similar to other stud-
ies [12], we found no association between burnout and number
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Table 5. Regression analysis of burnout rates and lifestyle factors.

Unstandardized Standardized
coefficients Coefficients
Std. error
(Constant) 56.48 1.77 31.94 .000
1 P o
D h h time for fami
0 you ave.enoug ime for family e 050 e . T
and/or hobbies?
(Constant) 45.52 3.40 13.38 000
5 Do you have en?ough time for family _389 061 —0.35 637 000
Do y.ou_ have sleep that has good quality 578 1.54 0.20 374 000
and is it long enough?
(Constant) 40.81 3.57 11.43 000
Do you have.enough time for family o 0G0 _am A A5
and/or hobbies?
3 Do y.ou have sleep that has good quality 574 151 0.20 3.79 000
and is long enough?
How often were you feeling guilty
in the last 12 months due to alcohol 3.25 0.88 0.18 3.68 .000
consumption?
(Constant) 34.30 4.05 8.48 .000
Do you have.enough time for family 355 0.60 —032 _5.08 000
and/or hobbies?
Do you have sleep that has good quality 5.80 1.49 021 3.80 000
and is long enough?
& How often were you feeling guilty
in the last 12 months due to alcohol 344 0.87 0.19 3.94 .000
consumption?
Do you adhere to following: low
consumption of sweets and sweetened 2.63 0.81 0.16 3.25 .001

drinks?

Correlations of the significant variables

How often were Do you adhere
you feeling Do you have Do you have sleep to following: low

guilty inthe  enough time for  that has good consumption
last 12 months  family and/or  quality and is of sweets and

due to alcohol hobbies? long enough? sweetened
consumption?
How often were you feell.ng guilty in the last 12 months 1.000 —018 055+ 049"
due to alcohol consumption?
Do you have enough time for family and/or hobbies? 1.000 -.069**
Do you have sleep that has good quality and is long 1,000 064+
enough?
Do you adhere to following: low consumption of sweets 1.000

and sweetened drinks?

* Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed).
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of students in a class. This is an interesting finding as it sug-
gests that teachers who have larger classes have the same
risk of burnout as those with smaller classes. This relation-
ship should be further explored to see whether this is true in
all cases (e.g., in private vs. government schools). Furthermore,
we show that those with the highest levels of monetary re-
ward reported the lowest burnout levels, which supports the
results of Reichl [15], showing that extrinsic motivators can be
associated with levels of burnout. Higher monetary rewards
are correlated with lower levels of burnout.

Lastly, we explored burnout and healthy lifestyle. Our results
suggest that having a healthy lifestyle and including enough
family time and personal time are highly protective against
burnout. Our results agree with previous research [12] show-
ing that marriage and family can significantly protect against
burnout. Therefore, those who have enough time for their hob-
bies and/or family are at lower risk of burnout than these who
do not. The clear implication is that family suppert should not
be underestimated. Lastly, we found that the feeling of guilt
related to drinking alcohol is also associated with burnout.
This association supports the idea that there is a relationship
between physical and mental health, in which the emotion of
guilt evokes burnout. The fact that teachers report increased
feeling of guilt due to alcohol consumption is worrying and
warrants further investigation [21].

Limitations

The main limitation of our study is its cross-sectional design,
as it did not allow us to differentiate whether this state is
a longitudinal one over the school year or only a current state
of heightened burnout. This, however, was controlled by the
short time period in which we conducted the data collection.
We expected the behavior not to vary too much during this
time period. We also collected data that serve as a repre-
sentative sample of the Czech teacher population in primary
schools. Although we have an unequal distribution among
genders within the sample, as we have shown by t-test, there
were no significant differences in the overall burnout levels.
Furthermore, although we had both full-time and part-time
teachers, t tests have shown that there were no significant
differences between these two groups either.
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Conclusions

To the best of our knowledge, this is the first large-scale study
to assess burnout in teachers in the Czech Republic. The main
implication of our study is that teachers should be informed
about the dangers of burnout. We saw that, even in our sam-
ple, some teachers (10.3%) reported they do not know what
burnout syndrome is. This suggests there is clearly room for
improvement and that burnout rates should not only be moni-
tored more frequently, but awareness needs to be raised about
burnout and the association between the subjective feeling of
burnout and measured burnout levels. Based on our results,
we further suggest that schools should try to ensure that
their employees are given enough time for personal and fam-
ily life and that they understand the importance of separating
work from personal interests and needs [17,23]. Furthermore,
we recommend assessing overall satisfaction with the work
environment, and, if possible, teachers should be motivated
by the possibility of increasing pay, as higher pay is associated
with lower levels of burnout [7,10].

Overall, it is crucial to increase teachers’ knowledge about burn-
out. Teachers should understand the importance of a healthy
lifestyle and that their behavior is strongly linked with their
mental wellbeing. It is not only their health that is at stake, but
also the wellbeing of their students [16]. By ensuring a healthy
environment of support for teachers, paying them adequately,
supporting teacher self-awareness, and encouraging them to
take more personal and family time, schools are also ensuring
that the students will have a better educational environment
and positive learning experiences [17,19]. Common misconcep-
tions about burmout, such as the belief that burnout is just an
excuse arising from a lazy attitude, should be countered, and
awareness of the necessity of having general wellbeing must
be raised. Our results provide further evidence of the associ-
ation between physical and mental wellbeing.
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Abstract

Despite burnout being considered primarily a syndrome related to medical professionals, it is now known that it affects a wider
range of professions as well. It is seen as a state of complete physical, emotional, and cognitive depletion. In physicians, not only
can burnout lead to work-related absenteeism but also it may affect their patients while teachers’ burnout may affect the mental
well-being of their students. This study explored whether teachers have higher or comparable rates of burnout with the burnout
rates of physicians. Furthermore, we compared them to the norms we established in the Czech Republic in the previous year.
Cross-sectional data collection was utilized through a combination of multiple questionnaires. The questionnaires analyzed for
the purpose of this study were the SMBM and BDI-II. Regardless of gender, physicians suffer from significantly higher burnout
symptomatology when compared with teachers. These differences were found to be statistically significant. Furthermore, sig-
nificant differences were also found between males with depressive symptomatology. We did not observe this difference in
females. Our results suggest that, although burnout is a syndrome that appears regardless of profession, its manifestation can be
quite different depending on the type of job. Overall, higher levels of burnout were found among female teachers compared with
their male counterparts; between physicians, the situation was reversed; burnout affected more males than females. In all
categories, more females were within the norm of Czech population. Nonetheless, the risk of burnout should not be
underestimated in either of these professions.

Keywords Burnout - Primary school teachers - Physicians

Introduction

Despite the fact that diagnosis of burnout syndrome does not
exist in the Diagnostic and Statistical Manual 5 (DSM 5) and
thus it is not considered a mental illness, it can still be found in
the International Classification of Diseases 10 (ICD 10) under
the coding as a “State of vital exhaustion” (Z73.0) in the
residual category of “Problems related to life-management
difficulty” (Z73) (APA 2013 & World Health Organisation,
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University in Prague and General University Hospital in Prague, Ke
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University of New York in Prague, Prague, Czech Republic
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1992). Burnout syndrome is defined as a state of physical,
emotional, and cognitive exhaustion caused by long-term
stress (Maslach et al. 2001). The danger of burnout is that it
can lead to higher risk of committing work-related errors,
generally lowered work performance, and overall unhappiness
with current employment (Schaufeli et al. 2009), and may
even result in work absenteeism or quitting (Swider and
Zimmerman 2010). Furthermore, burnout can be associated
with increased depressive symptomatology and some studies
found that there is an association between burnout levels and
alcohol as well as drug abuse (Merecz and Andysz 2014).
Originally, burnout was only seen as a syndrome of helping
professions. Up to this date, most literature studied burnout
among physicians; however, an increasing number of publica-
tions are looking among burnout also in other
professions(Gwede et al. 2005). The most affected fields in med-
icine are traumatology, clinical stomatology, clinical oncology,
hemodialysis, and orthopedics (Kuremyr Kuremyr et al. 1994 &
Ptacek etal. 2013 & Kinzl et al. 2006). We see that these are the
fields that, even within the medical profession, are facing highest
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levels of acute stress that often results in being chronic. Despite
the risk being lower, physicians from fields other than the top
five aforementioned also experience the pressure and are facing
possible burnout (Lederer et al. 2006). Additionally, even med-
ical students are at a higher risk of developing burnout syndrome
than university students in other fields (Ptacek et al. 2013).
Physicians affected by bumout are characterized by a cynical
approach towards their patients; they are unable to provide an
empathetic attitude and feel unable to comply with the needs of
the patient (Guveli et al. 2015).

One of the other frequently studied professions facing
burnout is teachers. Due to the nature of their profession, it
should not come as a surprise that teachers are facing high
levels of bumnout risk. Teachers face conflicts with students
and oftentimes with their parents as well. Furthermore, the
way teachers perceive student’s misbehavior plays an impor-
tant role in burnout development or prevention (Skaalvik and
Skaalvik 2009). Furthermore, not only does the behavior of
students affect the levels of burnout of the teachers, burnout of
teachers affects their students. Another important factor
impacting the burnout of teachers is how teachers perceive
their supervisors and management (Foley and Murphy 2015).

In terms of prevalence, higher rates of burnout are observed
between femnales compared with males. Apart from improving
financial conditions, teachers would appreciate better feed-
back regarding their job as well as improved and more avail-
able resources that would allow them to improve their results
as well as make their jobs easier (Reichl et al. 2014).

The aim of this study was to explore whether teachers have
higher or comparable rates of burnout with the burnout rates
of physicians. In past years, we collected data about both
aforementioned professions and in this research, we decided
to explore and contrast the burnout rates of teachers and phy-
sicians. Furthermore, we will compare them to the norms we
established in the Czech Republic in the previous year.

Methods

In the current analysis, we decided to compare the levels of
burnout and depressive symptomatology between physicians
and teachers. Teachers were approached by school manage-
ment or through specialized organizations focusing on
teachers, and data was collected through online application
for the 8-week period between the years 2016 and 2017. We
deliberately aimed for a shorter time period due to the high
variance of burnout throughout the school year. The question-
naire included a demographic part as well as standardized and
semi-standardized questionnaires. The standardized question-
naire for burnout was Shirom Melamed Burnout Measure
(SMBM); this questionnaire was validated on Czech popula-
tion, and it was found as a reliable method for measuring the
rates of burnout. Furthermore, we also used the Beck
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Depression Inventory II (BDI-II). Similar to SMBM, this tool
was also validated on Czech population and was found to be
reliable when mapping depressive symptomatology. (Ptacek
etal. 2017 & Ptacek et al. 2017

Data about physicians was collected in 2013. There were
currently 40,834 active physicians, and 30,000 were addressed
with an online questionnaire. This questionnaire was distributed
among physicians through the Czech Medical Chamber. The
battery consisted of a demographic part and aforementioned
standardized questionnaires BDI-IT and SMBM.

For the purpose of this study, we focused on the results of
BDI-IT and SMBM from physicians and teachers. The obtain-
ed data was analyzed in IBM SPSS Statistics v. 24. We present
the descriptive analyses that mapped the burnout levels among
these two professions and compared it with the norms of
burnout developed by Ptacek et al. (2017). As these norms
were developed based on a study of representative Czech pop-
ulation, the primary assumption was that, while physicians
will have higher burnout than average Czech population, the
teachers will have comparable levels or burnout
symptomatology.

Results

The overall sample size of teachers was 2394 teachers from
primary schools: 358 (15%) males and 2036 (85%) females.
Mean age for males was 45.21 and mean age for females was
46.61. Although our primary aim was not a representative
sample, the current sample corresponds with the teacher pop-
ulation in terms of gender and grade at which they teach in.

On the other hand, overall sample of physicians was 7428.
The sample had more equal gender distribution: 3003
(40.43%) males and 4425 (59.57%) females. Due to the big
variety in medical specialties among physicians and our pre-
vious findings showing the huge discrepancies in burnout
rates among various specialties, we decided to match the
teacher sample with physicians only from internal/general
medicine specialty. Internists (N = 1856) create the largest spe-
cialty group (25%) within our sample. In this subgroup were
733 males (39.5%) and 1123 females (60.5%). Mean age for
males was 44.41 and mean age for females was 41.31.

Table 1 Mean scores for SMBM and BDI-IT
Number SMBM total BDI-I
Males Doctors 733 53.27* 11.72%
Teachers 358 40.48* 10.13%
Females Doctors 1123 48.63* 10.94
Teachers 2034 40.96* 11.22

*Significant difference at p < .001 level between doctors and teachers
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Table2 Frequencies of burnout intensity according to population means
Age Burnout Number Percentage Age Burnout Number Percentage
Doctors
Males Females
<30 Norm 50 352 <30 Norm 131 46
1 SD above norm 39 275 1 SD above norm 91 32
2 SD above norm 2 14 2 SD above norm 30 10
3 SD above norm 48 338 3 SD above norm 31 11
4 SD above norm 3 21 4 SD above norm 5 1.7
Total 142 100 Total 288 100
30-35 1 SD below norm 2 21 30-35 1 SD below norm 9 6.1
Norm 64 66 Nom 104 71
1 SD above norm 19 19.6 1 SD above norm 29 20
2 SD above norm 12 124 2 SD above norm 5 34
Total 97 100 Total 147 100
35-40 1 SD below norm 2 26 3540 1 SD below norm 30 25
Norm 44 57.1 Norm 63 52
1 SD above norm 25 325 1 SD above norm 21 17
2 SD above norm 6 78 2 SD above norm 7 58
Total 77 100 Total 121 100
40-45 4045 1 SD below norm 46 28
Norm 34 40.5 Norm 78 47
1 SD above norm 27 32.1 1 SD above norm 35 21
2 SD above norm 22 262 2 SD above norm 6 3.6
3 SD above norm 1 1.2 3 SD above norm 1 0.6
Total 84 100 Total 166 100
45-50 1 SD below norm 6 72 45-50 1 SD below norm 15 12
Norm 48 57.8 Norm 73 60
1 SD above norm 24 289 1 SD above norm 32 26
2 SD above norm 3 36 2 SD above norm 1 0.8
3 SD above norm 2 24 Total 121 100
Total 83 100
50-55 1 SD below norm 1 13 50-55 1 SD below norm 3 23
Norm 40 519 Nom 115 88
1 SD above norm 29 317 1 SD above norm 13 99
2 SD above norm 6 78 Total 131 100
3 SD above norm 1 1.3
Total 1 100
55-60 1 SD below norm 1 1.1 55-60 1 SD below norm 3 32
Norm 7 84.6 Norm 81 87
1 SD above norm 12 132 1 SD above norm 5 54
2 SD above norm 1 1.1 2 SD above norm 4 43
Total 91 100 Total 93 100
>60 >60 1 SD below norm 1 1.8
Norm 44 53.7 Norm 49 88
1 SD above norm 18 22 1 SD above norm 4 71
2 SD above norm 11 134 2 SD above norm 2 36
3 SD above norm 7 8.5 Total 56 100
4 SD above norm 2 24
Total 82 100
Teachers
<30 1 SD below norm 6 15 <30 1 SD below norm 47 31
Norm 30 75 Norm 92 61
1 SD above norm 3 75 1 SD above norm 6 4
3 SD above norm 1 25 2 SD above norm 5 33
Total 40 100 Total 150 100
30-35 1 SD below norm 10 27 30-35 1 SD below norm 24 20
Norm 26 703 Norm 91 77
1 SD above norm 1 27 1 SD above norm 3 25
Total 37 100 Total 118 100
35-40 1 SD below norm 10 208 3540 1 SD below norm 43 17
Norm 36 75 Nom 196 76
1 SD above norm 1 21 1 SD above norm 13 5.1
2 SD above norm 1 21 2 SD above norm 4 1.6
Total 48 100 Total 256 100
Missing 1 0.4
257 100
@ Springer
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Table 2 (continued)

Age Burnout Number Percentage Age Burnout Number Percentage
40-45 1 SD below norm 6 9.8 40-45 1 SD below norm 73 23
Norm 40 65.6 Nom 225 72
1 SD above norm 12 19.7 1 SD above norm 13 42
2 SD above norm 3 49 2 SD above norm 2 0.6
Total 61 100 Total 313 100
45-50 1 SD below norm 11 239 45-50 1 SD below norm 52 13
Norm 31 674 Nom 296 74
1 SD above norm 4 8.7 1 SD above norm 40 10
Total 46 100 2 SD above norm 9 23
3 SD above norm 1 0.3
Total 398 100
50-55 1 SD below norm 7 125 50-55 1 SD below norm 51 11
Norm 41 732 Normm 363 80
1 SD above norm 5 89 1 SD above norm 37 82
2 SD above norm 2 36 2 SD above norm 1 02
3 SD above norm 1 1.8 Total 452 100
Total 56 100
55-60 1 SD below norm 1 22 55-60 1 SD below norm 31 11
Norm 36 80 Nom 195 69
1 SD above norm 8 178 1 SD above norm 47 17
Total 45 100 2 SD above norm 9 3.2
3 SD above norm 1 0.4
Total 283 100
Missing 1 0.4
284 100
>60 1 SD below norm 3 12 >60 1 SD below norm 10 16
Norm 9 36 Norm 52 81
1 SD above norm 7 28 1 SD above norm 1 1.6
2 SD above norm 4 16 2 SD Above Norm 1 1.6
3 SD above norm 2 8 Total 64 100
Total 25 100

Due to the previous results between genders, we split our
data between males and females and further compared differ-
ences in overall levels of burnout and depressive symptom-
atology (as measured by BDI-II) (Table 1). In order to find
differences between teachers and physicians, independent
sample # tests were applied.

From our results, we see that, after splitting our file between
genders, there are significant differences in the levels of bumout
between physicians and teachers. Regardless of gender, physi-
cians suffer from significantly higher burnout symptomatology
when compared with teachers. These differences were found to
be statistically significant. Furthermore, significant differences
were also found between males in depressive symptomatology.
We do not observe this difference in females.

It is also interesting to look at and compare the trends in
rates of burnout. While, for physicians, the overall burnout
rates are higher for males, for teachers, we see that the overall
levels are higher among females. Lastly, when looking at de-
pressive symptomatology, male physicians have higher rates
than females; on the other hand, female teachers have higher
depressive symptomatology when compared with males.

Overall, although there are significant differences between
these two professions—teachers and physicians— the trends in
the various rates and subscales of bumout are quite different.
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‘While it seems that male internists are more vulnerable towards
burnout, among teachers, males only score higher emotional
burnout but overall, females have higher rates of burnout. In
order to explore this tendency in more depth, we coded the rates
of burnout according to the norms of Czech population that were
previously published by Ptadek et al. (2017). Chi-square analysis
showed that there are significant differences among genders as
well as employment (p <.001).

Table 2 clearly demonstrates the differences not only in com-
parison between genders and workplace but also with popula-
tion norms from the Czech Republic. We see that majority of
our sample still remains within the norm; however, while in
physicians, we also frequently observe range as high as 3 SD
above means. This is not so often seen among teachers.
Furthermore, Table 2 once again demonstrates the clear gender
and age differences. While, with gender, the evidence remains
mixed, age clearly seems to be protective of bumnout. Increasing
age means lower levels of overall burnout levels.

Conclusion

Our results suggest that, although burnout is a syndrome that
appears regardless of profession, its manifestation can be quite
different depending on the type of job. While, among teachers,
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females are more vulnerable towards the threat of burnout,
among physicians, males suffer from higher rates of this syn-
drome. Our results suggest that universal interventions might
not be applicable when tackling burnout syndrome. Each em-
ployer should at first attempt to map and monitor the bumout
levels among his employees in order to identify the group that
is facing the highest risk of this syndrome. Burnout prevention
and intervention should be meaningful and tailored for indi-
vidual professions in order to maximize its effect and prevent
burnout in the most effective way possible.

To our knowledge, this is the first study in the Czech Republic
mapping and comparing burnout levels of teachers and physi-
cians with previously established norms. The novelty of this
research lies in the aspect of norm comparison as previous studies
were only bringing information about the overall burnout levels
and factors influencing them (Ptadek et al. 2013, Smetackova,
Vondrova & Topkova Smetackova et al. 2017). Our results con-
firmed that that burnout is not exclusively a syndrome of medical
professions. Yet, it also showed that physicians tend to be more
affected than teachers. Overall, higher levels of bumout were
found among female teachers compared with their male counter-
parts; in physicians, the situation was reversed; burnout affected
more males than females. In all categories, more females were
within the norm of Czech population. Nonetheless, the risk of
burnout should not be underestimated in either of these profes-
sions. While burnout of physicians may impact the health of their
patients and result in an increased number of errors committed by
them, burnout of teachers may impact the well-being of their
students. As both professions have frequent contact with clients
or students respectively, they need to be mindful about the effect
their own mental health may have on that of their surroundings.
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