UNIVERZITA PALACKEHO V OLOMOUCI

CYRILOMETODEJSKA TEOLOGICKA FAKULTA

DIZERTACNA PRACA

MUDr. Natalia Kascakova

Olomouc 2019



UNIVERZITA PALACKEHO V OLOMOUCI

CYRILOMETODEJSKA TEOLOGICKA FAKULTA

MUDr. Natalia Kascakova

TRAUMATIZACIA V DETSTVE A NESKORSOM
ZIVOTE A SUVISLOSTI SO VZTAHOYOU VAZBOU,
RESILIENCIOU A ZDRAVIM

Dizerta¢na praca

Skolitel’ a veduci prdace: prof. Ing. Mgr. et Mgr. Peter Tavel, Ph.D.

odbor: Socialni a spiritualni determinanty zdravi

Olomouc 2019



Prehlasujem, Zze som pracu vypracovala
samostatne a vSetky pouzité informac¢né

zdroje som uviedla v zozname literatury.



Obsah

KAPITOLA 1 1

Uvod a osnova dizerta¢nej prace

KAPITOLA 2 32
Zdroje udajov
KAPITOLA 3 36

Validation of a 16-Item Short Form of the Czech Version of the Experiences in Close
Relationships Revised Questionnaire in a Representative Sample
Psycholgical Reports, 119(3), 804-825

KAPITOLA 4 60

Psychometrickd analyza Ceskej verzie dotaznika Trauma z détstvi (CTQ) so
sociodemografickymi rozdielmi v traumatizacii dospelych obyvatel'ov Ceskej republiky
Ceskoslovenska Psychologie, 62(3), 212-230

KAPITOLA 5 85

Dotaznik Zivotnich stresorti (LSC-R): Vyskyt stresorov u dospelych obyvatel'ov CR a savis so
zdravim.
Ceskoslovenska Psychologie, 62(Suppl.1), 80-99

KAPITOLA 6 112
The fragile male: Links between childhood trauma and migraine

Submitted

KAPITOLA 7 132

The Unholy Trinity: Childhood trauma, adulthood anxiety and long-term pain
Submitted

KAPITOLA 8 153
Vyskyt neistych vztahovych stylov, traumatizacie v detstve a zivotnych stresorov

Vv dospelosti. Resiliencia ako ochranny faktor.

KAPITOLA 9 166

Diskusia
Zhrnutie
Abstract






Kapitola 1
Uvod

Zistenia z klinickej praxe a cielenych vyskumov opakovane poukazuji na stvislosti medzi
traumatizaciou v detstve, ale aj neskorSom Zzivote a zdravim. Ukazuje sa, ze traumatizacia
Vv detstve moze suvisiet’ s rozvinutim neistych foriem vztahovej vizby, ktoré sa povazuju za
rizikové faktory pre r6zne ochorenia. Bezpecna vzt'ahova vizba je naproti tomu povazovana za
ochranny faktor, chraniaci pred vznikom ochoreni, a podobne ako aj resiliencia moZe mat’
moderujtci vplyv na zdravie. Cielom tejto prace bolo posudit’ vztah medzi traumatizaciou
v detstve aj neskorsom Zivote, a zdravotnymi tazkostami v rozliénych populicidch. Daldim
cielom bolo posudit’ vztah medzi charakteristikami neistej vzt'ahovej vizby (vysSia vzt'ahova
uzkostnost’ a vyhybavost) a zdravotnymi t'azkostami.

V nasledujicom texte st opisané zaklady teoretickych vychodisk savisiacich s témou
prace, ciel’ a Struktura dizertacnej prace. Ked’ze v praci uvadzame pat vedeckych ¢lankov v

publikovanej alebo podanej podobe, odkazy na pouzité zdroje su za kazdou kapitolou osobitne.

1 Traumatizacia v detstve

V klinickej praxi sa pri stretnuti s pacientmi v ramci anamnestického rozhovoru alebo
psychoterapeutickych sedeni dozvedame o ich bolestnych skusenostiach z detstva. Casto aj
samotny pacient tusi a sam prichadza s otazkou, ¢i jeho t'azkosti — trapenia, izkosti, depresie
ale aj rozne psychosomatické tazkosti mézu nejako stvisiet’ s tym, ¢o zazil v detstve alebo

Vv naslednych vzt'ahoch v dospelosti.

1.1.Teoretické vychodiska traumatizacie v detstve

Teoreticky rdmec traumatizacie v detstve (childhood trauma) prvykrat opisala Lenore Terr
(1991) arozlisuje medzi traumou typu 1, ktora predstavuje jednu epizodickt traumatick
udalost’ a traumou typu 2, pri ktorej ide 0 opakovanu alebo chronickt traumatizaciu, ktora sa
objavuje v ramci medziludskych vztahov, najcastejSie medzi ¢lenmi rodiny. V aktualnej
dizertacnej praci je tematizovana prave chronicka, opakovana traumatizacia v detstve (teda
trauma typu 2 podl'a Terrovej) a jej negativne G€inky na psychické a telesné zdravie.

Udaje o novych pripadoch deti na tizemi Ceskej a Slovenskej republiky, ktoré su

vystavené psychickému a fyzickému tyraniu, sexualnemu zneuZzivaniu a zanedbavaniu, st



uvedené v ro¢nych vykazoch Ministerstva prace a socialnich véci CR a Ministerstva prace,
socialnych veci a rodiny SR, podl'a odbornikov st vSak pripady, ktoré sa dostant1 na verejnost’,

stale len $pickou 'adovca (MPSV, 2018).

Udaje o traumatizacii v detstve v &eskom a slovenskom prostredi

Udaje o tyrani deti v Ceskej Republike su dostupné na webovej stranke nadacie Nage Dité. Podla §tatistickych
tdajovz MPSV CR o tyranych a zneuzivanych detoch v Ceskej Republike evidujii medziroény narast o viac
nez 10 % nahlasenych pripadov. V roku 2013 bolo ohlasenych 7 527 pripadov tyrania a zneuzivania deti, v
roku 2014 to bolo 8 478, vroku 2017 to bolo 8 929. Zanedbavanie sa zaznamenava od r.2009 a byva
percentualne najviac zastapené (MPSV, 2018).

Prieskum, ktory na Slovensku v roku 1999 na vzorke 5 230 deti od 15 do 16 rokov robilo ob¢ianske zdruzenie
Slonad ukazal, ze az Stvrtina deti zazila od rodicov telesné tyranie - ako bitie, kopanie ¢i rezanie. Viac ako
12 percent deti hovorilo, Ze boli obet'ami pohlavného zneuzivania, a agresorom bola osoba blizka ¢i znama.
Tretina tyranych povedala, ze zazitok ju stale traumatizuje, tretina, Ze sa eSte nikomu nezddverila. Medzi
najcastejsie formy pachania domaceho nasilia na det'och patri opakované fyzické a psychické tyranie, verbalne
utoky, najmé vyhrazanie. Odhaduje sa, Ze dve tretiny postihnutych tvoria deti mladsie ako tri roky (UVZSR,
2009).

Slovenské turady prace socialnych veci a rodiny vedu statistiky o pomoci detom, ktoré boli obetami domaceho
nasilia. Z nich vyplyva, ze v roku 2014 je pocet evidovanych deti tyranych, zneuzivanych a Sikanovanych
424, z toho bola 102 detom bola poskytnuta pomoc formou ambulantnej, pobytovej starostlivosti alebo
nahradnej rodinnej starostlivosti. V roku 2017 je evidovanych uz 974 deti, ide o dvojnasobny narast oproti
roku 2014 (UPSVRSR, 2016, 2019).

Vr. 2013 sa v InStitate pre vyskum prace arodiny (pri Ministerstve prace, rodiny a socialnych veci)
zrealizoval vyskum prevalencie nasilia pachaného na det'och na reprezentativnej vzorke 1560 deti vo veku 14
a 15 rokov. U 20,6% opytanych deti sa zistilo psychické nasilie, u 23.2% fyzické nésilie a u 7.1% sexualne
nasilie. Zanedbavanie so zahrnutim oboch typov, teda emocionalneho aj fyzického, bolo pritomné u 9,4%
opytanych deti. Jednou z otazok bola aj otazka : ,poznate vo svojom okoli dieta alebo deti, ktoré boli
vystavené niektorej z foriem nasilného spravania, teda telesnému alebo psychickému tyraniu, ¢i sexualnemu
zneuzivaniu, zanedbavaniu diet'at’a, kedy nema dostatok primerane;j starostlivosti?* kladne na iu odpovedalo

21,7 % respondentov (Fico, 2013).

Prospektivno-retrospektivne merania ukazuju, Ze zdokumentované tyranie, zneuZivanie
a zanedbavanie v detstve, v Case kedy sa dialo, a retrospektivne udavané v dospelosti sa
prekryvaja, avSak dospeli, ktori mali zdokumentované zl¢ zaobchadzanie ho retrospektivne
referuji len v 73 % a zase naopak, ti respondenti, ¢o referuju v dospelosti 0 zlom zaobchadzani,
ho maju zdokumentované len v 49 % (Raphael, Widom, & Lange, 2001). Skor teda mézeme
ocakavat, ze mnozstvo pripadov zlého zaobchadzania sa nezachyti v detstve ani v dospelosti

arealne Cisla su vyssSie. Meta-analyticky vyskum autorov Stoltenborgh et al. (2015) uvadza
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nasledovné prevalencie detskej traumatizacie zistovanej retrospektivne (celosvetovy vyskyt):
36,3 % pre emocné tyranie, 22,6 % pre fyzické tyranie, 7,6 % pre sexudlne zneuzivanie
uchlapcov a 18 % u dievéat, 18,4 % pre emo¢né zanedbavanie a 16,3 % pre fyzické
zanedbavanie. Autori sa zmiefiuju aj o tom, ze vac¢Sina vyskumov V tejto oblasti je zamerana na
vyskyt sexualneho a fyzického tyrania, priCom vyskum zanedbavania (emoc¢ného aj fyzického)

,Je zanedbavany* (Stoltenborgh, Bakermans-Kranenburg, & van IJzendoorn, 2013).

1.2 Retrospektivne meranie traumatizacie z detstva v dospelosti

Existuje viacero nastrojov retrospektivne posudzujicich zl¢ zaobchadzanie v detstve (prehl’'ad
v Roy & Perry, 2004). V znamej ACE stadii bol pouzity dotaznik Adverse childhood
experiences (ACE)*) (Felitti et al., 1998); 10-polozkové forma ACE obsahuje oblasti emo¢ného
a fyzického tyrania, sexudlneho zneuZivania a otazky na celkovi dysfunkciu domdacnosti
(pritomnost’ zavislosti, duSevnych ochoreni v rodine, domace nasilie, rozvod, vizenie ¢lena
rodiny). Otazky na dysfunkciu rodiny odraZaju len niektoré aspekty zanedbavania. Preto sme
vV naSom vyskume pouzili dotaznik Childhood Trauma Questionnaire (CTQ), ktory posudzuje
vsetky dblezité formy zlého zaobchadzania s dietat’om, vratane zanedbavania (Bernstein et al.,
2003). Cesk4 verzia dotazniku bola validovana v CR? (kapitola 4) a pripravuje sa validacia aj
v SR.

Dotaznik Trauama z détstvi (CTQ) posudzuje vsSetky doblezit¢ formy zlého
zaobchadzania s dietatom. Jednotlivé polozky, ktoré boli pouzité na vytvorenie piatich subskal
zlého zaobchadzania s dietatom, boli odvodené z nasledovnych definicii tyrania, zneuzivania
a zanedbavania: Sexudlne zneuzivanie bolo definované ako ,,sexudlny kontakt alebo styk medzi
dietatom mlad$im nez je 17 rokov a dospelym alebo starSou osobou (najmenej o 5 rokov
starSou nez je dieta)®, fyzické tyranie ako ,telesné utoky na dieta od dospelej alebo starSej
osoby, ktoré predstavovali riziko alebo vyustili do poranenia®, emociondlne tyranie ako
,verbalne utoky znizujuce sebauctu alebo pohodu dietata alebo akékol'vek ponizujice

3. 66

spravanie dospelého alebo star$ej osoby namierené voci dietatu, fyzické zanedbdvanie ako
,»Zlyhanie opatrovatelov poskytovat’ dietatu zédkladné fyzické potreby vratane jedla, utulku,

oblecenia, bezpefia a zdravotnej starostlivosti, emociondlne zanedbdvanie ako ,zlyhanie

! Existuje nova verzia dotazniku — ACE- international questionnaire, ktory je rozsireny o zazitky Sikanovania,
nasilia medzi vrstovnikmi a kolektivneho nasilia (WHO, 2018). Dotaznik MACE — The Maltreatment and Abuse
Chronology of Exposure (Teicher & Parigger, 2015) umoziiuje posudit’ chronologicky vyskyt zlého
zaobchadzania.

2 Licen¢né prava na dotaznik st vyhradnym majetkom spolo¢nosti Pearson, preto moze byt’ eska verzia pouZita
len so stthlasom spolocnosti Pearson.



opatrovatelov napliiat’ zakladné detské emocionalne a psychologické potreby, vratane lasky,
prinalezania, vychovy a podpory.* (Bernstein & Fink, 1998).

V ceskej a slovenskej literattre je zauzivany synonymicky pojem ,.tyranie* (fyzické a
emocionalne) alebo pojem ,nasilie”, najmd ako fyzické a sexualne. V sucasnej Studii je
anglicky termin ,,abuse” v emocionalnom a fyzickom kontexte prelozeny ako ,,tyranie, hovori
sa teda o emociondlnom a fyzickom tyrani. Termin ,,sexual abuse* je prelozeny ako sexudlne
zneuzivanie. Skratky pouzivané v kapitolach 4, 6 a 7 si odvodené z povodnych anglickych
nazvov — emotional abuse (EA), physical abuse (PA), sexual abuse (SA), emotional neglect
(EN), physical neglect (PN).

Prednost'ou tohto nastroja je moznost’ posudit’ aj zdvaznost’ traumatizacie v detstve, s
odstupiiovanim zavaznosti v Styroch kategoriach: 1. ziadna az minimalna, 2. nizka az stredna,
3. strednd az tazka, 4. tazka az extrémna, pri¢om pre kazdy typ traumatizcie su vypocitané
prahové skore. Autori dotaznika CTQ Bernstein a Fink (1998) odportcaju hodnotit” vSetky
pripady, ktoré spifiaji prahové hodnoty pre vyskyt nizkej traumy, uz ako traumatizaciu, priGom
prahové hodnoty st nasledovné: 9 pre EA, 8 pre PA, 6 pre SA, 10 pre EN a 8 pre PN. Walker
et al. (1999) vo svojej stadii odvodili dichotomické diferencované skore, pricom za pomoci
Struktarovaného klinického interview zameraného na anamnézu klinicky signifikantného
tyrania, zneuzivania a zanedbavania odvodili prahové hodnoty s vel'mi dobrou az vynikajucou
senzitivitou a Specificitou (> 0,85). Empiricky odvodené prahové hodnoty tymito autormi su
nasledovné: 10 pre EA, 8 pre PA, 8 pre SA, 15 pre EN a 8 pre PN.

V klinickej praxi a tiez v $tudiach na velkych reprezentativnych vzorkach (Dong et al.,
2004) sa ukazuje, ze vel'mi Casto sa vyskytuju viaceré typy zlého zaobchadzania v detstve
spolo¢ne, teda kombinovand traumatizacia — safasny vyskyt tyrania, zneuzivania
a zanedbavania v celkovo dysfunkénom rodinnom prostredi®.

Traumatizacia v detstve mdze negativne ovplyviiovat’ formovanie vztahov k rodicom
acelkovo k ludom asvetu. V dalsej podkapitole sa venujeme zakladnym teoretickym

vychodiskam konceptu vzt'ahovej vizby a moZnostiam jej merania u dospelych.

3 Vo vedeckych publikaciach sa v anglickej terminoldgii poZivaji pojmy combined childhood trauma, multi-type
trauma alebo multiple forms of childhood trauma.



2 Vztahova vazba

2.1. Teoretické vychodiska konceptu vzt’ahovej vazby

Teoria vztahovej viazby Johna Bowlbyho (Bowlby, 1979) poskytla z historického hl'adiska
hlbsie pochopenie dynamiky vzt'ahu matka — diet'a / diet'a — matka. Konceptualizuje vrodent
tendenciu dietat’a selektivne sa viazat’ na primarnu opatrujicu osobu, pri¢om podl'a readlneho
vzt'ahového spravania matky / opatrujicej osoby a diet'at’a sa utvara §tyl vztahového prezivania
a spravania, ktoré je v jednom az jeden a pol roku uz relativne ustalené. Linia tohto S§tylu
vztahového spravania pretrvava u vacsSiny aj v dospelosti, (Bowlby, 1979, 1983, 1988),
pripadne je modifikované novymi vztahovymi skusenostami v obdobi puberty (Behringer,
2017).

Na zaklade Ainsworthovej pozorovania dojciat pri separacii od matiek pri Strange
situation test (Ainsworth et al, 1978) boli identifikované tri rozdielne behaviordlne vzorce
vztahovej vizby: bezpecny, neisto vyhybavy a neisto ambivalentny. Neskor bol identifikovany
Stvrty $tyl - dezorganizovany (Main & Solomon, 1990).

Dotaznikové metddy zistovania vztahovej vizby v dospelosti typicky posudzuja
vzt'ahovu (ne)istotu pomocou dvoch dimenzii — vztahovej uzkostnosti a vyhybavosti (prehl’'ad
v Mikulincer & Shaver, 2010). Bartholomewova a Horowitz (1991) v nadvéznosti na Bowlbyho
ideu vnutornych pracovnych modelov seba a druhych (Bowlby, 1969/1982; 1973) navrhli, ze
dimenzia vztahovej uzkostnosti moze byt’ byt chapand ako model seba a dimenzia vyhybavosti
ako model druhych a vytvorili Stvor-kategorialny model, v ktorom kategdrie roznych Stylov
vzt'ahovej vézby predstavujii kombinacie extrémnych pozicii na dimenziach vztahovej
uzkostnosti a vyhybavosti, ktoré sa zdroven vzt'ahuji na model self a model druhych (schéma
1). Jedinci s bezpecnym (secure) vztahovym S§tylom maju relativne nizke skore v oboch
dimenziach, vyznacuji sa pozitivnym modelom self (maju pocit vlastnej sebahodnoty) a
pozitivnym modelom druhych (maja pocit, Ze druhi st doveryhodni a vnimavi). Jedinci so
zapletenym (preoccupied) vztahovym Stylom maji vysoké skore vztahovej iizkostnosti a nizku
vyhybavost, vyznafuji sa negativnym modelom self (pocitmi zniZenej sebahodnoty),
a pozitivnym modelom druhych, maji silnu tizbu ziskat’ blizkost’ k druhym, uzkostne
monitoruji  dostupnost’ druhych a pouzivaji stratégie charakterizované excesivnym
znovuuistovanim o dostupnosti druhych, ich spravanie je v hyperaktivovanom moéde. Jedinci s
vyhybavym (dismissive) vztahovym sStylom maji vysoké skore vyhybavosti a nizke skore

uzkostnosti; vyznacuju sa pozitivnym modelom self a negativnym modelom druhych, prezivaji



diskomfort pri vacsej blizkosti a tuzia udrzat’ si emociondlny odstup, je pre nich dolezité citit’
sa nezavisle a spolichat’ sa na seba, nie na druhych. Ich vztahové spravanie je v deaktivovanom
mode. Jedinci s ustrasenym (fearful) vztahovym $tylom maji kombinaciu vysokej uzkostnosti
aj vyhybavosti, vyznacuju sa negativnym modelom self i druhych, prezivaju pocity znizenej
sebahodnoty, druhych povazuju za nedoveryhodnych, a o¢akavaji od inych skor ublizenie
a odmietanie; ich vztahové spravanie je charakterizované striedavo hyperaktivaciou

a deaktivaciou (prehl'ad v Fraley & Shaver, 2000; Mikulincer & Shaver, 2010).

Nizka vyhybavost’
Pozitiviny model druhych

Bezpetny (secure) Zapleteny (proccupied)

Bez problémov s intimitou

a autonomiou v blizkych Nadmerné zaoberanie sa

vztahoch. vztahmi.

Sebaddvera. Hodnota je zavisla od inych.
Nizka tzkostnost’ Vysok’a izkostnost
Pozitivioy model self Vyhybavy (dismissing) Ustraseny (fearful) Negativny model self

Nadmerna zavislost' od inych.

Nadmerné spolichanie sa Vyhybanie sa blizkosti kvoli

vyhradne na seba. strachu z odmietnutia.

Znizovanie ddlezZitosti Nizka sebaticta a vysoka

intimnych vzt'ahov. vztahova tizkost.

Vysoka vyhybavost’

Negativny model druhych

Schéma 1: Konceptualny model vzt'ahovych $tylov, podl'a Bartolomew a Horowitz (1990),
modifikované.

Koncept vzt'ahovej vdzby (attachment) sa tyka nielen prezivanych emocii vo vztahu,
ale aj endokrinnych a vegetativnych regulacii a vzorcov motorického spravania, aktivacie
implicitnych a explicitnych pamétovych stdop, anticipadcie moznych naslednych udalosti.
Bowlby sa v tedrii vztahovej vizby opiera o poznatky viacerych vednych disciplin a odborov:
psychoanalyzu, psychologiu, fyziologiu, teoriu regulaénych systémov, etologiu a evolucna

biologiu (Bowlby, 2010, 2012).

2.2 Metody zist'ovania vzt'ahovej vizby v dospelosti

Zistovanie typu vztahovej vidzby v dospelosti je technicky rozne naro¢né. Adult Attachment
Interview (AAI) (George, Kaplan, & Main, 1985) trva 1 az 2 hodiny, priCom viacero d’alSich

hodin je potrebnych na verbatim prepis a naro¢nu analyzu, ktora si vyzaduje dlhodobé Skolenie
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a superviziu. O nie¢o menej naro¢ny je Adult Attachment Projective Test (George & West,
2001), avsak aj ten si vyzaduje dlhodobé skolenie. Postupne bolo vyvinutych viacero
sebaposudzovacich nastrojov, ktoré su vyrazne menej Casovo ndro¢né a st podstatne
jednoduchsie na administraciu a vyhodnocovanie. Uréitou nevyhodou sebaposudzovacich
metdd je, ze zachytavaji viac uvedomovanu stranku vztahovej vézby, zatial o AAI a AAP
odzrkadl'uju aj neuvedomované aspekty vzt'ahovej vazby (Crowell, Fraley, & Shaver, 2008).

Problematiku vztahovej vézby a SirSich suvislosti v c¢eskoslovenskom prostredi
rozpracoval vo svojej monografii Hasto (2005) a vV spolupraci s Bies¢adom popisali
sebaposudzovacie dotaznikové metddy na detekciu vztahovej vizby v dospelosti vyuZiteI'né vo
vyskume aj klinickej praxi (Bies¢ad & Hasto, 2010). Téme attachmentu sa venuju viaceri
domaci autori (Adamove, 2017; Dvorskd, 2008; Kulisek, 2000; Michal¢adkova et al., 2010;
Stefankova, 2007); vizbovej hierarchii a jej vyvoju od rané¢ho detstva do vEasnej dospelosti sa
venuje prehladova praca (Umemura et al., v tlaci).

Siroko pouzivanym néastrojom na posudzovanie vzt'ahovej vizby je Experience in Close
Relationships (ECR) (Brennan, Clark, & Shaver, 1998), dotaznik posudzujici dve vzt'ahové
dimenzie — 1. tzkostnost’ — odrazajucu tzkost’ a ostrazitost’ tykajiicu sa odmietnutia a opustenia
a 2. vyhybavost’ — koreSpondujiicu s neprijemnymi pocitmi vo vztahu k blizkosti a zavislosti
od druhych. Ceska verziu ECR na vzorke $tudentov validovali Le¢bych and Pospisilikova
(2012) a v nedavnej metodickej $tadii na populaénej vzorke 1072 participantov Seitl, Charvat,
a Lecbych (2016).

V snahe poskytnit’ lepSie rozliSenie na bezpecnych koncoch dvoch S§kal ECR,
reanalyzovali Fraley, Waller a Brennan (2000) originalny stibor poloziek, z ktorych vychadzal
ECR a vytvorili Experience in Close Relationships — Revised (ECR-R), ktory sa stal §iroko
pouzivanym v popula¢nych aj klinickych stidiach (prehl'ad v Hasto et al., 2018; Kascakova et
al., 2016). V nasom prostredi bol validovany nastroj na Slovensku na vzorke S$tudentov
(Gugova, Heretik, & Hajdtk, 2014) a prvy reprezentativny vyskum ECR-R sa na vzorke 1000
respondentov uskuto¢nil v Ceskej republike (Kas¢akova et al., 2016). Vysledkom §tadie bola
validacia ¢eského dotaznika ,,Prozivani blizkych vztahi* (ECR-R-16) v skratenej verzii so 16
polozkami (kapitola 3).

V nadvédznosti na validaciu z roku 2016 sme opédtovne prelozili povodny ECR-R
a upravili znenie problematickych poloZiek. P6vodnt formulaciu ,,zaviset na* (z anglického to
depend on) sme preformulovali na ,,spolé¢hat na®, pretoze sa domnievame, ze takéto vyjadrenie
lepsie vystihuje anglické ,,depend on®“ v kontexte vztahovej vizby a neobsahuje v sebe

negativne konotécie. Upravili sme tiez polozky, ktoré obsahovali dvojity zapor, ked’Ze takto
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formulované otazky mézu viest k nepochopeniu ak zmitku u respondentov. Stidia bola
publikovana v Suplemente Ceskoslovenskej psycholégie (Hasto et al., 2018).

Polozky vybrané do skratenej verzie dotaznika Prozivani blizkych vztahii (ECR-R-16)
okrem vyhovujucich psychometrickych vlastnosti reprezentuju aj dominantné témy vztahovej
uzkostnosti: obavy z odmietnutia alebo opustenia (polozky 2, 3, 15), nadmernd potreba
naklonnosti od ostatnych (polozky 5, 12, 14), distress pri nedostupnosti partnera (polozky 6 a
16), a dominantné témy vztahovej vyhybavosti: nadmerné spolichanie sa a seba (polozka 29R,
36R), neochota zdiel'at’ (20R, 28R 31R) a obavy z blizkosti (polozky 22R, 26R, 35R). Skrateny
dotaznik ECR-R-16 je uvedeny nizsie v Tabulke 1.4

Tabulka 1. Zakladné témy vzt'ahovej uzkostnosti a vyhybavosti a kone¢né znenie otazok

Zakladné témy Znenie otazky
Vztahova uzkostnost’
Obava z odmietnutia 2 Casto mivam obavy, e se mnou mij partner/partnerka nebude
alebo opustenia chtit zdstat.
3 Casto mivam obavy, Ze mé& milj partner/partnerka doopravdy
nemiluje.

15 Bojim se, Ze az m¢ mij milostny partner/partnerka pozna,
nebude se mu libit, kdo doopravdy jsem.
Nadmerna potreba 5 Casto si pieji, aby city mého partnera/partnerky ke mné byly
naklonnosti od ostatnych stejné silné jako moje city k ni/nému.
12 Vnimam, Ze se ke mné muj partner/partnerka nechce tak
piiblizit, jak bych chtél/a ja.
14 Moje touha po vétsi blizkosti n€kdy lidi odstrasi.

Vztahova vyhybavost’

Distress pri 6 Ohledné svych vztahii si délam hodné starosti.

nedostupnosti partnera 16 Pfivadi mé k $ilenstvi, Ze od svého partnera/partnerky
nedostavam lasku a podporu, kterou potiebuji.

Nadmerné spoliehanie sa  29R Ve chvilich nouze mi pomaha obratit se na mého milostného

na seba partnera/partnerku.
36R  Mij partner/partnerka opravdu rozumi mné a mym potiebam.
Neochota zdiel'at 20R Citim se prijemné, kdyz S partnerem/partnerkou sdilim své

osobni myslenky a pocity.

28R Obvykle s mym partnerem/partnerkou hovoifim o svych
problémech a starostech.

31R  Probiram véci se svym partnerem/partnerkou.

Obavy z blizkosti 22R  Blizkost milostného partnera/partnerky je mi velmi pfijemna.
26R  Pfijde mi pomérné snadné piiblizit se mému partnerovi
/partnerce.
35R  Je pro mne snadné projevovat naklonnost svému
partnerovi/partnerce.

* Obe formy v &estine, skratend aj kompletnd, s dostupné na stiahnutie na stranke https://oushi.upol.cz/publikace-
2-2/. Slovenska verzia ECR-R je pouzitad v reprezentativnom =zbere, vysledky budeme vyhodnocovat
V nasledujiicom obdobi.



3 Traumatizacia v priebehu Zivota (,,Zivotné stresory*)

V priebehu Zivota l'udia prezivaji mnozstvo stresujucich udalosti — zivotnych stresorov, ktoré
moézu mat nepriaznivé socidlne, psychologické a zdravotné nasledky. Podla velkej
epidemiologickej Studie z 24 krajin viac ako 70 % l'udi zazilo aspon jednu traumatickt udalost’
a 30,5 % Tludi viac ako S$tyri traumatické udalosti (Benjet et al., 2016). Takmer polovicu
z traumatickych udalosti tvorilo: byt svedkom smrti alebo vaznej nehody, neCakand smrt’
blizkeho, zazitok vlamania, zivot ohrozujica automobilovd nehoda, zdvazné ochorenie alebo

poranenie.
3.1. Meranie Zivotnych stresorov pocas Zivota

V aktualnom vyskume sme pouzili dotaznik Life Stressor Checklist-Revised (Wolfe et al.,
1996) ajeho cesky preklad Dotaznik Zivotnich stresorti sme analyzovali na reprezentativnej
vzorke (kapitola 5). LSC-R oproti inym nastrojom obsahuje SirSie spektrum stresorov a jeho
vyhodou tiez je, Ze poskytuje detailné informacie o ase nastupu a ukoncenia poOsobenia
udalosti, 0 subjektivnom prezivani pocas udalosti a 0 Stupni posobenia na sti¢asnost’. Vychadza
z DSM-1V definicie traumy: ,,jedinec bol vystaveny traumatickej udalosti, pre ktoru platia obe
nasledujuce kritéria: (1) prezil, bol svedkom alebo musel celit udalosti alebo udalostiam, pri
ktorych doslo k usmrteniu niekoho iného, kedy hrozila smrt alebo kedy doslo k tazkému vrazu
alebo ohrozeniu fyzickej integrity vlastnej alebo inych, (2) reakciou jedinca bol intenzivny
strach, beznddej alebo hréza® (APA, 2003). V novsej verzii DSM-5 uz nie je emo¢na reakcia
stcastou definicie traumy (APA, 2015; Hasto, 2016; Hasto & Tavel, 2016).

V ramci dizertacnej prace (kapitola 5 a 6) pouzivame rozsirené moznosti skorovania:
1)suméarne skore udalosti (sucet vSetkych stresovych udalosti), 2) sumarne skore s posudenim
zavaznosti vplyvu v poslednom roku, 3) sumarne skore udalosti prezitych do veku 16 rokov, aj

S postdenim zavaznosti, 4) skore interpersonalneho nasilia, aj s posudenim zavaznosti.

4 Suvislosti medzi traumatizaciou v detstve a zdravim

V poslednych rokoch prebieha intenzivny vyskum v oblasti negativnych dopadov traumatizacie
Vv detstve na psychické a somatické zdravie v dospelosti, nadvizujlci na priekopnicku ACE
studiu (Adverse Childhood Events Study) americkych autorov Felitti et al. (1998). Potvrdzuje
sa vyrazna spojitost’ traumatizacie Vv detstve so zhorSenym dusevnym zdravim a S rizikovym

spravanim veducim k zhor§enému zdraviu a véasnej umrtnosti (Bellis et al., 2014; Dube et al.,



2003; Edwards et al., 2003; Felitti, 2002; Felitti et al., 1998; Norman et al., 2012).

Podl'a ACE stadie s 17337 dospelymi respondentmi maji l'udia so skére ACE > 4
zvysené riziko vyskytu problémov vo viacerych oblastiach dusevného zdravia (panické reakcie,
uzkost, depresia, halucinacie, poruchy spanku, vysokd troven stresu, problém s ovladanim
hnevu) atelesného zdravia (napr. tazka obezita, viacpocetné somatické symptomy), maja
zvySené riziko faj¢enia, alkoholizmu, uZzivania drog, uvadza sa tiez zvySena promiskuita
a riziko prenosnych ochoreni (Anda et al., 2006). V nedavnom systematickom prehl'ade Hughes
et al. (2017) analyzovali celkovo 11621 stadii tykajucich sa i¢inkov traumatizacie v detstve na
zdravie v dospelosti, vysledky poukazuju na slabsie riziko pre fyzicku inaktivitu, nadvahu alebo
obezitu a diabetes (OR<2), stredné riziko pre fajcenie, nadmerné uzivanie alkoholu, slabo
hodnotené zdravie, rakovinu, srdcové ochorenia a respiraéné ochorenia (OR od 2 do 3), silné
riziko pre podstupovanie sexualneho rizika, dusevné ochorenia a problematické pitie alkoholu
(OR od 3 do 6) a najsilnejsie riziko pre interpersonalne a voci sebe namierené nasilie (OR>7)
(Hughes et al., 2017).

Engel (1959) uz pred nieckolkymi desatrofiami poukazal na zaklade klinického
pozorovania na fakt, ze u pacientov s chronickymi bolestami sa vyskytuje CastejSie psychicka
deprivacia a traumatizacia. Podl'a meta-analytickej Studie (Davis, Luecken, & Zautra, 2005)
maji ludia so skisenostami tyrania, zneuzivania a zanedbavania vysSie riziko vyskytu
chronickych bolesti oproti 'udom, ktori neudavaju traumatické skusenosti z detstva. Podla
metaanalyzy Afari et al. (2014) mali jedinci s anamnézou traumatizacie v detstve 2,7 x vySsi
vyskyt funkénych somatickych symptémov spojenych s bolest'ou (napr. fibromyalgia, syndrom
drazdivého ¢reva, chronicky unavovy syndrom, chronicka nejasna bolest’). Analyza v nemeckej
popula¢nej vzorke 2491 respondentov (Brown et al., 2018) ukazala vyznamné stivislosti medzi
traumatizaciou v detstve abolestou v dospelosti, pricom sa potvrdil silnejsi vplyv pri
kombinovanej traumatizacii.

V suvislosti s chronickou bolest'ou, pri ktorej je vyznamnym faktorom traumatizcia
v detstve sa v nemecky hovoriacich krajinach pouziva pojem ,,Stressinduzierte Hyperalgesie®,
teda stresom indukovana hyperalgézia (Egle, Egloff, & von Kénel, 2016). Pri tomto type
chronickych bolesti sa nenachadza dostato¢né vysvetlenie objektivnym somatickym ndlezom
(napr. pri bolesti chrbta nezistujeme nalez na medzistavcovych platni¢kach alebo drazdenie
spinalnych nervov, ktoré by vysvetlovalo t'azkosti, hoci ndlez draZdenia nervovych vystupov

mohol byt pritomny v minulosti, pri nastupe tazkosti).
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Neurobiologické mechanizmy zapojené pri chronickej bolesti suvisiacej
S traumatizaciou.

Vnimanie aktitnej bolesti cez nervové receptory ma ochranny ucinok, ma zabezpecit' obrannu
reakciu (napr. pouzitie ilavovej polohy, fyzikalnych metdd alebo podania analgetika). Ak vSak
bolest’ trva dlho a je intenzivna, dochadza k zmenam v aktivite nervovych buniek, prestavbe
neuronalnych sieti a synaps. Existuje ,,pamat’ na bolest™ - ide o implicitné spomienkové vzorce
asociované s telesnou bolest’ou. Hoci patria minulosti, ked” sa aktivuju, akoby patrili sicasnosti a

postihnuta osoba preziva bolest’, i ked’ nie je pritomné poskodenie tkaniva alebo bolestivy podnet.

Pri chronickej bolesti stivisiacej s traumatizaciou je zvySene aktivovany limbicky systém, najma
oblast’ cingularnej kory, kde dochadza k emocionalnemu ohodnocovaniu bolesti (tzkostné
spracovavanie, katastrofizacia). V prefrontalnej kore dochadza ku kognitivnemu vyhodnocovaniu
celkovej situacie. Ak je kognitivne vyhodnotenie adekvatne, tak je mozna ,,top-down-regulacia“
s potlatenim emocionalnych a biografickych faktorov vplyvu na prezivanie bolesti. V pripade
stresovo indukovanej hyperalgézie byva tato ,top-down-regulacia“ nedostatoéna. Zistuje sa
zvysena aktivacia cingularnej kory, amygdaly a hipokampu, ktoré vedu k zosilnenému vnimaniu
bolesti (Egle et al., 2016; Tesarz, Eich, Treede, & Gerhardt, 2016).

V suvislosti s migrénou existuje mnozstvo prac, kde sa potvrdzuju asociacie medzi
traumatizaciou v detstve a vyskytom migrény (Anda, Tietjen, Schulman, Felitti, & Croft, 2010;
Brennenstuhl & Fuller-Thomson, 2015; Tietjen et al., 2010a, 2010b, 2010c) a vo viacerych
Stadiach sa ukazuje, Ze vztah medzi prevalenciou migrény a traumatizaciou v detstve je
,zavisly na mnozstve* (dose-response), nie je az tak dolezity typ traumatizacie ako jej
mnozstvo a intenzita. LCudia s kombinovanou traumatizaciou v detstve su vo va¢Som riziku, zZe
budu trpiet’ v dospelosti migrénou (Anda et al., 2010; Brennenstuhl & Fuller-Thomson, 2015).
Podobne, aj vyskum v populacnej vzorke (Brown et al., 2018) poukazuje na vyznamné
suvislosti medzi vSetkymi typmi zlého zaobchadzania v detstve a bolestou hlavy. Vyskumy
boli doposial’ zamerané viac na fyzické a emocné tyranie a sexudlne zneuZzivanie, hoci aj
stvislosti medzi vyskytom migrény a emocnym zanedbavanim sa ukazuju ako vyznamné
(Tietjenetal., 2015). V nasom vyskume (kapitola 6) okrem iného poukazujeme aj na vyznamnu
asocidciu medzi emo¢nym zanedbavanim a vyskytom migrény u muzZov.

V etiopatogenéze vicSiny duSevnych poruch sa uplatiiuje spravidla kombinacia
hereditarnych dispozicii a nepriaznivej zivotnej skusenosti, ako to uz v minulom storoci
sformuloval Eugen Bleuler (Bleuler & Bleuler, 1983). Novsie vyskumy ukazuju, ze faktory
prostredia mézu pdsobit’ aj epigenetickymi mechanizmami (Roth & David Sweatt, 2014). Egle

et al. (2016) uvadza prehladne biografické rizikové faktory pre vznik psychickych
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a psychosomatickych poruch, ktoré boli identifikované na zaklade mnohych retrospektivnych
stadii (Anda et al., 2006; Edwards et al., 2003; Felitti, 2002; Felitti et al., 1998) a potvrdené
prospektivnymi stadiami (Werner & Smith, 2001).

Biografické rizikové faktory pre vznik psychickych a
psychosomatickych ochoreni (podla Egle, 2016):

* nizky socioekonomicky status

*  nizke vzdelanie rodic¢ov

* nezamestnanost

»  velka rodina a malo obytného priestoru

*  kontakty so zariadeniami socialnej kontroly
»  kriminalita alebo disocialita jedného z rodicov
*  chronicka disharmoénia v rodine

*  matka zamestnana v prvom roku Zivota

*  neista vztahova vizba po 12./18.mesiaci

*  psychické poruchy matky alebo otca

»  tazké telesné ochorenia matky alebo otca

*  chronicky chory surodenec

* matka vychovava dieta sama

* autoritativne spravanie otca

e strata matky

¢ rozdelenie, rozvod rodi¢ov

*  Casto sa meniace vztahy

* sexualne zneuzivanie, fyzické tyranie

*  zI¢é kontakty s vrstovnikmi

*  odstup od najblizsieho surodenca menej ako 18 mesiacov
»  dlhsie odlacenie od rodi¢ov prvych 7 rokoch
»  zvySené riziko celkového zatazenia

» chlapci st vulnerabilnejsi ako dievcata

Podl'a meta-analytickej Stadie z rokov 1994-2011 (Norman et al., 2012) je traumatizacia
Vv detstve silne asociovana s neskor$im rozvojom psychopatologie v adolescencii a dospelosti
(napr. uzkostné a depresivne poruchy), so suiciddlnymi pokusmi, uzivanim psychoaktivnych
latok a riskantnym sexudlnym spravanim. V nedavnej austrdlskej prospektivnej Studii u
jedincov s anamnézou detskej traumatizacie s naslednym 21 ro¢nym sledovanim sa ukazala

vyznamna asocidcia medzi depresivnymi a Uzkostnymi poruchami a emo¢nym tyranim
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a zanedbavanim, ako aj s vyskytom viacerych typov traumatizacie suc¢asne (Kisely et al., 2018).

4.1 Kumulacia stresovych udalosti v dospelosti, spoluposobenie ranej traumatizacie v

detstve

Z Kklinickej praxe, ako aj z mnohych §tudii sa ukazuje, ze najma kumulacia stresovych udalosti,
ktora nasleduje po nepriaznivych sktisenostiach z detstva, je zvIast rizikova pre psychosocialne
zdravie.

Pre vznik tzv. ,,velkej depresivnej poruchy* sa ako rizikova javi kumulécia stresovych
udalosti (zavaznych stresorov aj ,dennych trapeni), najmd v kombindcii s ranou
traumatizaciou v obdobi detstva (Openshaw et al., 2015; Vinkers et al., 2014). Ak jedinec zazil
udalost’ s traumatogénnym potencidlom, je vo vi¢Som riziku rozvoja posttraumatickej stresove;j
poruchy, ak zazil aj zI¢ zaobchadzanie v detstve alebo ak sa stresové udalosti kumulujt
(Pejuskovic, Lecic-Tosevski, & Toskovic, 2017). V oblasti addiktologie sa popri geneticko-
enviromentalnych faktoroch tieZ potvrdzuje vyznam ranej traumatizacie v detstve a pridavného
pdsobenia stresorov v dospelosti na rozvoj zavislosti od alkoholu, kokainu a heroinu (Enoch,
2011; Enoch et al., 2010).

Je znamy kumulativny efekt Zivotnych stresorov na zhorSené fyzické zdravie v zmysle
zvySeného vyskytu chronickych ochoreni (napr. vyskyt chronickych bolesti, astmy,
kardiovaskularnych ochoreni, alergie, diabetu, vredovej choroby a i.) (Sledjeski, Speisman, &
Dierker, 2008), ktory potvrdzuje aj zaujimava stadia Krause, Shaw a Cairney (2004) skimajica
fyzické zdravie u I'udi nad 65 rokov. Cloitre, et al. (2001) vo svojej Studii s vzorkou zien
traumatizovanych v detstve a nasledne zazivajucich interpersonalne nasilie v dospelosti zistili
stivislost’ medzi kumulovanou traumatizéciou a mnozstvom udavanych zdravotnych tazkosti.
Podobné vysledky uvadza klinicka stadia Lampe et al. (2003), potvrdzujiica asociaciu medzi
fyzickym tyranim a mnoZzstvom celoZivotnych stresorov a chronickou bolestou (bolest’ chrbta
a bolesti v malej panve) u zien. Tosevski a Milovancevic (2006) prinasaju prehladny sthrn
0 suvislostiach medzi stresujucimi zivotnymi udalost'ami a zdravim.

Nedavna stadia autorov Riedl et al. (2019) vo vzorke 1480 pacientov z r6znych oddeleni
nemocnice poukazuje na to, Ze traumatizcia v detstve (jednotlivym typom alebo viacerymi
typmi), ako aj v kombinacii s domacim nasilim v neskor§om Zivote, st vyznamnymi rizikovymi
faktormi pre muskuloskeletdlne ochorenia, chronickll bolest,, gastrointestindlne, metabolické

a respiracné ochorenia.

13



5 Suvislosti medzi neistou vzt’ahovou vizbou a zdravotnymi tazkost’ami

Kym bezpeény vztahovy §tyl, utvarajuci sa pri prevazujucom senzitivnom spravani matky
(Ainsworth, 1979), je povazovany za ochranny faktor pred vznikom psychickych poruch
(Adshead, 2018), mnozstvo §tudii naznacuje zvySené riziko rozvoja rozli¢nych psychickych
ochoreni u 'udi s neistymi vztahovymi $tylmi (prehlad v Strauss, Schauenburg, 2017).

Neisté vzt'ahové Styly samé osebe sa vSak nepovazuji za patologické, ale su rizikom
alebo mediatorom pre rozvoj psychopatologie, ked’ je jedinec zaroven vystaveny inym
rizikovym faktorom (Adshead, 2018). Ako zvlast wvulnerabilni z hladiska vyskytu
psychopatologie v dospelosti sa javia jedinci s ustraSenym / dezorganizovanym typom
vztahovej vdzby (Dozier, Stovall-McClough, & Albus, 2008). NavySe, najmai jedinci
S histériou traumatizacie V detstve st vzhl'adom na zvySeny sklon k rizikovému spravaniu
a nezdravému sposobu zivota vo vySSom riziku rozvoja réznych somatickych ochoreni.
Bezpecny vztahovy $tyl sa javi ako ochranny faktor, Gizko spéty s vy$sou resilienciou (Kebza
& Solcova, 2008), lepsou schopnostou mentalizovat’ a vytvarat' si lepsie vztahy (Allen,
Fonagy, & Bateman, 2011; Brooks & Goldstein, 2007; Hasto & Tavel, 2015).

Psychosomaticky pristup v medicine sa opiera o bio-psycho-socialny koncept vzniku
a lieCby ochoreni (Engel, 1977, 1978; Novack et al., 2007). Ked’Zze pri vzniku, udrziavani
a liecbe ochoreni spolupdsobia vztahové aspekty (vztahy s blizkymi, vztahy s lekarmi
a zdravotnikmi), ako vel'mi uzito¢né sa ukazuje integrovanie poznatkov vztahovej vizby a
mentalizacie do bio-psycho-socialne chapanej mediciny (Hunter & Maunder, 2001; Maunder
& Hunter, 2001, 2008; Hasto & Tavel, 2015).

Maunder and Hunter (2001) predstavili model, podl'a ktorého existuju tri hlavné, so
vztahovou vdzbou suvisiace mechanizmy, vedice k zvySenému riziku vzniku a udrziavania
ochoreni: zvySend vnimavost’ na stres, zvySené pouzivanie vonkajSich regulatorov afektu
a narusené spravanie ohl'adne vyhl'adavania pomoci. ZvySend vnimavost’ na stres je dosledkom
naruSenych neurobiologickych a imunologickych reguldcii, podrobnejSie sa ktomu
vyjadrujeme niz$ie. S naruSenymi neurobiologickymi regulaciami siivisi aj zvySené pouZivanie
externych regulatorov v podobe pouzivania drog, liekov, potravy, rizikového spravania
V oblasti sexuality. Ludia s neistou vztahovou védzbou vzhl'adom na svoje sklony
k nadmernému pozivaniu hyperaktiva¢nych a deaktivaénych stratégii vo vztahoch (Mikulincer
& Shaver, 2010) v situacii ochorenia inym spdsobom vyhladavaji pomoc nez ludia
s bezpe¢nou vztahovou vidzbou. Pacienti S vysokou mierou uzkosti (neisto uzkostni /

ambivalentni / zapleteni) su vzhI'adom na zvySenu tzkostnost’ prevazne v hyperaktivovanom
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modde, maji zvySenu potrebu uistovania a socialnej opory, ¢asto az kompulzivne vyhladavaja
odbornt starostlivost’. Pacienti s vysokou mierou vztahovej vyhybavosti (neisto vyhybavi) st
charakteristicki vysokou mierou nezavislosti, spolichaji sa viac sami na seba, menia si sami
davkovanie lickov a pomoc niekedy nevyhladaji, aj ked’ je to potrebné. Pacienti s vysokou
mierou vztahovej uzkostnosti aj vyhybavosti (ustraseni / dezorganizovani / s nevyrieSenou
traumou) byvaju najproblematickejs$i v spolupraci pri liecbe, ked’Ze striedavo sa u nich zapaja
hyperaktivacia a deaktivacia vztahového spravania, na jednej strane vyhl'adavaji pomoc, ¢asto
hypochondrickym spdsobom, na druhej strane pasivne-agresivnym sposobom pontkanti pomoc
odmietaju. Pacienti s bezpeCnym vztahovym Stylom zvladnu tazkd situaciu a vyzvu
chronického ochorenia lahSie a primerane realite vyhodnocujii svoju situaciu (Hunter &
Maunder, 2001). Ak v kontakte s pacientom lekar ¢i iny pomahajuci profesional zohl'adiuje
jeho sposoby vztahovania sa k druhym, moze lepSie utvarat' intervencie a podporit’ tak

pacientovu spolupracu pri liecbe.

5.1 Neista vzt’ahova viazba a ochorenia spojené s bolest’ou

Neista vzt'ahova vézba sa povazuje za predisponujuci faktor pre rozvoj viacerych chronickych
ochoreni spojenych s bolestou a pre ich horSie zvladanie (Meredith, Ownsworth, & Strong,
2008; Meredith & Strong, 2018). Ukazuje sa, ze vztahova tizkostnost’ sa podiel'a na tendencii
ku fantazijnej katastrofizacii bolestivych symptomov (Meredith, Strong, & Feeney, 2006),
a modze tak podstatne prispievat’ k zvySenej intenzite bolesti, k chronifikacii a zneschopneniu
kvoli bolesti (Davies et al., 2009). Vo velkej populacnej $tadii s 2509 participantmi (Davies et
al., 2009) sa zistilo dvojnasobné riziko vyskytu chronickych bolesti u I'udi s neistou vztahovou
vézbou, najmi so zapletenym typom, ktory sa vyznacuje zvySenou vzt'ahovou tzkostnostou.
Ciechanowski et al., (2002) zistili, Ze pacienti s neistou vztahovou vidzbou v zvySenej miere
referujii o telesnych tazkostiach. V dal§ich $tadiach sa potvrdilo, Ze najmd pacienti so
zvySenou vztahovou uzkostnostou (zapleteny typ) CcastejSie vyhladdvaju zdravotna
starostlivost’ kvoli bolestiam (Ciechanowski et al., 2003; Taylor et al., 2012). Pacienti
s chronickou, najmé nevysvetlitel'nou bolest'ou, s vyzvou pre medicinu a pristup integrujuci
poznatky vztahovej vizby a mentalizacie pomaha k pochopeniu ich problematiky a k lepse;j
lie¢be (Luyten & De Meulemeester, 2017).
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6 Suvislost’ medzi traumatizaciou v detstve, neistou vztahovou vizbou a

duSevnym zdravim

Zazitky tyrania, zneuzivania a zanedbavania v detstve mdézu negativne ovplyvnit' vztah
k vztahovym osobam a v zmysle tedrie vztahovej vazby (Bowlby, 1979) prispiet’ k rozvoju
neistej vztahovej vizby (Styron & Janoff-Bulman, 1997; Waldinger et al., 2006). Studia so 75
zenami s pouzitim ACE na zistovanie traumatizacie v detstve a zlozitej techniky AAI na
zistovanie vzt'ahovych reprezentacii (Murphy et al., 2014) ukazala, Ze s nedostatkom emocnej
podpory v detstve aso zvySujucim sa skore nepriaznivych sktsenosti z detstva narastal aj
vyskyt klasifikacie neistych vztahovych reprezentacii s nerozrieSenou traumou a smutkom.
Podla Mikulincer a Shaver (2012) a Adshead (2018) je vztahova neistota (attachment
insecurity) neSpecifickym rizikovym faktorom respektive mediatorom pre rozvoj
psychopatologie v dospelosti, priCom doleziti ulohu pri rozvoji jednotlivych psychickych
porach zohrdva vzijomné posobenie genetickych, vyvojovych, enviromentalnych

a epigenetickych faktorov (Nolte et al., 2011).

6.1 Neurobiologické, imunologické a epigenetické mechanizmy podiel’ajice sa na

zvySenej vulnerabilite na stres

Vd’aka rozvoju neurozobrazovacich metdd mame mnozstvo dokazov o tom, ze traumatizacia v
detstve ma aj svoj neurobiologicky koreldt. Zmeny sa zist'uji v oblasti corpus callosum (biela
hmota prepdjajuca hemisféry), v hipokampe, prednej cingularnej kore, v orbitofrontélne;j
a dorzolaterarnej prefrontalnej kore. Ukazuje sa, Ze tieto neurobiologické zmeny st Specificky
viazané na vyskyt traumatizacie v urcitych senzitivnych obdobiach veku, Specificky podla
typov traumatizacie, rozdielne u chlapcov a dievcat. Efekt sa nemusi dostavit hned, je
napriklad znamy efekt raného stresu na hipokampus, ktory sa objavi az v puberte alebo
dospelosti (Teicher et al., 2018; Teicher & Samson, 2013).

Mnoh¢ z identifikovanych neuroanatomickych abnormalit st prepojené a si sucastou
neurondalnych okruhov, ktoré reguluji reakcie na potencidlne ohrozujuce podnety. Zostru¢nene
sa d4 povedat, Ze talamus a senzorickd kora spractivaju senzorické podnety a prenaSaju
informacie k amygdale. Prefrontdlne oblasti mézu modulovat odpoved’ amygdaly (napriklad
znizovat pri realistickom posudeni situacie ako neohrozujucej, alebo naopak, pri iracionalnom
vyhodnoteni situacie ako ohrozujlcej jej odpoved zvySovat’ — amplifikovat’). Hipokampus hra

dolezitu twlohu pri vybavovani relevantnych explicitnych spomienok. Amygdala tieto
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informdcie integruje a sprostredkiva ich hypotalamu, ktory d’alej ovplyviiuje autonémne
reakcie (napr. pulzovu frekvenciu, krvny tlak), neurohumorélne reakcie sprostredkované
adenohypofyzou a korou nadobli¢iek (pituito-adredlna reakcia, vylu¢ovanie Kkortizolu)
a noradrenergnu reakciu locus coeroleus. Neurobiologické $tadie dokazuju, ze u jedincov
s anamnézou traumatizacie v detstve je pritomna hyperreaktivita amygdaly (prehl’ad v Teicher
& Samson, 2013).

Traumatizacia v detstve moze narusenim vyvoja tychto klucovych neurondlnych
Struktur zasadne menit’ reaktivitu na stresové podnety v zmysle zvySenej vulnerability. Viaceré
neurobiologické stadie (Heim & Nemeroff, 2001; Heim et al., 2010) potvrdzuju, Ze skisenosti
rané¢ho stresu moézu viest’ k zvySenej vulnerabilite voci stresu v neskorSom veku, a to prave
zmenou regulacie hypotalamo-Aypofyzo-adrendlnej (HPA) osi. Prehl'adova Studia Striiber,
Striiber a Roth (2014) sumarizuje nalezy tykajuce sa dysfunkcie HPA osi a ddva ich do stvisu
aj s neskor§imi psychopatologickymi nalezmi. Ukazuju sa napriklad asociacie medzi velkou
depresiou so somatickym syndromom (melancholickou depresiou) a glukokortikoidovou
hyperfunkciou, naopak, atypickd depresia a niektoré poruchy osobnosti sa davaji do suvislosti
s hypofunkciou HPA osi.

Pietromonaco a Beck (2018), Pietromonaco a Powers (2015) sa detailne venuja
Specifickym fyziologickym procesom stivisiacim so systémom vzt'ahovej vdzby, vratane HPA
osi, kardiovaskularnej odozvy a imunitnych reakcii. Pri vyraznej dysregulacii tychto systémov
narastd pouzite vonkajSich reguldtorov (napr. uzivanie alkoholu, drog, liekov, potravy,
nadmernej sexualnej aktivity), ktoré st povazované ako rizikové pre zdravie (Pietromonaco &
Beck, 2018).

Prudko rozvijajica sa oblast’ epigenetiky nAm umoziuje lepSie porozumiet’ procesom,
ktoré sa podiel'aji na zmenenej reaktivite HPA osi. Ide vlastne o vplyvy prostredia, ktoré cez
biochemické zmeny spdsobujii zmeny v expresii uréitych génov (Roth & David Sweatt, 2011).
Epigenetické zmeny sa moézu realizovat’ viacerymi spdsobmi: metylaciou a hydroxymetylaciou
DNA, modifikaciou histonov a zmenou chromatinu a nekddujticej Casti RNA. Najviac skimané
v stvislosti so zlym zaobchddzanim v detstve si: metylacia génov pre glukokortikoidovy
receptor (GR) (zniZena expresia GR mdze spdsobit’ narusenie regulacie HPA osi), metylacia
promotéru pre sérotoninovy transportér (sivisi s impulzivitou a antisocidlnym spravanim) a
metylacia génu pre oxytocinovy receptor (spolu so zlym zaobchadzanim predikuje vyskyt
depresie a uzkosti). Povzbudivy je nalez reverzibility epigenetickych biochemickych zmien pri
uspesnej psychoterapii posttraumatickej stresovej poruchy (Yehuda et al., 2017).

V ramci génového polymorfizmu existuji varianty génov, ktoré sa ukazuju ako rizikové
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aVvspojeni s traumatizaciou v detstve sa davaji do suvislosti s neskor§im rozvojom
psychopatologie (prehlad v Striiber, Striiber & Roth, 2014; Jawahar et al., 2015).

Epigenetické mechanizmy programuju aj dizku telomér (koncovych &asti
chromozomov) (Blackburn, 2005). Biologia telomér prinaSa novy pohlad na mechanizmy,
akymi moézu posobit’ rané i neskorsie traumatické udalosti na zdravie (Blackburn, Greider, &
Szostak, 2006). Nedavne $tudie potvrdzuji negativny G&inok ranej traumatizicie na dizku
telomér, pricom ako najsilnejSia sa ukazuje asocidcia medzi skratenymi telomérmi
a psychosocialnym stresom a depresiou (K.K. Ridout et al., 2018; S. J. Ridout et al., 2015).

V poslednych desatrociach sa prudko rozvija aj oblast’ psychoneuroimunologie, ktora
poskytuje dokazy o mechanizmoch, akymi moZu stresory a nimi generované negativne emocie
sposobovat’ fyziologické zmeny, ktoré negativne ovplyviiuju zdravie (Glaser, 2005; Glaser &
Kiecolt-Glaser, 2005). Ide o zlozité, obojstranné interakcie medzi centralnym nervovym

systémom, endokrinologickym a imunitnym systémom.

7 Resiliencia

Resiliencia je dynamicky proces, ktorym jedinec dosahuje pozitivnu adaptaciu pri vystaveni
nepriaznivym podmienkam (Luthar, Cicchetti, & Becker, 2000). K pochopeniu konceptu
resiliencie vyznamne prispela Kauaiska Stadia (Werner & Smith, 2001), ktora sktimala pocas
40-tich rokov dosah rdéznych biologickych a psychosocialnych rizikovych faktorov, stresovych
zivotnych udalosti a protektivnych faktorov v kohorte 698 l'udi narodenych v roku 1955 na
Hawajskom ostrove Kauai.

U jednej tretiny skimanych deti boli identifikované rizikové faktory — boli narodené v
chudobe, zazili prentalne a perinatadlne komplikécie alebo vyrastali v nepriaznivych rodinnych
podmienkach (chronické nezhody, rozvod, psychické ochorenie rodicov alebo boli
vychovavané nevzdelanymi matkami). V tejto skupine rizikovych deti sa u dvoch tretin
Vv detskom veku objavovali poruchy ucenia, v tinedzerskom veku psychické problémy alebo
kriminalita. Rizikovi tinedZeri mali vy$§iu mortalitu vo veku 40 rokov nez ich odolnejsi
vrstovnici.

Z jednej tretiny rizikovych deti vSak vyrastli kompetentni, spokojni a starostlivi dospeli,
ktorym sa nerozvinuli Ziadne problémy so spravanim ani u¢enim, boli Gspesni v Skole, zvladali
dobre domadci a socidlny zivot, mali realistické pracovné a profesijné ciele a o€akéavania od seba,
mali nizsi vyskyt rozvodov, niz§iu mortalitu a menej chronickych zdravotnych problémov nez

ich vrstovnici (Werner & Smith, 2001). V citovanej §tudii autori d’alej vymenovavaju faktory,
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ktoré zistili u odolnejSich spomedzi rizikovych deti — iSlo napriklad o temperamentové
charakteristiky, moznost nadviazat' blizky vztah s najmenej jednou kompetentnou,
emociondlne stabilnou osobou, ktord bola senzitivna k ich potrebdm, podporu komunity,
prezitie zlomovych obdobi v Zivote, ktoré viedli k pozitivnym vyusteniam. Cicchetti (2010,
2013) sa vo svojich prehl'adovych studiach venuje odlisnostiam veducim k resilientnejSiemu
fungovaniu u deti z rizikovych prostredi, ako dolezité sa javia osobnostné charakteristiky
(zvySena kontrola ega, pozitivna sebaticta), stabilny podporny vztah s dospelou osobou a blizky
vrstovnicky vzt'ah.

Zda sa, Ze niektori jedinci zostanu zdravi, napriek tomu, Ze zaZiju mnoho nepriaznivych
udalosti v detstve ¢i neskor v dospelosti alebo hoci sa im rozvinie nejaky psychopatologicky
syndrém, stucasne alebo po jeho odzneni su dokonca schopni posttraumatického rastu (Mares,
2008), ktory je prisudzovany resiliencii (Davydov et al., 2010; Kebza & Solcova, 2008)

V poslednych rokoch su v stvislosti s resilienciou intenzivne sledované aj genetické
a epigenetické mechanizmy podmieniujuce schopnost’ jedinca zostat’ zdravy napriek
nepriaznivym udalostiam (Feder, Nestler, & Charney, 2009) a $tuduje sa polymorfizmus génov,
ktory vysvetluje, preco mézu mat’ I'udia s rovnakou nepriazinou osudu v detstve rozlicny vyvoj
V dospelosti, preco sa u niekoho vyvinie depresivna, uzkostna porucha alebo antisocidlne
spravania a U iného nie (Caspi et al., 2002; Caspi et al., 2003). Zistilo sa napriklad, ze niektoré
alely a haplotypy génu CRHRI pre glukokortikoidovy receptor maju potenciadlny ochranny
ucinok pred vplyvom tyrania v detstve naneskor$i vyskyt depresie. Vyskum na vzorke
Studentov ukazal, Ze nositelia dlhych alel 5S-HTLPR (sérotoninového transportéra) maji vyssiu
emocionalnu resilienciu. Prehlad ,,ochrannych* genetickych variantov v suvislosti s duSevnym

zdravim je v praci autorov Feder, Nestler a Charney (2009).

7.1 MozZnosti merania resiliencie

Meta-analyticky prehl'ad dotaznikov na meranie resiliencie (Windle, Bennett, & Noyes, 2011)
poukazuje na dobré psychometrické kvality strucnej 6-polozkovej Skaly resiliencie - Brief
resilience scale (BRS) (Smith et al., 2008), ktort sme pouzili aj v naSom vyskume. Strucny
dotaznik resilience je v procese validacie, Cronbachovo alfa je 0,80. V stvislosti s témou tejto

prace uvadzame v kapitole 8 hodnoty resiliencie vo vybranych skupinach obyvatel'stva.
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8 Ciel Studie a Struktara dizerta¢nej prace

8.1 Ciel’ Studie

Ciel'om tejto prace bola validacia nastrojov umoziujucich zistovanie aspektov vztahovej vizby
(vztahovej tzkostnosti a vyhybavosti), réznych foriem a rozsahov traumatizacie v detstve
a vyskytu Zivotnych stresorov u dospelej populacie. Dal$imi ciel'mi bolo posudenie vztahov
medzi vyskytom traumatizacie v detstve, stresormi pocas zivota a vyskytom zdravotnych
tazkosti. Zaoberali sme sa konkrétne vybranymi bolestivymi syndromami a vyskytom tzkosti,
pricom sme porovnavali populaénii vzorku s klinickou vzorkou a zohladnovali aj rodové
rozdiely. Skumali sme suvislosti medzi charakteristikami neistej vzt'ahovej vizby (vysSej
vztahovej uzkostnosti a vyhybavosti) a zdravotnymi tazkostami. Ciel $tidie s vyznaCenim

hlavnych skimanych stvislosti a prislusnych kapitol je zndzorneny na schéme 1.

Boli sformulované nasledovné vyskumné otazky:

Vyskumna otazka 1:

Aké st psychometrické vlastnosti nastrojov na zistovanie vztahového stylu spravania (ECR-
R), detekciu traumatizacie v detstve (CTQ) amapovanie zivotnych stresorov (LSC-R)?
(Kapitola 3, 4 a 5)

Vyskumna otazka 2.
Aka je suvislost medzi vyskytom zivotnych stresorov v dospelej populacii a zdravim
(psychickym a fyzickym)? Existuje suvislost’ medzi mnozstvom a zavaznostou referovanych

typov stresorov a udavanou intenzitou bolesti u dospelych? (Kapitola 5)

Vyskumna otazka 3:
Suvisi traumatizacia v detstve a prezivanie stresovych udalosti v dospelosti s vyskytom
migrény? Existuje vztah medzi charakteristikami neistej vztahovej vdzby (vyssia vztahova

uzkostnost’ a vyhybavost) a vyskytom migrény? Su pritomné rodové rozdiely? (Kapitola 6)

Vyskumna otazka 4:

Aky je vztah medzi traumatizaciou v detstve a charakteristikami neistej vztahovej vézby
(vyssia vzt'ahova uzkostnost’ a vyhybavost) a referovanim bolestivych syndromov a uzkosti
v beznej populacii? Je tento vztah odlisSny v klinickej populdcii (u pacientov

s diagnostikovanou uzkostnou poruchou)? (Kapitola 7)
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cra 7 v detstve

Schéma 1: Ciel prace znazorneny graficky, s vyzna¢enim skiimanych suvislosti a prislusnych kapitol

8.2 Struktira dizertaénej prace

Sucastou tejto prace su tri publikované ¢lanky v pdvodnom zneni a dva odoslané ¢lanky na
publikovanie: Dva ¢lanky su v slovenskom jazyku a tri v anglickom jazyku. Odkazy na pouzita
literaturu st za kazdou kapitolou uvadzané osobitne.

Kapitola 1 poskytuje vSeobecné teoretické informacie o vzt'ahovej vizbe, traumatizacii
v detstve aj dospelosti a o resiliencii. Zaobera sa stuvislostami medzi traumatizaciou v detstve
aj dospelosti, vztahovou vdzbou a zdravim. Na zaver kapitoly 1 je sformulovany ciel’ prace,
spolu s vyskumnymi otazkami.

V kapitole 2 je uvedeny prehlad o vyskumnych vzorkach pouzitych v tejto praci,
0 pouzitych metddach a Statistickych analyzach.

V kapitole 3 je uvedena validacia dotazniku ECR-R (Experiences in Close Relationships
- Revised), na zaklade ktorého sa da usudzovat’ na $tyl vztahového spravania v dospelosti.

V kapitole 4 je uvedena validacia dotazniku CTQ (Childhood Trauma Questionnaire),
ktorym sa retrospektivne zistuje emocné a fyzické tyranie, sexudlne zneuzivanie a fyzické
a emoc¢né zanedbavanie v detstve.

V kapitole 5 je uvedena analyza vlastnosti dotazniku LSC-R (Life Stressor Checklist -

Revised), ktory mapuje celozivotny vyskyt stresorov.
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V kapitole 6 sa zaoberame vztahom medzi traumatizaciou v detstve aj neskorSom
zivote, charakteristikami vztahovej vizby a vyskytom migrény, priCom posudzujeme aj rodové
rozdiely.

V kapitole 7 skimame vyskyt traumatizacie v detstve a vyskyt vztahovej tzkostnosti
U l'udi s dlhodobou bolestou, pricom porovnadvame l'udi zo vSeobecnej populacie s 'ud'mi
s klinicky diagnostikovanou uzkostnou poruchou.

Kapitola 8 obsahuje udaje 0 zastipeni jednotlivych §tylov vztahového spravania
a jednotlivych typov traumatizacie v detstve a dospelosti a hodnoty resiliencie v skiimanych
skupindch v populacnej aj klinickej vzorke.

V kapitole 9 st uvedené hlavné zistenia tejto prace, celkova diskusia, klinické a

vyskumné implikacie a zhrnutie.
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Kapitola 2
Zdroje udajov

V tejto kapitole st opisané vyskumné vzorky, premenné a Statistické analyzy pouzité v tejto

praci.

2.1 Popis vyskumnych vzoriek

V tejto praci su pouzité udaje z dvoch reprezentativnych vzoriek (Vzorka 1 a 2), z dvoch
vybranych vzoriek (Vzorka 3 a 4) a z jednej klinickej vzorky (Vzorka 5). Vyskumné stbory st
zhrnuté v tabul’ke 2.1 a opisané nizsie v texte.

Vyskumnd vzorka 1 (pouzita v Kapitole 3, 4 a 8) bola ziskana zberom udajov v roku
2014. Pilotny vyskum prebiehal so 109 respondentmi, nasledne bolo oslovenych 1215
respondentov, nahodne vybranych zo zoznamu obyvatelov CR, stratifikovanych podla
pohlavia, veku a 14 krajov. Zacastnit’ sa na vyskume odmietlo 215 respondentov, jednalo sa
CastejSie o muzov, mladSich obyvatel'ov, dovodom bol nedostatok ¢asu a nezdujem. Vlastny
vyskum s 1000 respondentmi sa uskutoc¢nil pocas novembra a decembra 2014 vySkolenymi
administratormi technikou Standardizovaného Strukturovaného rozhovoru. Ndhodne vybrana
vzorka 1000 obyvatelov je reprezentativnou vzorkou obyvatel'stva CR ¢o sa tyka pohlavia
(486 muzov), vekového zlozenia (s vekom od 15 do 90 rokov, s priemernym vekom 46,04
rokov) a regionalnej prislusnosti.

Vyskumnd vzorka 2 (pouzita v kapitole 5 a 8) bola ziskana zberom tdajov v roku 2016.
V ramci predvyskumu sa u 206 respondentov overili vyskumné ndstroje a znenia otazok.
Samotny vyskum bol realizovany profesionalne vyskolenymi administratormi v septembri a
oktobri 2016 technikou Standardizovaného rozhovoru s respondentom. Potencidlni respondenti
boli informovani o zachovani anonymity. Bolo oslovenych celkom 2184 ndhodne vybranych
obc¢anov so ziadostou o rozhovor k problematike zdravia, zivotnych skiisenosti a postojov,
Z nich odmietlo poskytnat’ rozhovor 384 respondentov (17,6 %), vicSinou sa jednalo o muZzov
v mladSom veku. Hlavnymi dovodmi odmietnutia bol nedostatok ¢asu (39,2 %), nezaujem ci
lahostajnost’ a neddvera k vyskumu (24,0 %), nevyhovujica téma vyskumu a osobny charakter
otazok (17,2 %) a dizka a naro¢nost’ dotazniku (11,2 %). Samotny vyskumny stbor tvoreny
1800 participantmi populacie Ceskej republiky spiia znaky reprezentativneho suboru

z hl'adiska pohlavia (48,7 % muzov), vekového zlozenia (vo veku od 15 do 88 rokov,
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s priemernou hodnotou 46,61 rokov), vzdelania (zakladné 7,8 %, stredoskolské 72,0 %
a vysokoskolské 20,2 %) a z hl'adiska regiondlnej prislusnosti do 14 krajov, s proporénym
zastupenim podl'a poctu obyvatel'ov v jednotlivych krajoch.

Vyskumna vzorka 3 je vyberom z reprezentativnej vzorky 2, pricom na ucely Studie
(kapitola 6) bolo vybranych 1216 respondentov: 405 respondentov, ktori nereferuju ziadne
ochorenie, teda su ,zdravi, 223 respondentov referujicich migrénu a 588 respondentov
referujicich iné bolestivé syndromy (bolest’ chrbta, bolest” v malej panve bolest’ nejasného
povodu).

Vyskumna vzorka 4 je vyberom z reprezentativnej vzorky 2, pri¢om na ucely Stadie
(kapitola 7) bolo vybranych 1250 respondentov: 405 respondentov, ktori nereferuju ziadne
ochorenie, teda su ,zdravi“, 720 respondentov referujucich nejaké bolestivé syndromy
(migréna, bolest’ chrbta, bolest’ v malej panve a bolest’ nejasného pévodu) a 125 respondentov
referujiicich uzkost’ (sucasne s bolestivym syndromom alebo bez).

Vyskumnda vzorka 5 je pouzita v kapitole 7 a 8, ide o klinicki vzorku ziskani na
pacientov). Celkovo i8lo o 67 pacientov (18 muzov, priemerny vek 40,5 rokov), s klinicky
diagnostikovanou tzkostnou poruchou podla diagnostickych kritérii Medzindrodnej

klasifikacie chor6b MKN-10.

Tabul'ka 2.1 Zakladné charakteristiky vzoriek

Vzorka Zdroj Kapitola
1 Zber reprezentativnej vzorky dospelych obyvatel'ov 2014 3,4,8

2 Zber reprezentativnej vzorky dospelych obyvatel'ov 2016 5,8

3 Vyberova vzorka zo vzorky 2 6

4 Vyberova vzorka zo vzorky 2 7,8

5 Klinicka vzorka 2017 7,8
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2.2. Metody

V tabulke 2.2 st prehladne uvedené metody pouzité v jednotlivych Castiach tejto prace, spolu

S kratkym opisom.
2.3. Statistické analyzy

V ramci tejto prace bolo pouzitych viacero Statistickych metdd. Analyzy boli robené pomocou
softwaru IBM SPSS 21 a R 3.4.0. V kazdej kapitole st detailné informacie o pouzitych
metddach.

Vo vSeobecnosti, v prvom kroku opisujeme zakladné deskriptivne charakteristiky
vzorky. Dal3ie analyzy nasleduju ciele jednotlivych ¢lankov. Vo vietkych kapitolach st pouzité
na porovnavanie skupin neparametrické metdody ana hodnotenie korelacii Spearmannove
korelatné koeficienty. Na postdenie psychometrickych vlastnosti su pouzit¢ metody
exploracnej faktorovej analyzy (kapitoly 3 a 4), konfirmacénej faktorovej analyzy (kapitoly 3, 4
a 5) a pocitanie Cronbachovho alfa (kapitola 3 a 4) a McDonaldovho omega (kapitola 4) ako
indikatorov vnatornej konzistencie. Asocidcie medzi sledovanymi premennymi st analyzované
pomocou linearnych regresnych modelov (kapitola 5) a pomocou multinomialnej linearnej

regresie (kapitoly 6 a 7).

Tabul’ka 2.2. Prehl'ad nastrojov merani a premennych pouzitych v tejto dizertacnej praci

Metoda Zdroj Rola Kapitoly Struény opis

premennej

Vv analyze
ECR-R Zber dat 2014, 2016, Dotaznik prezivania blizkych

klinicka vzorka 2017 vztahov
Vztahova uzkostnost’ nezavisla 3,4,6,7,8 | Indikator vzt'ahovej vizby
Vzt'ahova vyhybavost nezavisla 3,4,6,7,8 | Indikator vzt'ahovej vizby
PANAS Zber dat 2014 Skala pozitivnych
a negativnych priznakov

Pozitivne afekty nezavisla | 3
Negativne afekty nezavisla | 3
RSES Zber dat 2014 3 Dotaznik sebaucty
Sebatcta nezavisla | 3
BFI-44 Zber dat 2014 Big Five Inventory
Neuroticizmus nezavisla | 3,4
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Metoda Zdroj Rola Kapitoly Stru¢ny opis
premennej
V analyze
CTQ Zber dat 2014, 2016, Dotaznik traumatizacie v
klinicka vzorka 2017 detstve
EA sumarne skore nezavisla 4,5,6,7,8 | Emocionalne tyranie
PA sumarne skore nezavisla 4,5,6,7,8 | Fyzické tyranie
SA sumarne skoére nezavisla 4,5,6,7,8 | Sexualne zneuzivanie
EN sumarne skore nezavisla 4,5,6,7,8 | Emocionalne zanedbavanie
PN sumarne skoére nezavisla 4,5,6,7,8 | Fyzické zanedbavanie
Vyskyt EA nezavisla 4,6,7,8
Vyskyt PA nezavisla 4,6,7,8
Vyskyt SA nezavisla 4,6,7,8
Vyskyt EN nezavisla 4,6,7,8
Vyskyt PN nezavisla 4,6,7,8
LSC-R Dotaznik Zivotnych stresorov
Sumarne skore nezavisla 58
Sumarne do veku nezavisla |5
<leér.
Interpersonalne nasilie nezavisla 5,8
Nepriama trauma nezavisla |5
Ostatné stresory nezavisla |5
SF-8 Zber dat 2016, Dotaznik psychického
klinicka vzorka 2017 a fyzického zdravia
MCS Nezavisla, | 5 Psychické zdravie (mental
zavisla component summary)
PCS Nezavisla, | 5 Fyzické zdravie (physical
zavisla component summary)
Skore bolesti Nezavisla, | 5 Indikéator bolesti
zavisla
CAGE Zber dat 2016, Dotaznik na skrining
klinicka vzorka 2017 problematického uZzivania
alkoholu
CAGE-A Nezavisla, | 5 Problematické uzivanie
zavisla alkoholu
CAGE-N Nezavisla, | 5 Problematické uzivanie
zavisla nikotinu
Vyskyt zdravotnych Zber dat 2016,
tazkosti klinicka vzorka 2017
Ziadne zdravotné zavisla 6,7, 8
tazkosti
Vyskyt migrény zavisla 6,7, 8
Vyskyt bolesti chrbta zavisla 6,7, 8
Vyskyt bolesti v malej zavisla 6,7, 8
panve
Vyskyt bolesti zavisla 6,7, 8
nejasného povodu
Resiliencia Zber dat 2016, 8 Struény dotaznik resiliencie
klinicka vzorka 2017
Sumarne skore nezavisla | 8

resiliencie
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Kapitola 3

Validation of a 16-1tem Short Form of the Czech
Version of the Experiences in Close Relationships
Revised Questionnaire in a Representative Sample

Natalia Ka§¢akova, Daniela Husarova, Jozef Hasto, Peter Kolaréik, Iva Polackova Solcova,
Andrea Madarasova Geckova, Peter Tavel

Psychological Reports 2016, Vol. 119(3) 804-825

Abstract

The aim of this study was to create a shorter Czech version (ECR-R-16) of the Revised
Experiences in Close Relationships (ECR-R) questionnaire and to assess its psychometric
properties. Data from a representative sample of the Czech population from 15 to 90 years old
(N=1000, M age = 46.0 years, SD = 17.3) were collected using a face-to-face structured
interview in 2014. The developed short form of the Czech version of the ECR-R showed good
internal consistency (alphas varied from .84 to .90), and both exploratory and confirmatory
factor analyses replicated the two-dimensional model. The results also demonstrated concurrent
validity with measures of neuroticism, self-esteem, and positive and negative affect. People
living with a partner and people with higher educational levels had significantly lower
Avoidance scores than people living alone and people with lower educational levels. It was
concluded that the ECR-R-16 questionnaire has good psychometric properties and is a valid
assessment method in the Czech cultural context, suitable for research and clinical studies,

when the shorter form of a measure is desirable.
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Introduction

Attachment and its effect on interpersonal functioning over a person’s life span has become
an extensively studied topic in the past decades. Exploring associations between
attachment (in)security and a wide array of biopsychosocial phenomena, including social
functioning, coping, stress response, mental states, emotion regulation or mental health and
morbidity, is a common subject in many contemporary studies (Fonagy & Campbell, 2015;
Mikulincer & Shaver, 2012; Pietromonaco, Uchino, & Schetter, 2013; Shaver &
Mikulincer, 2010).

The Experiences in Close Relationships Revised (ECR-R) questionnaire (Fraley,
Waller, & Brennan, 2000) is one of the most widely used self-report measures for studying
the associations between attachment, personality traits and quality of interpersonal
relationships (Noftle & Shaver, 2006), between adult attachment and stress (Maunder,
Lancee, Nolan, Hunter, & Tannenbaum, 2006) but also for studying links between
attachment, childhood trauma, and maladaptive beliefs in non-clinical populations
(MacDonald et al., 2015). In addition, studies conducted with the ECR and ECR-R using
patient samples have been published, mostly assessing the relationships between attachment
and personality pathology (Ehrenthal, Dinger, Lamla, & Schauenburg, 2007; Eikenes,
Pedersen, & Wilberg, 2015; Hengartner et al., 2015; Kooiman, Klaassens, Lugt, &
Kamperman, 2013; MacDonald, Berlow, & Thomas, 2013; Pedersen, Eikenes, Urnes,
Skulberg, & Wilberg, 2015), attachment and interpersonal problems (Haggerty, Hilsenroth,
& Vala-Stewart, 2009), or attachment and object relations in a clinical population (Stein,
Siefert, Stewart, & Hilsenroth, 2011).

Historical background

Although attachment theory was originally designed to explain the relationship bond
between infants and their caregivers, Bowlby (1979) suggested that attachment is an
important component of human experience ‘‘from the cradle to the grave’’ (Bowlby, 1979,
p. 129). Behavior in close relationships throughout life is probably continued and shaped
by working models of attachment developed from early caregiving experiences. Working
models are believed to be relatively stable, and several studies have revealed an association
between security in the child—caregiver and the romantic domains (Hazan & Shaver, 1987,
Zeifman & Hazan, 2008).

37



A significant milestone in research on the typology of attachment was and still is
Ainsworth’s Strange Situation Assessment Procedure in Infants (Ainsworth, 1979), which
identified three distinct behavioral patterns of attachment: secure, insecure avoidant, and
insecure ambivalent/resistant (Ainsworth, Blehar, Waters, & Wall, 1978). Disorganized
attachment patterns were later identified (Main & Solomon, 1990). For the typology of
attachment in adulthood, the Adult Attachment Interview (George, Kaplan, & Main, 1985)
was of substantial importance. However, the methodological and time demands of the
Adult Attachment Interview led to efforts being made to simplify and shorten this
assessment. Hazan and Shaver (1987) developed the first self-report categorical measure
of adult attachment in romantic relationships, dividing adults according to the descriptions
of avoidantly, securely, and anxiously attached infants provided by Ainsworth et al.
(1978).

Several self-report measures were later developed, including the widely used ECR
questionnaire, which organizes attachment within a two-dimensional space: (1) Anxiety—
corresponds to anxiety and vigilance concerning rejection and abandonment; (2)
Avoidance—corresponds to feeling uncomfortable with closeness and dependency or a
reluctance to be intimate with others (Brennan, Clark, & Shaver, 1998; Crowell, Fraley, &
Shaver, 2008). In an attempt to yield better discrimination at the secure ends of the two
scales of the ECR, Fraley et al. (2000) re-analyzed the original item pool by using an item-
response theory and thus created the ECR-Revised (ECR-R). The positive of these scales
is the opportunity to assess dimensional scores of anxiety and avoidance, which allows
researchers to gather information about the respondents’ anxiety and avoidance rather than
simply categorizing them into one of four absolute attachment types (Fairchild & Finney,
2006).

According to the taxometric analyses of Fraley, Hudson, Heffernan, and Segal
(2015), individual differences in adult attachment styles are dimensionally distributed.
Although many studies now use a dimensional model, the categorical model—even though
it has been criticized both theoretically and analytically (Mikulincer & Shaver, 2010)—is
still preferred for clinical use (Ravitz, Maunder, Hunter, Sthankiya, & Lancee, 2010).

Bartholomew and Horowitz’s (1991) four-category model helped to reconcile
categorical and dimensional models by defining categories that correspond to combinations
of extreme positions on the dimensions of attachment anxiety and attachment avoidance.
People with Secure attachment have relatively low scores in attachment anxiety and

avoidance; they are characterized by a positive model of self (have a sense of self-
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worthiness) and by a positive model of others (they feel that others are trustworthy and
responsive). Preoccupied attached people score high on the anxiety scale and low on the
avoidance scale; they are preoccupied with the availability and responsiveness of others,
and their attachment behavior is in a hyperactivated mode. Dismissive attached people
score high on the avoidance scale and have low anxiety ratings; they devaluate the
importance of close relationships, avoid intimacy and dependence, are self-reliant and their
attachment behavior is deactivated. Fearfully attached people have a combination of both
of high attachment anxiety and avoidance; they have sense of unworthiness with an
expectation that others will be negatively disposed, untrustworthy, and rejecting
(Bartholomew & Horowitz, 1991; Ravitz et al., 2010).

Psychometric studies of the ECR-R and short forms of ECR and ECR-R

Many studies have been conducted examining the psychometric properties of the ECR-R
not only in English (Fairchild & Finney, 2006; Sibley, Fischer, & Liu, 2005) but also in
Greek (Tsagarakis, Kafetsios, & Stalikas, 2007), German (Ehrenthal, Dinger, Lamla,
Funken, & Schauenburg, 2009), Thai (Wongpakaran, Wongpakaran, & Wannarit, 2011),
Serbian (Hanak & Dimitrijevic, 2013), Romanian (Rotaru & Rusu, 2013), Dutch
(Kooiman et al., 2013), Italian (Busonera, Martini, Zavattini, & Santona, 2014) and Slovak
versions (Rozvadsky Gugova, Heretik, & Hajduk, 2014). Few studies on the ECR short
and modified forms have been published in the last decade. The ECR-S is a 12-item
guestionnaire created by Wei, Russell, Mallingrodt, and VVogel (2007); the Norwegian short
ECR-12N was created by Olsson, Sorebo, and Dahl (2010), and the French short ECR-12
was created by Lafontaine et al. (2015). Wilkinson (2011) created and modified a general
short form for adolescents and young people, and Fuertes, Orgaz, Fuertes, and Caecedo
(2011) similarly made a short form of the ECR-R for Spanish adolescents. Authors from
Thailand and Lebanon have also published on short forms of the ECR-R (Kazarian &
Taher, 2012; Wongpakaran & Wongpakaran, 2012). A modified and shortened
relationship-structures questionnaire (ECR-RS), which assesses two attachment
dimensions in four main domains (with mother, father, romantic partner, and best friend),
was created by Fraley, Heffernan, Vicary, and Brumbaugh (2011) and contains nine
questions in each domain; the Portuguese version of ECR-RS was validated by Moreira,
Martins, Gonveia, and Canvarro (2015).

Most data on the ECR-R appear to have been derived from student samples
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(Fairchild & Finney, 2006; Sibley et al., 2005; Tsagarakis et al., 2007) and from clinical
samples (Kooiman et al., 2013; MacDonald et al., 2013; Stein et al., 2011). Moreira et al.
(2015), Ehrenthal et al. (2006), and Busonera et al. (2014) provided studies with the ECR-
R on large communities but not representative samples. Fraley et al. (2015, 2000), Fraley,
Heffernan, et al. (2011) and Chopik, Edelstein, and Fraley (2013) provided large Internet
studies using the ECR-R or ECR-RS. To the best of our knowledge, no study using the
ECR-R derived from a representative sample has yet been published.

Although there is evidence of cross-cultural universality of attachment theory (van
ljzendoorn & Sagi-Schwartz, 2008) and several studies (Conradi, Gerlsma, van Duijn, &
de Jonge, 2006; Mastrotheodoros, Chen, & Motti-Stefanidi, 2015) have confirmed the
cross-cultural validity of the ECR and ECR-R, validation of the ECR-R in the Czech
cultural context has thus far been lacking. Moreover, there is a need to have a short version
of the ECR-R made available. A short version of the ECR-R would be more suitable for
quick screening as well as for research protocols wrestling between the capacity of the
respondents and the length of the questionnaire, which needs to cover a variety of variables.
The aim of this study was to create a shorter Czech version (ECR-R-16) of the ECR-R
guestionnaire and to assess its psychometric properties.

To assess the concurrent validity, the Big Five Inventory (BFI) (John & Srivastava,
1999) was used to assess correlations between neuroticism and both anxiety and avoidance
dimensions, with the expectation of finding positive correlations. Since attachment anxiety
is presumed to involve a negative model of the self (Brennan et al., 1998), the Rosenberg
Self-esteem scale (RSES) (Rosenberg, 1965) was applied to assess correlations between
anxiety and self-esteem. Associations between adult attachment and positive and negative
affect were studied, particularly in the context of romantic relationships (Simpson, 1990).
The hypothesis was that high levels of anxiety and avoidance will associate positively with
negative affect and negatively associate with positive affect. To make this determination,
the Positive and Negative Affect Scale developed by Watson, Clark, and Tellegen (1988)

was used.
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Method

Participants

A pilot study on 109 respondents was performed prior the study with aim of checking the
readability of the questionnaire. Then 1215 of randomly selected respondents from a list of
inhabitants of the Czech Republic, stratified by sex, age, and 14 regions, were asked to
participate in a larger study on health. Of those asked to participate, 215 refused, more men
and younger age groups, mostly due to a lack of time and reluctance. Finally, data from
1000 respondents were collected by trained administrators using face-to-face interviews
during November and December 2014. The selected group of 1000 participants is a
representative sample of the population of the Czech Republic over the age of 15 in
relation to sex (486 men), age composition (age 5 to 90 years old, M =46.0), and in relation

to regional affiliation.

Measures

ECR-R is a 36-item, self-report measure of adult romantic attachment (Fraley et al., 2000).
Participants were asked to indicate their agreement with statements representing two
dimensions of attachment: avoidance (e.g., ‘‘I am very comfortable being close to romantic
partners’’) and anxiety (e.g., ‘‘I often worry that my partner will not stay with me’”).
Responses ranged on a Likert scale from 1 (Strongly agree) to 7 (Strongly disagree).
The Czech version was obtained by a back-translation procedure: it was first translated into
Czech by two independent Czech translators and the two versions were then compared.
Most of items were identical, but for some items, a decision on the correct translation had
to be made. The integrated version was then translated back into English by a native
English-language speaker. The discrepancies between the back-translation and the Czech
version were then discussed, and a final correction of the Czech version was made. The
original version consists of 36 items. With the aim of shortening this measurement, we
selected eight items for each dimension based on fitness to the clinical content, using the
views of experts, and based on psychometric parameters using high factor loading while
maintaining high internal consistency as a criterion for keeping an item in or leaving it out.
The BFI is a 44-item inventory that measures an individual on five dimensions of
personality: Extraversion, Agreeableness, Conscientiousness, Neuroticism, and Openness.

Each factor is then further divided into personality facets (John & Srivastava, 1999). It is
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assessed on five-point Likert scale. The Cronbach’s alpha for the Neuroticism Scale was
1.

The RSES (Rosenberg, 1965) is a widely used 10-item self-report questionnaire
assessing general self-esteem on a four-point Likert scale, with answers ranging from 1
(Strongly agree) to 4 (Strongly disagree). Higher scores are associated with higher levels
of self-esteem. The Cronbach’s alpha in the present study was .79.

The Positive and Negative Affect Schedule is a 20-item measure that comprises two
mood scales, one measuring positive affect and the other measuring negative affect. Each
item is rated on a five-point scale ranging from 1 (Very slightly or not at all) to 5
(Extremely) in order to indicate the extent to which the respondent has felt this way in the
indicated time frame (Watson et al., 1988). The Cronbach’s alphas in the present study

were .84 for the positive affect scale and .87 for the negative affect scale.

Statistical analyses

In the first step, the sample was described using descriptive statistics. To explore the
statistical significance of differences between all the research groups in anxiety and
avoidance, a one-way analysis of variance (ANOVA) and Scheffé posthoc tests were used.
Next, the Cronbach’s alphas (an internal consistency indicator) and the split-half
correlation coefficient for the anxiety and avoidance subscales were calculated. Moreover,
the dimensional structure of the questionnaire was tested using exploratory factor analyses
with principal component analyses and Varimax rotation, and confirmatory factor analysis
was performed using SPSS AMOS. For testing the relationship between the anxiety and
avoidance subscales, as well for testing the correlations between other measures, Pearson’s
correlation coefficient was used. To display the four attachment styles according to
positions (means) on the orthogonal dimensions of anxiety and avoidance, the Maple 14
computer algebra system was used; these data subsets were subsequently visualized by
the list-plot procedure of Maple and combined into a single plot with line segments
representing X- and Y-means. All analyses were performed using the statistical software

pack- age SPSS version 21.

42



Results

A short form of the ECR-R questionnaire with 16 selected items and named the ECR-R-16
was developed. A team of four experts created a consensus about item selection according
to clinical and statistical properties. The focus was on the main themes from the ECR-R
remaining in the shortened version to reach the dimensions of anxiety and avoidance. On
the anxiety subscale, the main themes identified were fear of loss of love and lack of love,
fear of abandonment, uncertainty of the relationship and instability, desire for closeness
and fear of not repaying. The dominant themes on the avoidance subscale were the ability
to bring and share, the enjoyment of sharing versus fear of sharing, the ability to trust and
depend on and the ability to find support. Items representing these themes were then
selected according to statistical properties, namely according to loading rates in factor
analysis. All selected items loaded above .60 on the scale they represented. The corrected
inter-item correlation by selected itemswas more than .3. The short Czech version of the
ECR-R-16 consists of eight items on the anxiety subscale (9, 10, 11, 12, 13, 14, 15, 16)
and eight items on the avoidance subscale, scored in reverse (1, 2, 3, 4, 5, 6, 7, 8). The
items selected for the ECR-R-16 in present study are also representative of the main
components of attachment anxiety: fear of interpersonal rejection or abandonment (Items
9, 10, 16, 11, 12), excessive need for approval from others (Items 14, 15, 13), distress
when a partner is unavailable (Items 11, 13), and representative of the main components of
attachment avoidance: excessive need for self-reliance (item 1), reluctance to self-disclose

(Items 5, 2, 3), and fear of interpersonal intimacy (Items 4, 8, 6, 7).

Descriptive characteristics

Table 1 presents descriptive statistics and social demographics of the sample as well as
descriptive statistics for both subscales of the ECR-R-16 in mean scores. ANOVA in the
anxiety and avoidance scores in selected groups and Scheffé post hoc tests revealed
significant differences in avoidance scores in some groups. People living with a partner (in
marriage or partnership) had significantly lower avoidance score than people living alone,
divorced or widows/widowers. There was a significantly lower avoidance score in groups
with a higher educational level (college or high school) than in groups with a lower
educational level (primary, skilled operative). The differences between these groups in the

anxiety scores were insignificant, as were the gender and age differences in both anxiety
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and avoidance.

Internal consistency

The internal consistencies of both scales of the ECR-R-16 were good, with Cronbach’s a
.84 for attachment-related anxiety, Cronbach’s a .90 for attachment-related avoidance. The
split-half correlation coefficient for the anxiety subscale was r =.82 and for avoidance

subscale r = .90.

Factor structure

Table 2 shows the factor analysis results for the ECR-R-16. KMO and Bartlett’s test of
sphericity indicated the suitability of the data for factor analysis. The two factors extracted
by the factor analysis together explained 54.41% of the data variance, 34.76% and 19.64%
for the first and second factors, respectively, with eigenvalues of 5.56 and 3.14. The rotated
component matrix showed distinct two factors, with item factor loadings ranging from .69
to .82 for the first factor and .60 to .77 for the second factor without any cross-loadings
greater than .30. The skewness and kurtosis of the variables are in an acceptable range. No
variable has an excessive value for either skewness or kurtosis. Items no. 6, 7, 8, 10, 11,
12, 13, 14, and 16 loaded on both factors, but all with greater loadings (above .60) on
their original subscale and with low loadings (below .19) on the other subscale. The two
factors of anxiety and avoidance were found to be weakly correlated at r = .24 (p < .001).

Confirmatory factor analysis confirmed the factor structure with acceptable model
fit indices: X% = 690.93 (df = 103), p < .001, relative X?=6.71, root mean square error of
approximation (RMSEA) =.076 (90% confidence interval (CI)=.070-.081), goodness
of fit index (GFI) = .916; comparative fit index (CFI) =.915; relative fit index (RFI) = .886;
normed fit index (NFI) = .902.

44



Table 1: Description of the sample and differences between research groups in anxiety and avoidance.

N (%) Anxiety Scheffé Avoidance Scheffé
M (STD) test M (STD) test
Gender NS NS
1. Men 22.00 (8.60) 23.74 (10.84)
486 (48.6)
2. Women 514 (51.4) 21.65 (8.97) 24.20 (11.39)
Age NS NS
1. 15-29y. 207 (22.7) 22.09 (8.96) 22.15 (10.44)
2. 30-39y. 158 (15.8) 22.45 (8.92) 24.68 (11.08)
3. 40-49y. 180 (18'0) 23.38 (8.94) 23.55 (10.34)
4. 50-59y. 161 (16'1) 20.75 (7.88) 24.91 (12.23)
5. 60 and morey. 274 (27.4) 20.84 (8.83) 24.81 (11.40)
Living arrangements NS
1. With Partner in 21.19 (8.26) 22.78 (10.06) 1-3™
marriage 500 (50.0)
2. With Partner 22.24 (9.06) 21.36 (9.83) 2-3™
3. Alone 201(20.1) 937 (9.69) 2098 (12.99)  3-4™
4. With Parents, 185(18.5) 51 79 (8.84) 24.12 (11.13)
siblings 114 (11.4)
Marital status NS
1. Single 281(28.1)  22.70(9.21) 22.76 (10.58)  1-3",1-4™
2. Married 499 (49.9)  21.11(8.25) 22.74 (10.05)  2-3",2-4™
3. Divorced 104 (10.4)  23.09 (9.43) 26.93 (12.53) 3-4"
4.  Widow/ Widower 82 (8.2) 20.84 (8.72) 31.97 (13.04) 4-5™
5.  Unmarried mate 34 (3.4) 23.47(10.03) 23.97 (11.95)
Education level NS
1. Primary 84(8.4)  23.19(9.70) 28.16 (11.31) 1-37,
2. Skilled operative 326 (32.6)  21.75(8.88) 25.13 (12.04) 14~
3. High school, 435 (43.5)  21.63(8.73) 23.02 (10.42) 2-4
graduated
4. College 155 (15.5)  21.76 (8.25) 21.98 (10.15)

Note: NS = nonsignificant; * = p< 0.05; ** = p < 0.01; *** = p < 0.001; numbers in Scheffé test indicate compared

groups.
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Table 2. Factor structure of the short version of the ECR-R questionnaire

Subscales
Items avoidance  anxiety
1. It helps to turn to my romantic partner in times of need. .82
2. I usually discuss my problems and concerns with my partner. .80
3. I talk things over with my partner. .80
4. I am very comfortable being close to romantic partners. .78
5. | feel comfortable sharing my private thoughts and feelings a7
6. It's easy for me to be affectionate with my partner. 73 A3
7. My partner really understand me and my needs. 72 A7
8. | find it relatively easy to get close to my partner. .69 A7
9. | often worry that my partner will not want to stay with me. a7
10. I often worry that my partner doesn't really love me. A3 75
11.  I'worry a lot about my relationships. A2 74
12.  I'm afraid that once a romantic partner gets to know me, he or she .18 .69
won't like who | really am.
13. It makes me mad that | don't get the affection and support | need from .18 .66
my partner.

14. | find that my partner(s) don't want to get as close as | would like. 19 .63
15. My desire to be very close sometimes scares people away .62
16. | often wish that my partner's feelings for me were as strong as my -.21 .60

feelings for him or her.

Note: Bold numerals indicate item factor loadings greater than 0.60.

Attachment styles

According to the sum score of anxiety and avoidance, four groups of attachment styles
were obtained (N 1000): secure anxiety mean < 21.60 and avoidance mean < 23.98, (381
respondents), preoccupied anxiety mean > 21.60, avoidance mean < 23.98 (174
respondents), dismissive anxiety mean < 21.60, avoidance mean > 23.98 (145 respondents),

fearful anxiety mean > 21.60, avoidance mean > 23.98 (300 respondents) (Figure 1).

Concurrent validity

Correlations between the anxiety and avoidance subscales with neuroticism, self- esteem

and positive vs. negative affects are shown in Table 3.
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Figure 1. Prevalence of attachment styles (N = 1000) based on sum score of anxiety and avoidance.

Table 3. Correlations between ECR-R, neuroticism, self-esteem and positive vs. negative affects.

Neuroticism Self-esteem Positive affects Negative affects
(BFI1-44) (RSES) (PANAS) (PANAS)
Anxiety (ECR-R-16) 27%* -43*%* -.03 34%*,
Avoidance (ECR-R-16) 16** -.33** -.20%* 19**

Note. ECR-R-16 = Experiences in Close Relationships-Revised — short Czech version; BFI-44 = Big Five
Inventory; RSES = Rosenberg Self-esteem Scale; PANAS = Positive and Negative Affect Scale.
**Correlation is significant at the 0.01 level (2-tailed).
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Discussion

The aim of our study was to develop a shorter Czech version of the ECR-R questionnaire
for research purposes and to analyze its psychometric properties, including reliability and
factor structure. The content and meaning of the main themes identified in each dimension
of the shortened Czech version of ECR-R overlap with the main domains that are essential
components of attachment anxiety and attachment avoidance (Brennan et al.,1998; Shaver
& Mikulincer, 2005). Wei et al. (2007), Olsson et al. (2011) and Lafontaine et al. (2015)
came to similar findings, putting emphasis on retaining the main attachment themes in their
creation of short versions of the ECR.

The analysis of the content of the items left out revealed that the three avoidance
items—21, 26 and 33 in original questionnaire (Fraley et al., 2000)—which loaded on the
anxiety subscale instead of the original avoidance subscale, were items with the expression
““to depend on,’” which had been translated using the Czech expression ‘‘zaviset na.”” This
Czech expression could have a negative connotation, because it is also used for people who
have an addiction. The Czech expression ‘‘zavislost’’ is used for both the terms
““addiction’” and ‘‘dependency,’’ though it does not describe the real meaning of the
expression ‘‘to depend on’’ as used in context of attachment. The Italian authors Busonera
etal. (2014) and the Romanian authors Rotaru and Rusu (2013) also had similar translation
problems with the expression ‘‘to depend on.’” The other three items from the Fraley et
al.’s original (2000) avoidance subscale 19, 23, and 24—with greater loading on the
anxiety subscale—were negatively formulated items, which could cause confusion among
respondents (Colosi, 2005).

With regard to the psychometric properties of the Czech ECR-R-16, in line with
other studies of short forms of the ECR or ECR-R provided by Lafontaine et al. (2015),
Wei et al. (2007), Olsson et al. (2010) or Wilkinson (2011), good internal consistency was
confirmed. In general, the ECR-R in a meta-analysis of self-report measures of adult
attachment showed the highest average reliability for a wide variety of samples (Graham
& Unterschute, 2015).

Results from both exploratory and confirmatory analyses supported the two-
dimensional model of the ECR-R-16, consistent with existing study in the original or
translated 36-item versions (Fraley et al., 2000; Sibley & Liu, 2004; Tsagarakis et al.,
2007) but also in the short versions of the ECR-R (Kazarian & Taher, 2012; Wilkinson,
2011; Wongpakaran & Wongpakaran, 2012). More items loaded on both factors, with
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higher loadings on their original subscales. Loading on both factors and a weak
correlation of the anxiety and avoidance subscales are consistent with findings from
other studies (Kooiman et al., 2013; Sibley et al., 2005), and this supports the theory of
stronger association between attachment anxiety and avoidance in the ECR-R than in
the ECR. According to Cameron, Finnegan, and Morry (2012) and Sibley et al. (2005),
the ECR-R items are better at assessing the full continuum of anxiety and avoidance
than the ECR items are.

The results also indicated that the ECR-R-16 displayed satisfactory concurrent
validity. As hypothesized, both the anxiety and the avoidance subscales were positively
correlated with neuroticism, in line with previous studies (Noftle & Shaver, 2006) and
negatively correlated with self-esteem. The finding of a positive correlation between
anxiety and avoidance and negative affect supports previous studies finding of an
association between attachment insecurity and negative affect (Feeney & Kirkpatrick,
1996). The negative association of positive affect was significant only in relation to the
avoidance dimension, not to the anxiety dimension, which is in line with the findings of
Barry, Lakey, and Orehek (2007); Shiota, Keltner, and John (2006).

Data from a representative sample allowed us to compare research groups
differentiated according to sex, age, marital status, living arrangement, and educational
level. As regard to mean scores, we did not find any significant gender or age differences
in the anxiety and avoidance scores, similar to Fraley (2012) in a large online sample.
However, we did find some significant differences in avoidance scores according to marital
status and living arrangements. Divorced people, widows/widowers, and people living
alone scored significantly higher on the avoidance axis than those married or living with a
partner. We can assume this finding of higher avoidance by divorced people to be the
primary avoiding attachment style of divorced people; avoidant people can experience
marriage as too much closeness, which can lead to a tendency toward dissatisfaction,
moving away and breaking up. This interpretation is in line with the finding of an
association between attachment avoidance and expectations of relationship failure and
commitment aversion (Birnie, McClure, Lydon, & Holmberg, 2009) and with findings of
a statistically significant influence of partner avoidance on one’s own relationship
satisfaction (Sierau & Herzberg, 2012). Chopik et al. (2013) found in their large Internet
study that individuals who reported being in a close relationships are more secure at each
stage of the adult life span; Noftle and Shaver (2006) reported the same in his study on the

prediction of relationship quality. These conclusions are consistent with our findings of

49



lower means in anxiety and avoidance rates among people living in marriage or a
partnership than among those living alone. Avoidance by widows/widowers can be caused
by unfinished mourning, as a defense against another loss. Grossmann and Grossmann
(2012) state that traumatic life events can lead to a deviation from the original attachment
style. In our study, we found lower anxiety scores and significantly lower avoidance with
higher educational levels, which can be explained by the fact that attachment influences a
student’s school success. Secure attachment, which means a lower rate of anxiety and
avoidance, is associated with higher grades and test score standards at school in
comparison with insecure attachment (Bergin & Bergin, 2009).

In the present study, a relatively high rate of fearful attached people (30.0%) was
found; the rate of insecure attachment styles in general was 61.9%. Any comparisons of
the present findings of four attachment style categories with findings from other studies
appear to be imprecise and disputed for various reasons. Although the concept of
attachment has a cross-cultural universality, we know about cross-cultural differences in
representation of attachment styles in different cultures (Schmitt et al., 2004; van
ljzendoorn & Kroonenberg, 1988; van ljzendoorn & Sagi-Schwartz, 2008). Schmitt et al.
(2004), using the Relationship Questionnaire (Bartholomew & Horowitz, 1991), measured
adult romantic attachment across 62 cultural regions and found that the secure form is
normative across 72% of the assessed cultures; in East Asia, the preoccupied style was at
odds; in several African cultures, all insecure types of attachment were more common than
the secure style. Another problem of making comparisons is that assigning people to
categories based on dimensional scores can have negative implications for statistical power
(Fraley et al., 2015; Fraley & Waller, 1998) and can lead to false positives—statistically
significant, but spurious findings (Maxwell & Delaney, 1993). Gleeson and Fitzgerald
(2014), using the ECR-R in their Irish study, explored the association between adult
attachment styles, perception of parents in childhood, and relationship satisfaction in a
sample of 227 participants made up of students and the general population. When we
compare these results to the present findings from a representative sample, more secure and
fewer fearful attached individuals appear in the present study. On the other hand, in one
large study on a representative sample of American adults using the three-categorical
Hazan and Shaver’s (1987) model, secure attached individuals (59%) showed great
superiority (Mickelson, Kessler, & Shaver, 1997). The representation of adult attachment
styles seems to have changed over recent decades. In a recent cross-temporal meta-analysis

conducted on 94-student samples of American college students between years 1988 and
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2011 and using the four-category measure of attachment (Relationships questionnaire from
Bartholomew & Horowitz, 1991), an increase in the percentage of students with insecure
attachment (from 51.02% to 58.38%), but mainly an increase in dismissive attachment
(from 11.93% to 18.62%) was found, whereas the percentage of students with secure
attachment over the last two decades has decreased (from 48.98% to 41.62%) (Konrath,
Chopik, Hsing, & O’Brien, 2014).

In revealing possible factors accompanying the high rate of fearfully attached
people, we can consider the known association between drug abuse or addiction and
insecure attachment (Schindler et al., 2005). The consumption of alcohol in the Czech
Republic in adults from 2008 to 2010 was 13.0 liters of pure alcohol, more than the average
of 10.9 liters for the WHO European Region (WHO Health Statistics, 2015). The
prevalence of cannabis use by young adults in 2014 was 21.6% (nearly twice as high as
the WHO European average of 12%), and the prevalence of Ecstasy (MDMA) use by
young adults was three times higher than the WHO European average.

According to Mikulincer and Shaver (2012), attachment insecurity can be viewed
as a general vulnerability to mental disorders, with the particular symptomatology
depending on genetic, developmental, and environmental factors. According to the
CIDI/ICD-10 National Probability Survey of Mental Health and Co-morbidity, in the
general Czech population, the lifetime prevalence of psychiatric disorders reached 27%,
the most frequent conditions being anxiety and behavioral syndromes associated with
physiological disturbances and physical factors (18%), mental and behavioral disorders
due to psychoactive substance use (13%), and mood disorders (13%, mainly depression)
(Hoschl, Winkler, & Pec, 2012).

Limitations

The main strength of present study is that it investigated the psychometric qualities of the
Czech translation of the ECR-R in a representative sample of 1000 respondents.

A limitation related to the measure used is that although the ECR-R s typically used
as a global measure of attachment, it mostly captures variance that is relevant for the
romantic domain and not to domains for more specific attachment to mother, father or
friend. On the other hand, this less specific attachment measure is more likely to correlate
with broader, trait-like measures of personality (Fraley, Vicary, Brumbaugh, & Roisman,
2011).
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Another limitation is the method of data collection. A face-to-face interview
was conducted, which could influence answers in a socially desirable fashion. On the
other hand, respondents were informed about maintaining anonymity and the trained
administrators were neutral, unknown persons, who helped respondents in case of a
lack of clarity; therefore, no data were missing in this study.

A final limitation is that no test-retest study and no comparisons with clinical
populations were made. However, measurement of the construct validity of the ECR-R
should be one of the next goals in the research of attachment in the Czech cultural context,

with a focus on different population groups, including those that have health risks.
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Kapitola 4

Psychometricka analyza Ceskej verzie dotaznika
Trauma z détstvi (CTQ) so sociodemografickymi rozdielmi
v traumatizacii dospelych obyvatelov Ceskej republiky

Natalia Kag¢akova, Jana Fiirstova, Iva Polatkova Solcova, Matas Bies¢ad, Jozef Hasto, Peter
Tavel

Ceskoslovenskd Psychologie, 62(3), 212-230

Abstract

Objective. The aim of the study was to verify psychometric properties of the Czech version of
Childhood Trauma Questionnaire (CTQ) in a representative sample of the Czech Republic and
to assess sociodemographic differences in various types of trauma across different groups of
the Czech population.

Methods. A cross-sectional study on a representative sample of the adult population of the
Czech Republic (N=1000, mean age 46.0, 48.6% men) collected data using the CTQ. Medians
and quartiles were used to assess the data, non-parametric tests were used to test the differences
between groups. The dimensional structure was tested by confirmatory and exploratory factor
analyses.

Results. All subscales of the CTQ correlated moderately. The exploratory and confirmatory
factor analyses showed the suitability of the original 5-factor solution. The internal consistency
of the CTQ subscales was very good (a ranged from .817 to .922), except physical neglect with
questionable consistency (a=.642).

According to the empirically derived cut off score, emotional abuse (EA) was found in 20.2%,
physical abuse (PA) in 18%, sexual abuse (SA) in 9.7%, emotional neglect (EN) in 15.6% and
physical neglect (PN) in 37.2% of the Czech population, with 24.5% of respondents with one
type of trauma experience and 23.8% with multiplex traumatisation. People living alone had a
significantly higher occurrence of EA, EN and PN. People with primary school education had
a significantly higher occurrence of EN and PN compared to those with higher education.
Disability was significantly associated with the occurrence of EA. The incidence of SA was

significantly associated with living alone and achieved primary education.
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Limitations. Data collection method (a standardised face to face interview) could affect the

social desirability of answers as well as sensitivity to emotionally demanding items.

Suhrn

Cielom stadie bolo overit' psychometrické vlastnosti ¢eského prekladu CTQ (Childhood
Trauma Questionnaire) na reprezentativnej vzorke dospelych obyvatelov Ceskej republiky
(CR) a posudit’ sociodemografické rozdiely v jednotlivych podtypoch traumatizacie v roznych
skupinach obyvatel'stva.

Metody. V ramci vyskumnej §tudie na reprezentativnej vzorke obyvatel'stva CR (N = 1000,
priemerny vek 46,0; 48,6 % muzov) boli zozbieran¢ udaje dotaznika CTQ. Na popis dat boli
pouzité mediany a kvartily, na testovanie rozdielov v skupindch boli pouzité neparametrické
testy. Dimenziondlna Struktura dotazniku bola testovana exploracnou a konfirmacnou
faktorovou analyzou.

Vysledky. Dotaznik CTQ je mozné povazovat za validny sebaposudzovaci nastroj pre
dospelych na retrospektivne zistovanie traumatizacie v detstve v ¢eskom kultarnom kontexte.
Explora¢na a konfirma¢na faktorova analyza ukézali vhodnost’ povodného 5-faktorového
rieSenia. Na potvrdenie konvergentnej validity boli pouzité Skaly tizkostnosti a vyhybavosti z
dotaznika ECR-R (Experiences in Close Relationships — Revised) a skala neuroticizmu z BFI-
44 (Big Five Inventory). Vnutorna konzistencia subskal CTQ bola vyborna (s Cronbachovym
a v rozmedzi 0,82 az 0,92), okrem $kaly fyzického zanedbavania (a= 0,64).

V reprezentativnej vzorke obyvatel'stva CR bolo podl'a empiricky odvodenych prahovych
hodnot zistené u 20,2 % respondentov emocionalne tyranie (EA), u 18 % fyzické tyranie (PA),
u 9,7 % sexudlne zneuzivanie (SA), u 15,6 % emociondlne zanedbavanie (EN) au 37,2 %
fyzické zanedbavanie (PN). U 24,5 % obyvatel’stva bol pritomny aspoti jeden typ traumatizacie
au 23,8 % traumatizacia viacerymi typmi traumy. U l'udi Zijacich osamelo bol signifikantne
vyssi vyskyt EA, EN a PN. Obyvatelia s dosiahnutym zakladnym vzdelanim mali signifikantne
vys$i vyskyt EN a PN Vv porovnani s 'udmi s vy$§im typom vzdelania. Vyskyt SA bol
vyznamne asociovany s zivotom osamote a dosiahnutym zakladnym vzdelanim. Invalidita bola
signifikantne spojena s vyskytom EA. Jednotlivé subSkdly CTQ medzi sebou stredne
korelovali.

Limity. Limitom $tadie je sposob zberu udajov. Standardizované interview mohlo ovplyvnit

odpovedanie na citlivé polozky socialne zelatelnym smerom.

61



Uvod

Dusevné poruchy sa stali v poslednych 11 rokoch druhou naj¢astejSou pric¢inou invalidity
v Ceskej republike (Janouskova, Winkler, Kazmér, 2014). Ked’ odhliadneme od organicky
a somatogénne podmienenych psychickych poruch, v etiopatogenéze dusevnych poruch sa
uplatiiuje spravidla kombinacia hereditarnych dispozicii a nepriaznivej Zivotnej skisenosti, ako
to uz v minulom storo¢i sformulovali Eugen a Manfred Bleulerovci (Bleuler, Bleuler, 1983).
Vplyvy prostredia moZu na jedinca posobit’ aj epigenetickymi mechanizmami a méZu menit’
fungovanie génov (Yehuda et al., 2015). Identifikovat’ biografické rizikové faktory pre vznik
psychickych a psychosomatickych portich bolo moZzné na zaklade retrospektivnych Studii
a neskor aj prospektivnych, ktoré ich potvrdili (Egle, 2016; Werner, Smith, 2001). Medzi
dokazané rizikové faktory patria: nizky socioekonomicky status, slabé Skolské vzdelanie
rodi¢ov, nezamestnanost, velké rodiny a malo bytového priestoru, kontakty s inStituciami
,»socidlnej kontroly*, kriminalita alebo disocialnost’ jedného z rodicov, chronicka disharmonia
v rodine, matka pracujuca v prvom roku dietat’a, neisté vztahové spravanie od 12.-18.mesiaca
zivota, psychické poruchy matky/otca, tazké somatické ochorenia matky/otca, chronicky chory
strodenec, matka vychovavajica diet'a sama, autoritarske spravanie otca, straty matky, rozvod,
odlucenie rodiCov, ¢asto sa meniace véasné vztahy, sexudlne zneuzivanie a/alebo agresivne
tyranie, zI¢ kontakty s vrstovnikmi, vekovy odstup medzi sirodencami krat$i nez 18 mes.,
dlhsie odlucenie od rodiCov v prvych 7 rokoch zivota, vysoka rizikova zéataz, chlapci sa
vulnerabilnejsi nez dievcata (Bender, Losel, 2016; Overfeld, Heim, 2016). V sprave WHO sa
medzi rizikovymi faktormi pre vznik duSevnych ochoreni okrem mnohych inych uvadza
zanedbavanie, konflikty v rodine, vystavenie nasiliu a zneuzivaniu (WHO, 2012).

V Ceskom a slovenskom prostredi bola traumatizacii v detstve venovana pozornost’
napr. v kontexte suicidalneho spravania (Koutek, Kocourkova, 2013; Koutek et al.,2009),
poruch osobnosti (Fischer et al.,, 2014), atiez v kontexte sexualneho zneuzivania
u psychiatrickych pacientov (Convoy, Weiss, Zvéiina, 1995). Bouchalova a Kukla (2012) vo
svojej longitudinalnej retrospektivno-prospektivnej $tadii porovnavali tyrané a netyrané Zeny
ohl'adom ich detstva, partnerstva, materstva. Kvalitativnu $tidiu s kazuistikami problémovych
rodin s vyskytom zneuZivania a zanedbavania deti priniesla Zvonatova (2012).

Udaje o tyrani deti v CR st dostupné na webovej stranke nadacie Nage dité. Podl'a
statistickych idajov z MPSV CR o tyranych a zneuzivanych detoch v CR eviduji medzirony
narast o viac nez 10 % nahlasenych pripadov. V roku 2013 bolo ohldsenych 7527 pripadov

tyrania a zneuzivania deti, v roku 2014 to uz bolo 8478. Zanedbavanie sa zaznamenava od r.
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2009. Pripady, ktoré sa dostanti na verejnost’, st podl'a odbornikov stale len Spickou l'adovca

(MPSV, 2014).

Childhood Trauma Questionnaire (CTQ)

Kedze vécsina rizikovych faktorov pre vznik psychickych a psychosomatickych chorob suvisi
S nepriaznivou Zzivotnou skusenostou aSrodinnym prostredim v atlom detstve, je
z vyskumného a klinického hl'adiska potrebné mat’ k dispozicii nastroj, ktory by dokazal vyskyt
tychto nepriaznivych faktorov zachytit. Childhood Trauma Questionnaire (CTQ) posudzuje

vSetky dolezité formy zl€ého zaobchadzania s dietat’om, vratane zanedbavania.

Jednotlivé polozky, ktoré boli pouzité na vytvorenie piatich subskal zIého zaobchadzania s dietat’om, boli
odvodené z nasledovnych definicii tyrania, zneuzivania a zanedbavania: Sexualne zneuZivanie bolo definované
ako ,,sexudlny kontakt alebo stvk medzi dietatom miadsim nez je 17 rokov a dospelym alebo starSou osobou
(najmenej 0 5 rokov starsou nez je dieta) “, fyzické tyranie ako ,, telesné utoky na dieta od dospelej alebo starsej
osoby, ktoré predstavovali riziko alebo vyustili do poranenia®, emocionalne tyranie ako ,,verbdlne utoky
znizujuce sebauctu alebo pohodu dietata alebo akékolvek ponizujuce spravanie dospelého alebo starsej osoby
namierené voci dietatu”, fyzické zanedbavanie ako ,zlyhanie opatrovatelov poskytovat dietatu zdikladné
fyzické potreby vratane jedla, utulku, oblecenia, bezpecia a zdravotnej starostlivosti”,. emocionalne
zanedbavanie ako ,,zlyhanie opatrovatelov napliiat zdkladné detské emociondlne a psychologické potreby,
vratane lasky, prindleZania, vychovy a podpory. “ (Bernstein, Fink, 1998).

V ceskej a slovenskej literature je zauzivany synonymicky pojem ,tyranie (fyzické a emocionalne) alebo pojem
»hasilie“, najma ako fyzické a sexualne. V stucasnej §tadii je anglicky termin ,,abuse” v emocionalnom a fyzickom
kontexte prelozeny ako ,.tyranie®, hovori sa teda o emocionalnom a fyzickom tyrani. Termin ,,sexual abuse je
prelozeny ako sexualne zneuzivanie. Skratky pouzivané v texte su odvodené z pdvodnych anglickych nazvov —

emotional abuse (EA), physical abuse (PA), sexual abuse (SA), emotional neglect (EN), physical neglect (PN).

Ciel'om tejto studie bolo overit’ psychometrické vlastnosti ¢eskej verzie dotaznika CTQ
u reprezentativnej vzorky dospelého obyvatel'stva CR. Na posudenie konvergentnej validity
boli pouzité Skaly uzkosti a vyhybania z dotaznika Experiences in Close Relationships —
Revised (ECR-R) (Fraley, Waller, Brennan, 2000) a skala neuroticizmu, z dotaznika Big Five
(BFI-44) (John a Srivastava, 1999). Vzhl'adom na reprezentativnost’ vyskumného stboru bolo
dalS$im cielom posudenie sociodemografickych rozdielov vyskytu podtypov traumatizacie

Vv jednotlivych skupinach obyvatel'stva.
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Metody

Vyskumny subor a zber dat

Pilotny vyskum prebiehal so 109 respondentmi, nasledne bolo oslovenych 1215 respondentov,

nahodne vybranych zo zoznamu obyvatel'ov CR, stratifikovanych podl'a pohlavia, veku a 14

krajov. Zcastnit’ sa na vyskume odmietlo 215 respondentov, jednalo sa CastejSie 0 muzov,

mlad$ich obyvatel'ov, dovodom bol nedostatok ¢asu a nezdujem. Vlastny vyskum s 1000

respondentmi sa uskutocnil pocas novembra a decembra 2014 vySkolenymi administratormi

technikou standardizovaného S$truktirovaného rozhovoru. Nahodne vybrand vzorka 1000

obyvatelov je reprezentativnou vzorkou obyvatel'stva CR ¢o sa tyka pohlavia (486 muzov),

vekového zloZenia (s vekom od 15 do 90 rokov, S priemernym vekom 46,04) a regionalne;j

prislusnosti. Deskriptivne charakteristicky vyskumného suboru st uvedené v tab. 1.

Tab. 1 Sociodemografické charakteristiky vyskumného suboru

%

Pohlavie

muzské 486 48,6
zenské 514 51,4
Vek

18-29r. 227 22,7
30-39r. 158 15,8
40-49r. 180 18,.0
50-59r. 161 16,1
60 a viac 274 27,4
Sposob zZivota

s manzelom/manzelkou 500 50,0
s partnerom/kou 201 20,1
sam/sama 185 18,5
s rodi¢mi/strodencami 114 11,4
Dosiahnuté vzdelanie

zakladné 84 8,4
SOU bez maturity 326 32,6
stredna skola s maturitou 435 43,5
vysokoSkolské 155 15,5
FEkonomicka aktivita

zamestnany 509 50,9
podnikatel, SzCO 100 10,0
Vv domacnosti, aj materska dovolenka 23 2.3
nezamestnany 23 2,3
Student 101 10,1
invalidny déchodca 55 55
starobny dochodca 187 18,7

Nastroje merania

Childhood Trauma Questionnaire (CTQ) je 28-polozkovy sebaposudzovaci dotaznik pre

dospelych a adolescentov na skrining anamnézy zneuzivania a zanedbavania v detstve

(Bernstein, Fink, 1998). Hoci existuje mnozstvo instrumentov na odhalenie traumatizacie



Vv detstve, CTQ je zatial pravdepodobne jediny nastroj, ktory posudzuje vsetkych 5 typov zl¢ho
zaobchadzania v detstve, t.j. emociondlne a fyzické tyranie a sexudlne zneuzivanie, ako aj
emocionalne a fyzické zanedbavanie. 25 poloziek dotaznika meria 5 konStruktov zlého
zaobchadzania (5 poloziek pre kazda subskalu), s moznostami Skalovania od 1 (nikdy) po 5
(vel'mi Casto), s moznym rozsahom skore v jednotlivych subskélach od 5 do 25. Prednostou
tohto nastroja je moznost posudit’ aj zavaznost' tyrania, zneuzivania a zanedbavania,
S odstupniovanim zavaznosti v Styroch kategoriach: 1. ziadna az minimalna, 2. nizka az stredna,
3. stredna az tazka, 4. tazka az extrémna, pricom pre kazdy typ traumatizacie su vypocitané
prahové skore, odvodené porovnavanim s vystupmi z nezavisle robenych rozhovorov o zlom
zaobchadzani v detstve v neklinickej vzorke, so zachovanim dostato¢nej Specificity aj
senzitivity. Autori dotaznika CTQ Bernstein a Fink (1998) odporta¢ajua hodnotit’ vSetky pripady,
ktoré spiiiajii prahové hodnoty pre vyskyt nizkej traumy, uz ako traumatizaciu, pricom prahové
hodnoty su nasledovné: 9 pre EA, 8 pre PA, 6 pre SA, 10 pre EN a 8 pre PN. Walker et al.
(1999) vo svojej Studii odvodili dichotomické diferencované skore, pricom za pomoci
Struktirovaného klinického interview zameraného na anamnézu klinicky signifikantného
tyrania, zneuzivania a zanedbdvania odvodili prahové hodnoty s veI'mi dobrou az vynikajicou
senzitivitou a Specificitou (> 0,85). Empiricky odvodené prahové hodnoty tymito autormi su
nasledovné: 10 pre EA, 8 pre PA, 8 pre SA, 15 pre EN a 8 pre PN. Sucastou dotaznika su 3
pridavné poloZzky tvoriace tzv. $kalu popierania (Minimization and Denial Scale; MD-8kala),
ktoré sa pouzivaji na odhalenie pripadov s minimalizovanim ¢i popieranim problémov
Vv detstve. Ako ,,popierajuci® sa oznacuju participanti, ak skérujia odpoved’ou ,,vel'mi ¢asto* na
vsetky 3 otazky MD-8kaly. I ked’ sa jedna o zaujimavé suvislosti, v tejto stadii nie je vysledkom
MD-skaly venovany priestor. Ceska verzia CTQ bola ziskana procedirou spétného prekladu:
povodny dotaznik bol prelozeny z anglictiny dvomi nezavislymi prekladatel'mi, potom spét’ do
angli¢tiny a nakoniec bol preklad korigovany.®

Dotaznik ,,The Experiences in Close Relationships — Revised“ (ECR-R) je 36-
polozkovy sebaposudzovaci dotaznik na meranie vztahovej viazby v dospelosti (Fraley, Waller,
Brennan, 2000). V nasej §tadii sme pouzili ¢esky preklad ECR-R (dotaznik Prozivani blizkych
vztahit), jeho skratenu 16-polozkovi verziu ECR-R-16 (Kasc¢akova et al., 2016). Participanti
maju vyjadrit’ suhlas ¢i nesuhlas s tvrdeniami, ktoré reprezentuju dve dimenzie vztahovej

vizby: vztahovl uzkostnost' (napr. polozka ,Bojim se, Ze ztratim lasku svého

®> Autorské prava dotaznika CTQ vlastni spolo¢nost’ Pearson
https://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-
retrospective-self-report-ctg.htmi
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https://www.pearsonclinical.com/psychology/products/100000446/childhood-trauma-questionnaire-a-retrospective-self-report-ctq.html
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partnera/partnerky.”) avztahova vyhybavost' (napr. polozka ,Blizkost milostného
partnera/partnerky je mi velmi ptijemna.“). Odpovede sa hodnotia na 7-stupniovej Likertovej
Skale od 1 (silne sthlasim) po 7 (silne nestthlasim). Cronbachovo alfa v sucasnej studii pre skalu
uzkostnosti bolo 0,836 a pre skalu vyhybavosti bolo 0,903.

Dotaznik ,,The Big Five Inventory* (BFI 44) je 44-polozkovy dotaznik, ktory posudzuje
5 faktorov osobnosti, a to neuroticizmus, extraverziu, otvorenost, svedomitost’ a privetivost’.
Kazdy z faktorov je posudzovany na 5-bodovej Likertovej skale (John, Srivastava, 1999).
Psychometrické vlastnosti ceskej verzie BFI-44 skumala (Hiebickova et al., 2016) s vysledkami
primerane;j reliability, ktora sa v 3 roznych stiboroch pohybovala od 0,65 do 0,83. Cronbachovo

alfa v sucasnej studii bolo prijatel'né len pre skalu neuroticizmu (a = 0,711).

Statistické analyzy

Distribtcia jednotlivych poloziek dotaznika bola vyhodnotend pomocou histogramov a ich
normalita bola overenad Shapiro-Wilkovym testom. Pretoze data nespiiiali predpoklad
normalneho rozdelenia, na Statistick¢ analyzy boli pouzité neparametrické metody, a to
Wilcoxonov dvojvyberovy test pre porovnanie pohlavi a Kruskal-Wallisov test s Bonferroniho
korekciou na porovnanie viacerych skupin. Na porovnanie dichotomizovanej skaly sexualneho
zneuzivania boli pouzité y? testy dobrej zhody. Korelacie medzi jednotlivymi subskdlami CTQ
a medzi subskalami CTQ a skalami ECR-R a neuroticizmu dotaznika BFI-44 boli hodnotené
pomocou Spearmanovych korelaénych koeficientov. Na urcenie poctu faktorov bola pouzita
kombinacia metod Kaiserovo (K1) kritérium, sutinovy graf, paralelna analyza a test Minimum
average partial (MAP). Kedze jednotlivé polozky dotazniku maji ordindlny charakter,
paralelnd analyza i MAP boli robené na matici polychorickych korelacii, s vyuzitim balika
random.polychor.pa v programovacom prostredi R. Explora¢na faktorova analyza (EFA) bola
pocitand metodou WLS (Weighted Least Squares) na zdklade matice polychorickych korelacii.
Vzhladom k vys$Sej korelovanosti medzi subskalami bola pri nej vyuzita Sikma rotacia
(Oblimin). EFA bola pocitand pomocou balika Psych programu R. Dimenziondlna Struktura
dotaznika bola testovand konfirmacnou faktorovou analyzou (CFA) S vyuZzitim matice
polychorickych korelacii. CFA bola robena pomocou balika lavaan v programe R, kde je ako
metoda odhadu parametrov z ordindlnych dat pouzivana metoda DWLS (Diagonally Weighted
Least Squares). Vnutorna konzistencia dotaznika bola hodnotena s vyuzitim koeficientov

Cronbachovo alfa a McDonaldovo omega. Vsetky analyzy boli vykonané s pouzitim softwéru
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IBM SPSS Statistics verzia 21° a R 3.4.0".

Vysledky
Psychometrické vlastnosti dotaznika CTQ

V prvom kroku boli zistené vzajomné korelacie medzi subskalami dotaznika CTQ. Jednotlivé
subskaly medzi sebou stredne korelovali. VSetky korelacné koeficienty su Statisticky

vyznamné (p < 0,001). Korela¢né koeficienty su uvedené v tab. 2.

Tab. 2 Korelacie jednotlivych subskal CTQ (Spearmanov korelaény koeficient)

EA PA SA EN PN
EA (emocionalne tyranie) 1
PA (fyzické tyranie) 0,518*** 1
SA (sexualne zneuZivanie) 0,423*** 0,494*** 1
EN (emocionalne zanedbavanie) 0,519*** 0,399*** 0,341*** 1
PN (fyzické zanedbavanie) 0,421%** 0,381*** 0,383*** 0,588*** 1

Poznamky: *** p <0,001;

Faktorova analyza

Statisticky vyznamny vysledok Bartlettovho testu sféricity (32 (300) = 25437,4, p < 0,001)
spolo¢ne s hodnotou Kaiser-Meyer-Olkinovho kritéria > 0,8 (KMO = 0,94) naznacuju, ze nase
data splnili zakladné podmienky pre pouzitie faktorovej analyzy (Cerny, Kaiser, 1977). Skély
CTQ medzi sebou stredne korelovali (tab. 2), preto bola v ramci EFA zvolena Sikma rotécia
Oblimin.

Kuréeniu poctu faktorov bolo pouzité Kaiserovo kritérium (pocet vlastnych Cisel
s hodnotou > 1), sutinovy graf, paralelna analyza a test Minimum average partial (MAP).
Paralelna analyza bola spocitand pomocou simuldcie 1000 ndhodnych matic permutéiciou
nameranych dat. Paralelnd analyza odporucila extrakciu 6 faktorov, pokym metoda MAP
odporucila extrakciu 3 faktorov. Vlastnych ¢isel s hodnotou vé¢Sou nez jedna je pat’: 9,66, 2,67,

1,51, 1,18 a 1,02. V dalSej faze preto prebehla exploracia niekol’kych modelov, troj-, Stvor-

®IBM Corp. Released 2012. IBM SPSS Statistics for Windows, Version 21.0. Armonk, NY: IBM Corp.
7R Core Team (2017). R: A language and environment for statistical computing. R Foundation for Statistical
Computing, Vienna, Austria. URL https://www.R-project.org/

67



pat- aj Sestfaktorového. Pretoze v kazdom z explorovanych modelov doslo k elimindcii
jedného faktoru z dovodu nedostato¢ného zastupenia poloziek, polozky mali dvojité naboje
a naviac niekol’ko poloziek malo vel'mi nizku komunalitu h? (pod 0,5), rozhodli sme sa d’alej
prezentovat’ len Sest'faktorové riesenie. Sest'faktorovy model sa zredukoval na pitfaktorovy
tym, ze posledny faktor neobsahuje ziadne vyznamné naboje poloziek. Rozdelenie poloziek do
faktorov nie je Uplne presné ako v povodnom pat'faktorovom modely dotazniku CTQ, ale zo
vsetkych explorovanych variantov je prezentovany model najbliz§i povodnému modelu.
Vysledky EFA st uvedené v tab. 3.

Faktor 1 odrédzal subSkalu sexudlneho zneuZivania spolu s emociondlnym a fyzickym
tyranim. Faktor 2 reprezentoval subskalu emocionalneho zanedbavania spolu s fyzickym
zanedbavanim, s tym, ze sa v nom zoskupili vSetky reverzné otazky. Faktor 3 odrazal subskalu
fyzického tyrania spolu s emociondlnym tyranim, faktor 4 emociondlne tyranie a faktor 5
fyzické zanedbavanie. Boli zaznamenané dvojité naboje pri polozke 178 (Silné biti, patrné
vnéjsimu okoli) — v subSkalach SA a PA a pri polozke 18 (Pocity nenadvisti ze strany rodiny) —
v subSkalach EA a PA. Doslo tiez k prechodom jednotlivych poloziek medzi Skalami, a to
polozka 25 (Psychické tyrani) zo skaly EA do Skaly PA, a poloziek 2 (Starostlivost a ochrana)
a 26 (Mit nekoho, kdo by vzal k lékari v pripadé potieby) zo Skaly PN do Skaly EN. Polozka 1
(Nedostatek jidla) mala vel'mi nizku hodnotu komunality h? (0,42) a stala sa tak adeptom na
vylaéenie z modelu.

Konfirmacna faktorova analyza (CFA) bola pocitana na zaklade matice polychorickych
korelacii. Boli overené vsetky tri modely, explorované pomocou EFA. Vysledky CFA su
zhrnuté v tabul’ke 4. Parametre fitu na nase data sa medzi modelmi vyrazne neliSia. Preto sa
priklaname k d’alSiemu vyuzitiu Standardného 5-faktorového modelu CTQ. Tento model je
znazorneny na obr. 1. Naboje pri 5-faktorovom modele st stredne vysoké az vysoké (s
hodnotami 0,64-0,97) u vsetkych poloZiek okrom polozky 1, ktora ma naboj len 0,45. V tab. 4
komunalitu v EFA (tab. 3). Fit tohoto modelu nie je vyrazne odlisny od fitu plného modelu,

preto model bez poloZky 1 nebudeme d’alej analyzovat.

8 Vzhl'adom na autorské prava su jednotlivé polozky uvedené len v skratenej neliplnej forme.
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Tab. 3 Polozkova analyza a faktorova struktura §kaly CTQ s vyuzitim exploracnej faktorovej analyzy s Sikmou (Oblimin) rotaciou.

Sest'faktorovy model Polozkova analyza
SA EN PA EA PN  F6 Komunalitah® Priemer  SD Koreligilf);kss bez

Emocionalne tyranie

3. Nadavani ze strany rodiny. 0,05 0,00 -0,03 0,71 0,15 0,00 0,62 1,80 1,04 0,48
8. Pocity nechténosti v roding. 0,22 0,17 0,09 0,38 0,20 0,06 0,68 1,70 1,07 0,50
14. Rikéni zratiujicich véci v roding. 0,12 0,07 0,14 0,69 0,03 -0,04 0,77 1,70 0,97 0,62
18. Pocity nenavisti ze strany rodiny. 0,22 0,08 0,30 0,33 0,03 0,27 0,74 1,40 0,85 0,62
25. Psychické tyrani. 0,49 0,18 0,18 0,25 -0,10 0,17 0,78 1,30 0,83 0,66
Fyzické tyranie

9. Silné biti, bylo tieba jit k 1ékafi. 0,24 -0,04 0,62 -0,19 0,27 0,04 0,79 1,20 0,69 0,45
11. Silné biti, zanechavalo modfiny. 0,05 0,14 0,77 0,13 0,05 -0,11 0,92 1,20 0,62 0,66
12. Trestani tvrdymi predméty. -0,01 -0,05 0,68 0,14 0,00 0,04 0,55 1,60 0,91 0,47
15. Télesné tyrani. 0,23 0,13 0,58 0,07 -0,01 0,14 0,81 1,30 0,78 0,64
17. Silné biti, patrné vné&jsimu okoli. 0,43 0,13 0,37 0,04 0,11 0,01 0,82 1,20 0,63 0,68
Sexudlne zneuzivanie

20. Sexudlni dotyky. 0,81 0,03 0,07 0,08 0,07 -0,11 0,88 1,20 0,57 0,61
ggxﬁgfc‘fgf;‘;izvﬁe‘jem na plnéni 078 0,07 018 003 005 023 0,93 120 061 0,59
23. Nabéadani k sexualnim aktivitdm. 0,88 0,05 -0,02 0,08 0,10 -0,09 0,94 1,20 0,59 0,62
24. Sexualni obtézovani. 0,74 0,03 0,14 0,07 0,12 -0,15 0,91 1,10 0,55 0,62
27. Sexualni zneuzivani. 0,85 0,06 0,06 0,04 -0,03 0,13 0,92 1,20 0,68 0,59
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Sest'faktorovy model

Polozkova analyza

SA

EN

PA EA

PN

F6

Komunalita h?

Priemer

SD

Korelacie s HS bez

polozky
Emocionalne zanedbavanie
5R. Pocit’ovat vlastni dulezitost. 0,11 0,71 -0,01 0,04 -0,08 -0,23 0,56 2,30 1,20 0,46
7R. Citit se byt milovan/a. 0,08 0,75 0,08 0,03 0,01 -0,19 0,70 1,90 1,10 0,58
rlggl.lgocn ovat pozornost vici sobé v 20,11 0,66 0,03 018 005 021 0,63 230 1,04 0,56
19R. Vzajemna blizkost v rodiné. 0,03 0,67 0,04 0,06 -0,03 0,26 0,64 2,10 1,12 0,55
28R. Pocitovat oporu z rodiny. -0,16 0,75 0,13 0,11 0,11 0,12 0,74 1,90 1,08 0,61
Fyzické zanedbdvanie
1. Nedostatek jidla. -0,17 0,03 0,15 0,02 0,64 -0,03 0,42 1,50 0,92 0,27
2R. Starostlivost a ochrana. 0,15 0,63 0,03 -0,11 0,18 -0,15 0,59 1,70 1,07 0,50
ﬁbﬁcf:t‘;;“’p“o“ rodici se postarat (kvilli 0,26 0,05 0,10 021 039 011 0,67 120 0,70 0,58
6. Noseni Spinavého obleceni. 0,16 0,04 -0,04 0,14 0,70 0,00 0,73 1,40 0,82 0,53
26R. Mit nékoho, kdo by vzal k 1ékafi 0,35 0,54 0,12 018 013 0,25 0,63 170 112 0,49
Vv pfipad¢ potieby.
Vlastné &islo 9,66 2,67 1,51 1,18 1,02 0,85
% variability 39 11 6 5 4 3

Poznamky: EA = emotional abuse; PA = physical abuse; SA = sexual abuse; EN = emotional neglect; PN = physical neglect, SD = smerodajna odchylka, HS = hrubé skére, R

= reverzna otazka. Vzhl'adom na autorské prava su jednotlivé polozky uvedené len v skratenej a netiplnej forme.

70




Tab. 4 Parametre konfirmac¢nej faktorovej analyzy 3- 4- a 5-faktorového modelu skaly CTQ

5-faktorovy

5-faktorovy

5-faktorovy model

3-faktorovy 4-faktorovy
model CTQ model CTQ CTQ standard bez

model CTQ model CTQ podl'a EFA standard polozky 1
g;}’}’_gﬁuare 10851 (df 272) 9099 (df 269)  794,8 (df265) 1001,8 (df265) 8945 (df 242)
P-hodnota <0,001 <0,001 < 0,001 < 0,001 < 0,001
CFI 0,993 0,994 0,995 0,994 0,994
TLI 0,992 0,994 0,995 0,993 0,993
RMSEA 0,055 0,049 0,045 0,053 0,052 (0,048
(90% Cl) (0,051-0,058)  (0,045-0,052)  (0,041-0,048)  (0,049-0,056) 0,056)
SRMR 0,065 0,058 0,054 0,059 0,058

0,28 ~

Nl 17

Obr. 1 SEM model konfirmacnej faktorovej analyzy so Standardnym rozdelenim polozick CTQ do
subskal. Ciselné hodnoty udavaji naboje faktorov jednotlivych poloziek a korelacie medzi faktormi.

Reliabilita

Vnutorna konzistencia kompletnej verzie dotaznika bola vyborna (o= 0,92 (95% CI 0,91-0,93).

Hodnoty Cronbachovho alfa pri odstraneni jednotlivych poloziek $kaly zostali na hodnote 0,92

vo vsetkych pripadoch.

KedZe koeficient alfa predpoklada unidimenzionalitu a rovnakil varianciu pravych

skore naprie¢ vsSetkymi polozkami, reliabilita Skaly bola overend i McDonaldovym

koeficientom omega (®) vhodnym pre viacdimenzionalne skaly. Koeficient wn (hierarchical
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omega) je zalozeny na hierarchickom modely a odhaduje saturaciu hlavného faktoru, zatial'Co
koeficient w; (total omega) udava celkovu reliabilitu testu. Hodnoty wn = 0,74 a ot = 0,95
naznacuju, ze celkova reliabilita celej skaly CTQ v ¢eskom prostredi je dostatocne vysoka.

Vnutorna konzistencia jednotlivych subskal dotaznika bola vysoka pre vSetky subskaly
okrem PN. Vnutorna konzistencia subskaly PN bola Cronbachovo a = 0,64 (95% CI 0,61—
0,68), McDonaldovo o = 0,72, pre subskalu EN a = 0,84 (95% CI 0,82-0,85), McDonaldovo
® = 0,87, pre subskalu SA a = 0,92 (95% CI 0,91-0,93), McDonaldovo o = 0,95, pre subskalu
PA o =0,82 (95% CI 0,80-0,84), McDonaldovo @ = 0,86, a pre subskalu EA o = 0,82 (95% ClI
0,80-0,84), McDonaldovo o = 0,85.

Konvergentna validita

V tab. 5 su uvedené vztahy medzi dotaznikom CTQ a ostatnymi pouzitymi dotaznikmi.
Subskaly CTQ korelovali so $kalou tzkostnosti a vyhybavosti dotaznika ECR-R (p < 0,001),
avsak korela¢né koeficienty boli mensie ako 0,5. Neuroticizmus z dotaznika BFI-44 koreloval
so vSetkymi subsSkalami CTQ okrem SA (p < 0,001). VSetky korelacné koeficienty boli vsak
nizke, pod 0,5.

Tab. 5 Korelacie subskal CTQ s ECR-R a BFI 44 (Spearmanov korelaény koeficient)

EA PA SA EN PN
ECR-R 16
Uzkostnost’ 0,259%** 0,154%*** 0,157*** 0,219*** 0,183***
Vyhybavost 0,161*** 0,170** 0,213*** 0,343*** 0,287***
BFI 44
Neuroticizmus 0,205%** 0,119%** 0,058 0,177%** 0,116***

Poznamky: ECR-R 16 = The Experiences in Close Relationships-Revised
(Prozivani blizkych vztahti - revidovany skrateny dotaznik); BFI 44 = Big Five
Inventory; ***p < 0,001;

Deskripcia vysledkov hrubého skére

V tab. 6 je uvedené percentualne zastipenie jednotlivych typov traumatizacie podla oboch
typov skorovania, stredné hodnoty, medidny, a dolné (Q1) a horné kvartily (Q3) jednotlivych
subskal CTQ v reprezentativnej vzorke obyvatelov CR.
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Tab. 6 Vyskyt, priemery, mediany a kvartily jednotlivych typov traumatizacie podl'a CTQ
Vv reprezentativnej vzorke (N = 1000)

° % vyskyt traumatizacie

3 o 3

N — ’ ~

= = = B) zavaznost’

: EE A -

g [a) A b lfhn}Cka . Ziadna az 1azi % Strednda Tazk4 az
o e w £ 3 = £ zavamost minimalna . aztazkd extrémna
- = S 3 = &8 = strednd
EA 7,63(348) 6 5 25 5 9 20,2 71,1 19,4 4,6 4,9
PA  6,44(2,79) 5 5 24 5 7 18 82 8 4,6 4,9
SA  579(263) 5 5 25 5 5 9,7 88,5 1,8 4,6 51
EN 10,42(4,33) 10 5 25 7 13 15,6 48,3 36,1 8,7 6,9
PN 7,58(2,18) 7 5 23 5 9 37,2 62,8 17,1 10,4 9,7

Poznamky: M = mean (priemerna hodnota), SD = standard deviation (smerodatna odchylka), MED = median, Min =
minimalna hodnota, Max = maximalna hodnota; A) klinickd zavaznost’ podl'a Walker et al, (1999); B) zavaznost’ podl'a
Bernstein a Fink (1998).

Podl'a empiricky odvodenych prahovych hodnét podla Walker et al. (1999) bolo
v sucasnej §tadii 51,7 % respondentov bez traumatizacie a u 24,5 % bol zisteny jeden typ
traumatizacie. Traumatizacia viacerymi typmi zlého zaobchadzania, t.j. vyskyt najmenej 2
typov traumatizicie bola zistenda u 23,8 % obyvatelov CR. Podla prahovych hodnét
navrhnutych autormi Bernstein a Fink (1998), bol percentualny vyskyt traumatizacie vyssi
V porovnani s empiricky odvodenym skérovanim: 34,7 % obyvatel'ov bolo bez traumatizécie
a u 25 % bol zisteny najmene;j jeden typ zlého zaobchddzania. Traumatizacia viacerymi typmi
traumy bola podl'a tychto niz§ich prahovych hodnét zistena u 40,2 % obyvatel'ov.

Vysledky naznacuju niektoré trendy v zastupeni traumatizacie v detstve v réznych
sociodemografickych skupinach.

Medzi pohlaviami sa ukazal nepatrny rozdiel v Skdlach emociondlneho a fyzického
zanedbavania, pricom zeny mali mierne nizS$ie hodnoty suctov nez muzi. Tento rozdiel bol
potvrdeny len na hladine vyznamnosti 90 % (p = 0,063 pre EN a p = 0,066 pre PN, s mierami
uc¢inku Cohenovo d = 0,10 a €2 = 0,004 pre EN, d = 0,10 a €2 = 0,003 pre PN).

Medzi vekovymi skupinami bol Statisticky vyznamny rozdiel v Skéle fyzického
zanedbavania medzi star§imi obyvatel'mi (nad 60 rokov), ktori maji vysSie hodnoty PN nez
takmer vSetky mladSie skupiny (p < 0,001 v porovnani so skupinou 18-29 rokov, p = 0,002 so
skupinou 30-39 rokov, p = 0,041 so skupinou 40-49 rokov, miery ucinku: Cohenovo d
nadobuda hodnoty 0,50-0,54, &> nadobuda hodnoty 0,062—0,072). V skale emocionalneho

tyrania mali signifikantne vys$Siu hodnotu obyvatelia vekovej kategorie 30-39 rokov,
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V porovnani s obyvatel'mi nad 60 rokov (p = 0,021, Cohenovo d = 0,32 a €2 =0,027). Hlavnym
,,ziadna trauma® v skupine 30-39 rokov v porovnani s najstarSou skupinou (49 oproti 121).
Rozdiely v sposobe Zivota naznaCuju (graf 1), ze Tludia zijici osamelo zazili
signifikantne viac emociondlneho a fyzického zanedbdvania v porovnani s ostatnymi
skupinami (Cohenovo d nadobuda hodnoty 0,37—0,57, €2 nadobuda hodnoty 0,035-0,080 pre
EN, d nadobuda hodnoty 0,42—0,66, 2 nadobuda hodnoty 0,044—0,101 pre PN) a signifikantne

viac emocionalneho tyrania nez l'udia zZijici v manzelstve (Cohenovo d = 0,27 a €2 = 0,018).

SA sami- ©
s partnerom - © Vyznamné
v manZelstve- o P hodnota rozdiely medzi
srodiémif- e celkova skupinami
PA Sami [ - E———— SA D,OUT NS
s partnerom - PA 0,035 NS
v manzelstve|- "
S rodiémif — omm—— EA 0,005 1-3
Jgxer q_gre
) EN <0,001 e
EA sami o0 1-4
s partnerom 1-2%%, 1-3**,
v manzelstve - PN < 0,001 1—4*** 2_4* 3-4*
s rodiémi|-
EN samil-
s partnerom |-
v manzelstve
s rodiémi -
o median (MD)
PN sami|- | 25%-75% (IQR)
s partnerom [~
v manzelstve |- | MD £ 1,5%I1QR
s rodiémi P | ‘ | | | | |
6 8 10 12 14 16 18 20 22 24

Hodnota skore

Graf 1 Porovnanie vysledkov podla spdsobu zivota

Pri porovnavani skupin podl'a vzdelania (graf 2) boli zistené signifikantné rozdiely
v skéle fyzického zanedbdvania, priCom obyvatelia so zdkladnym vzdelanim mali oproti
obyvatel'om s maturitou ¢ VS vzdelanim vyssie hodnoty (Cohenovo d nadobtida hodnoty 0,44—
0,67, €2 nadobuda hodnoty 0,049-0,107). V $kale emocionalneho zanedbavania mali obyvatelia
s u¢hovskym vzdelanim vy3sie hodnoty oproti obyvatelom s VS vzdelanim (Cohenovo d =

0,28 a €2 = 0,022).
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naznaCuje (graf 3), zZe

nezamestnani, invalidni déchodcovia a Zivnostnici zazivali signifikantne viac emocionalneho

tyrania nez starobni déchodcovia (Cohenovo d nadobuda hodnoty 0,66-0,79, &> nadobtda

hodnoty 0,103-0,141). Na s$kale fyzického zanedbavania skorovali vysSie obe skupiny

déchodcov oproti zamestnanym a Studentom (Cohenovo d nadobuda hodnoty 0,49-1,14, ¢

nadobuda hodnoty 0,057-0,255).
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V pripade $kaly sexualneho zneuzivania (SA), kde takmer 90 % respondentov uvadzalo
a na porovnanie boli pouzité y* testy dobrej zhody. Vyznamné rozdiely vyskytu sexualneho
zneuzivania (SA) boli v spdsobe Zivota (p = 0,038, Cohenovo d = 0,18, n? = 0,009), u
respondentov zijucich s rodiémi a sirodencami a v manzelstve bol vyznamne nizsi vyskyt SA.
V r6znych vzdelanostnych skupinach bol zisteny vyznamny rozdiel (p = 0,009, Cohenovo d =

0,22, n?* = 0,012), pricom pritomnost’ SA bola asociovana so zakladnym vzdelanim.

Diskusia

Cielom sucasnej Studie bolo posudenie psychometrickych vlastnosti ceského prekladu
Childhood Trauma Questionnaire (CTQ) a postdenie sociodemografickych rozdielov vyskytu

traumatizacie v jednotlivych skupinach obyvatel'stva.

Psychometrické vlastnosti ¢eského prekladu CTQ

Stredne vysoké korelacie medzi jednotlivymi subSkalami CTQ, s korelaénym koeficientom
vysSim ako 0,5 v pripade medzi EA a PA, EA a EN a obomi skélami zanedbavania zistili aj
nemecki autori v reprezentativnom subore (Hauser et al., 2011).

Vysledky exploracnej faktorovej analyzy ukazali vhodnost’ povodného 5-faktorového
modelu, hoci s dvojitymi nabojmi a presahmi do inych subskal. V druhom faktore sa zoskupili
vSetky reverzné otazky, podobne ako je opisované v literatire venujiucej sa problematike
vlastnosti reverznych otazok, ktoré maju tendenciu vytvarat samostatny faktor (Netemeyer,
Bearden, Sharma, 2003). Presah polozky 17 (Silné biti, patrné vnéjsimu okoli) zo subskaly
fyzického tyrania do faktoru sexudlneho zneuzivania, zaznamenany aj kanadskymi autormi
Wright et al. (2001), by mohol byt’ vysvetleny stivisom priameho fyzické nasilia s telesnostou
a sexualitou. Polozky 18 (Pocity nenavisti ze strany rodiny) a 25 (Psychické tyrani), ktoré presli
z faktoru emocionalneho tyrania do fyzického tyrania, obsahuju v sebe silni emociu nenavisti
a zastraSovania, ktoré zvy€ajne id0 ,ruka vruke® s fyzickym trestanim. Polozky 2
(Starostlivost a ochrana) a 26 (Mit nékoho, kdo by vzal k lékari v pripadé potreby) zo subskaly
fyzického zanedbavania  mali vysoky ndboj vo faktore odraZajicom emociondlne
zanedbavanie, podobne ako to zistili vo svojej studii aj Gerdner a Allgulander (2009); Kim et

al. (2011) a Grassi-Oliveira et al. (2014). Pri podrobnejsej analyze odpovedi na dve zmienené
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otazky (2 a 26) sme zistili, ze respondenti, ktori na nich skorovali najvyssie (hodnotou 4 a 5),
skorovali vo viacésine pripadov vysoko aj na Skale emocionalneho zanedbavania a spadali
dokonca do kategorie tazkého az extrémne tazkého EN. Toto naSe zistenie podporuje
predpoklad, Ze obe tieto polozky odrazaju nedostatok starostlivosti, koncept, ktory v sebe
zahfna ako fyzické, tak aj emocionalne konotacie (Gerdner, Allgulander, 2009).

Skéla fyzického zanedbavania sa javi ako problematicka vzhladom na réznorodost
Stadii na reprezentativnej vzorke (Klinitzke et al., 2012). Polozka 1 a polozka 6 (Noseni
Spinavého obleceni) st inej povahy nez ostatné polozky zo Skaly PN, neobsahuju v sebe
emocionalne konotécie ako polozky 2 a 26, nie st ani o ,,nedostatku dohl'adu‘ ako otazka 4
(Neschopnost rodicii se postarat kviili opilosti). Vo vojnovych a povojnovych ¢asoch, v ktorych
vyrastala najstarSia skupina nasej vzorky, bolo bezné, ze vo svojich detskych rokoch mohli
najstar$i obyvatelia trpiet hladom a nedostatkom oblecenia, bez toho, Ze by i§lo o zanedbavanie
vztahovymi osobami. Podporuju to aj zistenia v naSej vzorke u seniorov, a to, Ze pri otazke 1
tykajacej sa nedostatku jedla maji najvysSie skore prave seniori (celkovo nad 60 rokov
priemerné skore 1,79, v skupine 56—80 rokov skore 2,13, v skupine od 81— 90 rokov skoére 2,17
v porovnani s najmlad$ou skupinou 18-29 rokov so skére 1,28). Skalu PN by sme preto mali
hodnotit’ najma v starSich vekovych skupinach s opatrnostou.

Stredné korelacie medzi dimenziami vzt'ahovej vizby a subskalami CTQ, priCom k 0,5
sa blizila korelacia medzi dimenziou vzt'ahovej vyhybavosti a Skdlami zanedbavania zistili aj
autori MacDonald et al. (2015), ktori skumali individualne rizikové faktory u 100
poskytovatel'ov zdravotnej starostlivosti. Vzt'ah medzi neistou vztahovou vézbou, pri ktorej sa
zistuju zvySené hodnoty uzkosti a vyhybania, a medzi traumatizaciou v detstve, ktoré sa
ukazuje ako rizikovy faktor rozvoja neistej vztahovej vizby, je predmetom mnohych, najmi
klinickych retrospektivnych stadii (Carr et al., 2010; Cloitre et al., 2008), ale aj stadii
v komunitnych suboroch (napr. Waldinger et al. 2006).

Co sa tyka korelcii medzi neuroticizmom a subikalami CTQ, viac ako 0,2 bola
korelacia neuroticizmu s EA, podobne ako zistili vo svojich stadiach Hengartner et al. (2014),
atiez Nederlof et al. (2010). Zrejmym vysvetlenim tohto vztahu je, ze nepredvidatelné
prostredie pri emociondlnom tyrani ovplyviiuje regulaciu Gzkosti v zmysle zvySenia uzkostnej
senzitivity, atak spdsobuje vyjadrenie neuroticizmu. Vztah medzi tyranim v detstve
a neuroticizmom zistili viaceri autori, pricom do hry vstupuje aj interakcia s genetickymi
faktormi (DeYoung, Cicchetti, Rogosch, 2011).

Vnutornd konzistencia subskal EA, PA, SA a EN bola dobrd az vyborna. Slabsie
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hodnoty vnutornej konzistencie pre subskalu fyzického zanedbavania boli porovnatelné
s niz§imi hodnotami Cronbachovho a prave pre Skalu PN v nemeckej $tidii na reprezentativne;j
vzorke (Klinitzke et al.,, 2012), kde bola reliabilita PN dokonca len 0,55. Podobne diskutabilné
az slabé boli hodnoty aj v stadiach na komunitnych vzorkach (napr. Bernstein, Fink, 1998;
Scher et al.2001) a klinickych vzorkach (Gerdner, Allgulander, 2009; Wingenfeld et al., 2010).
Tato slabo konzistentnd hodnota je tak zrejme problémom originalnej konstrukcie subskaly

fyzického zanedbdvania a nesuvisi s lokalnou verziou dotaznika.

Sociodemografické rozdiely

Podobne ako zistili Schulz et al. (2014) v stadii na komunitnej vzorke, aj v sucasnej stadii sa
ukazala sociodemograficka variabilita. Obyvatelia star§i nez 60 rokov mali signifikantne
najvysSie hodnoty na Skale fyzického zanedbavania oproti vSetkym ostatnym vekovym
skupindm, najmd v porovnani s najmladSou skupinou. KedZe v poslednych desatrociach
zaznamenavame narast zivotnej urovne, narast skore PN s vekom probandov by sme mohli
vysvetlit’ niz§ou Zivotnou uroviou v ich detstve. Signifikantny rozdiel v skore PN u najstarsej
Casti obyvatel’stva, ktora tvori v nasej vzorke az viac ako 25 %, by sme tak mohli zrejme
vysvetlit chudobou pocas vojnovych a povojnovych rokov apocas obdobia komunizmu
Zaujimavym zistenim je tiez fakt, ze v skupine 30-39 rokov je signifikantne vyssi vyskyt
emocionalneho tyrania nez v najstarSej skupine, tento rozdiel bol spdsobeny najma tym, ze
so 121 objektami z najvysSej vekovej skupiny. Pokles vo vyskyte EA s narastajicim vekom
zistili aj v reprezentativnej Studii na nemeckom obyvatel'stve (Schulz et al., 2014).
Pravdepodobnym vysvetlenim je predpoklad socioemocionalnej teérie selektivity (Carstensen,
Fung, Charles, 2003), Ze autobiografické spomienky sa s postupujiicim vekom mézu skresl'ovat’
viac pozitivnym smerom, s cielom ochrany sebatcty a zachovania pozitivneho sebakonceptu
(Lockenhoft, Carstensen, 2004). Z psychoanalytického hl'adiska sa moZe jednat’ o zosilnenie
obrannych mechanizmov (Schellong, 2013).

U T'udi zijucich osamelo oproti l'ud'om zijicim v manzelstve bolo zistené v signifikantne
vySSe] miere emociondlne tyranie a zanedbdvanie a fyzické zanedbavanie v detstve.
K podobnému vysledku dospeli aj Walker et al. (1999) vo vzorke 1225 Zien, kde bol vyssi
vyskyt vSetkych druhov traumatizécie v detstve u I'udi neZzijucich v manzelstve. Pontika sa
vysvetlenie, ze zit' v blizkom vztahu méze byt prili§ ohrozujuce pre l'udi, ktori zazili v detstve

prili§ vela zlého. Predpokladdme, Ze I'udia zaZivajlci traumatizaciu v detstve majii naruSent
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zakladnu doveru a vytvaraju si neisty typ vzt'ahovej vizby s primarnymi vztahovymi osobami,
¢o ovplyviiuje aj neskorsie fungovanie vo vztahoch (Hasto, 2005). To, ze zI¢ zaobchadzanie
v detstve zhorSuje kvalitu vzt'ahov, vyplyva z viacerych stadii. Berthelot et al. (2014) vo svojej
studii s l'ud’'mi vyhl'adavajucimi parovu terapiu kvoli intimnym problémom zistili, ze az 82,5
% respondentov zaZzilo najmenej jednu formu traumatizacie v detstve.

Nalezy vySSieho vyskytu traumatizacie v detstve u skupin obyvatelstva s niz§im
dosiahnutym vzdelanim su porovnatel'né s vysledkami zisteni inych autorov (H&user et al.,
2011; Scher et al., 2004; Walker et al., 1999). Traumatizacia v detstve mdZe negativne
ovplyviiovat’ kognitivny vyvoj a schopnosti u¢enia (Perry, 2001; Schore, 2001).

V naSom subore mali invalidni déchodcovia a nezamestnani vyznamne vysSie skore
emocionalneho tyrania oproti starobnym dochodcom. Predpokladdme, Zze EA a EN mdZu viest’
k zhorSeniu mentalneho a fyzického zdravia, praceneschopnosti, resp. neschopnosti sa trvalo
zamestnat,, a vV niektorych pripadoch k invalidite. Pre tento predpoklad sved¢ia viaceré prace
skiimajuce suvis traumatizacie v detstve so zhorSenym mentalnym a fyzickym zdravim (napr.
Dube et al., 2003). Najviac rizikovi zo zdravotného hl'adiska, s vyskytom mnohopocetnych
zdravotnych rizikovych faktorov v neskorSom zivote, sa ukazuji l'udia s traumatizaciou
viacerymi typmi traumy (Felitti et al., 1998).

Vysledky psychometrickej analyzy ukazuju, ze ¢esku verziu dotaznika CTQ — Trauma
z détstvi — mozno povazovat’ za spolahlivy nastroj na retrospektivne posudenie zlého
zaobchadzania v detstve v ¢eskom kultirnom kontexte, pricom vzhl'adom na niZ§iu vnutorna
konzistenciu skaly fyzického zanedbavania je potrebné skdlu PN, najmé v starSej vekove;j
skupine, hodnotit s opatrnostou. CTQ umoznuje dimenzionalne hodnotenie zlé¢ho
zaobchadzania a otazkou je pouzitie prahovych hodnot. Pre ucely skriningu napr. v populacii
je vhodné pouzitie niz§ich prahovych hodnoét, t.j. uz nizky vyskyt hodnotit’ ako traumatiziciu,
podobne ako odportaca nemecka autorka (Glaesmer, 2016). V klinickych vyskumnych stadiach
a Vv porovnavacich S$tadidch je mozné pouzit' klinicky odvodené hodnoty.  Validitu
retrospektivnych udajov tykajucich sa zazivanej traumatizacie v detstve potvrdzuji — aj napriek
moznym chybam v merani — viaceri autori, priCom zdoraziuju tendenciu k moznym faloSne
negativnym vysledkom, to znamend k nereferovaniu tyrania, zneuzivania a zanedbavania v
detstve (Hardt, 2016; Hardt, Rutter, 2004). Pri falo$ne negativnych vysledkoch predpokladame
vplyv tzv. ,infantilnej amnézie“ v prvych 2-3 rokoch, stvisiacu s nezrelostou hipokampu
(Siegel, 1999) a neskor tiez vplyv ,traumatickej amnézie“, ktora je vlastne adaptivnou
odpoved’ou s cielom udrzat’ si blizky vzt'ah, ak je pdvodcom zlého zaobchadzania blizka osoba

(Freyd, 1994). Existuje stvislost medzi retrospektivne referovanym tyranim, zneuzivanim a
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zanedbavanim v detstve a prezivanim blizkych vztahov. Udaje z reprezentativnej vzorky s
dobrou vychodiskovou bazou pre porovnanie s vyskumami v inych krajinach a v klinickych

Stadiach.

Limity Studie

Limitom 3$tadie je sposob zberu udajov. Standardizované interview mohlo ovplyvnit
odpovedanie na citlivé polozky socialne Zelate'nym smerom. Na druhej strane, respondenti boli
informovani o dodrzani anonymity a vyskoleni administratori boli neutralne, pre respondentov
nezname osoby. Limitom je aj dizka dotaznika, ktora mohla viest k znizeniu pozornosti vo&i

emocne citlivym polozkam.
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Kapitola 5

Dotaznik Zivotnich stresori (LSC-R): Vyskyt stresorov u
dospelych obyvatePov CR a stvis so zdravim

Natalia Kas&akova, Jana Fiirstova, Iva Pola¢kova Solcova, Magdaléna Heveriova, Michal
Heveri, Jozef Hasto, Peter Tavel

Ceskoslovenskd Psychologie, 62(Suppl.1), 80-99

Abstract

Objective: The occurrence of traumatic events in childhood and during later life increases the
incidence of many mental and somatic diseases. The lifetime impact of cumulative stressful
events throughout life is very substantial. The aim of this study was to check selected
psychometric parameters of the Czech version of the LSC-R, to assess the occurrence of life
stressors in a representative sample of adult population in the CR and to determine associations
between the occurrence of stressors, health, pain and problematic use of alcohol and nicotine.
Methods: A cross-sectional study on a representative sample of the adult Czech population
(N=1800, age 46.4, SD 17.4, 48.7% of men) collected data on the LSC-R. For convergent
validity the Childhood Trauma Questionnaire, the Short-Form Health Survey (SF-8) and the
CAGE-questionnaires were used.

Results: In 80% of respondents at least one stressor and in 15% five or more stressors were
found. The sociodemographic differences are discussed. People with problematic use of alcohol
and nicotine experienced significantly more overall stressors, stressors that began before the
age of 16 years old and more interpersonal violence in comparison with non-drinkers and non-
smokers. Confirmatory analysis showed satisfactory fit parameters for the created five-factor
model, and convergent validity was demonstrated. Significant associations between scores on
the LSC-R, physical and mental health, pain and the problematic use of alcohol and nicotine
are discussed.

Summary: The Life Stressor Checklist — Revised appears to be a clinically useful instrument
for the detection of lifetime stressors and for research purposes in the context of planning
prevention and therapeutic possibilities.

Limitations: The LSC-R was the part of a larger battery and was placed in the last third.
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Abstrakt

Problém: Vyskyt psychotraumatickych zazitkov v detstve a pocas neskorsicho zivota zvySuje
riziko vyskytu mnohych psychickych aj somatickych ochoreni. Zvlast zdvazny je celozivotny
dosah kumulovanych stresovych udalosti v priebehu zivota. Ciel'om aktudlnej $tadie bolo zistit’
vybrané psychometrické vlastnosti Dotaznika Zivotnich stresoru (Life Stressor Checklist —
Revised; LSC-R), posudit’ vyskyt Zivotnych stresorov v reprezentativnej vzorke dospelého
obyvatel'stva Ceskej republiky a zistit’ asociacie medzi vyskytom stresorov, zdravim, bolestou
a problematickym uzivanim alkoholu a nikotinu.

Metody: V ramci vyskumnej $tadie boli v reprezentativnej vzorke obyvatel'stva CR (N=1800,
vek 46,4, SD 17,4, 48,7% muzov) zozbierané udaje z dotaznika LSC-R. Za ucelom
konvergentnej validity bol pouzity dotaznik Traumatizace z détstvi (CTQ) a dotaznik
posudzujuci fyzické a psychické zdravie (SF-8), na detekciu problematického uzivania
alkoholu a nikotinu bol pouzity dotaznik CAGE.

Vysledky: Takmer 80 % obyvatelov CR uviedlo pritomnost’ aspon jedného stresoru, 15 %
uviedlo  pritomnost  piatich a viacerych  stresorov. Diskutuje sa o zistenych
sociodemografickych rozdieloch. Ludia s problematickym uZzivanim alkoholu a nikotinu
zazivali signifikantne viac celkovych stresorov, stresorov so zaCiatkom posobenia pred 16
rokom zivota a interpersondlneho nasilia oproti abstinentom a nefaj¢iarom. Konfirmacna
analyza ukazala vyhovujuce parametre fitu pre vytvoreny 5-faktorovy model, zistila sa
konvergentna validita. St diskutované vyznamné asociacie medzi skore LSC-R, celkovym
fyzickym a psychickym zdravim, bolest'ou, problematickym uzivanim alkoholu a nikotinu.
Zhrnutie: Dotaznik Zivotnich stresort sa javi ako klinicky vyuZzitelny nastroj na detekciu
celozivotného vyskytu stresorov ana vyskumné ucely v kontexte planovania prevencie
a terapeutickych moZnosti.

Limity: Dotaznik bol sti¢astou vdcsej batérie a bol zaradeny v poslednej tretine dotaznikovej

batérie.
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Uvod

Vyskyt psychotraumatickych zazitkov v detstve a pocas neskorSicho Zivota zvySuje riziko
vyskytu mnohych psychickych aj somatickych ochoreni (Felitti, 2002). Zvlast zavazny je
celozivotny dosah kumulovanych stresovych udalosti v priebehu zivota (Green et al., 2000;
Green, Kimerling, 2004). Jedinci vystaveni streSujicim zazitkom pocas Zivota, najmi ak je
pritomné aj z1é zaobchadzanie v detstve, maju v dospelosti zvySené riziko vyskytu depresie
(Openshaw et al., 2015). Autori Vinkers et al. (2014) vo svojej stadii potvrdzuji kumulativny
efekt nevhodného zaobchadzania v detstve, zavaznych stresorov pocas Zivota a dennych trapeni
na rozvoj vel’kej depresivnej poruchy. Schumacher et al. (2015) sa venuju suvislostiam medzi
zaZzivanim interpersonalneho nasilia a jeho negativnym kumulativnym dosahom na zhorSené
duSevné zdravie.

St zname stvislosti medzi zazivanim interpersondlneho nasilia a chronickou bolest'ou
(McCall-Hosenfeld et al., 2014) a tiez medzi prezivanim stresov, zhorSenym fyzickym zdravim
a vyskytom chronickych ochoreni (Sledjeski, Speisman, Dierker, 2008). Viaceri autori sa
venuji vzt'ahu medzi stresom a zavislostou (napr. Sinha, 2005; Hassanbeigi et al., 2013),
priCom najmi chronicky prezivané stresory v detstve a adolescencii zvySuju vulnerabilitu na
problematické uzivanie alkoholu (Casement et al., 2014). Ukazuje sa, ze klucovu rolu
V patogenéze uzkosti a zavislosti zohrdva zvySené palenie (firing) buniek bazolaterdlnej
amygdaly pri chronicky prezivanom strese (Rau et al., 2015). Autori Mahoney Il et al. (2015)
zistili zvySené skore stresovych udalosti u uzivatel'ov kokainu a metamfetaminu v porovnani
so zdravymi jedincami.

V longitudinalnych stadidch sa opakovane dokazalo, ze u jedincov, ktori st vystaveni
akutnemu stresu, sa v zvySenej miere vyvinie posttraumatickd stresova porucha v pripade, ze
pocas zivota zazili zI¢é zaobchadzanie v detstve alebo zazili viaceré stresové udalosti pocas
zivota (Pejuskovic, Lecic-Tosevski, Toskovic, 2017; Schumm, Briggs-Phillips, Hobfoll, 2006).

Existuje mnozstvo §tadii u l'udi, ktori zazivali traumatizujice udalosti vo vojnovych
oblastiach (napr. Lecic-Tosevski et al., 2013; Pejuskovic et al., 2017), taktiez S$tadie
u psychoterapeutickych a psychiatrickych pacientov (Ungerer et al., 2010), stadie zvlast
v rizikovych skupinach zien (Schumacher et al., 2010; Humphreys et al., 2011; Openshaw et
al., 2015; Reeves et al., 2017) a stadie v komunitnych vzorkach (Handley et al., 2015). Veteska,
Zukov a Fischer (2017) pouzili LSC-R Vv ramci skimania vizenskej populacie. Studie, ktoré
by skamali vyskyt stresorov v reprezentativnych vzorkach metodikou LSC-R podla nasich

informdacii nie su dostupné, avSak nemecki autori Maercker et al. (2012) skimali vyskyt
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akutnych a chronickych stresorov v priebehu dvoch rokov v reprezentativnej vzorke 2512
obyvatel'ov.

Na detegovanie vyskytu zivotnych stresorov v priebehu celého Zivota (nielen detstva)
a ich potencialny traumatogénny efekt podl'a nasich zistovani neexistuje v ¢esko-slovenskom
priestore vyhovujuci nastroj, ktory by posudzoval typ udalosti, kvantitu, zdvaznost’ vystavenia
stresoru, ¢asova dimenziu, ako aj dosah na aktualny zivot.

Life Stressor Checklist-Revised (Wolfe et al., 1996) je sebaposudzovaci nastroj
obsahujuci oproti inym nastrojom posudzujucim stresové udalosti SirSie spektrum stresorov
a jeho vyhodou tiez je, Ze poskytuje detailné informécie o ¢ase ndstupu a ukoncenia pdsobenia
udalosti, 0 subjektivnom prezivani pocas udalostia 0 stupni posobenia na sti¢asnost’. Vychadza
z DSM-1V definicie traumy: ,,jedinec bol vystaveny traumatickej udalosti, pre ktoru platia obe
nasledujuce kritéria: (1) prezil, bol svedkom alebo musel celit udalosti alebo udalostiam, pri
ktorych doslo k usmrteniu niekoho iného, kedy hrozila smrt alebo kedy doslo k tazkému urazu
alebo ohrozeniu fyzickej integrity vlastnej alebo inych, (2) reakciou jedinca bol intenzivny
strach, beznddej alebo hréza* (APA, 2003). V novsej verzii DSM-5 je precizovany vyskyt
traumy, explicitne sa uvadza aj vyskyt sexualneho nésilia, dozvedenie sa o udalosti, ktora sa
stala blizkemu clenovi rodiny alebo blizkemu priatel'ovi, uvadza sa aj expozicia averzivnym
detailom. Emoc¢na reakcia uz nie je sucast'ou definicie traumy (APA, 2015; Hasto, 2016; Hasto,
Tavel, 2015).

Cielom naSej studie bolo posudit’ vybrané psychometrické parametre Dotaznika
zivotnich stresori (Life Stressor Checklist — Revised; LSC-R) a analyzovat’ vyskyt Zivotnych
stresorov V reprezentativnej vzorke dospelého obyvatelstva CR. Dalsim cielom bolo zistit’
asociacie medzi vyskytom stresorov, zdravim, bolestou a problematickym uzivanim alkoholu

a nikotinu.

Metody
Vyskumny subor

V ramci predvyskumu sa u 206 respondentov overili vyskumné nastroje a znenia otazok.
Samotny vyskum bol realizovany profesionalne vySkolenymi administratormi v septembri a
oktobri 2016 technikou Standardizovaného rozhovoru s respondentom. Potencialni respondenti
boli informovani o zachovani anonymity. Bolo oslovenych celkom 2184 ndhodne vybranych

obcanov so ziadostou o rozhovor K problematike zdravia, zivotnych skusenosti a postojov,
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Z nich odmietlo poskytnut’ rozhovor 384 respondentov (17,6 %), va¢Sinou sa jednalo o muzov
v mladSom veku. Hlavnymi dévodmi odmietnutia bol nedostatok casu (39,2 %), nezaujem ¢i
lahostajnost’ a nedovera k vyskumu (24 %), nevyhovujica téma vyskumu a osobny charakter
otazok (17,2 %) a diZka a néroénost’ dotazniku (11,2 %).

Samotny vyskumny subor tvoreny 1800 participantmi populacie Ceskej republiky spiia
znaky reprezentativneho suboru z hl'adiska pohlavia (48,7 % muzov), vekového zloZenia (od
veku 15 do 88 rokov, s priemernou hodnotou 46,61), vzdelania (zakladné 7,8 %, stredoskolské
72 % a vysokoskolské 20,2 %) a z hl'adiska regionalnej prislusnosti do 14 krajov, s proporénym

zastipenim podla poc¢tu obyvatel'ov v jednotlivych krajoch.

Nastroje merania

Dotaznik zivotnich stresorii (Life Stressor Checklist — Revised; LSC-R) obsahuje 30 otazok
(Wolfe et al., 1996). 19 poloziek opisuje situacie, ktoré podlichaja definicii psychickej traumy,
9 otazok opisuje d’alSie zat'azujuce Zivotné situdcie. V dvoch otvorenych otézkach je nasledne
moznost’ uviest’ pripadné d’alSie traumatizujiice udalosti pre respondenta, ktoré sa stali jemu
samotnému alebo jeho blizkemu. V cielenych podotazkach su otazky na vek, kedy sa udalost’
udiala, pripadne zacala a skoncila, tiez na pritomnost’ prezivané¢ho strachu a hrozy a stupen
vplyvu prezitej udalosti na sacasnost, ¢o umozhuje stanovit pritomnost” posttraumatickej
stresovej poruchy.

Ceska verzia LSC-R bola ziskana procedurou spitného prekladu: povodny dotaznik bol
preloZzeny z angli¢tiny dvomi nezavislymi prekladatel'mi, potom spét’ do angli¢tiny a hakoniec
bol preklad korigovany na zaklade konsenzu medzi prekladatel'mi a autorkou vyskumu.

Moznosti skorovania st viaceré. Samotni autori dotazniku, Wolfe et al. (1996)
odporucaji 3 moznosti skdrovania: 1) sumdrne skore s¢itanim vSetkych pozitivnych odpovedi,
skore moéze byt od 0 do 30; 2) posudit’ zavaznost stresorov — jednoduchym s¢itanim skore
poslednej podotazky, ktora mapuje dopad stresorov na Zivot respondenta v poslednom roku a
celkové skore moze byt od 0 do 150 a 3) postdenim traumatickej zataze - zratanim udalosti,
ktoré podla kritérii DSM-IV spliaju kritérid prezivania traumatickej udalosti — zratanim tych
udalosti, pri ktorych l'udia zazivali intenzivne pocity bezmocnosti a strachu.

Autori Schumacher et al. (2010) pouzZivaju skoére oznalujice interpersondlne nasilie
(interpersonal violence), obsahujiice 10 otazok, ktoré postihuji fyzické a psychické tyranie,
sexualne zneuzivanie a zanedbavanie a skore nepriamej traumy (background trauma),

obsahujiice 6 otazok na udalosti, ktoré nie su priamo prezivané (napr. ako svedok udalosti)
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alebo st neumyselné (zivelna katastrofa). Mexicki autori (Openshaw et al., 2015) k celkovému
skore stresovych udalosti uvadzaju aj vyskyt stresorov so zac¢iatkom pdsobenia do 16 rokov.

Dotaznik Trauma z deétstvi (Childhood Trauma Questionnaire; CTQ) je 28-polozkovy
sebaposudzovaci dotaznik pre dospelych a adolescentov na skrining anamnézy tyrania,
sexualneho zneuzivania a zanedbavania v detstve (Bernstein, Fink, 1998), cesku verziu
validovali Kascakova et al. (2018). Hoci existuje mnozstvo sebaposudzovacich nastrojov na
odhalenie traumatizacie v detstve, CTQ je zatial' pravdepodobne jediny, ktory posudzuje
vSetkych 5 typov zlého zaobchadzania v detstve, t.J. emociondlne a fyzické tyranie a sexudlne
zneuzivanie, ako aj emocionalne a fyzické zanedbdvanie. 25 polozZiek dotaznika meria 5
konstruktov zlého zaobchddzania (5 poloziek pre kazdu subskalu), s moznostami Skalovania
od 1 (nikdy) po 5 (vel'mi €asto), s moZnym rozsahom skore v jednotlivych subskalach od 5 do
25. Vnutorna konzistencia jednotlivych subskal je v aktualnej $tadii vybornd (Cronbachovo
alfa od 0,78 do 0,88), s vynimkou $kaly fyzického zanedbavania (0=0,57).

Dotaznik SF-8 posudzuje fyzické a psychické zdravie v poslednych 4 tyzdnoch na
zaklade posudzovania zdravia v 6smich doménach: 1. vSeobecné vnimanie zdravia, 2. fyzické
funkcie, 3. obmedzenie fyzickych aktivit, 4. telesna bolest’, 5. vitalita, 6. socidlne fungovanie,
7. vnimanie psychického zdravia, 8. emocné obmedzenie roli. Z poloZiek dotaznika je mozné
vypocitat’ celkové fyzické zdravie PCS (Physical Component Summary) a celkové psychické
zdravie MCS (Mental Component Summary) (Ware et al., 2000). Ceska verzia SF-8 je
Vv procese validacie, vnatorna konzistencia je v aktualnej stadii vyborna (Cronbachovo 0=0,92,
McDonaldovo ®=0,94) (Bartuskova et al., 2018), ¢esku verziu SF-36 validovali autori Petr
(1999, 2000, 2001) a Sobotik (1998).

Dotaznik CAGE bol pévodne vyvinuty pre lekarov na rychlu diagnostiku problémov s
alkoholom (Ewing, 1984). Nazov dotazniku bol vytvoreny z pociatoénych pismen anglicky
spytovanych oblasti: C (Cut): pocit potreby obmedzit' pitie alkoholu, 2. A (Annoyed):
podrazdenie okolia z pitia alkoholu, 3. G (Guilt): pocit viny v stvislosti s pitim alkoholu, 4. E
(Eye-opener): pitie alkoholu rano za tcelom upokojenia sa alebo zbavenia sa ,kocoviny*.
Respondenti odpovedaji na otazku odpoved’ami &4no / nie. Bola vyvinuta tiez verzia pre
detekciu problémového uzivania drog CAGE-AID (Brown, Rounds, 1995), ktort sme za
ucelom aktudlneho vyskumu modifikovali na uZzivanie nikotinu. V dotazniku CAGE sa
dosahuje skore od 0 do 4, ako klinicky relevantné sa v CAGE povazuje skore 2 a viac (t.].
aspoit dve odpovede 4&no). Dotaznik CAGE nebol validovany v naSom sociokultirnom

kontexte, je vSak bezne pouzivany v klinickej praxi.
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Statistické analyzy

Distribucia jednotlivych poloziek dotaznika bola vyhodnotena pomocou histogramov a ich
normalita bola overend Shapiro-Wilkovym testom. Pretoze data nespiihali predpoklad
normalneho rozdelenia, na Statistické analyzy boli pouzité neparametrické metody, a to
Wilcoxonov dvojvyberovy test pre porovnanie pohlavi a Kruskal-Wallisov test s Bonferroniho
korekciou na porovnanie viacerych skupin. Korelacie medzi polozkami dotaznika LSC-R
a CTQ amedzi skore LSC-R a dotaznikom SF-8 boli hodnotené pomocou Spearmanovych
korela¢nych koeficientov. Na transformdciu originalnej dichotomickej odpovede ano/nie na
kontinualnu premennt bolo pouzité skére dopadu udalosti na posledny rok (,,JJak moc to
ovlivnilo Zivot v poslednim roce?*) (podl'a Choiet al., 2017). Ak napr. skére vplyvu konkrétnej
zazitej udalostina posledny rok bolo 3, celkové skore bolo 3 (1x3). Ak respondent danti udalost’
neuviedol, skore bolo 0. Asociacie medzi skore LSC-R, skore SF-8 (poloziek fyzického
a psychického zdravia a bolesti) a skore CAGE dotaznikov (CAGE-A na problémové uZzivanie
alkoholu a CAGE-N tykajuci sa uzivania nikotinu) boli analyzované pomocou linearnych
regresnych modelov. Za ucelom linearnej regresie boli abstinenti oznaceni Cislom 0 a
hodnoty CAGE-A skore boli posunuté o jednotku (skoére s hodnotami 1-5). Celkové skore
CAGE-A vratane abstinentov tak nadobuda hodnoty 0-5. Analogicky pre faj¢iarov, kde 0 su
nefajCiari a hodnoty 1-5 st fajCiari s réznym stupniom klinickej zavaznosti. Dimenziondlna
Struktara dotaznika bola testovana konfirma¢nou faktorovou analyzou (CFA) s vyuzitim matice
polychorickych korelacii. CFA bola robena pomocou balika lavaan v programe R, kde je ako
metoda odhadu parametrov z ordindlnych dat pouzivana metéda DWLS (Diagonally Weighted
Least Squares). Vsetky analyzy boli vykonané s pouzitim softwaru IBM SPSS Statistics verzia
21°aR 3.4.0%

9 1BM Corp. Released 2012. IBM SPSS Statistics for Windows, Version 21.0. Armonk, NY: IBM Corp.
2R Core Team (2017). R: A language and environment for statistical computing. R Foundation for Statistical Computing,
Vienna, Austria. URL https://www.R-project.org/
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Vysledky

Prevalencia

Nepritomnost’ stresoru pri zistovani LSC-R udavalo 20,4 % respondentov, 20,1 % uviedlo
jeden stresor, 20 % dva stresory, 15,4 % tri stresory a 9,2 % Styri stresory. Viac ako 5 stresorov
(od 5 do 16) uviedlo 15 % respondentov.

Percentualny vyskyt stresorov, zoradeny podl'a Schumacher et al. (2010), je v tab. 1.
NajcastejSie sa vyskytujicimi udalostami boli popri umrti v rodine a potratu stresory zo
skupiny nepriamej traumy, najmi nahle umrtie v rodine, svedok vaznej nehody a zivelne]
katastrofy, a tiez rozvod (vlastny rozvod aj rozvod rodiCov). Zazitky z oblasti
interpersondlneho nasilia maji relativne nizke zastipenie, s vynimkou lupeze. Vo veku do 16
rokov su najcastejSimi rozvod rodiCov, umrtie alebo nahle umrtie v rodine a svedok nasilia

v rodine.

Faktorova Struktira

Statisticky vyznamny vysledok Bartlettovho testu sféricity (y? (435) = 5962,1, p < 0,001)
spolo¢ne s hodnotou Kaiser-Meyer-Olkinovho kritéria < 0,8 (KMO = 0,74) naznacuju, ze nase
data spiiaju kritéria pre pouzitie faktorovej analyzy len Giasto¢ne. Ked’ze dotaznik LSC-R ma
pomerne zlozitd vnutornmi Struktiru, ktord nie je podlozend jednoznaCnymi latentnymi
premennymi (faktormi), vysledky exploracnej faktorovovej analyzy neboli brané do ivahy. Pre
ucely konfirmacnej faktorovej analyzy (CFA) bolo vyuzité delenie poloziek podla pribuznych
tém. Parametry fitu pre rozne tri modely CFA su v tab. 2. Najprv boli polozky rozdelené do
dvoch faktorov: prvy faktor obsahoval 21 polozZiek, ktoré spifiaju kritéria traumy (polozky 1, 2,
3,10, 11,12, 13,17, 18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 28, 29 a 30), druhy faktor obsahoval
9 poloziek s ostatnymi udalostami (polozky 4, 5, 6, 7, 8, 9, 14, 15, 16). V tomto modele ma
len osem poloZiek ndboj vyssi nez 0,7, jedenast’ poloziek ma naboj nizsi nez 0,5. Polozky maja

vysoké hodnoty rezidui, s ¢im stivisi aj nepripustne vysoka hodnota SRMR.
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Tab.1: Celkovy vyskyt zivotnych stresorov v dospelej populacii (N=1800) a vyskyt stresorov
vo veku < 16 rokov, zoradeny podl’a Schumacher et al. (2010)

Cislo udalost’ LSC-R LSC-R (vek<16r)
otazky N % N %
Interpersonalne nasilie
11 Psychické tyranie alebo zanedbavanie 75 4,2 57 3,2
12 Fyzické zanedbavanie 26 1,4 23 1,3
21 Lupez alebo prepadnutie 135 7,5 26 1,4
22 Fyzické tyranie a napadnutie do veku 16 r. 75 4,2 74 4,1
23 Fyzické tyranie po veku 16 r. 56 31 9 0,5
24 Sexualne slovné obt’azovanie 80 4.4 19 1,1
25 Sexualne dotykanie do veku 16r. 21 1,2 21 1,2
26 Sexualne dotykanie po veku 16r. 15 0,8 4 0,2
27 Sexudlne znasilnenie do veku 16 . 10 0,6 10 0,6
28 Sexualne znasilnenie po veku 16 . 18 1,0 - -
Nepriama trauma
1 Svedok zivelnej katastrofy 196 10,9 63 3,5
2 Svedok vaznej nehody 388 21,6 98 54
3 Vazna nehoda 164 91 36 2,0
17 Nahla smrt’ v rodine 608 33,8 114 6,3
19 Svedok nasilia v rodine (do 16 r.) 115 6,4 114 6,3
20 Svedok lupeze 89 49 15 0,8
Ostatné
4 Uvéznenie blizkeho 107 5,9 41 2,3
5 Vlastné uviznenie 11 0,6 - -
6 Adopcia 8 0,4 8 0,4
7 Rozvod rodi¢ov 229 12,7 195 10,8
8 Rozvod al. Zivot v odluceni 243 13,5 4 0,2
9 Finanéné problémy 186 10,3 25 1,4
10 Vlastné vazne ochorenie 180 10,0 21 1,2
13 Potrat alebo umelé prerusenie tehotenstva* 182 19,7 4 0,4
14 Odlucenie od diet'at’a 14 0,8 - -
15 Vazne ochorenie diet’at’a 16 0,9 - -
16 Opatrovanie chorého 166 9,2 13 0,7
18 Smrt’ v rodine 871 48,6 184 10,2
29 Ina traumaticka udalost’ 10 0,6 2 0,1
30 Ina traumatizujuca udalost’ u blizkeho 66 3,7 17 0,9

*percentualne zastlpenie je zistované v skupine zien (N=923)

Druhy skimany model bol zaloZeny na deleni podl'a Schumacher et al. (2010) do troch
faktorov: prvy faktor Interpersondlna trauma obsahoval 10 poloziek, ktoré popisuju fyzické a
psychické tyranie, sexudlne zneuzivanie a zanedbavanie (polozky 11, 12, 21, 22, 23, 24, 25, 26,
27, 28), druhy faktor Nepriama trauma obsahoval 6 poloziek, ktoré popisuju udalosti prezivané
nepriamo (napr. ako svedok) alebo s neumyselné (napr. zivelna katastrofa) (polozky 1, 2, 3,
17, 19, 20). Treti faktor obsahoval zostavajicich 14 poloZiek. Tento model mé4 mierne lepSie
parametre fitu a tiez vyssie naboje jednotlivych poloziek nez dvojfaktorovy model. Najvyssie

naboje maji polozky sytiace faktor Interpersonalna trauma.
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Tab. 2 Parametre konfirmacénej faktorovej analyzy dvoj- troj- a pat'faktorového rieSenia skaly LSC-R.

2-faktorovy model 3-faktorovy model 5-faktorovy model

LSC-R LSC-R LSC-R
DWLS Chi-Square 1247,7 (df 404) 1213,7 (df 402) 1052,4 (df 395)
P-hodnota < 0,001 < 0,001 < 0,001
CFlI 0,895 0,899 0,918
TLI 0,887 0,891 0,910
RMSEA (90% ClI) 0,034 (0,032-0,036) 0,034 (0,031-0,036) 0,030 (0,028-0,033)
SRMR 0,315 0,314 0,310

Pretoze faktory Nepriama trauma a Ostatné sa javili ako heterogénne, boli rozdelené
kazdy na dva faktory podla tém udalosti. Tak vznikol patfaktorovy model: Prvy faktor
Interpersondlna trauma (IPT) zostal bez zmeny. Faktor Nepriama trauma (NT) bol rozdeleny
na NT1 obsahujtci polozky 1, 2 a 3 (zivelna katastrofa, nehoda) a NT2 obsahujuci polozky 17,
19 a 20 (lupez, nasilie a nahla smrt’ v rodine). Faktor Ostatné (O) bol d’alej rozdeleny na O1
obsahujuci polozky 4, 5, 6, 9 a 14 (odlucenie, napr. viazenie, adopcia) a O2 obsahujici polozky
7, 8,10, 13, 15, 16, 18, 29, 30 (rozvod, vazna choroba, smrt’, d’al$ie neSpecifikované udalosti).
Tento pétfaktorovy model, prezentovany v grafe 1, mal najlepSie parametre fitu a najvyssie
naboje poloziek zo vSetkych porovnavanych modelov. Ako jediny z modelov mal hodnoty

koeficientov CFl a TLI nad 0,9. Vo vsetkych skimanych modeloch maja polozky vysoké

hodnoty rezidui a modely maji vel'mi vysoku hodnotu SRMR.

Graf 1: SEM model konfirmacnej faktorovej analyzy s rozdelenim poloziek LSC do 5 faktorov: Interpersonalna
trauma (IPT), Nepriama trauma (NT1, NT2), Ostatné (O1, O2). Ciselné hodnoty udavaju naboje faktorov
jednotlivych poloziek a korelacie medzi faktormi.
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Konvergentna validita

Korelacie jednotlivych subskal dotaznika LSC-R vytvorenych na zéklade faktorov podla
konfirmacénej faktorovej analyzy, ako aj korelacie jednotlivych prislusnych otazok mapujicich
rdzne typy zlého zaobchadzania v detstve so subskalami CTQ a koreldcie s celkovym fyzickym
a mentalnym zdravim dotaznika SF-8 st v tab. 3. Korela¢né koeficienty nie st vysoké, ale vo

vacSine pripadov su Statisticky vyznamné.
Reliabilita

Charakter dotaznika LSC-R je dichotomicky, s odpoved’ami ano/nie a nepredpoklada sa, Ze
jednotlivé polozky, predstavujuce rozlicné stresové zazitky, budi nutne vzajomne korelovat’

(Marko, 2016). Preto dotaznik nie je vhodny pre skumanie reliability.

Sociodemografické rozdiely

Rozdiely medzi sociodemografickymi skupinami obyvatel'stva Ceskej republiky boli
porovnavané na sumarnom skore LSC-R, na vyskyte stresorov do veku 16 rokov, a na skore
interpersonalneho nasilia a nepriamej traumy podl'a Schumacher et al. (2010). V skimanych
skupinach boli $tatisticky vyznamné rozdiely v roznych skore LSC-R (tab. 4). Zeny mali
vyznamne vyss$i celkovy vyskyt traumatickych zazitkov (s mierami u¢inku Cohenovo d = 0,18
an?=0,008) ako aj interpersonalneho nasilia (Cohenovo d = 0,14 an?=0,005). S vekom stupal
celkovy vyskyt stresorov, nepriamej traumy a vyskyt ostatnych stresorov (Cohenovo d = 0,27—
0,36, n? = 0,018-0,032), ale naopak, v mladsich vekovych skupinach bol signifikantne vyssi
vyskyt stresorov so zaciatkom posobenia do veku 16 rokov (Cohenovo d = 0,50 a 2 = 0,060).
Najviac stresorov so zac¢iatkom vo veku do 16-teho roku zazivali 'udia vo veku 15-19 a 20-29
rokov oproti vekovym skupindm star§Sim nez 40 rokov. Pri podrobnejSej analyze celkovych
stresorov sme zistili, ze v mladSich vekovych skupinach je vyssi vyskyt rozvodu rodi¢ov oproti
star§im skupinam (p = 0,001, Cohenovo d = 0,30 an? = 0,022) a vyskytuje sa viac psychického
tyrania a zanedbavania vo vekovej skupine 20-29 rokov oproti skupine 30-39 rokov (p = 0,019,
Cohenovo d = 0,13 a n? = 0,004). V starsich vekovych skupinach sa vyskytuje viac zazitkov
opatrovania choré¢ho a smrti blizkej osoby (p = 0,001, Cohenovo d = 0,20 a n*> = 0,010). Cudia
zijici v manzelstve zazivali vyznamne menej stresorov so zaciatkom do veku 16 rokov nez
ludia zijuci v partnerstve alebo osamote (Cohenovo d = 0,40 a n? = 0,039), a tiez menej

interpersonalneho nasilia Vv porovnani s 'ud'mi zijicimi Vv partnerstve a rozvedenymi
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TAB. 3: Spearmanove korelacie medzi LSC-R, CTQ a SF-8.

CTQ SF-8

Emogionélne Fyzické tyranic Sexuf!l}ne . Emocio’néln.e Fyzické’ | Fyzické zdravie Psych_ické Bolest

tyranie zneuzivanie zanedbavanie  zanedbavanie zdravie
LSC-R
Sumarne skore 0,206*** 0,104*** -0,019 0,048* 0,024 -0,200*** -0,231%** 0,233***
Sumérme do vela <16 1. 0,257*** 0,138*** 0,036 0,078*** -0,013 0,053* -0,158*** 0,010
Interpersonalne nasilie 0,254*** 0,204*** 0,100%*** 0,119%** 0,027 -0,033 -0,158*** 0,085***
Nepriama trauma 0,146*** 0,106*** -0,001 0,030 0,056* -0,147*** -0,121%** 0,157***
Ostatné stresory 0,137*** 0,040 -0,054* 0,023 -0,009 -0,177*** -0,210%** 0,203***
Polozka ¢.11 0,205*** - - 0,139%*** -
Polozky ¢.21, 22, 23 - 0,212%** - - -
Polozka ¢.25 - - 0,210*** - -
Polozka ¢.12 - - - - 0,134%***

Pozn:. ¥** p<0,001, * p<0,05; Polozka bolesti dotaznika SF-8 je pre potrebu aktualnej $tidie hodnotena s opac¢nou valenciou nez je v pévodnom skorovani (t.j. vysoké skore
bolesti znamena vysoku intenzitu bolesti). Pri LSC-R sa porovnava celkovy vyskyt Zivotnych stresorov v dospelej populacii, vyskyt stresorov vo veku <16 rokov, subskaly
LSC-R podl’a Schumacher et al. (2010), a jednotlivé polozky LSC-R, ktoré tematicky suvisia so subskalami CTQ.
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(Cohenovo d = 0,23 a n? = 0,013). Rozvedeni a ovdoveni zazivali vyznamne viac celkovych
stresorov oproti 'ud’om slobodnym, v manzelstve ¢i partnerstve (Cohenovo d = 0,37 a n? =
0,033). Detailnejsi pohlad priniesol zistenie, ze u rozvedenych je vyznamne vAacsi vyskyt
rozvodu u vlastnych rodi¢ov oproti l'ud’om zijiicim v manzelstve (p = 0,001, Cohenovo d = 0,27
an?=0,018), finanénych problémov (p = 0,001, Cohenovo d = 0,32 a n? = 0,024) a vidznenia
(p = 0,003, Cohenovo d = 0,16 a n* = 0,006). U slobodnych I'udi bol vyssi vyskyt znasilnenia
do veku 16 rokov oproti 'ud’om Zijacim v manzelstve (p = 0,024, Cohenovo d = 0,13 an? =
0,004). LCudia starsi nez 19 rokov s ukonc¢enym zakladnym vzdelanim zazivali vyznamne viac
stresorov do veku 16 rokov nez l'udia s uénovskym vzdelanim (p = 0,023, Cohenovo d = 0,15
an? = 0,005). Signifikantne vacsi celkovy vyskyt stresorov mali problémovi aj neproblémovi
uzivatelia alkoholu a nikotinu oproti abstinentom a nefaj¢iarom (Cohenovo d = 0,19-0,21 a n?
= 0,009-0,011) a vyssie skore stresovych udalosti so zaciatkom posobenia do 16 rokov mali
problémovi aj neproblémovi uzivatelia alkoholu oproti abstinentom a problémovi fajciari oproti
nefaj¢iarom a neproblémovym fajéiarom (Cohenovo d = 0,24-0,26 a n*> = 0,015-0,016).
U problémovych aj neproblémovych uzivatel'ov alkoholu bol vyssi vyskyt interpersondlneho
nasilia oproti abstinentom (p=,003 a p=,009, s mierami ucinku Cohenovo d = 0,24 an?>= 0,015
u problémovych uzivatel'ov alkoholu a d = 0,19 a n?> = 0,010 u neproblémovych uzivatel'ov
alkoholu), neproblémovi uzivatelia zazivali vyznamne viac nepriamej traumy oproti
abstinentom (p=,010, Cohenovo d = 0,18 a n? = 0,009). Problémovi fajiari zazivali viac
interpersonalneho nasilia oproti neproblémovym fajé¢iarom (p=,027, Cohenovo d = 0,31 an?=
0,025) a oproti nefaj¢iarom (p=,004, Cohenovo d = 0,16 a > = 0,007), ako aj vyznamne viac
nepriamej traumy (p<,002, Cohenovo d = 0,19 a n* = 0,009).

Pre postdenie vplyvu prezitych stresovych zazitkov na celkové fyzické a psychické
zdravie (PCS a MCS z dotaznika SF-8), vnimanie bolesti (z dotaznika SF-8) a mieru uzivania
alkoholu a nikotinu (CAGE-A, CAGE-N) bola vyuzit4 regresna analyza. VSetky modely boli
adjustované na vek a pohlavie. Vysledky linearnych regresnych modelov v tab. 5 ukazuji na
vyznamny suvis psychického a fyzického zdravia a bolesti s vyskytom stresorov. Pre
zrozumitel'nej$iu interpretaciu vysledkov bolo skore bolesti vyplyvajuce z dotaznika SF-8
prevedené na opaénti valenciu, teda vysoké skore bolesti znamena zazivanie Silnej telesnej
bolesti (v dotazniku SF-8 je Standardne silna telesna bolest’ vyjadrena nizkym skore). Rovnako
nizke skore fyzického alebo psychického zdravia (PCS, MCS) znamena nedostatocné fyzické
alebo psychické zdravie. Vysledky linearnych regresnych modelov naznacuji, Zze
S0 zvySujicim sa poctom traumatickych udalosti v Zivote sa znizuje celkové psychické

a fyzické zdravie a zvySuje sa tieZ miera udavania bolesti. V pripade interpersonalneho nasilia
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sa ukazal vyznamny suvis len s psychickym zdravim a bolestou, nie s fyzickym zdravim.
Medzi skére LSC-R a skore problémového uzivania alkoholu a nikotinu bola zistend vyznamna

pozitivna zavislost’.
Diskusia

Korelacie medzi otazkami posudzujucimi zIé zaobchadzanie v detstve z Dotaznika Zivotnich
stresorti (LSC-R) s prislusnymi subskalami z Dotaznika traumatizace z détstvi (CTQ)
poukézali na konvergentnu validitu vybranych otdzok LSC-R s CTQ. Negativne korelacie
sumarnych skore LSC-R s celkovym fyzickym, psychickym zdravim, a tieZ korelacie so Skalou
bolesti z dotaznika SF-8 poukazuju na vyznamny stvis vyskytu celozivotnych stresorov so
zdravim. V aktudlnej Studii, interpersonalne nasilie (IPV) a zaZivanie traumy so zac¢iatkom do
16 roku zivota vyznamne korelovalo S psychickym zdravim a bolest'ou, nie vSak s celkovym
fyzickym zdravim. Vzt'ah medzi celozivotnymi stresovymi udalostami, nayméa kumulovanymi,
a zdravim je potvrdzovany vo viacerych Stadiach, i ked’ odliSnymi metodikami nez LSC-R
(napr. Green et al., 2000). Vztah medzi interpersondlnym nasilim zistovanym LSC-R
a uroviou psychickych tazkosti zaznamenali vo svojej Stadii s 217 zenami Schumacher et al.
(2010) a vztah medzi zaZivanim stresorov so za¢iatkom pred 16 rokom a depresiou Openshaw
et al. (2015).

Vytvoreny 5-faktorovy model, so zoskupenim poloziek podla obsahu tém:
interpersonalne nasilie, nepriama trauma (s dvomi podskupinami) a ostatné (s dvomi
podskupinami) mal dobré parametre fitu, hoci s vysokymi hodnotami rezidui, o
pravdepodobne suvisi s Sirokym zaberom dotazniku, velkou heterogenitou otazok, nevelkymi
nabojmi poloziek a niz§im vysledkom KMO kritéria. V literatre sme sa s CFA dotaznika LSC-
R nestretli, nemame teda s ¢im nase vysledky porovnat’. Vysledky CFA v8ak podporili moZnost’
pouzivat’ vo vyskumoch rozdelenie stresorov podl'a tematicky podobnych okruhov (podla
Schumacher et al., 2010; Openshaw et. al, 2015).

Takmer 80 % respondentov zazilo aspon jeden stresor, podobne ako v austrilskej
komunitnej vzorke (Handley et al., 2015), kde bola takisto najviac ¢astou udalostou smrt’
blizkeho. Hoci australski autori zistovali stresory odlisnym 12-polozkovym zoznamom
stresorov, a vysledky sa teda nedaju — ani vzhl'adom na vyrazn kulturnu a geopoliticka
odliSnost’ - spol'ahlivo porovnat, v komunitnej australskej vzorke bolo zistenych nepomerne

viac fyzickych a sexudlnych Gtokov.
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TAB. 3: Spearmanove korelacie medzi LSC-R, CTQ a SF-8.

CTQ SF-8

Emogionélne Fyzické tyranic Sexuf!l}ne . Emocio’néln.e Fyzické’ | Fyzické zdravie Psych_ické Bolest

tyranie zneuzivanie zanedbavanie  zanedbavanie zdravie
LSC-R
Sumarne skore 0,206*** 0,104*** -0,019 0,048* 0,024 -0,200*** -0,231%** 0,233***
Sumérme do vela <16 1. 0,257*** 0,138*** 0,036 0,078*** -0,013 0,053* -0,158*** 0,010
Interpersonalne nasilie 0,254*** 0,204*** 0,100%*** 0,119%** 0,027 -0,033 -0,158*** 0,085***
Nepriama trauma 0,146*** 0,106*** -0,001 0,030 0,056* -0,147*** -0,121%** 0,157***
Ostatné stresory 0,137*** 0,040 -0,054* 0,023 -0,009 -0,177*** -0,210%** 0,203***
Polozka ¢.11 0,205*** - - 0,139%*** -
Polozky ¢.21, 22, 23 - 0,212%** - - -
Polozka ¢.25 - - 0,210*** - -
Polozka ¢.12 - - - - 0,134%***

Pozn:. ¥** p<0,001, * p<0,05; Polozka bolesti dotaznika SF-8 je pre potrebu aktualnej $tidie hodnotena s opac¢nou valenciou nez je v pévodnom skorovani (t.j. vysoké skore
bolesti znamena vysoku intenzitu bolesti). Pri LSC-R sa porovnava celkovy vyskyt zivotnych stresorov v dospelej populacii, vyskyt stresorov vo veku <16 rokov, subskaly
LSC-R podl'a Schumacher et al. (2010), a jednotlivé polozky LSC-R, ktoré tematicky suvisia so subskalami CTQ.
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TAB. 4: LSC-R skore v sociodemografickych skupinach (N=1800) a v skupinach s problémovym pitim alkoholu a problematickym fajéenim a vyskyt rozdielov
medzi skupinami.

N (%) LSC-R vo veku <16 r. LSC-R sum. Skore Interpersondlne nasilie Nepriama trauma Ostatné
0
M (SD) M (SD) M (SD) M (SD) M (SD)
Cela vzorka 1800 (100) 1,50 (3.34) 5,93 (6,43) 0,68 (2,18) 1,99 (2,66) 3,25 (3,75)
Pohlavie
1. muz 877 (48.7) 1,32 (2,86) 5,26 (5,67) 0,47 (1,68) 2,06 (2,75) 2,73 (3,21)
2. Zena 923 (51.3) 1,66 (3,74) 6,57 (7,02) 0,88 (2,55) 1,94 (2,57) 3,75 (4,13)
Signifikancia® n.s. p <,001 p =,002 n.s. p <,001
Vekové kategorie
1. 15-19r. 97 (5,4) 2,19 (3,14) 3,2 (4,03) 0,42 (1,37) 1,00 (1,76) 1,77 (2,56)
2. 20-29r. 313 (17,4) 2,83 (4,93) 5,30 (6,53) 1,03 (2,83) 1,72 (2,43) 2,56 (3,17)
3. 30-39r. 234 (13,0 1,38 (2,71) 4,70 (5,60) 0,48 (1,93) 1,56 (2,24) 2,67 (3,35)
4. 40-49r. 385 (21,4) 1,23 (3,04) 6,35 (7,26) 0,75 (2,34) 2,11 (2,84) 3,50 (4,24)
5. 50-59r. 273 (15,2) 1,20 (3,06) 6,74 (6,79) 0,73 (2,37) 2,22 (2,85) 3,79 (3,84)
6. 60-69r. 315 (17,5) 0,89 (3,06) 6,58 (5,84) 0,57 (1,74) 2,36 (2,72) 3,64 (3,69)
7. 70-88r. 183 (10,2) 0,92 (2,10) 6,80 (6,21) 0,48 (1,40) 2,34 (2,88) 3,98 (4,05)
p <0,001 p <0,001 p <0,001
(1_4** 1-5%* (1_4*** 1-5%** (1_4*** 1-5%**
p <0,001
1'6***y 1-7***, 1-6***, 1_7***’ 1-6***, 1_7***]
L . n.s. (1-4%*, 1-5**
Signifikancia® 2-3** D-4xx* 2-5** 2-6** 2-5*** D-GF*,
1-G*** _7rF* 3-6**)
2Bk D Rx 2-T%% 3-5*% ! ! 2-TxHH 3Gk
2-T*** 3-6%) 3-6%**, 3-7*%) 3-6*, 3-7*%)
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N (%) LSC-R vo veku <16 r. LSC-R sum. Skore Interpersondlne nasilie Nepriama trauma Ostatné
M (SD) M (SD) M (SD) M (SD) M (SD)
Sposob zivota
1. Vv manzelstve 921 (51,2) 1,04 (2,52) 5,74 (6,23) 0,54 (1,97) 2,09 (2,73) 3,11 (3,55)
2. s partnerom/kou 351 (19,5) 2,22 (4,38) 6,52 (7,08) 1,02 (2,51) 2,01(2,67) 3,50 (3,96)
3.  sam/a 353 (19,6) 1,45 (3,30) 6,37 (6,55) 0,63 (1,98) 1,96 (2,63) 3,77 (4,25)
4 s rodicmi, strodencami, 175 (9,7) 2,59 (4,25) 4,87 (5,67) 0,89 (2,76) 1,54 (2,20) 2,44 (3,01)
spolubyvajticimi
Signifikancia® p < 0,001
p =0,026 p < 0,001 p =0,009
(1-2%**, 1-4*** n.s.
3 4xxx) (2-4*, 3-4%) (1-2%**, 2-3**) (2-4*, 3-4%)
Rodinny stav
1. slobodny/a 439 (24,4) 2,50 (4,34) 5,03 (6,08) 0,83 (2,35) 1,62 (2,44) 2,57 (3,20)
2. Zenaty, vydata 929 (51,6) 1,03 (2,51) 5,71 (6,22) 0,54 (1,96) 2,08 (2,73) 3,10 (3,54)
3. rozvedeny/a 158 (8,8) 1,25 (2,53) 8,22 (6,79) 0,81 (2,21) 1,97 (2,59) 5,45 (4,60)
4.  vdovec, vdova 133(7,4) 0,84 (2,37) 7,89 (6,70) 0,73 (2,03) 2,74 (2,80) 4,40 (4,56)
5. druh, druzka 141 (7,8) 2,36 (4,98) 5,76 (7,28) 0,99 (2,94) 1,93 (2,59) 2,84 (3,67)
Signifikancia®
p <0,001 p <0,001
p < 0,001 (1-2%, 1-3%**, 1-4*** p = 0,004 p <0,001 (1-2%, 1-3%**, 1-4*** p < 0,001
(L-2%%*, 1-3%, 1-4*** Q-Fx** D_fissk 3Lk (1-2*, 2-3%) (1-2%, 1-4%** 2-4*) 2-3FF* Q4% 3-HFAE - (1-2%** 1-3%, 1-4%F
2-5%%, 4-5%%) 4-5%x%) 4-5%) 2-5%%, 4-5%%)
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N (%) LSC-R vo veku <16 r. LSC-R sum. Skore Interpersondlne nasilie Nepriama trauma Ostatné
M (SD) M (SD) M (SD) M (SD) M (SD)
Vzdelanie
1. zékladné (vek <18)! 28(1,6) 1,68 (2,24) 2,04 (2,36) 0,36 (0,91) 0,75 (1,27) 0,93 (1,33)
2. zakladné (vek >19)? 113 (6,3) 2,56 (5,12) 7,05 (6,70) 0,87 (2,64) 2,12 (2,28) 4,07 (4,18)
3. vyueny 442 (24,6) 1,29 (3,03) 6,33 (6,85) 0,59 (2,12) 2,24 (3,00) 3,50 (3,98)
4.  maturita, VOS 854 (47,4) 1,46 (3,33) 5,67 (6,06) 0,68 (2,03) 1,90 (2,54) 3,10(3,62)
5. vysokoskolské 363 (20,2) 1,50 (3,07) 6,00 (6,76) 0,79 (2,49) 1,97 (2,63) 3,24 (3,65)
Signifikancia® p =0,012 p < 0,001 n.s. p = 0,022 p <0,001
(2-3%) (1-2%%% 1-3%%%, (1-2%%% 1-3%xx,
1-4%*, 1-5**) 1-4**, 1-5**)

Ekonomicka aktivita
1. Student/ka 178 (9,9) 2,52 (3,68) 4,29 (5,03) 0,79 (2,22) 1,25 (1,91) 2,25(2,84)
2. invalidny déchodca 63 (3,5) 1,35 (3,54) 7,44 (7,22) 0,79 (2,39) 2,32 (2,66) 4,33 (4,92)
3. zamestnany/a 939 (52,2) 1,62 (3,51) 5,85 (6,52) 0,70 (2,23) 1,93 (2,61) 3,22 (3,76)
4.  Zivnostnik, podnikatel’ 170 (9,4) 1,17 (2,81) 5,27 (6,47) 0,69 (2,39) 1,99 (2,89) 2,58 (3,04)
5. v domacnosti 38(21) 2,66 (6,19) 9,18 (10,47) 1,79 (4,07) 2,40 (3,52) 5,00 (4,56)
6. nezamestnany/a 45 (2,5) 2,40 (4,54) 7,24 (7,29) 0,78 (2,34) 2,00 (2,54) 4,47 (4,81)
7.  starobny dochodca 367 (20,4) 0,63 (1,75) 6,49 (5,75) 0,45 (1,44) 2,41 (2,80) 3,63 (3,74)

p < 0,001 p < 0,001 0<0,001 p <0,001

o (1-2%%, 1-3%%% | 1-4%*x, (1-2%*, 1-3%, n.s. (1-2*, 1-3*, 1-5**,
Signifikancia® (1-3%, 1-7%**, 3-7%)
17%, 3.7e%) 1-5%, 1-7%%%, 4.7%) 1-7%%%, 4.5%)
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LSC-R vo veku <16 r.

LSC-R sum. Skore

Interpersondlne nasilie

Nepriama trauma

Ostatné

N (%)

M (SD) M (SD) M (SD) M (SD) M (SD)
Pitie alkoholu
1. abstinenti 865 (48,1) 1,21 (3,06) 5,47 (6,56) 0,59 (2,19) 1,83 (2,62) 3,05 (3,82)
2. neproblémové 751 (41,7) 1,71 (3,49) 6,29 (6,28) 0,75 (2,14) 2,12 (2,61) 3,42 (3,73)
3. problémové 184 (10,2) 1,96 (3,85) 6,61 (6,3) 0,88 (2,27) 2,24 (3,00) 3,50 (3,44)
Signifikancia® p <0,001 p <0,001 p < 0,001 p =0,010 p =0,001

(1_2***’ 1_3**) (1_2***’ 1_3**) (1-2**1 1_3**) (1_2*) (1-2**1 1_3*)

Fajcenie
1. nefajéiari 1338 (74,3) 1,31 (3,03) 5,64 (6,22) 0,62 (2,04) 1,90 (2,52) 3,12 (3,65)
2. neproblémové 167 (9,3) 1,34 (2,95) 5,48 (6,81) 0,68 (2,60) 1,66 (2,45) 3,14 (3,74)
3. problémové 295 (16,4) 2,46 (4,53) 7,51 (7,36) 0,99 (2,50) 2,63 (3,22) 3,90 (4,11)
Signifikancia® p <0,001 p <0,001 p =0,003 p <0,001 p =0,002

(1_3***) (1_3***) (2_3*, 1_3**) (1_3**, 2_3***) (1_3**)

Poznamky: M=priemer, SD=$tandardnd odchylka, n.s. — nevyznamny rozdiel, ***p < 0,001, **p < 0,005, *p < 0,05, 'mladistvi od 15 do 19 rokov so zakladnym vzdelanim, 2ludia s vekom >19
rokov s ukonéenym zakladnym vzdelanim. Signifikancie: a=Wilcoxonov test, b=Kruskal-Wallisov test. P hodnota prinalezi porovnaniu vSetkych skupin, zatial'¢o vztahy uvedené v zatvorkach su

vysledkom viacnasobného porovnavania skupin.
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Tab. 5: Vzt'ah medzi skére LSC-R a celkovym mentalnym zdravim (MCS), fyzickym zdravim (PCS)
a bolestou z dotaznika SF-8 a skore problematického uzivania alkoholu (CAGE-A) a problematického
uzivania nikotinu (CAGE-N) pomocou linearnej regresie, adjustované na vek a pohlavie.

LSC-R so zaciatkom pred 16

LSC-R sumarne skore Interpersonalne nasilie (IPV)

rokom
Koef Std. Error P hodnota | Koef B Std. Error P hodnota | Koef B Std. Error P hodnota
MCS -0,304 0,032 <0,001 -0,609 0,061 <0,001 -0,758 0,093 <0,001
PCS -0,143 0,032 <0,001 -0,141 0,062 0,022 -0,143 0,094 0,129

Bolest’ 0,203 0,028 <0,001 0,261 0,054 <0,001 0,355 0,081 <0,001
CAGE-A | 0,022 0,004 <0,001 0,035 0,008 <0,001 0,048 0,012 <0,001
CAGE-N | 0,032 0,005 <0,001 0,056 0,011 <0,001 0,049 0,016 0,002

Pozn.: Polozka bolesti dotaznika SF-8 je pre potrebu aktualnej studie hodnotena s opacnou valenciou nez je v pdvodnom
skorovani (t.j. vysoké skore bolesti znamena vysoku intenzitu bolesti).

Takmer polovica respondentov zazila smrt’ v rodine a tretina nahlu smrt’” v rodine,
podobne ako aj v mexickej vzorke rizikovych Zien z najludnatejsich ¢asti Mexika (Openshaw
et al., 2015). Pri sledovani udalosti do 16 rokov bol okrem smrti v rodine najcastejsi rozvod
rodi¢ov, s vyskytom nad 10 %. Rozvod sa vyskytoval v mexickej vzorke 2x viac a vobec
naj¢astej$im stresorom bol v §tadii mexickych autorov zazitok fyzického nasilia v rodine (35
%) apriame fyzické tyranie (26 %), ktoré boli v nasej stadii pritomné u6,3 % a4,1 %
respondentov. Nepomerne vysSi vyskyt fyzického tyrania, ale aj nateného sexudlneho
dotykania (27 %) a psychického tyrania a zanedbavania (18 %) v mexickej vzorke si
vysvetlujeme jej charakterom — iSlo o rizikové Zeny z najl'udnatejSej ¢asti mesta Mexika, viac
ako polovica respondentov zazila minimalne pét a viac stresorov (Openshaw et al., 2015).
V naSej reprezentativnej vzorke dominovali okrem smrti v rodine a nahlej smrti v rodine hlavne
tzv. nepriame traumy — svedok ¢i Gi¢astnik vaznej nehody a svedok Zivelnej katastrofy. V stadii
Z oblasti patriacej do Pacifického kruhu s 576 Zenami ziskanymi ndborom v zdravotnych
centrach (Reeves et. al., 2017) bolo Stvornasobne viac svedkov Zivelnych katastrof (42 % Zien
V porovnani s 10,9 % spomedzi naSich respondentov), percento ucastnikov vdznej nehody bolo
v oboch suboroch. Z oblasti ostatnych stresorov dominovalo uz spomenuté tumrtie v rodine,
hned’ potom nasledovali potraty u zien s takmer 20% zastipenim, ¢o je menej nez 27%
zastipenie u zien s pacifickej oblasti.

Hoci ide o vyskumy z poslednych 3 rokov, porovnavanie vyskytu zZivotnych stresorov
medzi vyS$ie uvedenymi krajinami je problematické a ma svoje obmedzenia, jednak vzhl'adom
na rozdielny spOsob ziskavania respondentov, a tiez kulturne a geopolitické odliSnosti;

rozdielny je tiez charakter vzoriek (rizikové zeny z Mexika; zeny z Pacifického kruhu ziskané
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naborom v zdravotnych centrach) a Vv pripade austrdlskej stidie je pouzity iny dotaznik
stresorov.

V nemeckej studii autorov Maercker et al. (2012) je sice reprezentativne zastupenie
populacie, ale je pouzitd odlisnd metodika zistovania stresorov — dotaznik obsahujuci 7
akutnych udalosti (napr. rozvod, smrt’ blizkeho, nehoda) a 10 chronickych stresorov (napr.
vazna choroba, opatera blizkeho pre chronicki chorobu, finanéné tazkosti), ktoré sa mali
vyskytovat’ pocas poslednych 2 rokov. Ohrani¢enie ¢asu na posledné 2 roky pravdepodobne
sposobuje zretel'ne nizsi vyskyt stresorov u nemeckého obyvatel'stva oproti ndSmu zistovaniu
celozivotnej prevalencie stresovych udalosti v CR (rozvod 4,06 % oproti 13,5 %, dopravna
nehoda 1,63 % oproti 9,1 %, starostlivost’ o chorého blizkeho 6,1 % oproti 9 %, vazna choroba
5,25 % oproti 10 %).

Domnievame sa, ze v klinickych vzorkach alebo v rizikovych vzorkdch obyvatel'stva
CR by bolo zastipenie traumatickych udalosti inak rozloZené a bolo by viac zastupené
interpersonalne nasilie nez v reprezentativnej vzorke.

V aktualnej stadii bola moznost posudit’ sociodemografické rozdiely vo vyskyte
stresorov.

Vyssi vyskyt stresorov so zaciatkom do veku 16 rokov v mladSich skupinach
V porovnani s vekovymi skupinami nad 50 rokov by mohol suvisiet’ so znaAmymi zisteniami
viacerych autorov, ze vekom sa autobiografické spomienky skresl'uju viac pozitivnym smerom
(napr. Carstensen, Fung, Charles, 2003), a teda starsi respondenti sa natol’ko nebudii zmiefiovat’
o negativnych zazitkoch z detstva. Pred par desatroc¢iami spolo¢nost’ viac tolerovala niektoré
formy zlého zaobchadzania, takze subjektivne vyhodnotenie traumatizacie v detstve mohlo byt
skreslené tym, aké sprdvanie bolo v obdobi detstva a dospievania respondentov tolerované.
V aktudlnom vyskume sme pri podrobnejsej analyze vyskytu jednotlivych stresorov zistili vyssi
vyskyt rozvodov rodi¢ov u mlad$ich respondentov. Podla tidajov Statistického turadu CR
a europskej databdzy Eurostat (2016) bolo v roku 2016 2,6 rozvodov na 1000 obyvatelov,
v roku 2006 to bolo dokonca 3,1; rozvodovost v CR je na §picke spolu s pobaltskymi krajinami.
Prekvapivym zistenim v aktudlnej $tadii je tiez vyznamne vyS$i vyskyt psychického tyrania
a zanedbavania vo vekovej skupine 20-29 rokov (teda I'udi narodenych po roku 1997) oproti
veku 30-39 rokov. Moznym vysvetlenim je, ze po pade komunistického rezimu rodicia stratili
predchadzajice istoty dané reZimom a museli sa adaptovat’ na nova spolocensku situaciu,
spojenu s vyssou mierou slobody a osobnej zodpovednosti. Sucasna mlada generacia je
podstatne citlivejSia na témy zlého zaobchddzania v rodindch, kedZe je spolo¢nost’

informovanej$ia o negativnych dopadoch tyrania, zneuzivania a zanedbavania.
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Vyssi vyskyt celkovych stresorov urozvedenych v porovnani sludmi Zzijicimi
V partnerstve, manzelstve alebo single je v naSej Stadii sposobeny Ciastocne stresormi ako je
samotny rozvod, zIa finan¢na situacia, ale aj vlastné uvidznenie a rozvod rodicov. Ludia zijaci
osamote alebo Vv partnerstve zazivali viac stresorov so za¢iatkom posobenia do 16 rokov oproti
'udom zijucim v manzelstve. Predpokladame, Ze Tl'udia, ktori zazivaju prili§ vela zlé¢ho
v detstve a adolescencii mézu mat’ obavy zo samotného vztahu, ale aj zo vstupu do
manzelského zvizku. U osamote zijucich v aktudlnej stadii bol vyznamne vyssi vyskyt rozvodu
u rodi¢ov a vyznamne zvySeny vyskyt znasilnenia do veku 16 rokov nez u l'udi v manzelstve,
skutocnosti, ktoré tiez mozu prispievat’ k obave zo vztahu.

cvvr

stresorov v detskom a adolescentnom veku je v sulade s predoslym vyskumom tykajicim sa
traumatizacie v detstve (Kas¢akova et al., 2018), kde bol zisteny vyssi vyskyt emocionalneho
a fyzického zanedbavania a sexualneho zneuzivania u respondentov so zédkladnym vzdelanim.
Stres v detstve a adolescencii vplyva negativne na schopnosti u¢enia (Perry, 2001).
Vyznamny rozdiel vo vyskyte celkovych stresovych udalosti a udalosti so zac¢iatkom do
veku 16 rokov u problematickych uzivatelov alkoholu a nikotinu oproti abstinentom
a nefajiarom, podporuje zistenia $tadii venujicich sa sivisu medzi stresom a zavislostou
(Goeders, 2003), najmé ak ide o kumulované stresory pésobiace v ranom i neskorSom detstve
a adolescencii (Enoch, 2011). Podra statistik WHO je v Ceskej republike, rovnako ako v SR
priemerna spotreba 13 litrov Cistého alkoholu na obyvatel’a nad 15 rokov ro¢ne, ¢o je o 2,1 litra
viac nez Eurépsky priemer (WHO, 2017). Prevalencia denného fajéenia je 21,2 % v CR, 22,6
% Vv SR v porovnani s priemerom 18,4 % v Europe (Eurostat, 2017). Faj¢enie je rizikovym
faktorom viacerych chronickych ochoreni, rakoviny, chronickych ochoreni pltc
a kardiovaskularnych ochoreni. Konzum alkoholu méze mat’ nepriaznivé zdravotné a socialne
dosledky, suvisiace s intoxikaciou €i zavislostou, zvysuje tiez riziko aklitnych stavov vratane
zraneni a dopravnych nehdd. Konzumacia alkoholu a cigariet teda predstavuje rozsiahlejsi
problém a je predmetom viacerych celonarodnych preventivnych programov (MZCR, 2017).

Dotaznik Zivotnich stresorii*°

sa ukazuje ako vhodny nastroj na mapovanie
celozivotnych Zivotnych stresorov, poskytujuci detailné informacie o ¢ase nastupu a ukoncenia

a tiez o subjektivnom prezivani pocas udalosti a 0 stupni posobenia na sucasnost. Vyhodou

19 v/ online prilohe aktudlneho ¢lanku je uvedena Ceska verzia dotaznika zivotnich stresorti (pod polozkou
Nastroje; adresa https://oushi.upol.cz/publikace_vse/.  Pre pouzitie Ceskej verzie je nutny suhlas OUSHI:
oushi.upol.cz.
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dotaznika je moznost’ viacerych spdsobov skorovania (jednoduchy sucet udalosti, sumarne
skore celozivotného vyskytu udalosti spolu s dopadom na sucasnost, vyskyt udalosti so
zaCiatkom podsobenia pred 16-tym rokom zivota, skoére interpersondlneho nasilia, skore
nepriamej traumy, skore ostatnych udalosti), co umoziuje Siroké vyuzitie vo vyskume, podla
cielu skiimania, a taktiez ako skriningovy ndastroj na detegovanie rizikovych skupin
obyvatel’stva. Za u¢elom konkrétneho vyskumu je mozné rozdelit’ otdzky na viacero podotazok
— napr. otazku ¢.1 na zivelné katastrofy rozdelit’ na vichrice, poziare, povodne, zemetrasenia;
otazku ¢.13 ohl'adne potratov rozdelit’ na umelé preruSenia tehotenstva a spontanny potrat.
Obsahovo su otazky narocné, avS§ak mozu dat’ respondentom pohl’ad na to, ¢o vSetko v Zivote
zvladli a vydrzali alebo aké mali Stastie, Ze nejaka z nepriaznivych udalosti nezaZzili.
V kolumbijskej stadii autorov McHugo et al. (2005), skimajucej vyskyt zivotnych stresorov
u 2729 zien so sucasnou poruchou uzivania alkoholu alebo drog a sucasne sa vyskytujucou
psychiatrickou poruchou, opytané Zeny ocenili, Ze sa ich priamo v otazkach dotaznika pytali na
stresujuce zazitky zo svojho Zivota, o ktorych s nikym predtym nemali moznost’ hovorit. Vyssi
vyskyt stresorov u l'udi s problematickym uzivanim alkoholu a nikotinu, atiez korelacie
s celkovym fyzickym a psychickym zdravim poukazuji na dolezité suvislosti a moznosti
d’alSich skimani. Zadmerom nasho timu do buducna je d’alSie spracovavanie ziskanych udajov,
ziskanie udajov o vyskyte stresorov z klinickych vzoriek a podrobnejSie skimanie suvislosti

vyskytu zivotnych stresorov s psychickym a telesnym zdravim.

Limity

Limitom $tadie je sposob zberu Gidajov a samotnd naro¢nost dotaznika. Standardizované
interview mohlo ovplyvnit odpovedanie socidlne Zelatelnym sposobom. Na druhej strane,
respondenti boli informovani o dodrzani anonymity a vySkoleni administratori boli neutralne,
pre respondentov nezname osoby, ktoré pomahali respondentom v pripade nejasnosti. Dotaznik
bol st¢ast'ou batérie dotaznikov, ktorej vyplnenie si vyzadovalo cca 45-60 minat a LSC-R bol
Vv poslednej tretine batérie. Vzhl'adom na narocnost’ otazok pytajiicich sa na stresory a na ich
traumatogénny potencial, participanti mali moZnost’ obratit’ sa na lekarsku a psychologickt

pomoc.
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Abstract

Background — Childhood trauma has been associated with migraine in the general population.
However, most research has focused on abuse rather than on neglect. Moreover, gender
differences in the relationship of early trauma and migraine have not been consistently studied.
Objective — The aim of this study was to assess the relationship between reporting migraine
and various types of trauma, including emotional neglect, separately in men and in women.
Other goal was to assess the relationship of migraine with multiple forms of trauma, life
stressors, including interpersonal violence and attachment anxiety, and avoidance.

Methods — The health survey was conducted in 2016 on a representative sample from the Czech
Republic. Respondents were asked to report various pain conditions, including migraine,
childhood trauma (CTQ), life stressors (LSC-R) and attachment anxiety and avoidance (ECR-
R). Data from 223 participants reporting migraine (65 men), 588 participants reporting another
pain condition (279 men) and 405 participants reporting being healthy (235 men) were analysed
(N=1216 in total).

Results — Men reporting childhood trauma had higher odds of migraine, especially those
reporting emotional neglect (OR=2.46), physical abuse (OR=2.75) and emotional abuse
(OR=2.03). Women reporting emotional abuse had higher odds of migraine (OR=2.39). Men
reporting three or more childhood adversities had higher odds of suffering migraine (OR=3.79).
Both men and women with migraine had higher levels of life stressors and interpersonal
violence, with a stronger association in women. Men with migraine had higher attachment
avoidance and women higher attachment anxiety.

Conclusion — This study shows the importance of gender-specific analyses in assessing the

relationship between migraine and childhood trauma.
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Introduction

Migraine is a highly prevalent disease; it affects one in ten people worldwide and is twice as
common in women than in men (Woldeamanuel & Cowan, 2017). Migraine deeply disrupts
daily life, including family, work, social activities and overall quality of life (Lipton, et al.,
2000). There is a need to better understand its risk factors, especially those that can be modified
by early interventions. No less it is also important to consider gender differences, which play

role in migraine and its underlying factors.

Childhood maltreatment, trauma, attachment and migraine

The association between childhood trauma and migraine has been extensively studied in recent
decades (Anda, et al., 2010; Brennenstuhl & Fuller-Thomson, 2015; Tietjen, 2016; Tietjen et
al., 2010a, 2010b, 2010c), especially in relation to emotional abuse (Tietjen et al., 2010a,
2010b), physical abuse (Anda et al., 2010; Brennenstuhl & Fuller-Thomson, 2015; Fuller-
Thomson, Baker, & Brennenstuhl, 2010; Lee Peterlin, et al., 2007) and sexual abuse (Anda et
al., 2010; Brennenstuhl & Fuller-Thomson, 2015; Lee Peterlin et al., 2007; Walker et al., 1999).
There is evidence that people reporting some types of childhood trauma have higher odds of
suffering migraine compared to people without a history of maltreatment, and moreover, that
the prevalence of migraine is a dose-response to childhood abuse (Anda et al., 2010;
Brennenstuhl & Fuller-Thomson, 2015). Thus, the type of maltreatment seems to be less
important than its intensity and severity. A good deal of previous research in this field has
focused on various types of abuse rather than on neglect. However, the role of neglect seems to
be significantly associated with migraine as well (Tietjen et al., 2010a; Tietjen et al., 2015).
Among women reporting several types of abuse together with emotional neglect and
psychological distress, headache was the most coded diagnosis of chronic and acute pain
complaints at emergency room visits (Arnow, et al., 2000).

The association of migraine with life stressors is no less important. In the study of
Peterlin et al. (2009) more than 42% of all episodic migraineurs reported experiencing physical
or sexual abuse in adulthood. A multi-centre headache survey study showed that about three-
quarters of participants reporting abuse in adulthood also experienced maltreatment in
childhood, most commonly emotional abuse (Tietjen et al., 2010a). In a clinical population with
chronic pain, interpersonal trauma and severity of pain seem to have a direct significant
pathway in women and a pathway mediated through depression by men (McCall-Hosenfeld et
al., 2014).
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There is evidence that exposure to abuse and neglect fosters the development of insecure
attachment, (Styron & Janoff-Bulman, 1997) which seems to be a risk factor for some chronic
pain conditions and for poorer managing of these conditions (Meredith & Strong, 2018). In
migraine/headache sufferers, higher rates of insecure-avoidant attachment and lower rates of
secure attachment were found (Esposito et al., 2013; Savi et al., 2005).

Neurobiological structural and functional changes in childhood maltreatment and migraine
There is evidence that early life stress associated with child maltreatment has the potential to
cause a lifelong predisposition to adverse reaction to stressors, especially when it occurs during
sensitive periods of brain development (McEwen et al., 2015). Moreover, recent
neurobiological studies point to sensitive time periods and specificity of types of childhood
trauma in the development of neurobiological alterations, e.g. volumetric and functional
changes in the amygdala, hippocampus and left prefrontal cortex in relation to age of
maltreatment (Teicher et al., 2003; Teicher et al., 2018; Teicher et al., 2004; Teicher & Samson,
2016). A study with magnetic resonance imaging on 66 migraineurs compared to healthy
controls found cortical thinning in areas participating in affective and cognitive aspects of pain
processing as well as in areas involved in multisensory integration (Schwedt et al., 2015).

Data from several studies suggest that chronic early life stress results in long-term
changes in hypothalamic-pituitary-adrenal (HPA) axis function and regulation (Heim et al.,
2010). Dysfunction of the HPA axis has also been implicated in a variety of chronic pain
conditions, including headache. Specifically, in chronic migraine mostly a higher level of basal
cortisol was found (Patacchioli et al., 2006; Peres et al., 2001). The pro-inflammatory
phenotype, which has been associated both with early stress and migraine, is related to
dysfunctional changes of the HPA axis (Tietjen & Peterlin, 2011).

Migraine pathophysiology involves the interplay between neurotransmitter and
inflammatory pathways, with additive interference of hormones, especially oestrogens. The
study of Ghosh, Pradhan, and Mittal (2014) suggested an interaction between genome-wide
associated variants in the hormonal and inflammatory pathway of migraine. A review study on
the association of childhood maltreatment and inflammation showed that a history of
maltreatment was associated with increased levels of CRP, fibrinogen and pro-inflammatory
cytokines (Coelho et al., 2014). In migraineurs, an ictal as well as baseline elevation of pro-

inflammatory cytokines was also found (Perini et al., 2005).
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Gender differences in responses to early trauma

The studies of Tietjen and Peterlin (2011); Peterlin, Nijjar, and Tietjen (2011); and Tietjen
(2016) contributed with detailed discussions about potential neurobiological, genetic and
epigenetic mechanisms associated with maltreatment that may impact migraine, while
highlighting the differences between men and women.

To date, several studies have investigated the role of gender differences in
neurobiological functional and structural responses to childhood trauma (Herringa et al., 2013,;
Teicher et al., 2018; Teicher & Samson, 2016). The corpus callosum of boys appears to be more
susceptible to the effect of early emotional neglect, while that of girls appears to be more
vulnerable to abuse (Teicher et al., 2018; Teicher et al., 2004). The study of Herringa et al.
(2013) documented that maltreatment predicts lower prefrontal-hippocampal connectivity in
both men and women and lower amygdala-prefrontal connectivity in females only. Another
study showed that early life stress, especially emotional abuse, predicted lower functional
connectivity between the right amygdala and anterior cingulate cortex in young men, which
predicted an elevated state of anxiety after acute psychosocial stress (Fan et al., 2014). The
results of a study by De Bellis and Keshavan (2003) showed that maltreated boys show more
evidence of adverse brain development than maltreated girls with posttraumatic stress disorder.

The study of Wang et al. (2007) showed the importance of gender in response to stress.
In men, there is a general trend towards a greater HPA response associated with increases in
salivary cortisol to achievement- or performance-related stressors, with activation of the right
prefrontal cortex (important for negative emotions and vigilance system) and suppression of
the left orbitofrontal cortex (associated with positive emotions and hedonic goals). In contrast,
the female stress response primarily involves the limbic system including the ventral striatum,
putamen, insula and cingulate cortex. All mentioned brain areas activated by stress in men and
women have been shown to play a role in the affective processing of pain (Wang et al., 2007).

Existing research recognises the mediating role of both oestrogen and oxytocin in
women, which may attenuate the sympathoadrenal response to stress and thus may help counter
the effect of cortisol (Goldstein et al., 2005; Lu et al., 2013). Regarding the relation of oestrogen
to inflammation, the review of Straub (2007) reinforces the concept that oestrogens have anti-
inflammatory but also pro-inflammatory roles, depending on more influencing factors,
including e.g. a woman’s reproductive status or the concentration of oestrogens.

In previous studies on associations of childhood trauma and migraine, an inconsistent
use of gender-specific analyses can be found. A recent systematic review of community-based

studies reports a two-times higher prevalence of migraine in women than in men
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(Woldeamanuel & Cowan, 2017). There is a trend towards having experienced more emotional
and sexual abuse in women and physical abuse in men in the migraine population (Tietjen et
al., 2010a). Moreover, research in the field of gender impact on different neural responses to
trauma and stress shows differences in activating various brain areas which are involved in pain
processing (Wang et al., 2007). Some studies have shown males to be more susceptible to the
developmental effect of trauma (Teicher et al., 2018; Teicher et al., 2004) and women to be
more “protected” from stress by hormones (Goldstein et al., 2005). Considering all the
mentioned facts, there is a need to think about the trauma-migraine relationship among gender
groups separately.

In order to address this issue, our study has several goals. First, we aim to investigate
separately in men and women whether respondents reporting migraine, other pain syndromes
and no pain, differ in experience of various types of childhood trauma, life stressors,
interpersonal violence, attachment anxiety and avoidance. The second aim is to explore
separately in men and women whether reporting various types of childhood trauma as well as
the cumulating of trauma increases the odds of suffering from migraine. And third, we explore
separately in men and women whether respondents reporting migraine, other pain syndromes

and no pain differ in attachment anxiety and avoidance.

Methods

Sample

A pilot study on 206 respondents was performed prior the study with aim of checking the
readability of the questionnaire. Then, 2184 randomly selected respondents from a list of
inhabitants of the Czech Republic, stratified by gender, age and 14 regions, were asked to
participate in a larger study on health. Of those asked to participate, 384 refused, more men and
younger age groups, mostly due to a lack of time, nonconfidence, the length of the questionnaire
or reluctance. Finally, data from 1800 respondents were collected by trained administrators
using face-to-face interviews during September and November 2016. The selected group of
1800 participants is a representative sample of the population of the Czech Republic over the
age of 15 in relation to sex (48.7% of men), age composition (age 15 to 90 years old, M=46.61)
and regional affiliation.

For the purposes of our study analyses, 1216 of subjects from the whole sample were

selected: 405 subjects reporting no illness (“healthy”), 223 subjects reporting migraine and 588

116



subjects reporting other pain syndromes (namely back pain, pelvic pain, pain of unclear origin).
The remaining 584 participants were excluded from the present study, because they suffered

from various illnesses not related to the topic of this study.

Measures

Sociodemographic data

Participants reported gender (male or female), age (continuous, categorised for analyses
purposes), marital status (single, married, divorced, widowed or unmarried mate), living
arrangement (living with partner in marriage or partnership, alone, with parents or siblings) and
education (primary, skilled operative, high school graduated and college).

Long-term health complaints

Long-term health complaints were measured by the item “Do you have some long-lasting
disorder or disability? Please, mark all possibilities which are related to you”. For the purpose
of this study we selected those who reported migraine, backpain, pain of unclear origin and
pelvic pain, as well as those with no illness as a control group.

Childhood Trauma Questionnaire (CTQ)

The CTQ is aretrospective self-report measuring the severity of five different types of
childhood trauma: physical abuse, sexual abuse, emotional abuse, physical neglect and
emotional neglect (Bernstein et al., 2003). Each subscale has five items rated on a 5-point
Likert-type scale with response options ranging from (1) never true to (5) very often true. The
Czech version of CTQ has been showed to be both reliable and valid (Kas¢akova, et al., 2018).
Life Stressors Checklist — Revised (LSC-R)

This is a 30-item index of lifetime trauma exposure developed especially to include life events
that are not usually considered but are important stressors (Wolfe et al., 1996). The Czech
version of LSC-R, previously used in a methodological study on the occurrence of stressors in
the Czech population and association with health (Kasc¢akova, et al., 2018), was applied. For
the purposes of this research two scores of the LSC-R were used: The life events summary score
(LS) with assessment of impact of stressors in the last year and The interpersonal violence score
(IPV) containing 10 stressors associated with maltreatment in childhood and adulthood.
Experiences In Close Relationships — revised (ECR-R)

The ECR-R is a 36-item, self-report measure of adult romantic attachment (Fraley, Waller, &
Brennan, 2000). Participants are asked to indicate their agreement with statements representing

two dimensions of attachment: avoidance (e.g., ‘I am very comfortable being close to romantic
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partners’’) and anxiety (e.g., “‘I often worry that my partner will not stay with me’”). Responses
ranged on a Likert scale from 1 (Strongly agree) to 7 (Strongly disagree). The short Czech
version has been shown to be a valid method, suitable for clinical and research purposes when
the shorter form is needed (Hasto et al., 2018; Kascakova et al., 2016).

Statistical analyses

The distribution of the raw scores of the questionnaire subscales was evaluated using
histograms, and their normality was verified using the Shapiro-Wilk’s normality test. Since the
data did not meet the assumption of normal distribution, non-parametric methods were used for
the statistical analyses. The Kruskal-Wallis test was used to assess the differences between
subjectively healthy respondents and those reporting migraine or other pain syndromes. For p-
values from multiple group comparisons, the Dunn-Bonferroni correction was used. Cohen's d
and eta squared (m?) were computed to measure the effect size. To assess the odds of having
migraine or other pain syndromes in adulthood, depending on childhood trauma experience and
on multiple forms of trauma experience, multinomial logistic regression models were used.
Since with aging there can be a trend to distort autobiographical memories in a more positive
direction in order to protect self-esteem and preserve a positive self-concept (Lockenhoff &
Carstensen, 2004), a trend we have also found among younger and older age categories in a
CTQ validation study (Kas¢akova et al., 2018), all models in the current study were adjusted
for the age of the respondents. All analyses were performed using the statistical software
package IBM SPSS version 21 and R 3.4.0.

Results

When analysing the whole representative sample (N=1800), the prevalence of migraine is
significantly higher in women than in men (17.1% vs 7.4%, p < 0.001). The prevalence of
childhood trauma, measured according to Bernstein scoring (Bernstein & Fink, 1998), where
even low occurrence is considered to be a trauma, is as follows: In the whole representative
sample (N=1800), 20.8% of the respondents experienced emotional abuse, 11.7% experienced
physical abuse, 10% sexual abuse, 50% emotional neglect, and 35.7% physical neglect. The
scores of 5 types of childhood trauma in the representative sample are significantly higher in
men than in women in the case of physical abuse (p=0.011), emotional neglect (p=0.037) and

physical neglect (p=0.049).
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All other analyses were performed on a group of 1216 respondents reporting migraine
or other selected pain syndromes (back pain, pelvic pain, pain of unclear origin) and people
reporting being healthy. The sociodemographic characteristics of the total sample (N=1216)

and of the gender groups are presented in Table 1.

Table 1. Sociodemographic characteristics of the sample (N=1216).

Total Male Female
N (%) N (%) N (%)
1216 (100.0) 579 (47.6) 637 (52.4)

Age
1. 15-19y. 66 (5.4) 29 (5.0) 37(5.8)
2. 20-29y. 208 (17.1) 105 (18.1) 103 (16.2)
3. 30-39y. 169 (13.9) 86 (14.9) 83 (13.0)
4. 40-49y. 270 (22.2) 133 (23.0) 137 (21.5)
5. 50-59y. 175 (14.4) 86 (14.9) 89 (14.0)
6. 60-69 y. 211 (17.4) 88 (15.2) 123 (19.3)
7. 70-88y. 117 (9.6) 52 (9.0) 65 (10.2)
Living arrangement
1. With Partner in marriage 609 (50.1) 291 (50.3) 318 (49.9)
2. With Partner 242 (19.9) 115 (19.9) 127 (19.9)
3. Alone 248 (20.4) 119 (20.6) 129 (20.3)
4. With Parents, siblings 117 (9.6) 54 (9.3) 63 (9.9)
Marital status
1. Single 304 (25.0) 154 (26.6) 150 (23.5)
2. Married 615 (50.6) 294 (50.8) 321 (50.4)
3. Divorced 107 (8.8) 48 (8.3) 59 (9.3)
4. Widow/Widower 93 (7.6) 28 (4.8) 65 (10.2)
5. Unmarried mate 97 (8.0) 55 (9.5) 42 (6.6)
Education level
1. Primary 94 (7.7) 39 (6.7) 55 (8.6)
2. Skilled operative 320 (26.3) 164 (28.3) 156 (24.5)
3. High school, graduated 560 (46.1) 258 (44.6) 302 (47.4)
4. College/University 242 (19.9) 118 (20.4) 124 (19.5)

First, the interaction effect of gender and the experience of trauma on the occurrence of
migraine and other pain syndromes was assessed. There was a strong effect of gender, which
overshadowed the effect of the experienced trauma. To highlight the effect of the trauma
experience, the gender groups were analysed separately. The prevalence of individual types of
childhood trauma and of multiple trauma, separately in men and women experiencing no illness,

migraine, or other pain syndromes, is listed in Table 2.
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Table 2. Occurrence of individual types in various groups in %.

Male Female
Other pain Other pain
No illness Migraine syndrome No illness Migraine syndrome
(N=235) (N=65) (N=279) (N=170) (N=158) (N=309)

Occurrence of trauma
types in %
Emotional abuse

14.4 24.6 22.2 15.8 28.5 23.9
(cut-off score 9)
Physical abuse 8.9 20.0 14.9 9.4 11.4 11.6
(cut-off score 8)
Sexual abuse 9.8 18.5 8.9 10.6 13.3 10.4
(cut-off score 6)
Emotional neglect
(cut-off score 10) 43.4 66.0 58.0 45.3 50.6 495
Physical neglect (cut- 20.4 43.1 41.2 27.1 36.1 37.2
off score 8)
No childhood 44.3 27.7 33.7 435 39.2 38.1
traumas
1 childhood trauma 26.0 18.5 23.6 30.6 20.2 23.3
2 childhood trauma 18.7 26.1 22.6 12.9 19.6 19.4
3-5 childhood trauma 111 29.2 20.1 12.9 20.2 19.1

The differences in the level of traumatic experience (scores on the CTQ and LSC-R
questionnaires) and in attachment anxiety and avoidance (ECR-R) between the subjectively
healthy respondents and those with migraine or other pain syndromes were assessed with the
Kruskal-Wallis test (non-parametric ANOVA). The means and standard deviations of various
types of self-reported trauma in the group of subjectively healthy respondents (reporting no
illness), subjects reporting migraine and the group of respondents with other pain syndromes,
divided by gender, are presented in Table 3. Table 3 also contains a comparison of the intra-
gender differences between the subjectively healthy respondents and those with migraine and
other pain syndromes. There were no significant differences found between the migraine group
and the other-pain group in males or females. Thus, the no-illness groups in Table 3 are
considered to be reference groups, and the mutual differences are reported in the migraine and
other-pain groups.

In the male group with migraine, there was a significantly higher level of childhood
emotional abuse (p = 0.035, Cohen’s d = 0.266, n?> = 0.017), physical abuse (p = 0.018, d =
0.326, 1? = 0.026) and emotional neglect (p < 0.001, d = 0.358, n? = 0.031) than in the male no-
illness group. There was also higher summary score of life stressors (p = 0.010, d = 0.686, n? =
0.105), interpersonal violence (p = 0.016, d = 0.269, n? = 0.018), and attachment avoidance (p
=0.024, d = 0.195, n? = 0.009) in the male migraine group. In the male group reporting pain

syndromes other than migraine, there was a significantly higher level of childhood emotional
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and physical abuse (p = 0.006 and p < 0.001, respectively), as well as emotional and physical
neglect (p = 0.002 in both cases) than in the male no-illness group. The higher sum of life
stressors and interpersonal violence in the male group was associated with other pain syndromes
(p <0.001, d = 1.141, n? = 0.245, and p = 0.009, d = 0.495, > = 0.058, respectively).

Table 3. Means and standard deviations in CTQ subscales, in life stressors (summary score of the
LSC-R with assessment of impact on last year) and interpersonal violence (selected items from the
LSC-R), attachment anxiety and avoidance (ECR-R subscales).

Male Female

No illness  Migraine Other pain ~ No illness Migraine Other pain
Mean (SD) values (N=235) (N=65) (N=279) (N=170) (N=158) (N=309)
Emotional abuse 6.4(2.1) 7.5(3.3)* 7.1(2.6)* 6.6 (2.4) 7.6 (3.3)* 7.3(3.3)
Physical abuse 5.5 (1.5) 6.1 (2.0)* 6.1 (2.4)*** 5.8(2.3) 6.0 (2.4) 5.8 (2.1)
Sexual abuse 5.4 (1.6) 5.6 (1.4) 5.5(1.8) 5.4 (1.6) 5.6 (2.1) 5.4 (1.7)
Emotional neglect 9.8(4.4) 12.4 (5.3)***  10.9 (4.3)** 9.9(4.5) 10.9 (5.0) 10.3 (4.6)
Physical neglect 6.9 (2.5) 7.8 (3.0) 7.6 (25)** 6.9(2.8) 7.3(2.8)* 7.5(2.9)
Life stressors 3.2(4.4) 6.1(8.4)* 6.3 (5.6)*** 3.8(5.5) 7.1 (7.7)*** 8.0 (7.1)***
Interpersonal violence 0.2 (0.9) 0.9 (3.0)* 0.6 (1.8)* 0.4 (1.9 1.1(2.8)** 1.0(2.6)*
Anxiety 18.4(9.7) 21.1(9.3) 18.9(8.9) 18.3(9.1) 22.2(11.0)* 19.1(9.8)
Avoidance 23.1(12.3) 26.9(11.6)* 24.1(115) 235(127) 23.7(11.7) 24.0(125)

Note: Differences in scores within gender groups were assessed with the Kruskal-Wallis test (non-parametric ANOVA). The
no-illness groups are considered to be the reference groups, and the mutual differences are reported in the migraine and the
other-pain groups. SD = standard deviation, ***p<0.001, **p<0.005, *p<0.05

Contrary to the male group, females did not show a significant association of migraine
or other pain syndromes with the level of emotional neglect in childhood, and no significant
association of other pain syndromes with the level of emotional abuse was found either.
However, emotional abuse was associated with migraine in this group. The female groups
reporting migraine or other pain syndromes had a higher sum of life stressors than the female
no-illness group (p < 0.001, Cohen’s d = 0.642, n? = 0.093) and higher interpersonal violence
(p = 0.003 and p = 0.008, respectively, d = 0.255, n*> = 0.016). Females reporting migraine had
higher level of attachment anxiety than the female no-illness group (p = 0.006, d = 0.247, n? =
0.015).

To assess the odds of suffering migraine or other pain syndromes depending on the
trauma experienced, multinomial logistic regression was used. The gender groups were
analysed separately, again, to highlight the effect of the trauma experienced. In each regression

model, the dependent variable had three categories: 0 being healthy (reporting no illness,

121



reference category), 1 suffering migraine, 2 suffering other pain. The predictors were the CTQ
subscales dichotomized according to the Bernstein scoring, where even low occurrence of abuse
or neglect is considered to be a trauma (Bernstein & Fink, 1998). All regression models were
adjusted for age of the respondents. The results of the regression analysis are presented in Table
4,

Table 4. Odds of suffering migraine or other pain in subjects reporting various types of childhood
trauma.

Migraine Other pain syndromes

OR (95% CI) p-value OR (95% CI) p-value
Male
Emotional abuse (cut-off score 9) 2.03(1.03-4.02) 0.041 1.90 (1.13-3.20) 0.016
Physical abuse (cut-off score 8) 2.75(1.28-5.94) 0.010 1.97 (1.05-3.71) 0.036
Sexual abuse (cut-off score 6) 2.13 (0.99-4.62) 0.055 0.92 (0.49-1.89) n.s.
Emotional neglect (cut-off score 10)  2.46 (1.38-4.41) 0.002 1.62 (1.09-2.42) 0.017
Physical neglect (cut-off score 8) 1.66 (0.93-2.95) 0.084 1.28 (0.84-1.95) n.s.
Female
Emotional abuse (cut-off score 9) 2.39 (1.38-4.15) 0.002 2.16 (1.28-3.65) 0.004
Physical abuse (cut-off score 8) 1.31 (0.64-2.70) n.s. 1.46 (0.75-2.85) n.s.
Sexual abuse (cut-off score 6) 1.45 (0.73-2.86) n.s. 1.21 (0.63-2.34) n.s.
Emotional neglect (cut-off score 10)  1.15 (0.74-1.79) n.s. 1.03 (0.69-1.55) n.s.
Physical neglect (cut-off score 8) 1.33(0.82-2.15) n.s. 1.17 (0.75-1.84) n.s.

Note: Even low occurrence of abuse and neglect is considered to be a trauma. The dependent variable is the occurrence of
migraine or other pain syndrome, the reference category being no illness; analyses were adjusted for age; OR=0dds ratio;
95% CI OR=95% confidence interval of the odds ratio; n.s.=non-significant with p-value > 0.1

In the male group, subjects who had experienced physical abuse (OR=2.75, p=0.01) and
emotional neglect (OR=2.47, p=0.002) had higher odds of suffering migraine. The odds of
suffering other pain were also higher in male subjects who had experienced emotional abuse
(OR=1.90, p=0.02), physical abuse (OR=1.97, p=0.04) and emotional neglect (OR=1.63,
p=0.02). In the female group, only emotional abuse in childhood increased the odds of suffering
migraine in adulthood (OR=2.39, p=0.002) as well as suffering other pain (OR=2.16, p=0.004).

Multinomial logistic regression was used for the assessment of odds of suffering
migraine or other pain in subjects reporting multiple forms of childhood trauma (i.e. more than
3 types of trauma). In each regression model, the dependent variable had three categories: 0
being healthy (reporting no illness, reference category), 1 suffering migraine, 2 suffering other
pain. The independent variable was the trauma experienced in childhood: no trauma — 1 type of
trauma (e.g. emotional abuse, physical abuse, sexual abuse, emotional neglect or physical

neglect) — 2 types of trauma — 3 and more types of trauma. The gender groups were analysed

122



separately. All regression models were adjusted for the age of the respondents. The results of
the regression analysis are presented in Table 5. Men with 3 or more types of experienced
childhood trauma had higher odds of suffering migraine (OR=3.78, p=0.001) or other pain

(OR=2.1, p=0.017), whereas in the women’s group the outcomes were not significant.

Table 5. Odds of suffering migraine or other pain in subjects reporting multiple forms of childhood
trauma.

Migraine Other pain syndrome
OR (95% CI) p-value OR (95% CI OR) p-value
Male
3-5 childhood traumas 3.79(1.71-8.38)  0.001 2.10(1.14-3.87) 0.017
2 childhood traumas 2.08 (0.97-4.46) 0.059 1.35(0.79-2.32) n.s.
1 childhood trauma 1.13(0.51-2.52) n.s. 1.24 (0.75-2.05) n.s.
no childhood trauma (reference)
Female
3-5 childhood traumas 1.76 (0.92-3.37) 0.086 1.66 (0.90-3.05) n.s.
2 childhood traumas 1.45(0.75-2.81) n.s. 1.29 (0.70-2.38) n.s.
1 childhood trauma 0.64 (0.36-1.14) n.s. 0.70 (0.42-1.15) n.s.

no childhood trauma (reference)

Note: The count of trauma is from 0 to 5. The dependent variable is the occurence of migraine or other pain
syndrome, the reference cathegory being no illness; analyses were adjusted for age; OR=0dds ratio; 95% ClI
OR= 95% confidence interval of the odds ratio; n.s.=non-significant with p-value > 0.1

Discussion

Our study showed differences in the associations between childhood trauma and life stressors,
attachment dimensions and self-reported migraine between men and women.

The main findings of the present study are: 1) Men reporting migraine had significantly
higher scores on several types of childhood trauma, namely emotional abuse and neglect and
physical abuse, compared to men reporting no illness. In the male group reporting all types of
childhood trauma, especially physical abuse and emotional neglect, there were higher odds of
suffering migraine. 2) Women reporting migraine had a significantly higher score on emotional
abuse and physical neglect. Women reporting emotional abuse had higher odds of suffering
migraine. 3) A greater number of adversities was associated with increasing odds of migraine
in men. Men reporting 3 or more childhood trauma types had nearly 4-times higher odds of
suffering migraine and 2-times higher odds of suffering other pain syndromes. 5) In women,
there were stronger associations of life stressors and interpersonal violence with migraine
compared to women reporting no illness. The association of life stressors and IPV with migraine

in men was not as strong as in women. 6) Higher attachment avoidance was associated with
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migraine in men. Higher attachment anxiety was associated with migraine in women.

A strong relationship between childhood trauma and migraine or headache has been
reported in the literature (Anda et al., 2010; Tietjen, 2016; Tietjen et al., 2010a, 2010b, 2010c).
Some studies have dealt with contexts related to sex differences in migraine (Brennenstuhl &
Fuller-Thomson, 2015; Tietjen & Peterlin, 2011); however, there is a lack of references
regarding the role of early maltreatment and particularly emotional neglect in relation to gender
differences and possible associations with migraine.

The strongest effects in the present study in the male group with migraine were found
in relationship to emotional neglect, as well as with physical and emotional abuse. A strong
association between migraine in men and physical abuse was found in a study by Brennenstuhl
and Fuller-Thomson (2015) and remained significant even after adjusting for a range of
potential explanatory factors, including depression and anxiety. Emotional abuse, including
parental verbal abuse, has received little attention and seems to be a more elusive and insidious
form of abuse than the more studied and visible physical and sexual abuse (Teicher et al., 2006).
It was found as a risk factor for headache chronification both in men and women (Tietjen et al.,
2010b). Emotional neglect is qualitatively different from abuse, because it is associated with a
lack of appropriate stimulation and interaction. The prevalence of emotional neglect in males
suffering from migraine in our sample was 1.5-times higher than in healthy males. Emotional
neglect in males was associated with an almost 2.5-times higher rate of reporting migraine. To
our knowledge, no previous study has described the particular association between emotional
neglect in men and migraine. Several neurobiological studies have reported a reduced corpus
callosum in boys experiencing emotional neglect (Teicher et al., 2000; Teicher et al., 2018;
Teicher et al., 2004;). Moreover, hippocampal volume also appears to be more strongly affected
by exposure to early chronic stress in males than females (Teicher & Samson, 2016). We
suppose that the interaction of early trauma together with higher neurodevelopmental brain
susceptibility in males with lower protective action of oxytocin and oestrogen on cortisol
release (Lu et al., 2013) can predispose them for chronic pain in a way different than in women.
According to our results, more individual types of childhood trauma as well as multiple trauma
in men are predictors of suffering from migraine. This finding indicates that men might be more
sensitive to childhood trauma in association to migraine. The same conclusions can be made in
association to other pain syndromes.

In the female migraineurs group of the present study, only the association of emotional
abuse and migraine or other pain type was significant. The study of Tietjen et al. (2010b) found

emotional abuse to be associated with chronic headache as well as with early headache onset
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age in both men and women, independently of sociodemographic factors and current depression
or anxiety status. According to these findings, emotional abuse could play an important role in
migraine pathophysiology.

Another important factor associated with reporting migraine was the number of
adversities. The group of men with three or more types of childhood trauma had nearly 4-times
higher odds of reporting migraine compared to subjectively healthy respondents. The study of
Tietjen et al. (2010c) reported a stronger association of maltreatment and migraine in those who
had reported multiple pain conditions and multiple maltreatment types. In a study investigating
the health status of women in primary care, Walker et al. (1999) found that the number of
maltreatment categories was significantly correlated with the number of physical symptoms
and physician code diagnoses (such as headache, back pain, joint pain, chest pain, abdominal
pain or dyspareunia). A Canadian Community Health Study (Brennenstuhl & Fuller-Thomson,
2015) using a representative sample assessed three types of abuse in relation to migraine or
headache: physical abuse, sexual abuse and witnessing parental domestic violence. The study
showed that men reporting all three adversities had over three-times and women over two-times
higher the odds of suffering migraine compared with those without childhood adversities
(Brennenstuhl & Fuller-Thomson, 2015).

In a previous study of life stressors in the Czech population, women had a higher
summary score on the LSC-R and a higher score on interpersonal violence than men
(Kasc¢akova et al., 2018). Therefore, the findings of the present study that the female group
shows a stronger association of life stressors and interpersonal violence with migraine or other
pain syndromes compared to men are not surprising. Interpersonal traumas, such as physical
and sexual abuse in adulthood, are more common in women than men (Butterfield, Becker, &
Marx, 2002). In a multicentre migraine study mostly with women (Tietjen et al., 2010a), over
33% of the participants reported physical and/or sexual abuse experienced in adulthood.
Nevertheless, both in men and women the overall stress experienced in the course of life can
contribute to dysfunction of the autonomic system and the HPA axis, followed by
immunological abnormalities, all the changes which can be found in migraine as well (Peterlin
etal., 2011).

Higher attachment avoidance in men suffering migraine in the present study can be
related to emotional neglect (the correlation was 0.39 in men). Children experiencing early
neglect become detached from contact with caregivers. This means that avoidance behaviour is
the best strategy for them to maintain the relationship. Lind, Delmar, and Nielsen (2014) in

their qualitative study with 23 somatoform patients came to a common theme of these patients
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— being raised in a “emotional avoidance culture” with experiencing a low ability to identify
and express stress-related cognitions, emotions and feelings, and low bodily and emotional self-
contact, which made them vulnerable to stressors and prone to somatoform symptoms.
Attachment anxiety was higher in the women’s group with migraine. The study of Waldinger
et al. (2006) showed a direct pathway between insecure attachment (namely for fearful and
preoccupied) and high levels of anxiety and adult somatization in women. People with high
attachment anxiety may minimize negative affects expression, and the pain symptom may occur

as an equivalent of the affect that a person tends to defend.

Strengths and limitations

The strengths of this study are that we provided gender-specific analyses while considering all
types of childhood trauma as well as attachment dimensions.

The current study has several limitations. First, migraine status was based on self-report
of a diagnosis, and it could be confused e.g. with tension headache, which may be less strongly
associated with some childhood adversities, as was found in the study comparing migraine with
tension headache (Tietjen et al., 2015). Related to the above mentioned limitation is that we
were unable to determine the age of onset, frequency, severity or type of migraine.

A second limitation is that the history of childhood trauma or life stressors was based
on retrospective self-report. Although there are controversial findings regarding potential recall
and response bias, prospective-retrospective studies (Hardt & Rutter, 2004; Raphael, Widom,
& Lange, 2001) have shown a trend towards substantial underreporting of documented

childhood victimization experiences in adulthood.

Conclusion

Gender-specific analyses in assessing the relationship between migraine and childhood trauma
seem to be important. Identifying psychosocial risk factors which in combination with gender-
specific factors can contribute to the developing or maintaining of migraine or headache can be

useful for considerations on the treatment and prevention.
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Abstract

Background — Childhood trauma and insecure attachment are considered to be risk factors for
developing anxiety as well as chronic pain.

Objective — The aim of this study was to assess the relationship between childhood trauma and
reporting anxiety and/or pain in the general population, as well as in the clinical population.
Methods — The health survey was conducted on a representative sample from the Czech
Republic and on a clinical population. Respondents were asked to report various pain
conditions, including migraine, back pain, pelvic pain and pain of unclear origin, childhood
trauma (CTQ), and attachment anxiety and avoidance (ECR-R). A final sample consisting of
1250 subjects from the general population and 67 patients with a clinically diagnosed anxiety
disorder was analysed.

Results — Experiencing emotional abuse and neglect as well as multiple forms of trauma lead
to higher odds of self-reported pain with anxiety compared to reporting pain only (OR=1.7).
Experiencing all individual types of trauma as well as multiple trauma leads to higher odds of
an anxiety disorder with or without pain compared to the healthy group (OR from 2.9 to 14.7).
In comparison with self-reported pain and anxiety, all types of trauma, except physical neglect,
as well as multiple trauma lead to higher odds of suffering an anxiety disorder with pain (OR
from 2.7 to 5.4). Higher attachment anxiety was found in patients with an anxiety disorder, as
well as in those reporting anxiety and pain.

Conclusion — This study highlights the relevance of various types of childhood trauma and
characteristics of insecure attachment as possible factors contributing to anxiety and pain

symptoms in adulthood in both the general and the clinical populations.
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Introduction

In a clinical setting, many patients with an anxiety disorder report some pain condition and,
vice versa, many patients with chronic pain suffer from anxiety. Research on anxiety disorders
and pain has increased rapidly in recent decades (Asmundson & Katz, 2009; Gureje, 2008;
McWilliams, Cox, & Enns, 2003). There is evidence pointing to the association of chronic pain
with early childhood trauma (Davis, Luecken, & Zautra, 2005) and with insecure attachment
(Meredith, Ownsworth, & Strong, 2008). Moreover, early trauma and insecure attachment are
considered to be risk factors for developing psychopathology, including anxiety in adulthood
(Mikulincer & Shaver, 2012). Thus, the links between childhood trauma, attachment insecurity

and symptoms of anxiety and pain should be further explored.

Epidemiology of chronic pain and anxiety disorders
Chronic pain is a major public health problem that negatively affects quality of life, sleep and
work and increases health care costs as well as mortality (Henschke, Kamper, & Mabher, 2015;
Smith et al., 2014). The prevalence of chronic pain in the general population of Europe is
estimated to be 19% (Breivik et al, 2006). In a recent Brazilian population-based study, the
prevalence of chronic pain reached 31% (Pereira et al, 2017), with an even higher prevalence
(52%) in those people who suffer from any anxiety disorder (Pereira et al., 2017). A strong
association between anxiety disorders and chronic pain has been reported in representative
samples in Canada (McWilliams et al., 2003) and Germany (Beesdo et al., 2010) as well.

Seen from the opposite side, anxiety disorders are highly prevalent in the population. In
a large European epidemiological study the lifetime prevalence of any anxiety disorder reached
13.6% (Alonso et al., 2004). Many population-based studies highlighted the importance of the
relationship between anxiety disorders and chronic pain: In a Canadian representative sample
(McWilliams et al., 2003) and in the large cross-national survey from 17 countries around the
world (Demyttenaere et al., 2007), the prevalence of anxiety disorders was nearly twice as high
in persons with chronic pain compared to the healthy population. Moreover, anxiety disorders
were more frequent (in 20.9%) than mood disorders (in 12.7%) in the presence of pain (Gerhardt
etal., 2011).

An extensive discourse has been taking place about the causality of anxiety and pain.
Analysis of temporal relationship between the onset of pain and depression and anxiety in an
outpatient group showed that anxiety disorders mostly preceded the onset of pain (in 77%),

whereas most depressive disorders appeared after the onset of pain (Knaster et al., 2012).
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Similarly, a study in a representative cohort of adolescents indicated that anxiety disorders as
well as affective and behavioural disorders can be considered early risk factors of chronic pain
(Tegethoff et al., 2015). A recent population-based study conducted in 19 countries (Viana et
al., 2018) showed that individuals with mental disorders, namely depression and anxiety
disorder, are at higher risk of developing subsequent back/neck pain.

On the other hand, from several longitudinal studies it is clear that the relationship
between symptoms of anxiety and pain is bidirectional (Gureje, Simon, & Von Korff, 2001):
pain may cause feelings of anxiety, which potentiates sensitivity to pain and can contribute to
pain chronification (Carleton et al, 2009; Vlaeyen & Linton, 2012). Pain-related anxiety has
been viewed as a key diathesis for the development and maintenance of chronic musculoskeletal
pain (Vlaeyen & Linton, 2000).

Childhood trauma and insecure attachment in chronic pain and anxiety disorders

Several decades ago, Engel (1959) pointed out that on the basis of clinical observations
psychological deprivation and traumatization appear to be more frequent in some patients with
chronic pain. Results of a meta-analysis of the association of chronic pain and childhood trauma
provide evidence that individuals who report abusive or neglectful childhood experiences are
at increased risk of experiencing chronic pain in adulthood relative to individuals not reporting
abuse or neglect in childhood (Davis et al., 2005).

There is evidence that childhood trauma plays a substantial role in later occurrence of
psychopathology in adolescence or adulthood, including anxiety (Fernandes & Osorio, 2015;
Green et al., 2010; Hovens et al., 2010; Kisely et al., 2018). A national American study (Green
et al., 2010) showed that 32.4% of onset of anxiety disorders in adulthood is related to childhood
maltreatment, which is more than in the case of mood disorders (26.2%). A recent prospective
population-based birth cohort study in Australia (Kisely et al., 2018) based on the history of
substantiated child maltreatment and with a 21-years follow-up showed a consistent association
between any anxiety disorder and emotional abuse and neglect, as well as multiple forms of
abuse. The Netherlands Study of Anxiety and Depression showed that childhood trauma (rather
than childhood life events such as divorce or parental loss) appears to be an important risk factor
for depressive and anxiety disorders in adulthood (Hovens et al., 2010).

Exposure to extensive childhood abuse and neglect can negatively influence the
relationship to caregivers and in terms of attachment theory (Bowlby, 1979) foster the
development of insecure attachment (Styron & Janoff-Bulman, 1997; Waldinger et al., 2006),

which is considered to be a predisposition factor for developing chronic pain (Meredith et al.,
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2008) as well as a nonspecific risk factor for developing psychopathology, including anxiety
(Mikulincer & Shaver, 2012). Early attachment experiences are conceptualized as the key
organizer of a complex interplay between genetic, environmental and epigenetic contributions
to the development of anxiety disorders (Nolte et al., 2011). There are consistent findings that
show a positive relationship between attachment anxiety and anxiety symptoms (Nielsen et al.,
2017; Nolte et al., 2011). Anxiously attached individuals in particular tend to catastrophize their
pain (Meredith et al., 2008; Meredith, Strong, & Feeney, 2006b), and moreover, anxiety has
been shown contribute substantially to pain intensity and disability (Davies et al., 2009;
Meredith, Strong, & Feeney, 2006a).

Neurobiological mechanisms involved in the association of childhood trauma with chronic pain
and with anxiety disorders

According to review studies (Heim & Nemeroff, 2001; Heim, et al., 2010) which summarized
findings from preclinical and clinical studies, the experience of an early stress event in
childhood may lead to increased susceptibility to the effects of stress later in life by changing
the regulation of the hypothalamic-pituitary-adrenal axis (HPA), thus increasing the risk of
developing psychopathology, particularly of the anxiety spectrum. Dysfunction of the HPA axis
has also been implicated in a variety of chronic pain conditions (McBeth et al., 2005; Turner-
Cobb et al., 2010), mostly characterised by low basal levels of cortisol as well as a blunted
cortisol response to a variety of stressors and dynamic tests. The Netherlands study on the HPA
axis in chronic pain with or without depressive or anxiety disorders showed hypocortisolaemia
in chronic multi-site musculoskeletal pain (Generaal et al., 2014). However, if chronic pain is
accompanied by a depressive or anxiety disorder, typically related to hypercortisolaemia, the
association between cortisol levels and chronic multi-site musculoskeletal pain appears to be
partly masked (Generaal et al., 2014).

From recent studies it seems that chronic pain and anxiety, which have a bidirectional
relationship, can share common risk factors (Gureje, 2008). The possible impact of genetic
factors in the correlation between back-neck pain and symptoms of anxiety and depression were
examined in a population twin study (Reichborn-Kjennerud et al., 2002). It stated that the best
explanation of this correlation is by additive genetic and individual environmental factors,
whereby the genetic factors may account for approximately 60% of the covariation. Another
common risk factor can be early experience of childhood trauma, e.g. emotional abuse, physical
abuse, sexual abuse and emotional and physical neglect, which can via changed neurohumoral

regulations produce vulnerabilities for later psychopathology as well as pain conditions (Heim
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& Nemeroff, 2001; Heim et al., 2010; McEwen et al., 2015). In previous studies physical and/or
sexual abuse were the most common forms of childhood abuse studied in association with pain
(Arnow et al., 2000; Lampe et al., 2003). However, there is evidence that emotional abuse and
neglect are no less relevant in association with pain (Tietjen et al., 2015) as well as with anxiety
disorders (Norman et al., 2012), or in concurrence of pain and anxiety (Sansone, Watts, &
Wiederman, 2013; Spertus et al., 2003).

To address the above-mentioned issues, we had several aims in this study: 1. To
investigate whether respondents from the general population reporting chronic pain and/or
anxiety differ from subjectively healthy respondents in the experience of all types of childhood
trauma and in attachment anxiety and avoidance; 2. To assess differences between respondents
with an anxiety disorder (with or without reporting pain), respondents from the general
population reporting chronic pain and/or anxiety and the subjectively healthy, in view of the
experience of all types of childhood trauma and in attachment anxiety and avoidance; 3. To
assess whether reporting various types of childhood trauma as well as multiple forms of trauma
increase the odds of suffering from pain and/or anxiety and from anxiety disorder with or
without pain. Using cross-sectional data obtained from a population sample reporting pain
and/or anxiety and from a clinical sample of adults with an anxiety disorder with or without
reported pain, we hypothesized that there will be an increasing tendency in experiencing
childhood trauma and increasing attachment anxiety in the following order: healthy — reporting
pain — reporting pain and anxiety — anxiety disorder with pain. The second hypothesis was that
experiencing various types of childhood trauma and multiple forms of childhood trauma
increases the odds of reporting pain and/or anxiety, namely the odds of suffering from an

anxiety disorder.

Methods

Sample

The health survey was conducted in 2016 on a representative sample of Czech adults. A total
of 2184 respondents randomly selected from a list of inhabitants of the Czech Republic,
stratified by gender, age and 14 regions, were asked to participate in a larger study on health.
Of those asked to participate, 384 refused, more men and younger age groups, mostly due to a
lack of time, nonconfidence, the length of questionnaire or reluctance. Finally, data from 1800

respondents were collected by trained administrators using face-to-face interviews during
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September and November 2016. The selected group of 1800 participants is a representative
sample of the population of the Czech Republic over the age of 15 in relation to sex (48.7% of
men), age composition (age 15 to 90 years old, M=46.61) and regional affiliation.

For the purposes of our study analyses, 1250 of subjects from the whole representative
sample were selected: 405 subjects reporting no illness (“healthy”),720 subjects reporting some
pain syndrome (migraine, back pain, pelvic pain, pain of unclear origin) and 125 subjects
reporting anxiety (with or without some pain syndrome).

The clinical sample was enrolled from the Sternberk Psychiatric Clinic (9 patients) and
the Kromeriz Psychiatric Clinic (58 patients). In total, the clinical sample consists of 67 patients
with a diagnosed anxiety disorder according to the International Classification of Diseases
(ICD-10) criteria.

Measures

Sociodemographic data

Participants reported gender (male or female), age (continuous), living arrangement (living with
a partner in a marriage or a partnership, alone, with parents or siblings) and education (primary,
skilled operative, high school graduated, and college or university).

Long-term health complaints

Long-term health complaints were measured by the item “Do you have some long-lasting
disorder or disability? Please, mark all possibilities which are related to you.” For the purpose
of this study we selected those who reported migraine, backpain, pain of unclear origin and
pelvic pain, as well as those with no illness as a control group. There was also possibility of
reporting anxiety as a long-term health complaint.

Childhood Trauma Questionnaire (CTQ)

The CTQ is aretrospective self-report measuring the severity of five different types of
childhood trauma: physical abuse, sexual abuse, emotional abuse, physical neglect and
emotional neglect (Bernstein et al., 2003). Each subscale has five items rated on a 5-point
Likert-type scale with response options ranging from (1) never true to (5) very often true. The
Czech version of the CTQ has been showed to be both reliable and valid (Kas¢akova et al.,
2018).

Experiences In Close Relationships — Revised (ECR-R)

This is a 36-item, self-report measure of adult romantic attachment (Fraley, Waller, & Brennan,

2000). Participants are asked to indicate their agreement with statements representing two

137



dimensions of attachment: avoidance (e.g., “I am very comfortable being close to romantic
partners”) and anxiety (e.g., “I often worry that my partner will not stay with me”). Responses
range from 1 (Strongly agree) to 7 (Strongly disagree) on a Likert scale. The short Czech version
(ECR-R-16) has been shown to be a valid method, suitable for clinical and research purposes
when the shorter form is needed (Hasto et al., 2018; Kas¢akova et al., 2016).

Statistical analyses

The distribution of the raw scores of the questionnaire subscales was evaluated by using
histograms, and their normality was verified using the Shapiro-Wilk’s normality test. Since the
data did not meet the assumption of a normal distribution, non-parametric methods were used
for the statistical analyses. The Kruskal-Wallis test was used to assess the differences between
the subjectively healthy respondents and those reporting migraine or other pain syndromes. For
p-values from multiple group comparisons, the Dunn-Bonferroni correction was used. Cohen's
d and eta squared (n?) were computed to measure the effect size. To assess the odds of having
pain syndromes in adulthood, depending on childhood trauma experience and on multiplex
trauma experience, multinomial logistic regression models were used. With aging, there can be
atrend to distort autobiographical memories in a more positive direction in order to protect self-
esteem and preserve a positive self-concept (Lockenhoff & Carstensen, 2004). We have also
found this trend among younger and older age categories ina CTQ validation study (Kas¢akova
et al., 2018). Thus, all models in the current study were adjusted for the age of the respondents.
All analyses were performed using the statistical software package IBM SPSS version 21 and
R 3.5.0.

Results

For the purposes of the analyses, respondents were divided into six groups: 1. subjectively
healthy respondents (reporting no illness, N=405), 2. subjects reporting pain syndromes without
anxiety (N=720), 3. subjects reporting anxiety (N=34), 4. subjects reporting anxiety and pain
syndromes (N=91), 5. respondents with a diagnosed anxiety disorder without reported pain
(N=25), 6. respondents with a diagnosed anxiety disorder with reported pain (N=42).
Sociodemographic characteristics as well as the percentages of the occurrence of various
types of childhood trauma and of multiplex trauma (with 3 or more traumas) are presented in

Table 1. The occurrence of various types of childhood trauma in research groups was assessed
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according to the Bernstein scoring, where even the low occurrence of abuse or neglect is

considered to be a trauma (Bernstein & Fink, 1998).

Table 1: Sociodemographic characteristics of the sample and percentage of the occurrence of various
types of childhood trauma in research groups.

Community sample (N = 1250)

4. Subjective

Clinical sample (N = 67)
5. Diagnosed 6. Diagnosed

3. Subjective reported anxiety anxiety
1.Subjectively 2.Subjective reported anxiety and | disorder disorder
healthy reported pain  anxiety pain without pain  with pain
N = 405 N =720 N=34 N=91 N =25 N =42

Age: Mean (SD) 36.4 (14.3) 50.7 (16.3) 447(17.3) 51.618.6) | 38.9(11.3)  41.5(14.0)
Gender: N (%)

1. Male 235 (58.0) 317 (44.0) 14 (41.2) 27 (29.7) 11 (44.0) 7 (16.7)
2. Female 170 (42.0) 403 (56.0) 20 (58.8) 64 (70.3) 14 (56.0) 35(83.3)
Living arrangement: N (%)

1. With a partner in marriage 152 (37.5) 418 (58.1) 17 (50.0) 39 (42.9) 4 (16.0) 19 (45.2)
2. With a partner 98 (24.2) 124 (17.2) 7 (20.6) 20 (22.0) 4 (16.0) 1(2.4)
3. Alone 94 (23.2) 129 (17.9) 5 (14.7) 25 (27.5) 10 (40.0) 10 (23.8)
4. With parents, siblings 61 (15.1) 49 (6.8) 5 (14.7) 7(7.7) 7 (28.0) 12 (28.6)
Education level: N (%)

1. Primary 18 (4.4) 66 (9.2) 2 (5.9) 10 (11.0) 3(12.0) 5(11.9)
2. Skilled operative 81 (20.0) 206 (28.6) 8 (23.5) 33(36.3) 4 (16.0) 14 (33.3)
3. High school, graduated 212 (52.3) 316 (43.9) 16 (47.1) 32(35.2) 12 (48.0) 16 (33.3)
4. College/University 94 (23.2) 132 (18.3) 8 (23.5) 16 (17.6) 6 (24.0) 7 (16.7)
Occurrence of trauma types

(%)

Emotional abuse 15.0 23.0 35.3 34.0 56.0 61.0
Physical abuse 9.0 13.8 6.0 7.7 28.0 33.3
Sexual abuse 10.0 11.0 6.0 12.0 24.0 31.0
Emotional neglect 442 52.5 64.7 64.8 88.0 83.3
Physical neglect 28.4 36.8 47.0 54.9 32.0 57.0
Multiple trauma (3+ types of 12.0 20.0 235 253 48.0 54.8

trauma)

The means and standard deviations of the various types of childhood trauma (subscales

of the CTQ) and in the scores of attachment anxiety and avoidance (ECR-R questionnaire) in

the six groups of respondents are shown in Table 2. Differences in the above-mentioned scores

between groups were assessed with the Kruskal-Wallis test (non-parametric ANOVA).

Significant overall differences were found in all CTQ subscales (all p< 0.001), in the attachment

anxiety score (p< 0.001) and in the attachment avoidance score (p<0.005).
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Table 2: Means and standard deviations in the CTQ subscales and in the attachment anxiety and
avoidance scores (the ECR-R subscales).

2. Pain 5. Diagnosed

syndromes 3. Reported anxiety 6. Diagnosed

without anxiety, 4. Reported disorders anxiety disorders
Scale: Mean reported without pain  anxiety with pain  without pain  with reported
(SD) 1. Noillness anxiety syndromes syndromes syndromes pain syndromes

N=405 N=720 N=34 N=91 N=25 N=42

CTQ
Emotional abuse  6.50 (2.23) 7.20(3.04)* 8.03 (3.13)*d  7.96 (3.42)*d 11.24 (5.80)*d  12.57 (6.47)*d
Physical abuse 5.63(1.88) 5.99 (2.28)* 5.76 (2.51) 5.74 (2.08) 7.80 (5.20)*d  8.38 (5.05)*dn
Sexual abuse 5.41 (1.58) 5.47 (1.75) 5.76 (3.19) 5.68 (2.13) 6.68 (4.34) 7.31 (5.04)*dn
Emotional neglect 9.86 (4.45) 10.58 (4.55)  11.59 (4.54) 12.59 (5.29)%*dn 15.24 (4.85)*d  15.31 (5.10)*d
Physical neglect  6.91 (2.64) 7.36 (2.71)*  7.56 (2.55) 8.41 (2.95)*dn 8.16 (4.53) 8.81(2.97)*d
ECR-R
Anxiety 18.37 (9.45) 18.93(9.27) 23.38 (11.17)  26.49 (11.07)*d  33.36(9.99)*d  33.74 (11.72)*d
Avoidance 23.23(12.48)  23.86(11.89) 23.56 (11.03)  27.15 (12.25)*dn 26.84 (8.26) 25.64 (10.25)

Note: SD= standard deviation, *p<0.01; ¢ Cohen's d > 0.8; » Partial 2 > 0.2. Differences in scores assessed with the Kruskal-
Wallis test (non-parametric ANOVA). The no-illness group is considered to be the reference group for all comparisons in this
table.

As a first step, the no-illness group was considered to be the reference group for
comparisons (see Table 2). Among all the compared groups, the healthy respondents (i.e.
reporting no illness) reached the lowest mean values in traumatic experiences and the lowest
attachment anxiety and avoidance. From the community sample (groups 1-4), the respondents
with reported anxiety and reported pain syndromes (group no. 4) have the worst mean scores in
the majority of the subscales. Except for the physical abuse and sexual abuse subscales, all their
mean values are significantly higher (with high effect size) than those of the healthy group. The
groups with diagnosed anxiety disorders (groups no. 5 and 6) have almost all the scores
significantly higher than the healthy group. Thus, in the next step, the differences between the
groups with/without diagnosed anxiety and with/without pain syndromes were compared.

Table 3 shows differences in the scores on the CTQ and the ECR-R questionnaires
between respondents with and without reported pain syndromes. Respondents suffering from
pain and self-reported anxiety (group no. 4) differ from those who suffer from pain and do not
report anxiety (group no. 2), mainly in the score on emotional and physical neglect in their
childhood and in the score on attachment anxiety. Respondents who were diagnosed with an
anxiety disorder and suffer from pain (group no. 6) differ significantly from those from the
community sample who suffer from pain and do not report anxiety (group no. 2) in all scores
except for attachment avoidance. The difference between respondents with self-reported

anxiety and diagnosed anxiety without pain (group no. 3 and 5) seems to be in their childhood
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experience of physical abuse. Group no. 5 also shows a significantly higher score on attachment
anxiety than group no. 3. The main differences between respondents with self-reported anxiety
with pain and those with diagnosed anxiety with pain (group no. 4 and 6) seem to arise from

their childhood experience of emotional, physical and sexual abuse.

Table 3: P-values of the pairwise comparison of the CTQ subscales, attachment anxiety and avoidance
(the ECR-R subscales), between selected groups of respondents.

No anxiety versus No anxiety versus Reported anxiety Reported anxiety
reported anxiety diagnosed anxiety versus diagnosed versus diagnosed
BOTH WITH PAIN BOTH WITH PAIN anxiety BOTH anxiety BOTH
(gr.no. 2versus4)  (gr.no.2versus6)  WITHOUT PAIN WITH PAIN
P-values (gr.no. 3 versus5)  (gr. no. 4 versus 6)
CTQ
Emotional abuse n.s. <0.0014 n.s. 0.0124
Physical abuse n.s. 0.0094 0.0364% 0.00740
Sexual abuse n.s. 0.001¢ n.s. 0.0184
Emotional neglect 0.0114 <0.0014 n.s. n.s.
Physical neglect 0.0124 0.0074 n.s. n.s.
ECR-R
Anxiety <0.001d <0.001d 0.0274 n.s.
Avoidance n.s. n.s. n.s. n.s.

Note: n.s. = non-significant; ¢ Cohen's d > 0.8; v Partial 2 > 0.2. Differences in scores assessed with the
Kruskal-Wallis test (non-parametric ANOVA). The Dunn-Bonferroni correction was used for all the p-values.

According to Table 3, the CTQ scale has a diverse effect in different groups of
respondents. Thus, the effect of the CTQ subscales have been further analysed. To assess the
odds of suffering from pain syndromes with or without anxiety and the odds of suffering from
an anxiety disorder with or without pain, depending on the experienced trauma, multinomial
logistic regression was used. There were three regression models: The first one comparing the
community sample (with self-reported illnesses) with the healthy group, and the clinical
samples with the healthy group. The dependent variable had six categories: 0 being healthy
(reporting no illness, reference category), 1 reporting pain without anxiety, 2 reporting anxiety
without pain, 3 reporting pain and anxiety, 4 suffering from an anxiety disorder without pain, 5
suffering from an anxiety disorder with pain. The second regression model compares the group
reporting pain and anxiety with the group reporting pain only. The third regression model
compares the anxiety disorders group reporting pain with the community group reporting pain
and anxiety. In all three models, the predictors were the CTQ subscales dichotomized according
to the Bernstein scoring mentioned above (0=no trauma, 1=occurrence of trauma) and multiple

forms of childhood trauma, with no childhood trauma being the reference category. All
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regression models were adjusted for the age of the respondents. The results of the regression
analyses are presented in Table 4 and Table 5.

Childhood experience of emotional and physical abuse and emotional neglect lead to
higher odds of reporting pain syndromes in adulthood (see Table 4). Emotional abuse and
emotional neglect lead to higher odds of reporting anxiety only and of reporting pain syndromes
with anxiety in adulthood. All three types of abuse and emotional neglect lead to higher odds
of suffering from an anxiety disorder without pain syndromes in adulthood. All five types of
experienced childhood trauma lead to higher odds of suffering from an anxiety disorder with
pain in adulthood. The multiple form of childhood trauma was a significant predictor for all the
considered pain/anxiety groups: Respondents with 3 or more experienced types of trauma had
higher odds of suffering from pain syndromes without anxiety (OR=1.9), anxiety without pain
(OR=3.2), pain syndromes with reported anxiety (OR=3.9), an anxiety disorder without pain
syndromes (OR=14.7) and an anxiety disorder with pain syndromes (OR=13.9).

Emotional abuse and both types of neglect, as well as multiple forms of trauma lead to
higher odds of reporting pain and anxiety compared to reporting pain only (see Table 5).

All three types of abuse and the emotional neglect, as well as more than 3 types of
trauma, lead to higher odds of suffering from an anxiety disorder with pain compared to group

reporting pain and anxiety (see Table 5).
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Table 4. Odds of reporting pain syndromes and/or anxiety and odds of suffering from an anxiety disorder with or without pain in subjects reporting various
types of childhood trauma (CTQ) and multiple forms of childhood trauma.

No anxiety with
reported pain
syndromes

(gr. no. 2; N=720)

Reported anxiety

with no pain

(gr. no. 3; N=34)

Reported anxiety
with pain syndromes

(gr. no. 4; N=91)

Diagnosed anxiety
disorders without
pain

(gr. no. 5; N=25)

Diagnosed anxiety
disorders with pain

(gr. no. 6; N=42)

Emotional abuse (cut-off score 9)
Physical abuse (cut-off score 8)
Sexual abuse (cut-off score 6)
Emotional neglect (cut-off score 10)
Physical neglect (cut-off score 8)
Multiple forms of childhood
trauma

3-5 traumas

2 traumas

1 trauma

no trauma

OR (95%Cl)

2.00 (1.41-2.83 )%
1.84 (1.20-2.84)**
1.24 (0.82-1.93)
1.31 (1.01-1.70)*
1.19 (0.87-1.53)

1.89 (1.26-2.83)**
1.18 (0.81-1.72)
0.85(0.61-1.18)
reference

OR (95%Cl)

3.47 (1.62-7.44)%*x

0.67 (0.15-2.90)
0.60 (0.14-2.59)

2.18 (1.05-4.54)*

1.99 (0.97-4.06)

3.21 (1.17-8.80)*

2.43 (0.92-6.44)
1.30 (0.48-3.48)
reference

OR (95%Cl)

3.65 (2.14-6.20)***
0.93 (0.41-2.26)
1.42 (0.69-2.94)
2.11 (1.30-3.40)***
2.42 (1.49-3.90)***

3.93 (1.97-7.80)***
2.97 (1.55-5.69)***
1.23 (0.65-2.50)
reference

OR (95%Cl)

7.53 (3.25-17.45)x**
3.96 (1.55-10.10)**
2.87 (1.08-7.61)*
9.13 (2.68-31.10)***
1.14 (0.47-2.74)

14.69 (3.98-54.10)***
2.62 (0.51-13.30)
3.52(0.91-14.20)
reference

OR (95%Cl)

10.00 (5.03-19.90)%***
5.22 (2.52-10.83)***
4.18 (2.01-8.70)***
6.10 (2.64—14.07)***
3.16 (1.64-6.08)***

13.95 (5.48-37.77)***
2.53(0.78-8.14)

1.74 (0.57-5.30)
reference

Note: Even a low occurrence of abuse or neglect is considered to be a trauma. The count of trauma is from 0 to 5. The dependent variable is reporting pain and/or
anxiety or suffering from an anxiety disorder without/with pain, the reference category is reporting no illness (gr.no 1, N=405). OR = odds ratio; 95% Cl OR = 95%
confidence interval of the odds ratio; *p<0.05, ** p<0.005, ***p<0.001.
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Table 5. Odds of reporting anxiety and pain, and odds of suffering from anxiety disorder with pain in
subjects reporting various types of childhood trauma and multiple forms of childhood trauma.

Reported anxiety with Diagnosed anxiety disorders
pain syndromes with pain
(gr. no. 4; N=91) (gr. no. 6; N=42)
reporting pain only reporting pain and anxiety
Reference group (gr. no. 2; N=720) (gr. no. 4; N=91)
OR (95%Cl) OR (95%Cl)
Emotional abuse (cut-off score 9) 1.76 (1.10-2.82)* 2.74 (1.30-5.90)*
Physical abuse (cut-off score 8) 0.53 (0.24-1.17) 5.43 (1.98-14.90)***
Sexual abuse (cut-off score 6) 1.13(0.57-2.21) 2.94 (1.17-7.33)*
Emotional neglect (cut-off score 10) 1.66 (1.05-2.62)* 2.88 (1.15-7.25)*
Physical neglect (cut-off score 8) 2.09 (1.34-3.27)*** 1.31 (0.62-2.76)
Multiple forms of childhood
trauma
3-5 traumas 7.37 (2.92-18.60)*** 3.55 (1.21-10.50)*
2 traumas 2.14 (0.67-6.78) 0.85(0.24-3.03)
1 trauma 2.05 (0.67-6.23) 1,37 (0.39-4.80)
no trauma reference reference

Note: Even a low occurrence of abuse or neglect is considered to be a trauma. The count of trauma is from 0 to 5.
OR = odds ratio; 95% CI OR = 95% confidence interval of the odds ratio;
*p<0.05, ** p<0.005, ***p<0.001.

Discussion

This study showed differences in experiencing various types of childhood trauma and in
attachment anxiety between subjectively healthy respondents and those who experience pain
and/or anxiety or who have a diagnosed anxiety disorder with or without pain.

The main findings of this study are: 1) There are differences in the occurrence of various
types of childhood trauma. The groups can be ordered from the lowest to the highest occurrence
of childhood trauma as follows: groups reporting pain — reporting pain and anxiety — clinical
group with anxiety disorders without pain — anxiety disorder with reporting pain. 2) When
analysing the general sample, reporting chronic pain is associated with higher emotional and
physical abuse and emotional neglect compared to the healthy group. Reporting chronic pain
and anxiety is associated with higher emotional abuse, emotional and physical neglect and
higher attachment anxiety and avoidance compared to subjectively healthy respondents.
Compared to respondents with pain only (without reporting anxiety), people reporting both pain
and anxiety have higher scores of both types of neglect and higher attachment anxiety. 3)
Anxiety disorder with reported pain was associated with higher scores in all types of childhood

trauma and higher attachment anxiety compared to participants reporting pain only; when
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compared to participants with self-reported anxiety and pain, the anxiety disorder group with
scored higher for all three types of abuse. 4) Participants with an anxiety disorder without pain
scored higher in physical abuse compared to participants with self-reported anxiety. 5)
Experiencing both emotional abuse and neglect, as well as multiple forms of trauma, leads to
higher odds of self-reported pain with anxiety compared to reporting pain only. 6) Experiencing
all types of trauma as well as experiencing multiple forms of trauma lead to higher odds of
suffering from an anxiety disorder with or without pain compared to healthy respondents.
Compared to self-reported pain and anxiety, all types of trauma except physical neglect, as well
as multiple forms of trauma, lead to higher odds of suffering from an anxiety disorder with
pain.

In our study, in the community population, reporting physical abuse and emotional
abuse and neglect leads to higher odds of reporting chronic pain. This finding is supported by
results from a meta-analytic review (Davis et al., 2005), in which individuals from the
community reporting pain were more likely to have been abused or neglected than individuals
from the community not reporting pain. In a prospective Canadian cohort study, persons
reporting multiple stressful experiences in childhood were at increased risk of developing
chronic back pain (Kopec & Sayre, 2005).

In our community group, the occurrence of emotional abuse and both emotional and
physical neglect, as well as multiple forms of trauma, leads to higher odds of reporting chronic
pain and anxiety compared to the healthy group and also compared to respondents reporting
pain only. Anxiety in relation to pain can be associated with tendency to catastrophize pain
(Carleton et al., 2009). People who experienced emotional abuse and neglect or multiple trauma
may be prone to develop more anxious symptoms as a reaction to the experience of chronic
pain. Furthermore, taking into account the bidirectional relationship between pain and anxiety
(Gureje et al., 2001) and possible shared risk factors, including childhood trauma (Gureje,
2008), people experiencing emotional abuse and neglect may be vulnerable to developing both
anxiety and pain symptoms. The relevance of emotional abuse for self-reported pain and
catastrophizing pain was stated in a survey study of adult internal medicine outpatients
(Sansone et al., 2013).

In our study, the highest occurrence of abuse and neglect was found in the clinical
sample, in respondents with a diagnosed anxiety disorder, namely those with reported chronic
pain. Experiencing all types of trauma as well as experiencing multiple forms of trauma leads
to higher odds of suffering from an anxiety disorder with or without pain compared to the

healthy group but also comparing to respondents from the community sample reporting anxiety
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and pain. Respondents from the clinical population are people who have already sought
professional help. Even though we do not have enough information about the respondents from
the population group (we do not know whether those reporting anxiety have been diagnosed
with an anxiety disorder), our findings indicate a stronger relationship of childhood trauma with
anxiety and pain in the clinical group. We suggest that the concurrence of a genetic
predisposition with psychosocial factors, namely childhood trauma (Gureje, 2008), may be
substantial in the development of an anxiety disorder with long-lasting pain.

Our findings of higher odds of suffering from an anxiety disorder by experiencing
childhood trauma are supported by the findings from a systematic review (Fernandes & Osorio,
2015), the Netherlands study (Hovens et al., 2010) and an American national study (Green et
al., 2010), which showed a strong association between childhood trauma and anxiety disorders.
In our study, 62% of patients with anxiety disorders had some pain condition. Even in a
relatively small sample size, this finding shows the trend of concurrence of anxiety disorders
and pain. The strong relationship between anxiety disorders and chronic pain is well established
from large representative and population-based studies (Beesdo et al., 2010; McWilliams et al.,
2003; Pereira et al., 2017).

Multiple forms of childhood trauma lead to higher odds of self-reported pain and/or
anxiety, with a stronger relationship between reporting pain and anxiety and between suffering
from an anxiety disorder with or without pain. This finding is supported by studies showing a
dose-response relationship between the number of various childhood trauma types and chronic
pain conditions (Brennenstuhl & Fuller-Thomson, 2015; Walker et al., 1999), as well as
between multiple trauma and anxiety disorders (Kisely et al., 2018).

In our study, the concurrence of anxiety and pain in the population sample was
associated with higher attachment anxiety. A possible explanation that higher attachment
anxiety potentiates the pain-related anxiety in chronic pain is supported by many studies
(Meredith et al., 2008; Meredith et al., 2006a, 2006b). The finding of higher attachment anxiety
in both anxiety disorder groups is not surprising. There are studies that show a positive
relationship between attachment anxiety and anxiety symptoms (Nielsen et al., 2017; Nolte et
al., 2011) and also an association between attachment anxiety and chronic pain (Davies et al.,
2009).

146



Strengths and limitations

The strength of this study is that it concludes the comparing of a population sample reporting
pain and anxiety with a clinical sample suffering from anxiety disorder; furthermore, it analyses
all relevant types of childhood abuse and neglect and characteristics of insecure attachment in
research samples.

The current study has several limitations. First, the status of a chronic pain condition
was based on self-report of a diagnosis, which could be imprecise. On the other hand, self-
reported checklists of chronic conditions have been commonly used in national studies, and the
results suggest that the assessment of somatic diseases by self-reports is a valid option in
mental-physical comorbidity research (Baumeister et al., 2010). Second, gender differences are
not reflected in this study. They should be addressed in upcoming research, because gender-
related differences can be found in reporting pain (Tsang et al., 2008) and anxiety symptoms
(McLean et al., 2011), as well as in experiencing and reporting childhood trauma (Goldberg &
Freyd, 2006). A third limitation is that a history of childhood trauma or life stressors was based
on retrospective self-reports. Although there are controversial findings regarding potential
recall and response bias, studies have shown a trend towards substantial under-reporting rather
than over-reporting of childhood abuse and neglect in adulthood (Hardt & Rutter, 2004;
Raphael, Widom, & Lange, 2001) .

Implications

In conclusion, our results highlight the relevance of various types of childhood trauma and
attachment anxiety as possible factors contributing to anxiety and pain symptoms in adulthood.
Greater awareness of these factors can be helpful in primary and secondary prevention in the
area of public health as well as in treatment programs for people suffering from anxiety disorder

and/or chronic pain.
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Kapitola 8

Vyskyt neistych vzt’ahovych Stylov, traumatizacie v detstve
a zivotnych stresorov v dospelosti. Resiliencia ako
ochranny faktor.

V tvode (kapitola 1) sme sa venovali podrobnejsie traumatizacie v detstve a v priebehu Zivota
ako rizikovym faktorom pre vyskyt zdravotnych tazkosti v dospelosti. Nacrtli sme tiez vyznam
Stylu vzt'ahového spravania v dospelosti odrazajiceho typ vztahovej viazby a ich mozny podiel
na vzniku a priebehu ochoreni.

V tejto kapitole bude prehladne uvedeny vyskyt jednotlivych typov traumatizacie
v detstve a viacerych typov traumatizacie sucasne, vyskyt zivotnych stresorov, a nakoniec
priemerné hodnoty resiliencie, v reprezentativnych ako aj vybranych suboroch a v klinickom
stbore, s ohladom na ciel’ tejto prace. Vyskum resiliencie ako mozného mediatora medzi
traumatizaciou a zdravim bude predmetom najblizSich vyskumov, na tomto mieste uvedieme

niektoré priebezné vysledky. Po vysledkovej Casti nasleduje strucné diskusia.

Metody
Vzorky

V aktualnej Casti vychadzame zo vSetkych vzoriek pouzitych v tejto praci, teda z dvoch
reprezentativnych vzoriek, z vybranych vzoriek participantov s bolestivymi syndromami
a z klinickej vzorky l'udi s diagnostikovanou tuzkostnou poruchou. Detailne st opisané

v kapitole 2.

Nastroje merani

Pouzivame subjektivne postidenie vyskytu zdravotnych tazkosti, Dotaznik ProZivani blizkych
vztahti (ECR-R), Dotaznik Trauma z détstvi (CTQ), Dotaznik Zivotnich stresort (LSC-R)
a Stru¢ny dotaznik resilience (BRS).
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Statistické analyzy

V tejto Casti je pouzitd deskriptivna analyza, stanovenie priemernych hodnot a Standardnych
odchyliek, porovnanie rozdielov medzi skupinami neparametrickym Kruskal Wallisovym
testom, s pouzitim IBM SPSS programu 21. Pomery rizik (Odds ratio) su vyratané pomocou
kalkula¢ky OR pomocou softvéru MedCalc!?.

Vysledky
Vyskyt neistych vzt’ahovych $tylov v dospelej populicii CR

Percentudlne zastipenia vztahovych S§tylov stanovenych podla priemerov v dvoch
reprezentativnych suboroch je uvedené na obrazku 1, je pocitané podl'a priemerné¢ho skore na
oboch vztahovych dimenziach, podla ktorého boli v prvom kroku dichotomizované obe
dimenzie a potom kombinaciou vysokych a nizkych hodnét boli ur¢ené Styri vztahové Styly
(Hasto et al., 2018; Kascakova et al., 2016). Pri porovnani s odstupom dvoch rokov prvy zber
udajov v r.2014 a druhy vr.2016) zostava vyskyt bezpetného vztahového Stylu rovnaky,
v ramci neistych vztahovych §tylov pozorujeme narast vyhybavého Stylu o 5 %, zvySenie

zapleteného $tylu o 1 % a pokles ustraseného $tylu o 6 %.

Obrazok 1. Zastupenie vztahovych §tylov v reprezentativnych vzorkach dospelych obyvatelov CR

N=1000 N=1800
ustraseny
ustraseny fearful o
(Tearful) bezpeény (¢ o ) bezpecny
(secure)
30% (secure)
38% 38%
vyhybavy
vyhybavy (dismissive)
ismissi 20% p
(dlsnln;:;lve) zapleteny zapleten:v
(preoccupied) (preoccupied)
17% 18%

11 https://www.medcalc.org/calc/odds_ratio.php
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Vyskyt retrospektivne udavanej traumatizacie v detstve u dospelych obyvatelov CR

v v s

Vyskyt traumatizacie v reprezentativnych vzorkach z r. 2014 (Kasc¢akova et al., 2018) a z roku
2016 je pocitany pomocou klinicky odvodenych prahovych hodnét (Walker, 1999) a podla
Bernstein a Fink (1998), kde uz nizke skore sa povazuje za vyskyt traumatizacie. Percentudlne
zastupenie jednotlivych typov traumatizacie je na obrazku 2. Ked pouzivame skérovanie podl'a
klinickej z&vaznosti, pozorujeme pokles prevalencie emo¢ného tyrania (o 5,6 %), pokles
fyzického tyrania (o 6,3 %), sexudlneho zneuzivania (o 2 %), fyzického zanedbavania (o 1,5
%) a kombinovanej traumatizacie (o 4,1 %). Vyskyt emo¢ného zanedbavania naopak stpol
0 3,1 %. Ak vSak hodnotime vyskyt uz nizkej traumatizacie, zostava sexudlne zneuzivanie aj

emocné zanedbavanie takmer rovnaké, s nepatrnym poklesom o 1-1,7%.

Obrazok 2. Vyskyt traumatizacie v reprezentativnych vzorkach dospelych obyvatelov CR v %

m Klinickd zadvaZnost’

uz nizKy vyskyt je

povaZovany za traumu 51,7 50
37,2 35,7
372 35,7 ’
28,2
21,9
20,2 * 20,8
> 1818 . 18,7 17.4
15.6 15,4 14,6 11,7
9=’7‘[1,5 11,7 10,5 11,4
I I 7 I
& & & & & S & & - & & &
& P, & & &
& &S &S JF & o & &
) ) 3 oF oF 20 ) & & o & K
égks' 4.0?}5' J,\"‘e ‘\zb Qe.t’ %Q& 3§ & e L3 ’é\t ‘&6 &b "\}6\
R P AU U F o« ¢ S o
¢ &S & ¢ & ¢ e & &
& & S & o & &
RN $
& &
~ ~
N=1000 N=1800

Vyskyt retrospektivne udavanej traumatizacie u jednotlivych vztahovych Stylov

Na obrazku 3 je zndzorneny vyskyt jednotlivych typov traumatizdcie a kombinovanej
traumatizacie v detstve podla klinickej vyznamnosti u jednotlivych S$tylov vztahového
spravania poukazujucich na typ vztahovej vizby. Z grafov je zrejmé, Ze najvySsi vyskyt
vSetkych typov traumatizécie je u I'udi s ustrasenym vztahovym §tylom, teda u tych, ktori maja
vysoké skore uzkostnosti aj vyhybavosti.

V tabulke 1 uvddzame priemerné hodnoty jednotlivych typov traumatizacie podla

Stylov vztahového spravania a rozdiely medzi skupinami. Hodnoty emocného tyrania st
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najvyssie u l'udi so zapletenym a ustrasenym Stylom, ti sa liSia v hodnotach oproti bezpe¢nému
Stylu aj vyhybavému S$tylu. Fyzické tyranie ma vyznamne najvysSie hodnoty u ludi
s ustrasenym Stylom, oproti vSetkym ostatnym Stylom vztahového spravania. Sexudlne
zneuzivanie je najvyssie u l'udi s ustrasenym Stylom a vyznamne sa 1i$i od vSetkych ostatnych
skupin. Emocné a fyzické zanedbdvanie st vyznamne vyssie u vSetkych neistych stylov, najmé

vyhybavého a ustraSeného, a skupiny sa navzajom vyznamne liSia.

Obrazok 3. Prevalencia jednotlivych typov traumatizacie a kombinovanej traumatizacie v detstve
(vyskytom minimalne 3 typov traumy) podla klinickej vyznamnosti u jednotlivych stylov vzt'ahového
spravania, udavana v percentach, v reprezentativnej vzorke (N=1800)

psychické tyranie 53

fyzicke tyranie

sexudlne zneuZivanie

Y. : . 42
emocn é zanedb dvanie

fyzicke zanedbavanie

33
kombinovan# traumatizicia 30,9 - 31,7
26,2
23,4 24
21,7
17 16,7 16,7
16,4 s B 14.8
12,1 12
9,7
83 8
7.6 6 7.6 58
1.9
bezpecny (secure) zapleteny (preoccupied) vyhybavy (dismissive) ustradeny (fearfull)

vztahové tyly

Tabul’ka 1 Priemerné hodnoty a Standardné odchylky jednotlivych typov traumatizacie v detstve
(CTQ) u jednotlivych vzt'ahovych stylov v dospelosti v reprezentativnej vzorke (N=1800) spolu
s rozdielmi medzi skupinami.

Vztahové styly
1.Bezpe¢ny 2.Zapleteny 3.Vyhybavy 4.UstraSeny Rozdiely medzi
secure preoccupied  dismissive fearful skupinami

(N=680)  (N=323) (N=359)  (N=438)
64(24)  7,2(2,9) 6,6 (2,3) 8,1(34)

Emocné tyranie 1-2*** 2-3*,

M (SD) L-dprxk, Qo4 3-4xxx
ﬁ,lyz(‘ggf tyranie 55(14)  59(22)  56(L7)  66(30) e
SK,‘I”Z‘;%;IG MV 5112 5AQT) 5518 6128  pqmeageie
f/lm(%‘g)e AnebiANe  g6(36)  101(42)  113@8)  126@8) jgeeq e
ﬁ,lyz(ggf A 6420) 6923  TT@8) 860D jampge

Pozn. Vztahové styly su delené podl'a priemernych hodndt dimenzionalnych skore izkostnosti a vyhybavosti.
Rozdiely medzi skupinami st hodnotené pomocou Kruskal Wallisovho testu. *p<0,05, **p<0,005, ***p<0,001.
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Vyskyt vzt’ahovych §tylov v skupinach obyvatel’stva referujucich bolesti, izkosti

a v klinickej vzorke

V kapitolach 6 a 7 sa venujeme aj suvislostiam medzi vztahovou uzkostnost'ou a vyhybavostou
a vyskytom subjektivne referovanych chronickych bolesti, tizkosti a vyskytom uzkostnych
poruch. Viac k zisteniam uvadzame v prislusnych kapitolach a v ramci celkovej diskusie
v kapitole 9. Na obrazku 4 je vyobrazené¢ zastupenie jednotlivych vztahovych Stylov
v skupinach obyvatel'stva referujicich bolesti, bolesti a tizkosti a Vv klinickej vzorke. Uz
z grafického stvarnenia je zrejmé, Ze u l'udi z reprezentativnej vzorky referujucich bolest
zaroven s uzkostou je vysSie zastipenie neistych vzt'ahovych stylov (82 % oproti 60 % vo
vzorke obyvatel'ov, ktori sa povazuji za zdravych), eSte vi¢si nepomer je v skupine pacientov

s diagnostikovanou uzkostnou poruchou (91% neistych Stylov).

Obrazok 4. Percentualne zastupenie jednotlivych vztahovych §tylov v réznych skupinach
obyvatel'stva

zdravi N=405 2005 referujici bolesti
N=277 23%

40% 38%

21%
21%

bezpeény (secure)
zapleteny (preoccupied) 19% 18%
vyh¥bavy (dismissive)

ustraseny (fearful)

DG izKostna porucha R

referujici bolesti a izkost® 18%
N=67

N=91

46% 48%

21% 40%

15% 3%
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Na postdenie miery rizika, aké by mohli predstavovat neisté vztahové Styly pre vyskyt
referovania bolesti, uzkosti a uzkostnej poruchy sme vyratali Odds ratio. Vysledkom (zavislou
premennou) bolo referovanie uzkosti alebo bolesti a vyskyt uzkostnej poruchy, prediktormi boli
jednotlivé styly vztahového spravania. Kontrolnou skupinou boli respondenti, ktori sa

povazovali za zdravych. Pomery rizik su v tabulke 2.

Tabul’ka 2. Pomery rizik (OR) vyskytu bolesti, bolesti a tizkosti a tizkostnej poruchy pri jednotlivych
Styloch vzt'ahového spravania.

zdravi  Vyskyt bolesti Vyskyt bolesti a uzkosti Vyskyt uzkostnej poruchy

N=405 N=720 OR (CI95%) N=91 OR (CI95%) N=67 OR (CI95%)
Bezpeény 163 277 0,95(0,8-1,2) 16 0,4 (0-2-0,8)** 6 0,2 (0,09-0,5)***
Zapleteny 75 128 0,96 (0,7-1,3) 19 1,3 (0,6-1,9) 27 2,2 (1,3-3,6)**
Vyhybavy 85 150 0,99(0,7-1,3) 14 0,7 (0,4-1,3) 2 0,14 (0,03-0,6)
Ustraseny 82 165 1,1(0,8-1,5) 42 2,3 (1,5-35)*** 32 2,4 (1,4-3,8)***

Pozn.: Jednotlivé styly vzt'ahového spravania st prediktormi. Kontrolnou skupinou su subjektivne zdravi
respondenti. **p<0,005, ***p<0,001. Modely st bez adjustacie.

Podl’a tychto vypoctov sa ukazuje, ze v pripade vyskytu bolesti a izkosti v populacne;j
vzorke je vyznamnym prediktorom ustraseny vztahovy §tyl. Zapleteny aj ustraSeny vztahovy
Styl st prediktormi pre vyskyt uzkostnej poruchy. Bezpetny vztahovy Styl sa u oboch
zmienenych skupin vyskytuje vyznamne menej. Co sa tyka skupiny referujucej len bolesti,

nezistili sme rozdiely vo vyskyte vztahovych stylov.

Vyskyt Zivotnych stresorov v roznych skupinich obyvatel’stva

Vo vyskumnych suboroch z kapitoly 7 sme porovnavali okrem réznych typov traumatizacie
Z detstva aj skore dotaznika zivotnych stresorov (LSC-R) - vyskyt zivotnych stresorov
(priemerny podcet), vyskyt s ohladom na zavaznost, teda dosah na Zivot v poslednom roku
a vyskyt interpersondlneho nasilia (opdt s postdenim zavaznosti). Viac o sposoboch
skorovania dotaznika LSC-R je v kapitole 5 (Kasc¢akova et al., 2018). Na obrazku 5 je vyskyt
vysSie uvedenych skore dotaznika LSC-R v skimanych skupinédch a v tabul’ke 3 st priemerné

hodnoty a standardné odchylky jednotlivych skore a vyznacené rozdiely medzi skupinami.
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Obrazok 5. Priemerné skore Zivotnych stresorov a interpersonalneho nasilia vo vybranych skupinach

obyvatel'stva.

priemerny pocet Zivotnych stresorov

® jivotneé stresory s posidenim zdivainosti

Hinterpersonilne nasilie s posidenim

zavainosti

35

1,6
0.3

N=405

l.zdravi

6.8

0,8
T

N=720

2.referujiici bolesti

9.2

13
(=]

N=01

3.referujici bolesti s

uzkost’ou

23,7

N=2§ N=42

4.DG tuzkostna porucha 5.DG tzkostna porucha s
bez bolesti bolest’ou

Tabulka 3. Priemerné hodnoty a Standardné odchylky skore Zivotnych stresorov a interpersonalneho
nasilia (skore LSC-R) a rozdiely medzi skupinami.

Zivotné stresory  Zivotné stresory  Interpersonalne
N Priemerna Posudenie nasilie
pocetnost’ zavaznosti Posudenie
zavaznosti
M(SD) M (SD) M (SD)
1.Subjektivne zdravi 405 1,6 (1,8) 3,5(4,9) 0,3(1,4)
2.Referovanie o bolesti 720 2,7(2,4) 6,8 (6,9) 0,8(2,4)
3.Referovanie o bolesti 91 3.4 (2,2) 9,2 (7,0) 1,3(2,7)
a tuzkosti
4.DG tizkostna porucha bez 25 5,6 (3,0) 15,7 (11,3) 5,0 (5,5)
udévanej bolesti
5.DG tuzkostna porucha 42 7,3(3,2) 23,7 (13,1) 7,8(7,1)

s bolest'ou
Posudenie rozdielov

1-2%** ].FHr*x
1-4F** ] GFxx
2-3%% D_fxxx
2-Gxx*:

1-D%H* ] FHHK
1-4** ] GFH*
2-3%* D-frxx

D-GFH* 3 Gk

1-2%%% ] -3HH*
1-4xx ] GFw*
2-4FFH D GHKK
3-4FF* 3 Grxx

Pozn. Rozdiely medzi skupinami st hodnotené pomocou Kruskal Wallisovho testu. *p<0,05, **p<0,005,

**%p<0,001.

LCudia s uzkostnou poruchou, bez sti¢asnej bolesti (skupina 4) aj so sti¢asnou bolest'ou

(skupina 5) maju signifikantne vysSie skore zivotnych stresorov aj interpersonalneho nasilia

oproti subjektivne zdravym aj oproti 'ud’om referujicim bolesti. Skupiny 4 a 5 sa oproti sebe

neliSia. Skupina referujuca bolesti s uzkost'ami sa oproti skupine referujicej len bolesti lisi
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Vv skore Zivotnych stresorov, ale nie v skore interpersonalneho nasilia.

Priemerné hodnoty resiliencie vo vybranych skupinach obyvatelov CR

V kapitole 7 sa zaoberame porovnanim vyskytu traumatizacie a charakteristik vzt'ahovej vizby
medzi obyvatel'mi, ktori sa povazuji za zdravych, obyvatel'mi referujucimi bolesti a/alebo
uzkost’ a 'ud'mi s klinicky diagnostikovanou uzkostnou poruchou s bolest'ou alebo bez bolesti.
V tejto Gasti dopliiame hodnoty resiliencie. Na obrazku 6 su znazornené priemerné hodnoty
resiliencie vo vybranych skupinach a v tabulke 4 priemerné hodnoty, Standardné odchylky

a porovnania medzi skupinami.

Obrazok 6. Priemerné hodnoty resiliencie vo vybranych skupinach obyvatel'stva a porovnanie
rozdielov medzi skupinami.

3.2
3
2.6
2.4
2.1 2,1
N=405 N=720 N=34 N=91 N=25 N=41
1. zdravi 2, referujiici 3. refernjici 4. referujiici 5. DG uizkostna = 6. DG uzKkostna
bolesti uzKkost’ bolesti a tzkost’ porucha porucha a

referovanie bolesti

LCudia s bolestami maju vyznamne nizS$iu resilienciu nez zdravi, l'udia referujici bolesti
s uzkost'ou niz8iu nez so samotnou bolest'ou a l'udia s diagnostikovanou tizkostnou poruchou
niz$iu resilienciu nez l'udia z populacnej vzorky referujici bolesti a/alebo tizkosti (p<0,001).

Vysledky st v tabul'ke 4.
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Tabul’ka 4. Priemerné hodnoty a $tandardné odchylky skore resiliencie (BRS) a rozdiely medzi
skupinami.

Resiliencia Posudenie rozdielov

N M (SD) medzi skupinami
1.Subjektivne zdravi 405 3,20 (0,7) 1-2,1-3, 1-4,
2.Referovanie o bolesti 720 2,96 (0,7) 1-5, 1-6,
3. Referovanie o tizkosti 34 2,64 (0,75) 2-3, 2-4,
4.Referovanie o bolesti a uzkosti 91 2,43 (0,7) 2-5, 2-6
5.DG uzkostna porucha bez udavanej bolesti 25 2,12 (0,7)
6.DG uzkostna porucha s bolest'ou 42 2,13 (0,83)

Pozn. Rozdiely medzi skupinami st hodnotené pomocou Kruskal Wallisovho testu.
Vsetky rozdiely st vyznamné na hladine p<0,001.

Diskusia

V tejto kapitole su doplnené niektoré hodnoty a zistenia suvisiace s témou dizertacnej prace,
ktoré nam pomahajii pochopit’ stivislosti medzi traumatizaciou v detstve a vztahovou vizbou,
medzi vztahovou vizbou a zdravim, vyskytom zivotnych stresorov a zdravim a medzi
resilienciou a zdravim. Sa inSpiraciou pre pokracujice sktimanie (viac o implikaciach pre
vyskum v prislusnej ¢asti v kapitole 9).

Uviedli sme kategorialne rozdelenie respondentov do 4 vztahovych $tylov. Hoci sa na
posudzovanie charakteristik vztahovej viazby v poslednych desatroCiach viac pouziva
dimenzionalne delenie, t.j. hodnotenie a porovnavanie skoére vztahovej uzkostnosti
a vyhybavosti, pre klinické ucely sa nad’alej pouziva aj kategorialne rozdelenie I'udi podla
dimenzionalnych skére (Ravitz et al.,2010). Ked porovnavame vysledky zo zberu udajov
z rokov 2014 a 2016, badat’ narast v zastipeni vyhybavej/diStancovanej vztahovej vizby a
pokles v zastiipeni ustraSenej viazby. Na zaklade meta-analytickej Studie na vzorke americkych
Studentov badat’ pocas 20 rokov narast v percente neistej vztahovej vizby (z 51 % na 58,4 %),
ale predovsetkym narast vo vyhybavej vzt'ahovej véizbe (z 11,9 % to 18,6 %) (Konrath et
al., 2014). Podl'a spomenutych autorov moze narast vztahovej vyhybavosti savisiet' so
zvySenym  patologickym narcizmom, tendenciou spolo¢nosti  k individualizmu
a zvySenému zameraniu na vlastné vysledky a menej na medzil'udské vztahy. ZvySeny
trend v zastiipeni vyhybavej vzt'ahovej vizby moze suvisiet’ aj s emo¢nym zanedbavanim
Vv detstve, ktorého vyskyt narastol v nasej vzorke zr 2016 oproti roku 2014 o 3,1 %.
Emocné zanedbéavanie sa moze podiel’at’ na rozvinuti nadmerného spoliehania sa na seba
a nedovery voci druhym, teda vyhybavych stratégii. Viac diskutujeme k téme v celkovej

diskusii v kapitole 9.
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Podla vysledkov nasho vyskmu sa ukazuje, ze u I'udi s neistymi vzt'ahovymi Stylmi su
vyznamne viac zastupenie jednotlivé typy traumatizacie v detstve nez pri bezpeCnom
vztahovom $tyle. V klinickej praxi aj vo vyskumoch sa potvdrzuji suvislosti roznych foriem
ranej traumatizacie a neistej vztahovej vazby (Murphy et al., 2014; Styron & Janoff-Bulman,
1997; Waldinger et al.,, 2006). V nasich vysledkoch sa ukazuje vyznamne vy$$i vyskyt
emocného tyrania ul'udi so zapletenym a ustrasenym Stylom (teda $tylmi so zvySenou
vztahovou uzkostnostou) a vyznamne vys$i vyskyt emocného zanedbdvania u ludi s
vyhybavym a najmé ustrasenym $tylom (teda $tylmi so zvySenou vztahovou vyhybavostou).
Predpokladame, Ze narast emo¢ného zanedbavania v priebehu 2 rokov v reprezentativne]
vzorke mohol ovplyvnit’ aj ndrast vyhybavého vztahového Stylu, ako bolo spomenuté vyssie.
Pokles vyskytu emocného a fyzického tyrania, ako aj kombinovanej traumatizacie moze
suvisiet” s celkovo zvySenym povedomim obyvatel'stva o negativnych dosledkoch zlého
zaobchddzania v detstve. Ide vSak len o obdobie 2 rokov, teda pomerne kratke obdobie.
KoreSponduje to vSak s poklesom zastupenia ustraSenej vzt'ahovej vdzby (o 5 %), kde sa
ukazuje ako vyznamne vySSie prave emoc¢né a fyzické tyranie atiez kombinovana
traumatizacia. Spomenuté stuvislosti budi predmetom d’alsich vyskumov.

Jednotlivé neisté vztahové Styly sa ukazali ako vyznamné prediktory pre referovanie
zdravotnych tazkosti. Konkrétne, neisty ustraseny vztahovy styl bol prediktorom pre vyskyt
chronickych bolesti a izkosti vo vSeobecnej populacii. Zapleteny a ustraSeny §tyl sa ukazali
ako prediktory pre rozvoj uzkostnej poruchy. Ide len o predbezné vysledky, ktoré nie su
adjustované na vek ¢i iné mozné moderujuce faktory, je teda potrebné ich hodnotit
s opatrnostou. Rovnako, ¢o sa tyka kauzality, nie je napriklad uplne jasné, nakolko sa moze
vzt'ahovy §tyl menit’ v suvislosti s existujucimi zdravotnymi problémami.

Zivotné stresory aj vyskyt interpersonalneho nasilia sa ukazuji ako vyznamne
asociované s vyskytom bolesti, bolesti so sti¢asnou tizkost'ou, ale najmé s tizkostnou poruchou.
Suvislosti kumulovanej traumatizacie v dospelosti s vy$§im poctom zdravotnych tazkosti
vratane psychickych problémov v dospelosti potvrdzuje nielen kazdodenna klinick4 prax ale aj
mnohé vyskumy (Cloitre et al., 2001; Sledjeski, Speisman, & Dierker, 2008; Vinkers et al.,
2014). Ukazuje sa, ze prezivanie Zivotnych stresorov je asociované s vyskytom psychickych
tazkosti, najmd ak je sGcasne pritomna traumatizacia v detstve (Openshaw et al., 2015).
V d’alSom vyskume by bolo uZito¢né viac ozrejmit’ tento vztah aj v populacnej a klinickej
vzorke.

Podla vysledkov priemernych hodndt resiliencie, vSetky skupiny, kde je pritomna

uzkost’, majii vyznamne niZ$iu resilienciu nez subjektivne zdravi aj nez respondenti udavajici
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,len dlhotrvajice bolesti. Na resilienciu vo vztahu k dlhotrvajucej chronickej bolesti mézeme
nahliadat’ aj ako na schopnost primerane sa adaptovat na bolest a zvlddat ju bez
katastrofizacie, neprimeraného strachu a doverovat' v zlepSenie svojho stavu (Karoly &
Ruehlman, 2006). Posiliiovanie resiliencie u l'udi, ktori trpia chronickou bolestou by mohlo
vyrazne pomdct’ v zlepSeni priebehu ich bolestivého syndromu a branit’ chronifikécii. Ukéazalo
sa, ze resilientnejsi jedinci s chronickou bolestou udavali lepsiu kvalitu zivota, dolezity bol
posun od fokusovania sa na redukovanie bolesti smerom na zameranie sa na zmysluplny
a produktivny Zzivot (Jensen et al., 2015). V naSej klinickej vzorke mali pacienti
s diagnostikovanou tizkostnou poruchou vyznamne niz§ie hodnoty resiliencie nez zdravi a nez
respondenti udavajuci dlhodobu bolest’. Dobré resiliencia sa ukazuje ako protektivny faktor
pred dusevnymi ochoreniami, ktord chrani jedincov pred rozvojom psychopatologie napriek
tomu, Ze boli vystaveny nepriaznivym podmienkam (Cicchetti, 2013; Davydov et al., 2010).

Vplyv resiliencie na zdravie bude predmetom pokracujiceho skimania.
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Kapitola 9

Diskusia

Ciel'om tejto prace bola validacia nastrojov umoziujucich zistovanie aspektov vztahovej vizby
(vztahovej tzkostnosti a vyhybavosti), roznych foriem a rozsahov traumatizacie v detstve
a vyskytu Zivotnych stresorov u dospelej populacie. Daldimi cielmi bolo posudenie vztahov
medzi vyskytom traumatizacie v detstve, stresormi pocas zivota a vyskytom zdravotnych
tazkosti. Zaoberali sme sa konkrétne vybranymi bolestivymi syndromami a vyskytom tzkosti,
pricom sme porovnavali popula¢nii vzorku s klinickou vzorkou a zohladnovali aj rodové
rozdiely. Skumali sme suvislosti medzi charakteristikami neistej vzt'ahovej vizby (vysSej
vztahovej uzkostnosti a vyhybavosti) a zdravotnymi tazkostami.

V d’alSom texte st uvedené a diskutované hlavné zistenia tejto prace. Nasleduje diskusia
0 silnych strankach a limitoch tejto prace, a nakoniec diskusia o implikécidch pre prax a buduci

vyskum.
9.1 Hlavné zistenia

Hlavné zistenia su zoradené podl'a vyskumnych otazok.

Vyskumna otazka 1 (kapitola 3, 4 a 5):

Aké sui psychometrické viastnosti nastrojov na zistovanie vztahového $tylu spravania (ECR-R),
detekciu traumatizacie v detstve (CTQ) a mapovanie stresorov (LSC-R)?

Posudili sme psychometrické vlastnosti dotazniku Prozivini blizkych vztahii (ECR-R) vratane
jeho skratenej verzie (ECR-R-16), dotazniku Trauma z détstvi (CTQ) a Dotazniku Zivotnich
stresorit (LSC-R). VSetky uvedené nastroje maji dostatoéné psychometrické vlastnosti

umoziujuce ich vyuzitie vo vyskume a v klinickej praxi.

Vyskumna otazka 2 (kapitola 5):

Aka je suvislost medzi vyskytom Zivotnych stresorov v dospelej populdcii a zdravim
(psychickym a fyzickym)? Existuje suvislost medzi mnoZstvom a zavaznostou referovanych
typov stresorov a uddavanou intenzitou bolesti u dospelych?

Potvrdili sme vyznamny linearny vztah medzi celkovym mnoZstvom stresorov, zhorSenym
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psychickym aj fyzickym zdravim a udavanim intenzity bolesti. Cim viac typov zavaznych
stresorov prezitych pred 16-tym rokom Zivota a ¢im viac skusenosti s interpersondlnym nasilim
respondenti uvadzali, tym mali horSie parametre psychického zdravia a vysSiu intenzitu

udavanych bolesti.

Vyskumna otazka 3 (kapitola 6):

Suvisi traumatizacia v detstve a prezZivanie stresovych udalosti v dospelosti s vyskytom
migrény v dospelosti? Existuje vztah medzi charakteristikami neistej vztahovej vizby (vySsia
vztahova uzkostnost a vyhybavost) a vyskytom migrény? Su pritomné rodové rozdiely?

V danych suvislostiach sme zistili vyrazné rodové rozdiely. Muzi referujlci traumatizaciu
V detstve mali vysSie riziko vyskytu migrény, najma ti, ktori udavali emocné zanedbavanie,
fyzické a emo¢né tyranie, aj ti, ktori udavali kombinovanu traumatizaciu. Zeny referujice
emocné tyranie mali vy$$i vyskyt migrény. Asocidcia Zivotnych stresorov s vyskytom migrény
bola silnejSia u Zien ako u muzov. Muzi trpiaci migrénou mali vyznamne vys$S§iu vztahovu

vyhybavost’ a Zeny trpiace migrénou mali vySSiu vztahova uzkostnost'.

Vyskumna otazka 4 (kapitola 7):

Aky je vztah medzi traumatizaciou v detstve a charakteristikami neistej vztahovej vizby (vyssia
vztahova uzkostnost a vyhybavost) a referovanim bolestivych syndromov a uzkosti v beznej
populacii? Je tento vztah odlisny v klinickej populdcii (u pacientov s diagnostikovanou
uzkostnou poruchou)?

Poukazali sme na vyznamné rozdiely vo vyskyte jednotlivych typov traumatizacie v detstve
a vo vztahovej tizkostnosti medzi subjektivne zdravymi respondentmi a tymi, ktori udavaji
bolestivé syndromy a/alebo uzkost, a 'ud'mi, ktori maji klinicky diagnostikovanu uzkostna
poruchu. Referovanie o emo¢nom tyrani a oboch typoch zanedbavania, aj o kombinovane;j
traumatizacii, predikovalo vyssi vyskyt udavania bolesti s izkost'ou oproti l'udom referujucim
bolesti bez Uuzkosti. Referovanie o vsetkych jednotlivych typoch traumatizicie a o
kombinovanej traumatizacii predikovalo zvySeny vyskyt uzkostnej poruchy oproti ,,zdravym*
aj v porovnani s 'udmi z populacnej vzorky referujicimi bolesti a uzkost. U pacientov
s uzkostnou poruchou aj v populacnej vzorke respondentov referujucich uzkost’ a bolesti bola

zistena vysSia vztahova tzkostnost'.
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9.2 Diskusia o0 hlavnych zisteniach

V tejto kapitole budu diskutované hlavné zistenia prace odpovedajice na vyskumné otazky
a ciele prace nacértnuté v kapitole 1. Diskusia bude rozdelena do okruhov podla skimanych
suvislosti a mechanizmov, akymi skimané psychosocialne faktory (traumatizacia v detstve,
zivotné stresory, vztahova uzkostnost a vyhybavost) ovplyviuji zdravie, konkrétne
subjektivne vnimané zdravie a vyskyt dlhodobych zdravotnych tazkosti vratane chronickych

bolesti a uzkosti (schéma 1).

Resiliencia
Kap 5 Zivotné stresory Kap5,6 T
1SCR o — . ZDRAVIE
4 w,
Subjektivne vnimané
zdravie
Dlhodobé zdravotné
Kap 3 Vztahové vizba Kap 6,7 tazkosti
ECRR — Vztahova Gzkostnost - Chronické bolesti
Vztahova vyhybavost Ozkost
Kap 4 p Kap 6,7 Iflmlckyfilagnostlkova
P Traumatizacia uzkostna porucha
caq T v detstve

Schéma 1: Ciel prace znazorneny graficky, s vyzna¢enim skiimanych suvislosti a kapitol

Traumatizacia v detstve a vyskyt chronickych bolesti

Suvislosti medzi traumatizaciou v detstve anajmd kombinovanou traumatizaciou (teda
vyskytom viacerych typov traumatizacie sucasne) a vyskytom bolesti su potvrdené mnohymi
vyskumami, zhrnutymi v meta-analyzach (Davis, Luecken, & Zautra, 2005; Norman et al.,
2012).

V nasom vyberovom vyskumnom stibore (vzorka 4, kapitola 7) sme zistili 1,3-2-krat
vys§i vyskyt chronickych bolesti v pripade uddvaného emocného a fyzického tyrania,
emo¢ného zanedbavania, a tiez kombinovanej traumatizacie, pricom porovnavacou skupinou

boli l'udia, ktori sa povazujti za zdravych.'? Nedavna nemeck4 popula¢na $tadia na vzorke 2491

2 K rovnakému vysledku sme dospeli aj v kapitole 6, kde sme sa vak d’alej zamerali konkrétne na vyskyt
migrény, s ohladom na rodové rozdiely, preto o tychto vysledkoch diskutujeme v d’alSej casti diskusie.
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Pudi (Brown et al., 2018) poukézala na vyznamné suvislosti medzi jednotlivymi typmi
traumatizacie a chronickou bolest'ou, pricom sa ukazal efekt kumulacie traumatickych udalosti.

Ked’ boli porovnavacou skupinou jedinci z populdcie udavajici ,,len“ chronicka bolest,
mali l'udia so skusenostami jednotlivych typov traumatizicie (emoc¢né tyranie, emocné
a fyzické zanedbavanie) alebo kombinovanej traumatizacie 1,7 az 7,4-krat nasobné riziko, Ze
budi trpiet’ chronickou bolestou a zaroven tizkostou. Dalsi, stuptiovity skok sme zaznamenali
v klinickej vzorke (vzorka 5): u pacientov sa potvrdili vSetky typy zlého zaobchadzania
v detstve a najmd kombinovana traumatizacia ako vyznamné prediktory vyskytu tzkostnej
poruchy s chronickou bolestou (OR od 3,2 do 14) pri porovnani so subjektivne zdravymi 'ud’'mi
a vSetky typy traumatizacie okrem fyzického zanedbavania ako prediktory vyskytu tizkostnej
poruchy sbolestou (OR od 2,7 do 5,4), pri porovnani s 'udmi z populacnej vzorky
referujiicimi izkosti a bolesti. Dizajn studie a pomery rizik (OR) vyskytu referovanych tazkosti
V sledovanych skupindch st zndzornené na schéme 2.

V naSej Studii (kapitola 7) sme postihli d’al$i dolezity aspekt — a to spoloény vyskyt
uzkosti s bolestou a ich vztah k traumatizacii. Podl'a naSich zisteni, ak st l'udia v detstve
vystaveni emo¢nému tyraniu a obom formam zanedbavania, zvysuje sa u nich riziko, ze buda
popri chronickej bolesti trpiet’ aj izkost'ou, toto riziko je vysSie v porovnani so zdravymi, ale
aj v porovnani s 'ud’'mi trpiacimi ,,len chronickou bolest'ou bez tizkosti.

Na vzt'ah medzi uzkost'ou a bolestou mézeme nahliadat’ z réznych pohl'adov. Na jedne;j
strane, v longitudindlnych stadiach sa ukazuje, ze 'udia s izkostnou poruchou su vo zvySenom
riziku rozvoja bolesti (Gureje, Simon, & Von Korff, 2001; Viana et al., 2018), na druhej strane
l'udia s chronickou bolestou mézu sekundarne trpiet’ uzkostou a katastrofizovat' bolest’
(Carleton et al., 2009). Uzkostné prezivanie bolesti zvySuje senzitivitu na bolest’ a prispieva
k jej chronifikacii (Carleton et al., 2009; Vlaeyen & Linton, 2000, 2012). Vyraznu tlohu pri
chronifikacii bolesti zohrava zvySena aktivacia stcasti limbického systému (dolezitych pre
emocionalne ohodnotenie bolesti), dochadza k prestavbe neuronalnych sieti (Tesarz, Eich,

Treede, & Gerhardt, 2016).
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Populacni vzorka Klinicka vzorka

(N=1250) (N=67)
) o S P2: Subjektivne ndivana chronicka P3: Subjektivne ndivana chronicka
EHESUBI Skl s e e () Dolest’ (N=720) bolest’ a fizkost’ (N=91)
T a Ta a
Log. regresia —prediktory P2 vzhI’adom k P1: Log. regresia—prediktory P3 vzhl’'adom k P2:
Emocéné tyranie OR=2,0 (p<0.001) Emoéné tyranie OR=1,8 (p<0.001)
Fyzické tyranie OR=1,8 (p<0,005) Emocné zanedbavanie OR=1,7 (p<0.001)
Emoéné zanedbavanie OR= 1,3 (p<0.05) Fyzické zanedbavanie OR=2,1 (p<0,001)
Kombinovana traumatizicia OR=1,9 (p<0.005) Kombinovana traumatizacia OR=7,4 (p<0.001)
Kruskal-Wallis — rozdiely medzi P1a P2: Kruskal-Wallis — rozdiely medzi P2 a P3:
‘Vztahova uzkostnost (n.s.) Vztahova tizkostnost’ (p<0.001, Cohenove d=0.8)
Vzt'ahova vyhybavost (1n.s) Vztahova vyhybavost (n.s)
P 5 K1: Pacientis izKostnou poruchou P3: Subjektivne udivana chronicka
£ i ravi (N=405 ;
P1: Subjektivue zdravi (N=405) a udavanou chronickou bolest’ou (N=42) bolest’ a uzkost* (N=91)
A & T &
Log. regresia — prediktory K1 vzhl’adom k P1: Log. regresia—prediktory K1 vzhl'adom k P3:
Emoéné tyranie OR=10,0(p<0,001) Emoéné tyranie OR=2,7 (p=<0.05)
Fyzické tyranie OR=5,2 (p<0.001) Fyzické tyranie OR=5,4 (p<0.001)
Sexudlne tyranie OR=4,2 (p<0,001) Sexudlne tyranie OR=2,9 (p<0,05)
Emoéné zanedbévanie OR= 6,1 (p<0,001) Emocéné zanedbavanie OR=2,9 (p<0.05)
Fyzické zanedbavanie OR=3,2 (p<0,001) Kombinovand traumatizicia OR=3,6 (p=<0.05)

Kombinovana traumatizacia OR= 14,0 (p<0.001)

Kruskal-Wallis — rozdiely medzi K1 a P1: Kruskal-Wallis — rozdiely medzi K1 a P3:
‘Vztahova uzkostnost (p<0.001, Cohenovo d=0.8) Vztahova tizkostnost’ (n.s.)
Vzt'ahova vyhybavost (1n.s) Vztahova vyhybavost (n.s)

Schéma 2. Dizajn $tadie z kapitoly 7.

Emoc¢né tyranie a zanedbavanie v detstve sa Vv naSej Studii ukazalo ako vyznamny
prediktor pre vyskyt tzkosti v dospelosti (pri su¢asne sa vyskytujucej chronickej bolesti, ale aj
bez nej — blizsie v kapitole 7). Tieto nalezy si v zhode s inymi $tadiami, napr. Spertus et al.,
(2003) vo vyskume s205 Zenami z primarnej starostlivosti zistili, Ze emocné tyranie
a zanedbavanie zostava silnym prediktorom pre uzkost, depresiu a somatizaciu, aj po
zohladneni inych typov traumatizacie vratane celozivotnej. V nedavnej longitudinalnej Stadii
s 20-ro¢nym sledovanim (Kisely et al., 2018) sa takisto potvrdila vyznamna savislost medzi
emocnym tyranim a zanedbavanim a Gzkostnymi poruchami. V §tadii vysokorizikovych
adolescentov Schimmenti a Bifulco (2015) zistili, ze hostilita a chlad vo¢i dietatu (znaky
emocného zanedbavania) a fyzické zanedbavanie su vysoko asociované so symptémami
uzkosti.

SilnejSia asociacia detskej traumatizacie s Uzkost'ou a bolest'ou sa v naSom vyskume
potvrdila pre klinickt vzorku, teda u l'udi, ktori maju diagnostikovant tizkostnu poruchu, nez
u l'udi z populacnej vzorky, ktori subjektivne trpia uzkostou. Z dizajnu Studie (kapitola 7)

nevieme ur€it’, ¢i niektori respondenti z populac¢nej vzorky udavajuci tzkosti a bolesti maju
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zaroven diagnostikovani Uzkostni poruchu, kazdopadne bol rozdiel vyznamny.
Predpokladame, ze u l'udi s diagnostikovanou uzkostnou poruchou a zdrovenn bolestou sa
uplatiiuje pri etiopatogenéze sucasné posobenie genetickych predispozicii a psychosocialnych
faktorov vratane traumatizacie v detstve a posobenia stresorov. Zo $tadii vyplyva, Ze chronicka
bolest’ a tizkost’ mozu zdielat’ spolo¢né rizikové faktory (Gureje, 2008). Jednym z moznych
spolo¢nych faktorov je geneticka predispozicia, poukazuje na to aj populacna Studia dvojciat
(Reichborn-Kjennerud et al., 2002) skiimajuca korelacie medzi tizkost'ou a bolestou chrbta-$ije
(back-neck), v ktorej sa zistilo, ze genetické faktory mozu predstavovat priblizne 60%
kovariacie. Dal§imi rizikovymi faktormi moézu byt jednotlivé typy traumatizacie v detstve a
najmid kombinovand traumatizacia, kedy sa zmenou neurohumoralnych regulacii moéze
zvySovat’ vulnerabilita na neskor$irozvoj psychopatologie aj chronickej bolesti (Heim, Shugart,
Craighead, & Nemeroff, 2010; McEwen et al., 2015). V nedavnej $tudii u 179 pacientov
s fibromyalgiou sa ukazalo, Ze profil kortizolu bol mediatorom medzi zanedbavanim v detstve

a intenzitou bolesti aj emocionalnymi symptomami (Yeung, Davis, & Ciaramitaro, 2016).

Vzt'ahova uzkostnost’ a vyhybavost’ ako charakteristiky neistej vzt'ahovej vizby

a chronicka bolest’

Neista vzt'ahova vézba sa povazuje za predisponujuci faktor pre rozvoj viacerych chronickych
ochoreni spojenych s bolestou a pre ich horSie zvladanie (Meredith, Ownsworth, & Strong,
2008; Meredith & Strong, 2018). ZvySena vztahova tizkostnost’ sa moze podielat’ na tendencii
ku zvySenému sebapozorovaniu a ku katastrofizacii bolestivych symptémov (Meredith, Strong,
& Feeney, 2006) a moze tak podstatne prispievat’ k zvySenej intenzite bolesti a k chronifikacii.

V nasej Studii (kapitola 7) sme potvrdili vyznamn(i asociaciu medzi vztahovou
uzkostnostou, ako charakteristikou neistej vzt'ahovej vdzby, a medzi subjektivne udavanou
bolest'ou a uzkostou. Prave v tejto skupine l'udi z populacnej vzorky, ktori referuji bolest’
spolo¢ne s tizkost'ou, a samozrejme u ludi s diagnostikovanou tzkostnou poruchou, bola
vztahova Gzkostnost’ vyznamne vysSia ako u subjektivne zdravych aj ako u tych, ktori udavali
,»len® pritomnost’ bolesti bez tizkosti. Suvislosti medzi vztahovou uzkostnost'ou a uzkostnymi
symptémami st zname z klinickej praxe aj z vyskumov (Nielsen et al., 2017; Nolte, et al.,
2011), rovnako ako stvislosti medzi vzt'ahovou tizkostnostou a chronickou bolestou (Davies
et al., 2009). V stadii mapujucej mozny vplyv neistej vztahovej vizby ako mediatora medzi
traumatizaciou v detstve a somatizaciou v dospelosti (Waldinger, Schulz, Barsky, & Ahern,

2006) sa ukazalo, ze u zien je neistd vztahova vézba, najmd ustraseny typ (so zvySenou
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uzkostnostou aj vyhybavost'ou) medidtorom medzi traumatizdciou a somatizaciou
Vv dospelosti, pokym u muzov boli vztahova neistota a traumatizacia v detstve nezavislymi
prediktormi pre somatizaciu v dospelosti. Vysoku prediktivnu hodnotu neistej vztahovej vizby
a mnozstva traumatickych udalosti pre somatoformnu bolestivii poruchu potvrdila aj klinicka
Studia autorov Nacak et al. (2017). Z naSich udajov zaloZzenych na sebaposudzujiacich metédach
nedokazeme urCit’ charakter bolesti, ¢i je pritomny organicky nalez alebo do akej miery
vysvetluje objektivny somaticky nalez subjektivne udavané tazkosti. U cCasti I'udi z nasej
populacnej aj klinickej vzorky sa vSak mdze jednat’ aj o spolupdsobenie somatizacie (€1 uz maju
nejaky zisteny organicky zaklad alebo nie), mnohokrat sa lekari v praxi stretavaji s pripadmi,
kedy intenzita tazkosti/bolesti nie je vysvetlena somatickym nalezom. Prave u tejto Casti
obyvatel'stva trpiaceho bolestami a sti¢asne Gzkostou, a tiez 'udi s klinicky diagnostikovanou
uzkostnou poruchou s bolestami moézeme predpokladat’ aj podiel somatizacie. Preskimanie
tejto suvislosti by mohlo byt predmetom d’alSieho vyskumu, rovnako ako aj preskiimanie
charakteristik neistej vztahovej viazby ako moznych mediatorov medzi traumatizaciou v detstve

a vyskytom bolesti a/alebo uzkosti.

Rodové rozdiely v asociaciach medzi traumatizaciou v detstve a dospelosti a vyskytom

bolesti

Vo v§eobecnosti maju zeny vacsie riziko rozvoja chronickych bolestivych symptémov a vyssiu
senzitivitu na bolestivé podnety v laboratornych podmienkach ako muzi (Fillingim, 2000).
V naSej praci sme sa v ramci kapitoly 6 zaoberali posidenim rodovych rozdielov vo vyskyte
roznych typov traumatizacie v detstve a dospelosti u l'udi trpiacich migrénou, resp. inymi

bolestivymi syndromami. Dizajn Stadie je na schéme 3.
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Populacna vzorka

(N=1216)

&

Muzi (N=579)

s A

M1: Subjektivne zdravi M2: Referovanie migrény

(N=235) (N=65)

Log. regresia— prediktory M2 vzhl'adom k M1:
Emocné tyranie OR=2,0 (p=0.041)

Fyzické tyranie OR=2,75 (p=0.010)

Emocneé zanedbavanie OR=2,5 (p=0.002)
Kombinovana traumatizacia OR=3,8 (p=0,001)

Kruskal-Wallis — rozdiely medzi M1 a M2:
Zivotné stresory (p=0.010. Cohenovo d=0.68)
Interpersonalne nasilie (p=0.016. Cohenovo d=0.27)
Vztahova uzkostnost (n.s.)

‘Vztahova vyhybavost' (p<0.,05. Cohenovo d 0.2)

M3: Referovanie inych
bolestivych syndrémov

(N=279)

M1: Subjektivne zdravi
(N=235)

Log. regresia—prediktory M3 vzhI’adom k M1:
Emocné tyranie OR=1,9 (p=0.016)

Fyzické tyranie OR=2,0 (p=0.036)

Emocné zanedbavanie OR=1,6 (p=0.017)
Kombinovana traumatizacia OR=2,1 (p=0.017)

Kruskal-Wallis — rozdiely medzi M1 a M3:
Zivotné stresory (p<0.001. Cohenovo d=1,14)
Interpersonalne nasilie (p=0.009, Cohenovo d=0.49)
Vzt'ahova uzkostnost (n.s.)

Vztahova vyhybavost' (n.s)

Z1: Subjektivne zdravé

Z1: Subjektivne zdravé

A

Zeny (N=637)

o a
72: Referovanie migrény

(N=170) (N=158)

Log. regresia—prediktory Z2 vzhl’adom k Z1:
Emocné tyranie OR=2,4 (p=0.002)
Kombinovana traumatizicia OR=1.8 (n.s.)

Kruskal-Wallis — rozdiely medzi Z1 a Z2:

Zivotné stresory (p<0.001. Cohenovo d=0,64)
Interpersonalne nasilie (p=0.003. Cohenovo d=0.26)
Vzt'ahova uzkostnost' (p=0,006, Ccohenovo d=0,25)
Vztahova vyhybavost' (n.s)

Z3: Referovanie inych
bolestivych syndréomov
=170 hhaie

(=170) (N=309)
Log. regresia—prediktory Z3 vzhI’adom k Z1:
Emocné tyranie OR=2,2 (p=0,004)
Kombinovana traumatizacia OR 1.8 (n.s.)

Kruskal-Wallis — rozdiely medzi Z1 a Z3:

Zivotné stresory (p<0.001 Cohenovo d=0.64)
Interpersonalne nasilie (p=0.008. Cohenovo d=0.26)
Vzt'ahova uzkostnost (n.s.)

Vztahova vyhybavost' (n.s)

Schéma 3. Dizajn $tadie z kapitoly 6

V naSej populacnej vzorke, vyskyt emocného a fyzického tyrania, najmi vSak vyskyt
emoc¢ného zanedbdvania a kombinovanej traumatizacie vyrazne predikovali vyskyt migrény aj
inych bolestivych syndromov u muzov. U zien bolo vyznamnym prediktorom vyskytu migrény
spomedzi typov traumatizacie v detstve len referovanie 0 emoénom tyrani. Emocné tyranie sa
teda ukazuje ako vyznamny prediktor vyskytu migrény u muzov a este silnejsie u Zien, podobne
ako v multicentrickej $tadii s lud'mi trpiacimi migrénou (Tietjen et al., 2010a, 2010b).
Podobne, v nedavnej nemeckej $tudii s reprezentativnou vzorkou (Brown et al., 2018) sa
ukdzala vyraznd suvislost emoc¢ného tyrania s viacerymi typmi chronickej bolesti vratane
bolesti hlavy. Emocné tyranie vratane verbalneho tyrania (nadavania, urdzania, poniZovania)
moze unikat’ pozornosti (na rozdiel od viditeI'nejSieho fyzického tyrania), znehodnocujuce
a zranujuce slovad vSak maji vyrazne negativny dopad na sebaobraz a sebatctu. U Zien
vystavenych verbalnemu tyraniu sa zistilo zredukovanie oblasti mozgu stvisiacich prave so
sebahodnotou a sebauctou (Choi et al., 2009). Emoc¢né tyranie v detstve predstavuje rizikovy
faktor najmé pre duSevné ochorenia, napr. izkostné a depresivne poruchy (Kisely et al., 2018;

Norman et al., 2012), ale viaceré Studie potvrdzuji aj suvislost' s bolestami hlavy resp.
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migrénou u muzov aj zien (Norman et al., 2012; Tietjen et al., 2010a, 2010b). Ked’ vezmeme
do uvahy zistenia o vy$Som vyskyte emocného tyrania v populacii 'udi trpiacich migrénou
(Tietjen et al., 2010b), zistenia asociacii medzi emo¢nym tyranim a bolestami hlavy resp.
migrénou (Anda et al., 2006; Brown et al., 2018; Tietjen et al., 2010b) a stvislosti s v€asnym
vekom nastupu ochorenia, nezavisle na sociodemografickych faktoroch alebo sucasnej depresii
¢iuzkosti (Tietjen et al., 2010b), mohlo by prave emo¢né tyranie zohravat’ vyznamnu rolu pri
patogenéze migrény.

U muZov sa v naSej $tadii okrem emocného tyrania potvrdili aj fyzické tyranie a emocné
zanedbavanie ako prediktory vyskytu migrény. Fyzické tyranie sa ukdzalo ako prediktor
migrény umuzov aj v §tadii Brennenstuhl a Fuller-Thomson (2015) s reprezentativnou
kanadskou vzorkou, pri€om asocidcia zostala vyznamna aj po zohl'adneni d’al§ich premennych
vratane sociodemografickych faktorov, tzkosti a depresie. V nasej stadii sme zohl'adiiovali len
vek respondentov, zohladnenie d’alSich parametrov by mohlo byt predmetom naslednych
vyskumov. Emocné zanedbavanie sa Vv nasej vzorke muZzov trpiacich migrénou vyskytovalo
V 66% (1,5-krat viac nez u subjektivne zdravych muzov) a malo prediktivnu hodnotu pre vyskyt
migrény u muzov. So Studiami skiimajucimi emoc¢né zanedbavanie zvlast' u muzov s migrénou
sme sa nestretli, celkovo je emocné zanedbavanie skimané menej, podl'a meta-analytickej
Stadie je ,,zanedbavanie zanedbavané“ (Stoltenborgh, Bakermans-Kranenburg, & van
IJzendoorn, 2013). Z neurobiologickych $tadii vieme o redukovanom objeme corpus callosum
— Casti spajajucej obe hemisféry u chlapcov zazivajucich emo¢né zanedbavanie (Teicher et al.,
2018; Teicher et al.,, 2004) adiskutuje sa 0 moznej zvySenej citlivosti chlapcov na
zanedbavanie, resp. na nedostato¢ni stimulaciu a interakciu v ranom veku (Teicher et al.,
2004). Norman et al. (2012) v meta-analytickom prehl'ade $tudii udava stvislosti medzi
zanedbavanim a chronickou bolestou vratane bolesti hlavy resp. migrény, nie je tam ale
zmienka o rozdieloch medzi muZzmi a Zenami. Vo velkej populacnej studii s 10 krajinami
Ameriky, Eurépy a Azie (Scott et al., 2011) sa potvrdila asociicia medzi zanedbavanim
(nerozliSujucim medzi emocnym a fyzickym) a vyskytom osteoartr6zy, chronickej spinalnej
bolesti a ¢astej bolesti hlavy.

Zistenia o prediktivnej hodnote emo¢ného zanedbavania na vyskyte migrény resp. inych
bolestivych ochoreni u muzov v nasej vzorke nas, podla dostupnych poznatkov, vedie
k ivaham o odlisSnych drahach a suvislostiach medzi traumatizaciou v detstve a neskor$im
rozvojom bolesti. U chlapcov sa mze pravdepodobne uplatiovat’ pri etiopatogenéze ich zrejme
zvysena neurobiologicka citlivost’ na nedostatok podnetov a interakcii v ranom detstve (Teicher

et al., 2018), odlisna reaktivita HPA osi na stres (Wang et al., 2007), mensie ochranné posobenie
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oxytocinu a estrogénov, ktoré by vyvazovali pdsobenie kortizolu pri strese (Goldstein et al.,
2005) a samozrejme mnozstvo inych faktorov suvisiacich s genetikou a epigenetikou. Viac

0 téme diskutujeme v kapitole 6.

Rodové rozdiely v asociaciach medzi charakteristikami neistej vzt’ahovej vizby v detstve

a dospelosti a vyskytom bolesti

V studii na reprezentativnej vzorke sme vo vztahovej Uzkostnosti a vyhybavosti nezistili
vyznamné rodové rozdiely (kapitola 3). Jednym z ciel'ov Stidie v kapitole 6 bolo preskimanie
stvislosti medzi charakteristikami neistej vzt'ahovej védzby u ludi trpiacich migrénou
V porovnani so subjektivne zdravymi, oddelene u muZzov a Zien.

U muzov trpiacich migrénou sme zistili vyznamne vyS$$iu vztahovi vyhybavost
v porovnani so subjektivne zdravymi respondentmi. Stadie skimajice vztah medzi migrénou
a vztahovou vidzbou nezohl'adiiuju rozdiely medzi muzmi a Zenami a s robené najma s detmi
a adolescentmi. Tarantino et al. (2017) zistili u deti s Castou a intenzivnou bolestou hlavy
prevahu uzkostne-ambivalentného $tylu, Esposito et al. (2013) uvadzaju vyssi vyskyt neisto-
vyhybavej vztahovej viazby u deti a mladistvych s migrénou. Savi et al. (2005) v stadii so
114 dospelymi s migrénou a tenznou bolestou hlavy uvadzaji prevahu neisto-ambivalentnej
a neisto-vyhybavej vzt'ahovej vizby. Vyss§ia vztahova vyhybavost' u muzov trpiacich migrénou
mdze v nasej vzorke suvisiet’ s vys§im vyskytom emoc¢ného zanedbavania, ktoré v nasej vzorke
stredne silno spolu koreluju. Deti zazivajuce emoc¢ni nedostupnost’, odmietanie a nedostatocnii
emoc¢nu naklonnost’ od vztahovych 0s6b si mézu rozvinit’ vyhybava stratégiu vo vztahu nielen
k druhym ale aj k sebe, resp. k vnimaniu vlastnych potrieb, pocitov. Ukazalo sa, ze emo¢né
zanedbavanie moze suvisiet' s alexitymiou, teda so znizenou schopnostou rozpoznavat,
pomenovavat’ a vyjadrovat’ svoje emocie a pocity (Aust et al., 2013). U pacientov s migrénou
sa zistuje suvislost’ s alexitymiou (Galli et al., 2017) a ukazal sa spolo¢ny vyskyt alexitymie,
uzkosti a depresie u pacientov s migrénou (Yalug et al., 2010).

U zien trpiacich migrénou sme zistili vyznamne vyssiu vztahovua tizkostnost’. V $tidii
mapujucej vztahova vizbu ako moZzného mediitora medzi traumatizdciou a somatizaciou v
dospelosti Waldinger et al. (2006) zistili, ze u Zien je neista vzt'ahova vdzba (najma ustraSena
a zapletena) medidtorom medzi traumatizaciou v detstve a somatizaciou v dospelosti. Zeny so
zvySenou vzt'ahovou uzkostnostou moézu jednak uzkostne reagovat’ na bolest’ (¢o prispieva
k chronifikacii), ale v ramci zvySenej somatizacie sa mdze u nich jednat aj o vyjadrenie

bolestivého symptému ako ekvivalentu ¢i korelat negativnej emdcie.
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Zivotné stresory a zdravie

Mnohé prace potvrdzuji asocidcie medzi mnoZzstvom celozivotne prezivanych stresorov
a zdravim. V §tadii skimajicej americka reprezentativnu vzorku (Sledjeski, Speisman, &
Dierker, 2008), celkové mnozstvo Zivotnych traum vyznamne predikovalo va¢sinu chronickych
zdravotnych problémov, ato nezdvisle od symptomatoldgie posttraumatickej stresovej
poruchy. Cloitre et al. (2001) vo svojej stadii s vzorkou Zzien traumatizovanych v detstve
a naslednou interpersonalnou traumatizaciou v dospelosti zistili, Ze kumulovana traumatizacia
stvisi s mnozstvom udavanych zdravotnych tazkosti. Podobné vysledky uvadza klinicka stadia
Lampe et al. (2003), v ktorej sa potvrdila stvislost medzi fyzickym tyranim a mnozstvom
celozivotnych stresorov a chronickou bolestou (bolest’ chrbta a bolesti v malej panve) u Zien.

V zhode s vyssie uvedenymi zisteniami, sa v nasej stadii (Kapitola 5) potvrdil linearny
vztah medzi celkovym vyskytom zivotnych stresorov aj stresorov zazitych do 16-teho roku
Zivota a medzi subjektivne udavanym celkovym fyzickym zdravim a intenzitou bolesti. Cim
viac stresorov l'udia zazivali, tym horsie bolo celkové fyzické zdravie, a tym vysSiu intenzitu
bolesti udavali. V kapitole 6 sme potvrdili savislosti medzi vyskytom bolestivych syndromov
(migrény, bolesti chrbta, bolesti v malej panve, bolesti nejasného povodu) a mnoZstvom
celoZivotnych stresorov, vratane skusenosti s interpersonalnym nasilim. Pri analyze samotného
vyskytu migrény bola tato suvislost’ (s udavanim stresorov a interpersonalneho nasilia) silnejsie
vyznamna u zien. V multicentrickej Studii s 'ud'mi, prevazne zenami trpiacimi migrénou
(Tietjen et al., 2010a) sa ukazalo, ze takmer u dvoch tretin participantov s migrénou
udavajucich fyzické tyranie a/alebo sexudlne zneuzivanie v dospelom veku zazivalo emocné
tyranie v detstve a, z opaéného pohladu, 43 % T'udi so sktisenostami traumatizacie v detstve
bolo reviktimizovanych v dospelosti.

Mnoho S§tadii sa venuje suCasne popri suvislosti stresorov s ,fyzickym® resp.
psychosomatickym zdravim aj psychickému — duSevnému zdraviu, priCom je zndma asociacia
kumulovanej traumatizacie s depresiami, najma ak je stiCasne pritomna traumatizacia v detstve
aj dospelosti (Openshaw et al., 2015; Vinkers et al., 2014). Schumacher et al. (2010) potvrdili
vyznamny negativny vplyv sklsenosti s interpersondlnym nasilim u Zien na celkovy
psychologicky distress. V nasej studii (kapitola 5) sme potvrdili vyznamny linearny vztah
medzi zhorSenym subjektivne hodnotenym psychickym zdravim a poftom celoZivotnych
stresorov, stresorov prezitych do 16 roku zivota a skusenostami s interpersondlnym nasilim.

V kapitole 8 v grafe vo vyskyte zivotnych stresorov uvadzame priemerné hodnoty vo
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vybranych skupinach stvisiacich stémou nasSej prace aje zrejmé, Ze pacienti s klinicky
diagnostikovanou uzkostnou poruchou a sicasne bolestou maji vyznamne vyS$i vyskyt
celozivotnych stresorov a vo vyssej miere udavaji skusenost’ s interpersonalnym nasilim nez
respondenti z populacnej vzorky. Tento nalez podporuje vyskumy zistujice negativhe

posobenie kumulovanych Zivotnych stresorov na dusevné zdravie.

9.3 Silné stranky a limity

9.3.1 Kvalita vzoriek

Silnou strankou tejto prace je pouZitie 2 reprezentativnych vzoriek dospelych vo vyskume, ¢o
umoziuje ich porovnanie s inymi populacnymi Studiami. Zber tudajov bol realizovany
technikou Standardizovaného rozhovoru (face to face) vyskolenymi administratormi a vd’aka
tomu sme dospeli k tdajom bez chybajtcich odpovedi. Klinicka vzorka bola sice mensia, ale
zber bol realizovany s rovnakym dotaznikom. Istym limitom je, ze udaje v klinickej vzorke
neboli ziskavané technikou rozhovoru, ale vyplnovanim dotaznika respondentmi, ktori sa vSak

V pripade nejasnosti otazok mohli obratit’ na kompetentna osobu.

9.3.2 Kvalita informacii

Vyhodou bolo, Ze sme pouzivali dotazniky, ktoré¢ st validované a bezne pouzivané v zahranici.
Vsetky dotazniky boli sebaposudzujuce. V kapitolach 4, 5, 6, 7 a 8 sme vyhodnocovali udaje
tykajlce sa traumatizacie v detstve a dospelosti. O validite retrospektivne udavaného tyrania,
zneuzivania a zanedbavania sa dlhodobo diskutuje, opakovane sa vSak napriek moznych
chybdm v merani potvrdzuje ich vypovedna hodnota a skor sa hovori o tendencii zniZene
referovat’ o zlom zaobchadzani (Hardt, 2016; Hardt & Rutter, 2004; Raphael, Widom, & Lange,
2001). Z hradiska vyskumov v klinickej vzorke je ddlezité zistenie, ze vypovedanie o traume
Vv detstve nie je ovplyvnené psychiatrickou diagnézou (Spinhoven et al., 2014). Informacie
0 zdravotnom stave a o0 vyskyte dlhodobych ochoreni boli zistované tiez na zaklade
sebaposudzovania a mohli tak byt’ nepresné. Na druhej strane, v populacnych Stidiach sa bezne
pouzivaju na hodnotenie zdravotnych tazkosti sebaposudzujiice dotazniky a ukazuju sa ako
validna moznost pre vyskum v oblasti posudzovania suvislosti medzi psychosocidlnymi
charakteristikami a zdravim (Baumeister et al., 2010). Nevyhodou mohla byt’ dizka dotaznika,

ktora mohla sposobit’ uUnavu respondentov a problémy so sustredenim sa. V
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niektorych dotaznikoch, napr. v dotazniku na zistovanie prezivania vo vztahoch (kapitola 3)
su otazky kladené reverzne a tie mézu spdsobovat’ problémy najmd u menej vzdelanych a
mladistvych obyvatel'ov.

Mozné skreslenie odpovedi na citlivé otazky v zmysle socidlnej ziadicnosti byva limitom
vyskumov postavenych na sebaposudzujicich dotaznikoch. Na druhej strane, respondenti boli
informovani o dodrzani anonymity a administratori boli neutralne, pre respondentov nezname
osoby. Iné to bolo v pripade klinického vyskumu, kde zbieral udaje lekar — psychiater, ktory je
v8ak viazany lekarskym tajomstvom a pacienti maji tendenciu sa lekarovi zverit’ s ich

nepriaznivymi zaZitkami.

9.3.3 Kauzalita

ISlo o prierezové Studie analyzujice udaje z roznych oblasti v jednom case. Takyto dizajn
neumoziuje spolahlivo posudzovat’ kauzalitu. Ked’ vSak poznadme €asovu naslednost’ javov
a mame moznost’ $tatisticky porovnat’ rozdiely v ich vyskyte v popula¢nej a klinickej vzorke,
mdzeme s urcitou opatrnostou tvorit’ hypotézy o kauzalite, mézeme sa pri tom opriet’ aj
0 poznatky ziskané z inych zdrojov, napriklad z dlhodobych klinickych kazuistickych
pozorovani s dokladnou biografickou anamnézou, z klinickych pozorovani suvislosti medzi
psychodynamikou, zZivotnymi udalostami a symptomatologiou. Pre solidnost’ retrospektivne
ziskanych psychosocialnych rizikovych faktorov sved¢ia tiez longitudinalne sledovania, ktoré

potvrdzuja vyznam povodne retrospektivne identifikovanych faktorov.

9.4 Implikacie pre prax

Klinické implikécie vychadzaji z hlavnych zisteni tejto prace, ktoré potvrdzuju negativny
ucinok traumatizacie v detstve a dospelosti na zdravie.

V kapitole 7 sme poukazali na to, ze niektoré typy traumatizacie v detstve, a najma
kombinovana traumatizacia, zvySuju riziko vyskytu chronickej bolesti a uzkosti vo vSeobecne;j
aj klinickej populacii. Chronické bolest’ vyrazne postihuje kvalitu Zivota, spanok, schopnost’
pracovat’ a zvySuje zdravotné naklady. Najmd skupina pacientov trpiacich chronickymi
bolestami, ktorych intenzita a zavaZznost' nie je dostatocne vysvetlitelnd objektivnym
somatickym nélezom, predstavuje pre lekarov velka vyzvu. NaSe zistenia potvrdzuju, Ze
traumatizacia v detstve, najmi ak je kombinovand, zvySuje riziko vyskytu chronickych bolesti

vo vSeobecnej populdcii, a eSte viac v populécii pacientov s tizkostnou poruchou, kde sa ukazal

178



ako vyrazny aj vplyv zvySenej vztahovej uzkostnosti. Bolo by prinosné, keby lekari
prichadzajuci do styku s pacientmi s chronickymi bolestami (obvodni lekari, neurologovia,
algeziologovia) mysleli uz pri zistovani biografickej anamnézy na dolezitost’ postidenia ranej
traumatizacie a zivotnych stresorov, ktoré sa mézu spolupodielat’ na vzniku a chronifikacii
ochorenia. Napomocné pri tom mozu byt dotazniky na posudzovanie vztahovej vizby
a traumatizacie v detstve a neskorSom Zivote. Dolezité je tiez posudit’ pritomnost’ tizkostnej
symptomatiky, ktord moze predchadzat’ alebo nasledovat’ chronickll bolest’ a podiel'a sa na
chronifikdcii bolesti. Pri stresom indukovanej hyperalgézii (Egle, Egloff, & von Kénel, 2016)
je vhodny interdisciplinarny pristup, ktory berie do tivahy psychosocialne faktory podielajtiice
sa na ochoreni. Nemecka spolo¢nost pre terapiu chronickej bolesti (Deutsche
Schmerzgesellschaft) publikovala konsenzus o0 multimodalnej interdisciplinarnej terapii
chronickych bolestivych syndromov (Arnold et al., 2014). V takychto pripadoch nie je
indikované podéavanie analgetik, najma nie opiatov, ani podstupovanie invazivnych zékrokov,
Z dlhodobého hladiska nie st vhodné ani benzodiazepiny, uzitocné moézu byt dudlne
antidepresiva. Je dolezité edukovat’ pacienta 0 moznych mechanizmoch, ktoré sa podiel'aji na
vzniku a udrziavani bolesti, pracovat’ s dysfunkénymi schémami, naucit’ pacienta rozpoznavat’
spustace zhorSeni bolesti, pracovat’ s pozitivnym vnimanim tela, so zdrojmi, ndpomocné moézu
byt relaxacné techniky, napriklad, autogénny tréning alebo Jacobsonova relaxacia.

V kapitole 6 sme poukazali na rodové rozdiely v miere rizika, aké predstavuju niektoré
formy traumatizacie pre vyskyt migrény. U zien sa ukdzalo emocné tyranie ako vyznamny
prediktor vyskytu migrény, ale u muzov boli prediktormi vyskytu migrény aj fyzické tyranie,
emocionalne zanedbavanie a kombinovana traumatizicia. Zivotné stresory sa ukazali ako
vyznamne asociované s vyskytom migrény u muzov aj zien. NaSe zistenia poukazuju na
dolezitost’ SirSich tivah o etiopatogenéze migrény so zahrnutim zistovania mozného podielu
ranej traumatizdcie a pdsobenia stresorov, ktoré by mohli byt sucastou anamnestického
vySetrenia. Pritomnost’ psychosocidlnych faktorov pri vzniku migrény/bolesti hlavy si
zasluhuje integrovany terapeuticky pristup.

V ramci pristupu lekarov a ¢lenov pomahajiiceho timu k pacientom s chronickymi
bolestami sa nam javi ako uzito¢né pracovat’ s konceptom zalozenym na poznatkoch z oblasti
vztahovej vizby a reagovat’ na pacientov s ohl'adom na ich $tyl vztahového spravania. Pacienti
reaguju na lekdra, zdravotnika, psychologia, psychoterapeuta ¢i socidlneho pracovnika ako na
vztahovu figliru, uplatiiuji svoje zakladné vyvinuté stratégie (v zmysle hyperaktivacie alebo
deaktivacie vztahového systému), najmi v stave niidze, v ramci zvySeného stresu, ktorym je aj

pritomnost’ zdravotnych tazkosti ¢i bolesti. Sposob, akym poméhajici profesiondli reaguji na
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pacienta, moze vyrazne ovplyvnit priebeh liecby aj samotného ochorenia a zlepSovat
spolupracu pri liecbe.

Nase zistenia poukazuji aj na doleZitost’ primarnej prevencie, v zmysle podporovania
bezpecnej vzt'ahovej vizby, ktora je spajana s najniz§im vyskytom traumatizacie v detstve
a ulahcuje rozvinutie mentalizacnej schopnosti, je protektivnym faktorom podporujucim
zdravie. M6zu v tom pomdct’ rozne preventivne edukacné programy oslovujice tehotné zeny
a rodicov, vychadzajice z poznatkov vztahovej viazby (Brisch, 2010; Hoffman, Cooper, &
Powel, 2018). Uz tehotenstvom, pérodom a bezprostredne po flom sa mdzu nastavovat
zakladné neuroendokrinne regulacie u dietata a ak je matka pocas tehotenstva v zvySenom
strese, ak porod a bonding neprebiehaju optimalne, mdéze sa zvySovat vulnerabilita na stres.
Z tohto hladiska je primarnou prevenciou zaistenie optimdlneho tehotenstva, porodu
a poporodného bondingu. V tychto procesoch zohrdva vyznamnu rolu endogénny oxytocin,
rutinné zasahy pri poérode ale mdéZu negativne zasahovat’ do prirodzenych regulacii a stazovat
vyvin materskych adaptacii (Kasc¢akova & Hasto, 2018).

Doélezitou sucastou prevencie moze byt zvySovanie povedomia obyvatel'stva
0 negativnom vplyve ranej traumatizdcie na zdravie. Scitlivovanie spolo¢nosti na problematiku
zlého zaobchadzania v detstve mdze zvySovat’ zachytavanie problému v spolo¢nosti a nasledné
vCasné rieSenie vratane socidlnej, psychologickej, pripadne psychiatrickej lieCby. Vcasné
rieSenie problematiky, zastavenie dalSej traumatizacie dietata a terapeutickd pomoc moézu
poOsobit’ preventivne pred vznikom negativnych désledkov na zdravie.

Velky dosah m6zu mat’ preventivne programy zamerané na zvySovanie resiliencie
(APA, 2019) u deti aj dospelych. V takmer tridsiatich krajinach prebieha Program Zippyho
kamardti (Zippy’s Friends)®®, ktory nadviizuje na dlhodoby zdujem o problematiku dusevného
zdravia, najmi o problémy zvladania zataZe a stresu u deti a mladeze. Na Slovensku program
funguje od roku 2014, pod zastitou Ligy za duSevné zdravie a MUDr. Alexandry Brazinove;.
Program Zippyho kamarati je uréeny pre deti predskolského veku, a jeho pokracujica forma
pre deti vo veku 8-10 rokov. Skusenosti z realizacie programu ukazuju, Ze deti po jeho
absolvovani dok4zu lepSie vyjadrovat’ a chapat’ svoje emocie, spracovavat rozne zatazové

socialne situacie, vychadzat’ s rovesnikmi, stirodencami, rodi¢mi a ostatnymi l'ud’mi.*

13 https://www.partnershipforchildren.org.uk/
14 http://zippyhokamarati.sk/
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9.5 Implikacie pre d’alsi vyskum

Na vyskumné zistenia uvedené v tejto praci nadvizuje pokracujica analyza ziskanych dat
VvV ramci projektu, ktory je zamerany na zistovanie faktorov, ktoré by mohli byt mediatormi
medzi traumatizaciou v detstve a zdravotnymi tazkost’ami v dospelosti.

V kapitole 6 a 7 sme potvrdili, Ze jednotlivé typy traumatizacie v detstve st prediktormi
pre vyskyt subjektivne udavanych dlhodobych bolesti a tizkosti vo vSeobecnej aj klinicke;j
populacii a nezavisle od toho sme potvrdili suvislosti uvedenych tazkosti so zvySenou
vzt'ahovou uzkostnostou. Ukazuje sa, zZe jedinci zaZivajici traumatizaciu v detstve maji vyssi
vyskyt neistych Stylov vztahového spravania v dospelosti. Neistd vzt'ahova vidzba je
nespecifickym rizikovym faktorom pre psychopatologiu v dospelosti arozvoj viacerych
ochoreni. Je teda pravdepodobné, ze by dimenzie vztahovej vizby, najmid vztahova
uzkostnost’, mohli byt medidtormi medzi ranou traumatizaciou a zdravim. Nie je mnoho prac,
ktoré by sa témou zaoberali v tomto kontexte, preto by mohlo byt’ prospesné zameranie sa prave
na dimenzie vzt'ahovej vizby ako mediatory medzi traumatizdciou a zdravim.

V kapitole 5 sme potvrdili linearny vzt'ah medzi vyskytom zivotnych stresorov a horSim
subjektivnym vnimanim zdravia. V kapitole 6 sme potvrdili nezavislé asociacie medzi
traumatizaciou v detstve a zdravotnymi tazkostami a medzi Zivotnymi stresormi a zdravim.
Dal§imi mediatormi vztahu medzi detskou traumatizaciou a zdravim by mohli byt prave
nasledné Zivotné stresory zazité v dospelosti, ktor¢ mozu u vulnerabilnych jedincov spustat
vyskyt psychopatologie ¢i somatickych tazkosti.

Bezpecna vzt'ahova vizba, teda nizka uzkostnost aj vyhybavost’ st povazované za
ochranné faktory, spoloéne s resilienciou. Dal§im cielom do budicna je zamerat sa na
preskimanie vztahovej vazby a resiliencie ako mediatorov medzi traumatizaciou v detstve
a zdravim.

Traumatizacia v detstve sa ukazuje ako silny prediktor pre dusSevné zdravie (Gzkostné,
depresivne poruchy). Klinickd vzorka pacientov s diagnostikovanou Uzkostnou poruchou
pouZitd v naSom vyskume ma 67 pacientov a bolo by prinosné ju rozsirit’. V sucasnej dobe sa
zbieraju data od pacientov s depresivnou a bipolarnou poruchou. Vyskumy v tychto skupinach
pacientov takisto moZu prispiet’ k lepSiemu pochopeniu vzajomnych vztahov medzi
psychosocialnymi faktormi a genetickou vulnerabilitou.

Nase zistenia pochadzaju zo $tudii s prierezovym dizajnom. Longitudinalne Stadie by
mohli potvrdit’ kauzalitu medzi traumatizaciou v detstve, vzt'ahovou vizbou, resilienciou

a zdravim.
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Zhrnutie

Tato studia je zamerana na posudenie vztahov medzi vyskytom traumatizdacie v detstve a
stresorov pocas zivota, charakteristikami vztahovej vizby a vyskytom zdravotnych tazkosti.
Zaoberali sme sa konkrétne vybranymi bolestivymi syndromami a vyskytom tizkosti, pricom
sme porovnavali popula¢nu vzorku s klinicky diagnostikovanou vzorkou a zohl'adiovali aj
rodové rozdiely. Zistili sme, Ze jednotlivé typy traumatizacie v detstve a najmd kombinovana
traumatizacia su prediktormi vyskytu bolestivych syndroémov a izkosti vo v§eobecnej populacii
a vyskytu klinicky diagnostikovanej uzkostnej poruchy. Potvrdil sa vztah medzi vzt'ahovou
uzkostnostou a vyskytom dlhodobych bolesti a tizkosti vo vSeobecnej populacii a najmi u
pacientov s klinicky diagnostikovanou tizkostnou poruchou. Vysledky poukazali na dolezitost’
analyz rodovych rozdielov pri posudzovani vzt'ahov medzi traumatizdciou a zdravim. Muzi
referujuci traumatizéciu v detstve mali vyssie riziko vyskytu migrény, najma ti, ktori udavali
emoc¢né zanedbavanie, fyzické a emocné tyranie, aj ti, ktori udavali traumatizaciu tromi a viac
typmi zlého zaobchadzania. Zeny referujiice emo¢né tyranie mali vy$§i vyskyt migrény.
Asociacia zivotnych stresorov s vyskytom migrény bola silnejSia u zien ako u muzov. Muzi
trpiaci migrénou mali vyznamne vy$S$iu vztahovil vyhybavost' a Zeny trpiace migrénou mali
vysSiu vztahovi uzkostnost’. Boli sformulované implikdcie pre d’al§i vyskum, so zameranim sa
na posudzovanie charakteristik vzt'ahovej vizby a resiliencie ako moznych medidtorov vzt'ahu
medzi traumatizaciou Vv detstve a zdravim. Odporu¢ania pre prax smeruji k venovaniu vicésej
pozornosti u pacientov s chronickymi bolestami a tizkostnymi poruchami ranej traumatizacii
a neistej vztahovej viazbe ako podstatnym faktorom, ktoré sa spolupodiel’aju na etiopatogenéze
a symptomatike. Dal§im praktickym odporti¢anim je pristupovat’ k pacientom s dlhotrvajicimi
bolestami individudlne a pri intervencidch vyuzivat’ poznatky z tedrie vztahovej vizby a
mentalizdcie, pretoze to moéze prispiet’ k lepSej spolupraci pacienta a lepSiemu priebehu

ochorenia.

182



Abstract

This study assesses the relationships between childhood trauma, life stressors, attachment
characteristics and the occurrence of health difficulties. We focused specifically on selected
long-lasting pain conditions, whereby we compared a general sample with a clinical sample,
while taking into account gender differences. We found that individual types of childhood
trauma, particularly multiple trauma, are predictors for the occurrence of long-lasting pain
syndromes and anxiety in the general population and predictors for a clinically diagnosed
anxiety disorder. We confirmed a relationship between attachment anxiety and the occurrence
of long-lasting pain syndromes and anxiety in the general population as well as in patients with
a clinically diagnosed anxiety disorder. The results indicate that gender-specific analyses are
very important in assessing relationship between traumatization and long-lasting pain. Men
reporting childhood trauma had higher odds of migraine, especially those reporting emotional
neglect, physical and emotional abuse, as well as those reporting three or more childhood
adversities. Women reporting emotional abuse had higher odds of migraine. Both men and
women with migraine had higher levels of life stressors and interpersonal violence, with a
stronger association in women. Men with migraine had higher attachment avoidance and
women higher attachment anxiety. Implications for subsequent research were formulated, with
a focus on the assessment of attachment characteristics and resilience as possible mediators of
the relationship between childhood trauma and health. Implications for practice suggest that in
patients with chronic pain and anxiety disorders in particular, attention should be paid to the
occurrence of early trauma and insecure attachment, because these factors can be underlined in
the aetiopathogenesis and symptomology. Other practice implications tend towards
approaching patients with chronic pain individually while utilizing attachment and
mentalization concepts, because they may substantially contribute to better cooperation and a

better course of illness.
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