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UVODNE SLOVO

Problematika deti, ktoré¢ maju rodicov s duSevnymi ochoreniami nie je zatial
systematicky rozpracovand. V praxi sa s tymito detmi odbornici v poma-
hajtcich profesiach stretavajii, ked’ sa udietata objavia nejaké problémy,
napr.: zlyhavanie v Skole, konflikty s rovesnikmi alebo s autoritami, napadné
neobvyklé spravanie, a pod. Psychiatri sa im venuju v pripade, Ze sa u deti
tieZ prejavia psychické poruchy. Deti, ktoré na seba neupozornia vychov-
nymi problémami, ostavaji bez zvlastnej pozornosti dospelych. Preto sa
nazyvaju aj ,,zabudnuté deti” (Pretis, Dimova, 2010). Napomocnou osobou
mdze byt sused, ucitel’, vychovavatel’, rodinny prislusnik, ¢ize ¢lovek, ktory
poskytne dietat'u istotu zdravého vztahu bez narusenia lojality voci rodicovi.

NasSou snahou je oslovit’ prostrednictvom projektu Kids Strengths — Deti
v kontexte dusevnych poruch odbornikov pracujucich s detmi a rodinami.
Zbornik je vystupom zmedzinarodnej vedeckej konferencie na tému
dusevnych ochoreni v rodine, ktora sa uskuto¢nila 2. septembra v Bratislave.
Zaroven je jednym z parcialnych vystupov projektu. Obsahuje prispevky
zahrani¢nych i domacich autorov, ktoré odzneli na konferencii, ako aj
prispevky, ktoré pre kratkost’ casu neboli do programu zaradené.

Texty je mozné vyuzit’ na postgradualne vzdelavanie liecebnych pedagdgov
a taktiez ako doplnkovy material k Studijnym kurzom zaoberajucim sa
psychickym ochorenim v rodine (napr. Rodinny systém avychova,
Socialna patoldgia, Psychosocidlna rehabilitdcia, Krizova intervencia, a
dalsie), ako aj systémovym pristupom Kk diet’at’u s t'azkost’ami v $kole
(napr.: Poruchy ucenia, Poruchy spravania). Prispevky v anglickom jazyku
je mozné vyuzit v kurzoch odborného cudzieho jazyka (napr.: Odborny
cudzi jazyk, CudzojazyCné texty).

V Bratislave 20. septembra 2011 editorka
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1 UVAHY A TEORETICKE PRISPEVKY

SUPPORT FOR CHILDREN OF MENTALLY ILL PARENTS

Katja BEECK
Netz und Boden, Germany

Abstract: The situation of every child with a mentally vulnerable parent is different.
The paper describes factors that influence the coping process such as resilience or
availability of help. The author gives examples of ways of supporting these children,
helpful strategies and also necessary skills of the supportive persons. The Mentoring
Programme that is used in Germany for long-term accompanying of lonely single
parent families with mentally ill parent with dependent children is described. Also
the usage of emergency documents is introduced.

Key words: mentally ill parent, needs of children, supportive person, mentoring
programme, emergency documents

»1 grew up with a single mother who suffers
till today from a bipolar disorder — over
fifteen times she has suffered from
depressions and psychosis. Besides that she
has abused alcohol. A clinical treatment was
very often nessessary. In the psychoses, of
course, her compliance was very low so | was
the one who took care of myself and of her. |
felt like an allien and so alone. In her
psychosis I felt like falling in a hole ,,without
net and ground.“ That is my motivation to
improve the situation of those children
because later on | realized that so many
children in Germany had a very similar
destiny as I had.”

Without net and ground

My experiences with the subject
1. Self help groups for adult children of mentally ill parents (2001-2004).
2. ,Netz und Boden* - Initiative For Children Of Mentally Ill Parents
(started 1999), which has the following strong points:
- further training courses for professionals of different fields,



counselling for professionals, relatives of children, children (also the
adult ones) and other supportive persons,

initiation and conception of offers for support for the children and their
mentally ill parents,

publishing brochures,

networking.

Mentoring programme for children of mentally ill parents, by the
youth aid charity AMSOC (started 2005).

What should be still mentioned

In specialist publications you often find the general term ,,THE children
of mentally ill parents* — but THE children do not exist — the situations
of the children and their concrete burdens are individual.

Those children were the ,,forgotten children in Germany till 1995.
Factors that influence the concrete burden of a child are

1. the mentally ill parent,

2. the social environment, and

3. the child:

- concrete symptoms, their strengths and the course of illness
- the parents’ insight into the illness and willingness to make precautionary

provisions for oneself and the child
continual availability of an emotionally stable supportive person for the
child

- size of the family and who lives close
- amount of time the child spent with acutely ill parent

If the stress level for a specific child is high and the resilience factors are
low the child always needs support.
Generally support comes too late, particularly when children display
social behaviour problems or they are already ill, or the family situation
has completely escalated.
Please do not wait till it is too late and the child already has own
symptoms. That makes no sense and costs more money than if the
support comes in time.

Common complications in support of children
Based on the mentally ill parent



Support usually depends on the compliance of the (mentally ill) parent
who often denies it because of their changed thinking: to make use of
support = a weakness

Fear to lose the children

Inability (due to their illness) to see the needs of the child or to reflect
their own behaviour/problems

Based on professionals / support system in Germany

Professionals often lack a systematic view. They only treat the adult
person and not the whole family system which is often sick due to the
mental illness. If they don’t have a closer look at the children’s needs
and the need of the family the children are at a high risk to become the
next generation of mentally ill parents. By the way, some professionals
already realized that. The former children of their patients are now their
current patients. But often the personnel in the psychiatric clinics change
very rapidly so they have no possibility to see the result of a one-sided
treatment.

Generally there is no support for children who behave
socially conformable (e.g. parentified children).

The professionals for mentally ill adults only focus the parent’s needs.
Support for the children or the whole family is usually only available
for a limited period of time.

Need- and solution-orientated ideas e.g. our mentoring programme
have no (permanent) financing.

Some important possibilities to support these children

Talk with the children. It should include listening to them and asking
them about their feelings.

Unfortunately to talk with the children often includes only informing
them about the mental illness.

In the first specialist books in Germany on this topic you can often read:
,»The most important thing for children with mentally ill parents is the
information about the mental illness.” But that is not true, or in different
words it is not enough.

Make sure that each child has at minimum one supportive adult
person constantly at their side who particularly (makes it possible for
the child to develop healthy bonds an acts as a suitable role model and
gives orientation).



- Settle groups especially for children with mentally ill parents. Support
their communication and integration with children in similar situations
(Create emergency documents separately for the mentally ill parent
and separately for the child).

Helpful behaviour and skills from supportive persons
Self-reflection

- What behaviour/actions and skills of your supportive persons in your

own childhood and youth did you find helpful?
Some answers of children’s mentors

- agood listener, shows interest for my viewpoints and interests

- was able to forgive my mistakes and to apologise when they made
mistakes

- patient, reliable and empathetic

- common pastimes or things you can enjoy doing together and ability to
laugh together

- able to comfort me and has a fundamentally positive attitude like “Life
goes on” and give me confidence

In Germany the family size is decreasing and furthermore the relatives also
don’t live close to each other. That’s why there exist more and more single
parents, especially single mothers and the need for mentoring programmes is
increasing. (And | guess this development will be similar in your country,
too.).

Further requirements for mentors (volunteers) for these children
- time and ability to take care of minimum one child; willingness to deal
with the mentally ill parent and to respect them in their parental role;
be able and willing to establish reliable relationships; very good
communication skills, empathy and ability to reflect (among other things
with regard to own experiences, past and present); mentally resilient.

The basic concept of our mentoring programme
- continuous availability of an emotionally stable attachment figure = the
highest resilient factor for child’s healthy emotional development
- planed up to 18" birthday of the child and longer
- in times when the mentally ill parent is generally able to care for their
child (establishment of the mentoring programme; mentee and mentor
meet regularly)
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in times of crisis of the mentally ill parents: taking in and taking care of
the child at mentor’s home.

The youth aid organisation tasks in the mentoring programme

recruitment of mentors (e.g. through advertising, poster campaigns)
selection and training of mentors

gathering information and selection of families of origin

arranging mentorships

accompanying mentorships (e.g. individual conversations/mediation,
group supervision, further training events, meetings with other mentors,
mentorship celebration)

further development of the programme

media and public relations / networking

fundraising / maintenance of the programme

Talking to other children with similar experiences

Recommendation: to offer special groups for children with mentally ill
parents

Setting: min. 4 and max. 8 children in a similar mental age, meeting
once a week, binding appearance, clear structures

Typical reservations of children of such groups: a) Everything is about
my parent’s illness and this illness already takes up too much of my own
life. b) My burden is increasing, when | hear the problems of the others.
Recommendation: to respond to these reservations

Content: a) Focus must be on the child! b) Create rules for the group all
together. ¢) Creative methods to strengthen self-confidence - in general,
but also in view of dealing with the mentally ill parent.

Emergency documents for the mentally ill parent

the mentally ill person should draft an emergency document for
him/herself

in Germany these documents are legally binding, they are so-called
,health care proxy,” ,durable of attorney* and ,,patient’s living will*
and they are becoming more popular

important aims of such a document: a) guaranteed that in case of an
emergency (e.g. disorientation due to an accident, age, mental illness)
the will of a person is taken into account — for themselves but also in
respect to the child; b) support the loved ones to have more certainty
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- suggestion for the content (examples): a) In which hospital and how
long would I like to be treated? b) Which things should someone bring
to the hospital? c) Should my child visit me or not? Who takes care of
the child in the case of an emergency? What is important for the child?

Suggestions for the content of emergency letters for children
In my opinion one of the biggest gifts from a mentally ill person is a special
letter for a loved one — of course, especially for a child. Maybe you can
motivate a mental ill parent to write such a letter. But what should be written
in such a letter? Everything what a parent would like to say to their children
in case of an emergency.
First: a) express your regret that your child needs the letter, b) describe the
typical symptoms of your illness which your child has probably noticed by
now, c) directly encourage your child to trust their perception/instincts
(especially when the parent’s illness is psychosis), d) empathise with your
child, e) describe the possible effect of your changed behaviour.
To the handling with your symptoms: What could/should your child do or
not do? What could be helpful?
- Allow your child to inform your helpers and to ask for help for
him/herself.
- Give them explicit ,,permission to talk at least to special persons.
- Request that your child takes care of him/herself. Make concrete
suggestions.
- Hint to a list of suggested people whom your child can turn to with their
thoughts and worries. Say who is taking care for your child now.
- Give your child encouragement and hope for improvement in your
health and show understanding for the straining situation.
- Remind your child of the good times spent together and specific shared
experiences.
- Remind your child that the last time you were ill you managed to get
well again.
- Increase your child’s self esteem: What do you like best about your
child?
What do they do particularly well?
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- Express your affection for your child and also your regret that you are ill
at the moment and therefore you are unable to tell them all this in
person.

Drafting emergency letters for the child (and others)

- Should always be adapted to the individual family situation

- The presented guidelines for the content are only suggestions

- Should be worded according to the child’s age

- Alternative for younger children: audio recording or writing a letter in
such way that another person can read it aloud to them

- The parents should use their own typical words

Benefits for parents:

- Imagine a time of psychological crisis: What would you really like to
say to your children?

- Taking a step back from parents’ own situation: What would you say to
a child’s classmate?

Advantages of emergency letters for children
- can support the child (and also other loved ones)
- strengthens them
- they do not feel so alone — can reduce their insecurity and confusion a
little bit

Advantages for mentally ill parent
- can support the mentally ill parent — they do not feel completely helpless
- with such a letter the parents can assist their children even if they are
unable to do so due to their illness
- can improve the empathy of the mentally ill person towards the child
Erich Kaéstner: ,,Nothing good exists, unless you do something.”

KONTAKT

Katja BEECK

Netz und Boden — Initiative for children of mentally ill parents

Akazienallee 3a, 14050 Berlin, Germany E-mail: beeck@netz-und-boden.de
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POSILNOVANIE DETI, PODPORA REZILIENCIE

Marta HORNAKOVA
Katedra lie¢ebnej pedagogiky, Pedagogicka fakulta UK v Bratislave

Abstract: The paper explains the term resilience, the process of its emergence and
factors which support or threaten it. It identifies the resources of coping in families
and wider social network of the child. It talks about therapeutic-educational
opportunities of supporting resilience of children and families. It deals with
prevention and support of protective factors in natural environment and in
cooperation with professionals.

Key words: resilience, supporting resilience, protective factors, risk factors,
supportive strategies, prevention

Moznosti podpory reziliencie deti ohrozenych zvySenou vulnerabilitou

rodicov

- posilnit’ deti - podporit’ ich odolnost’, zdravie, oslabit’ dopad defor-mujice;j
vychovy a traumatizujucich zazitkov, posilnit’ vonkajsie zdroje zvladania,

- ako nastavit’ ponuky odbornej pomoci?

Pojem reziliencia (angl. resilience) vyjadruje odolnost, nezlomnost

v zatazovych okolnostiach, schopnost dospiet, vyzriet a zvySovat

schopnosti a zru¢nosti napriek nepriaznivym okolnostiam. Chape sa ako:

a) danost’ - individualne dispozicie ¢loveka pre udrzanie zdravia a tiez

vonkajsie okolnosti zitia (jednotlivca, skupin);

b) dynamicky proces uspeSnej adapticie v nepriaznivych okolnostiach

(Lutharova, 2000, podrla I. Solcova, 2009, s. 13).

Rizikové faktory pre rezilienciu - situacie, krizy spojené s bezmocnostou

(strata sebakontroly, narusenie psychickej rovnovahy), s distresom, s ,.daily

hassles* - kazdodenné neprijemnosti, urazky, konflikty, sklamania, s

negativnymi emociami (ako je uzkost, hnev, trapenie,) so zlyhanim

systémov, ktoré umoznovali primerané uspokojovanie zakladnych potrieb a

sebauplatnenie.

Protektivne faktory pre hardiness vztahova vizba, vnimava pritomnost

dospelych, dispozicia jednotlivca prijimat kazdodenné poziadavky ako

vyzvu a prilezitost’ (nie zat'’az a stres), schopnost ,,byt" oddany svojej veci -

angazovat’ sa, a moznost’ kontrolovat’, ovplyvnit’ vyvin udalosti aj vtedy, ak

sa nevyvijaju priaznivo.
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Rizikové okolnosti - zI¢é zaobchadzanie sdetmi - (neprijatie dietata,
ambivalencia, nizke kompetencie vychovavat, nedoslednost, neistota,
nezrelost’, slaba empatia, nezodpovednost’, nadmerné poziadavky, nedostatok
¢asu a pozornosti), konflikty medzi rodi¢mi - (najastejsie sa tykaju vychovy,
ale moze ist’ aj o ich vztahy, kultirne rozdiely, financné problémy, rozdielne
zaujmy a zivotné $tyly), rodicovska psychopatologia, kruté rodicovstvo,
nekonzistentné vedenie deti, chybajiuca disciplina, tvrdé a nepredvidatelné
riadenie rodiny (E. Komarik, 2009, s.7).

Reziliencia sa utvara v zavislosti od charakteristik

jednotlivca socidlneho prostredia
C A c Systemy soclalnej kontraly, lalckej i
Mat . j i
rie Uginnost odbornej pomoci
zmysel konania
f : - Prilezitosti ucit sa, uplatnit’ sa
Skusenosti, Prekazky ako

‘moznost kontroly
vyzva, imunizacia

amaratske, susedske
vztahy

Dobry startdo 2ivota | Prijatie, opatera

Funkéna
rodina

Fyzicke , osobnostne danosti|  Zdravie,
spokojnost’
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Reziliencia ako proces

,.f/ \ Kvalita interakcie, / \
y: ’rVa:;b S podpora okolia, \

moznost' ovplyvnit'

Moznosti

- Prevencia zlyhania primérnej vizby rodinnej vychovy, podpora zdravia
- V¢asna intervencia v pripade ohrozenia

- Sprevadzanie rizikovej rodiny a dietata

- Kvalitna Skola - inkltizia / vytvaranie prilezitosti pre kazdého
- Podporna, terapeuticka intervencia
Prevencia

- Primarna: priprava na zodpovedné rodiCovstvo, zdravy zivotny S$tyl,
vytvorenie podmienok (praca, byvanie, participacia);

- Selektivna: prenatalne poradenstvo pri riziku, v¢asna starostlivost’ pri
ohrozeni;

- Indikovana: pre vulnerabilnych rodi¢ov (s ochorenim, zavislostou...),
liecba, sprevadzanie, Skola rodicovstva.

Podpora reziliencie u dietat’a

- Poskytnutie podmienok pre zdravi vztahovi vézbu a socialne ucenie (Ucta,
vnimava pritomnost’, interakcia);
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- Predchadzanie $pecifickému poskodeniu mozgu stresovymi horménmi;

- Primerana opatera (dojCenie, spankovy rezim, ¢as na hru a iné aktivity,
pobyt v prirode, ochrana zdravia...);

- Bezpecny priestor pre zivot, uCenie a sebauplatnenie.

Podpora celej rodiny

- Ak je chory rodi¢, potrebuje liecbu a jeho partner a deti odborné
poradenstvo a podporu (zmiernenie negativnych nasledkov).

- Mobilizacia zdrojov zvladania v zivotnom prostredi rodiny (hovorenie
o probléme, kompenzacia deficitov).

- Rozpoznanie potreby individualnej pomoci a pomoci v pripade
nediagnostikovaného ochorenia rodica.

Zdroje zvladania v rodine - modely interakcie - komunikacia, vnimava

pritomnost, reSpekt, rieSenie konfliktov, ritualy, respektovanie biorytmov

jednotliveov, dobra starostlivost, primeranad aktivita jej ¢lenov, spolo¢na

aktivita, byt prikladom - tréning pre zvladanie prekazok, predvidatelnost’,

konzistentné vedenie, sudrznost, flexibilita roli, vychova k hodnotam

(spolupatri¢nost,, ciele, samostatnost, pracovitost’, velkorysost,, viera).

Podpora a zdroje prostredia - socialna pomoc, zaujem a ochota byt

k dispozicii, inkluzivne prostredie Skoly — prijimajice, podporné, ktoré¢ dava

Sancu pre kazdého, priatel'ské rovesnicke vztahy, moznost’ viest’ ,,normalny*

sposob zivota, stretavat’ sa, mat’ svoje radosti, moznost’ a hovorit’ 0 svojom

probléme - komunitny sposob zivota - moznosti lokalnych zdrojov (roves-

nicke skupiny, nizkoprahové¢ kluby, zadujmové organizacie, cirkev, atd’.).

Odborna pomoc - poznat zdroje pomoci (ich dostupnost’ v potrebnej

intenzite a dizke trvania podl'a potreby), zvySovanie citlivosti na problém deti

spojeny s vysokou vulnerabilitou rodi¢a (vzdelavanie, tréning) u odbornikov,

zameranie sa na silné stranky dietata, vytvorenie moZznosti, pozitivne

ocCakavania.

DalSie moznosti - Skola reziliencie (hapiness classes - GB) zamerana na

prepracovanie kognitivneho hodnotenia stresovych situacii na zaklade

uspesného prekonavania prekazok a stresu; Uéenie Zivotnym zruénostiam -

starostlivost’” o seba, emocionalny rozvoj, budovanie vztahov, ziskanie

kompetencii konat’ (vyborne zvladat), nieckam patrit’.

Reziliencia ako $anca: reziliencia sa v priebehu Zivota vyvija, nie je rysom

osobnosti, ale naucenou formou spravania, z negativnej skiisenosti sa mozno
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zotavit’ a dokonca profitovat’ (posttraumaticky rast), vztah medzi negativnym
detstvom a kvalitou zivota v dospelosti nie je deterministicky.
Nikdy sa netreba vzdavat'!
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DOPAD PSYCHICKEHO OCHORENIA JEDNEHO
Z RODICOV NA RODINU A JEJ CLENOV

Pavol JANOSKO
Ustav socialnych §tidii a liecebnej pedagogiky,
Pedagogicka fakulta Univerzity Komenského v Bratislave

Abstract: The paper deals with the specifics of the situation in family, where one
of the parents has a mental illness. This causes a crisis in the family, disruption of
its basic functions and consequent instability in relationships. Individual family
members try to cope with the situation but the assistance of experts is necessary.
Serious impact can be prevented by providing effective therapy and counseling.
Currently, the effective and high quality family support in these situations has still
a lot of significant gaps.

Key words: mental illness, internal impact, intervention

Rodinné zazemie - miesto podpory a dovery

- Rodina ako priestor pre vyjadrovanie pocitov, ocakdvani a tizob
(Satirova, 2006). Bezpecie, dovera a otvorenost’ v rodine st bazalnymi
predpokladmi udrziavania pevnych vztahov a posiliiovania vnutornej
integrity ¢lenov rodiny.

- Funkcie rodiny (emocionalna, ekonomickd, vychovna, socializacnd)
v kontexte optiméalneho vyvinu deti a rodiny ako celku (Spanikova, 2010).

- Vizby medzi ¢lenmi rodiny: primarny, sekundarny a partnersky bonding
(Bowlby, 2010).

Psychické ochorenie rodi¢a - dopad na rodinu

Psychické ochorenie jedného z rodi¢ov vyznamne meni charakter aktualneho

prezivania vsetkych ¢lenov rodiny. MoéZeme hovorit’ o roznej intenzite

dopadu v rovinach emdcii - percepcii - postojov - potrieb - tizob.

Charakter a znaky depresie

Depresia ako vysledok chybného manazovania sktisenosti jedinca (Banmen,

2009). Je vSadepritomnym vzorcom depresivneho poznania a spravania,

prejavujucom sa v roznych suvislostiach. Mozno hovorit’ o kvalitativnom

charaktere depresie.

Znaky depresie
- tazkosti uskutoCnovat veci; absencia radosti zo zivota; negativne
myslenie; unava, nedostatok energie; vystraSenost’  ; pohltenost’ samym

sebou; neschopnost’ vidiet' alternativy, obavy; skli¢enost, ponurost,
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pochmurnost’; nekomunikativnost’, stiahnutost’; nespavost’ alebo zvySena
spavost’; tazkosti pri rozhodovani (Banmen, 2009).

Pomocné stratégie u depresivneho rodica

Uvedené stratégie predstavuji do¢asnu alternativu zvladania depresie.

Patria k nim nasledovné: a) viac oddychovej ¢innosti na ukor zamestnania,
rodiny atd’.; b) zvySené pozivanie alkoholu; c) skracovanie svojho pra-
covného Casu; d) CastejSie pozivanie oblibeného jedla; €) poZivanie liekov
bez predpisu (Banmen, 2009).

Rodinna diagno6za

- aktualne taZkosti : dopad situdcie na primarny, sekundarny a partnersky
bonding,

- roly a fungovanie rodi¢ov: narusené predpoklady rodi¢ovstva, oslabenie
rodicovskej roly, presun kompetencii,

- rodinné vzt'ahy: vplyv na rodinny ,,well-being,

- proces komunikicie: zisadné¢ zmeny v komunikacii, naruSena
/absentujuca komunikacia, komunika¢né inkongruentné stratégie

- rieSenie konfliktov a problémov (Sobotkova, 2001)

Stadia zvladania u rodinnych prislu$nikov (partnera/partnerky, deti)
- zmétenost, obvinovanie seba, postupna demoralizacia, hnev a popudlivost’,
tuzba uniknut’ (Hautzinger, 2000).

Ostatni ¢lenovia rodiny vnimaju rodi¢a s depresiou ako: prili§ kritického,
vyhl'addvajiceho chyby, nepredvidatelného, nedotklivého, so stratou
zaujmu, vzdialené¢ho, toho, kto nahradil my za ja, popierajuceho atd.
(Banmen, 2009).

Jednotlivé aspekty pomoci

- farmakoterapia; vhodna indikacia psychoterapie/v sucasnosti vysoky
predpoklad uspeSnej lieCby; praca s traumatizujucim dopadom psy-
chického ochorenia na ostatnych ¢lenov rodiny (Hautzinger, 2000);
interdisciplinarna spolupraca; rodinna terapia a poradenstvo (Sobotkova,
2001); systémovy pristup, jednotlivé urovne poradenstva; podporné
skupiny (Hornakova, 2010, Kopftiva, 2011); predchadzanie depresii,
prevencia (Kiithner, Weber, 2003).

21



Zaver

Negativny dopad psychického ochorenia jedného z rodi¢ov na rodinu mozno
zmiernit’ iba komplexnou intervenciou a podporou rodiny ako celku. Takyto
pristup vedie k uzdraveniu rodinného systému a podpore (posilneniu)
vnutornych zdrojov kazdého jej Clena.
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RODINA A POSTIHNUTE DIETA

Slavomir KRUPA
Rada pre poradenstvo v socialnej praci, Bratislava

Abstract: The presentation talks about changed conditions of communication in
families in difficult life situations (e.g.: a child with asynchronous development). It
describes the problems of parents to understand the needs of their children. It
emphasizes the role of professionals in supporting communication in families and
in fostering the skills of parents to communicate with children who do not express
their needs in an expectable way.

Key words: communication, needs of children, expressing needs, parents’
understanding

Rodina v roku 2010
Rozvody:
- 47% z celkovo uzavretych manzelstiev
- pri¢iny rozvodov - narodenie dietat’a s nerovnomernym vyvinom?
- 53% rodin sa ,,zatial** nerozviedlo - mozZno napriek narodeniu dietat’a
S nerovnomernym vyvinom (?)

Z pohladu komunikacie - Diet’a s nerovnomernym vyvinom

- Vysoké riziko zlyhania dietata vo vztahoch s rodi¢émi

- Ako by sa spravalo, keby o riziku vedelo?

- Dieta komunikuje svoje potreby a rodi¢ia mu poskytuji spatnti véizbu

- Dieta s nerovnomernym vyvinom komunikuje svoje potreby
neocakavanym sposobom

- Inym spdsobom place, spi, signalizuje hlad, potrebu blizkosti rodicov,
s iné

- Som nezvladnutel'ny

- Neda sa predvidat’ moje spravanie

- Zaostaly

- Spomaleny

- Nieco mi je. Mam diagnozu.

- Rodicia nie st pripraveni komunikovat’ s vlastnym dietat’om.
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Namiesto:

Ako ho to mame naucit? => Co nam chce nase dieta povedat’...

Co nagmu dietatu je? => Ako moZeme naplnit’ jeho potreby...

Z pohladu komunikacie - rodicia

- Zufalo potrebuji porozumiet’ svojmu dietat'u

- Kriza (nerozumeju vlastnému dietatu a nemaji pochopenia v prostredi,
kde zij)

- Ked’ rodic¢ia porozumejt...dovera, pripttanie

Zhrnutie z pohPadu komunikéacie

- Potrebujeme pociuvat rodicov a ucit sa od nich, kedy dokazu a kedy
nedokazu so svojim dietatom komunikovat’, kedy si rozumeju a kedy sa
nedokazu stretnut’

- Potrebujeme odbornikov, ktori nauc¢ia rodi¢ov porozumiet’ svojim detom

- Potrebujeme odbornikov, ktori dokazu pracovat s celym systémom
vzt'ahov medzi dietatom, rodiémi a prostredim v ktorom ziju

- Potrebujeme viac prezentovat priklady dobrej praxe — rodiCov, ktori
rozumeju svojim detom

- Pre buduce generacie a ich pripravenost’ na moznu krizu - integracia a
inkluzia
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VPLYV TAZKOSTI V OBLASTI DUSEVNEHO ZDRAVIA NA
DETI CEZ VZTAHY V RODINE

Ivana LISTIAKOVA
Pedagogicka fakulta Univerzity Komenského v Bratislave

Abstract: The paper talks about adjustment of children in families where a parent
has a mental disorder. It describes a Finish research that analysed the impact of
parental mental disorders on children through influenced relationships between
parents and thus changed parenting. It shows the gender differences between
adjustment of boys and girls and the specific patterns mental health problems trans-
generational transfers.

Key words: adjustment of children, parental mental disorders, relationships of
parents, parenting styles

Zmenena situicia v rodine

- po prepuknuti duSevnej poruchy sa meni prezivanie a spravanie
zasiahnutého cloveka (ovplyvnené su jeho emocie, reaguje inym
spdsobom, mdze konat’ neprimerane, neocakavane)

tieto zmeny, ako aj nutnost’ preberat’ vacsiu Cast’ zodpovednosti za chod
domacnosti su stresujucimi Cinitel'mi aj pre zdravého partnera

partnerské vztahy su ohrozené, manzelstva sa Casto rozpadavaju
jednotlivé typy symptémov duSevnych ochoreni rodiCov su spojené
suritymi interakciami v partnerskych vzt'ahoch (napr.: nepriatel'ské
vztahy medzi partnermi — prejavovand hostilita, ale aj subjektivne
vnimana hostilita hraja rolu)

tiez st ovplyvnené vzorce rodicovskej vychovy, ato priamo kvoli
ochoreniu alebo kvoli nefungujucim vztahom medzi partnermi (napr.:
chybajica podpora partnera moze viest k prili§ trestajicemu vychovnému
Stylu matky, hostilita z partnerského vztahu sa prendsa do vztahu k
detom)

dusevné ochorenie rodi¢a mdze teda na dieta vplyvat priamo (napr.:
nepochopenie dietata, nedostatok pozornosti venovanej dietatu), alebo
prenesene cez zmenené vztahy v rodine

finske autorky Leinonen, Solantaus, Punaméki (2003), ktor¢ analyzovali
vzorce prenosu tazkosti rodicov na deti, zamerali svoj vyskum na
meranie Vv nasledujucich oblastiach:
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1) DuSevné zdravie rodi¢ov: tvizkost’, depresia a socialna dysfunkcia
(vykonavanie povinnosti, preberanie zodpovednosti).

2) Kvalita partnerskych interakcii: nepriatel'ské a podporné spravanie
partnerov.

3) Kbvalita rodicovstva: ako Casto rodi¢ vyjadruje rozliéné pocity, disku-
tuje s dietatom, nakol'ko pozna, kde a s kym dieta travi ¢as a ako rodi¢
udrzuje disciplinu, atd. => ztoho vyplyvajice rodiCovské Styly:
autoritativny, punitivny a nezainteresovany.

4) Vykon dietata vSkole: Deti vyjadrovali mieru svojho zaujmu
0 jednotlivé predmety, spokojnost’ so sebou, porovnanie svojho vykonu
s ostatnymi detmi v $kole. Rodicia hodnotili, ¢i dieta rado chodi do
Skoly, ¢i su spokojni s dietatom a ¢i ma dieta problémy v niektorom
z vyucovacich predmetov.

5) Rovesnicke vzt’ahy diet’at’a: kolko priatelov ma diet’a, aka je kvalita
jeho vztahov, vyskyt Sikany.

6) Uzivanie latok dieCat’om: alkohol a faj¢enie.

7) Dusevné zdravie diet’at’a (2) internalizujuce faktory: stiahnutie sa,
uzkost’, depresia, somatické symptomy; b) externalizujiace faktory
(agresivne a delikventné spravanie, uzivanie latok).

- tazkosti spojené s konkrétnou diagnézou rodica mézu viest
Kk rozlicnym problémom u roznych deti - nedd sa jednoznac¢ne povedat’
presny dopad ochorenia rodi¢a na dieta

- deti reaguju rozli¢ne

Multifinalita prenosu

- urcity problém rodi¢a méze viest’ k rozlicnym typom prispdsobenia sa
dietata

- napr.: depresia otca m6ze mat’ u dievCat za nasledok internalizujice
symptoémy, ale mdze sa prejavit’ aj problémami v Skole
Ekvifinalita prenosu
- dany symptom u dietata mohol vzniknut zréznych pricin, ako
nasledok rozli¢nych problémov u rodi¢ov

- napr.. internalizujice symptomy u dievéat moézu byt sposobené
punitivhym vychovnym S$tylom, ale aj malo autoritativnou vychovou

- dusSevné zdravie rodiCov sa odraza na prispdsobeni sa dietata dvomi
spOsobmi, a to: cez rodicovsky Styl, cez partnerské vzt'ahy rodicov,
ktoré nasledne ovplyviuju ich rodicovstvo.
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Medzirodové rozdiely v prispésobeni sa duSevnému ochoreniu rodica

- prisposobenie sa chlapcov a dievcat je odlisSné

- dievcata st viac ovplyvnené zmenenym spravanim otcov nez matiek, ¢i
uz je to priamo kvoli ochoreniu otca alebo prostrednictvom vplyvu
ochorenia matky na prezivanie a konanie otca atym jeho zmeneny
rodic¢ovsky $tyl

- podobne, chlapci st viac ovplyvneni ochorenim matky alebo jej

zmenenym vychovnym stylom

chlapci st ohrozeni punitivnym spravanim otca, ktoré je désledkom jeho

depresie

dalSie tazkosti otcov vplyvaju na chlapcov prostrednictvom matiek

nepriatel'ské partnerské interakcie rodi¢ov vyvolavaju trestajuci vychovny

styl matky, ktory u chlapcov spdsobuje externalizujuce aj internalizujuce

symptomy

DIEVCATA
Tabul’ka 1 Vplyv duSevnych ochoreni rodicov na diev¢ata
duSevné . " prisposobenie sa
rodi¢ zdravie partnerské .svtyl diet'ata
oy interakcie rodic¢ovstva
rodica
menej podporné - -
tizkost nepriatel'ské - -
O sa PI
- . . . —» uzivanie latok
nezucastiuje
otec O socialna - O menej ) o
dysfunkcia 4 autoritativny ~ 1nterna11%ujuce
O punitivny symptomy
depresia - zhorsenie §kolského
/ ™ prospechu
. menej podporné -
socialna J podp
tk dysfunkcia ) M menej externalizujlice
m?\/l a autoritativna symptomy
nepriatel'ské - -
uzkost’ ) M sa i
nezucastiuje
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CHLAPCI

Tabul’ka 2 Vplyv duSevnych ochoreni rodicov na chlapcov

dusSevné artnerské prisposobenie sa
rodic¢ zdravie P . Styl rodicovstva diet’at’a
.y interakcie
rodica
i O menej i
uzkost’ autoritativny
menej M sa uzivanie latok
podporné nezcastiiuje horsi prospech
depresia depresia
otec O P - O punitivny uzivanie latok
horsi prospech
externalizujiice
socialna ., ., symptém
- nepriatel’'ské M punitivna —SYMPLOmy
dysfunkcia internalizujuce
symptomy
lzkost’ - . roblém
Uzxos M menej p Obe, Y
. Vv rovesnickych
matka autoritativna ,
M depresia vztahoch
P M sa WZivanie latok
nezlcastiuje horsi prospech

- vztahy vrodine st ovplyvnené aj nevyvdzenym rozdelenim kazdo-
dennych uloh, nerovnomernym zatazenim c¢lenov rodiny, casto prene-
senim zodpovednosti na deti

Deti, ktoré sa staraju o rodicov

- niekedy sa zda, Ze deti vSetko zvladaju a Ze na nich duSevné ochorenie
rodica vobec nevplyva

- preberaju rolu hrdinu (Pretis, Dimova, 2010) a ¢asto sa nikto nevenuje ich
potrebam

- problémom sa stava parentifikacia (preberanie roly rodi¢a, zodpovednosti,
ktora dietat'u neprislucha)

- zdeti sa stavaju opatrovnici (young carers) (Becker, 2000, podla
Aldridge, Becker, 2003)

- deti poskytuji starostlivost rodiCcom v roéznych oblastiach (Dearden,
Becker, 2004): starostlivost o emocionalnu stranku (77% pripadov);
domace prace (59%); vSeobecna starostlivost - obliekanie, pomoc
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s pohybom, podavanie lickov (29%); starostlivost’ o mladsich surodencov
(10%); pomoc s osobnou hygienou (9%) a pod. Deti nemaju dostatok
¢asu na svoje zaujmy, na svoj rozvoj, zuzuje sa okruh ich aktivit ako aj
priatelov a celkovo socialnych kontaktov

Rovesnicke skupiny

- umoziuju detom bezpecny navrat do vztahov a socialnych interakcii

- poskytuji  im informacie o duSevnych ochoreniach a podporuju
schopnosti diet'at’a zvladat’ niro¢né situicie

- dieta sa stretne so svojimi rovesnikmi, ktori zapasia s podobnymi
zivotnymi udalostami

- preventivne posobia v podpore dusevného zdravia

- emocionalny a socidlny rozvoj deti, nadvdzovanie vztahov s ostatnymi
detmi, zvySovanie nezavislosti od rodicov, zvySovanie empatie (Cowling,
2004).
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KONTEXTY RODINNYCH A TERAPEUTICKYCH
SYSTEMOV

Hroznata ZIVNY

Katedra liecebnej pedagogiky Pedagogicka fakulta Univerzity Komenského
v Bratislave
Centrum pre lie¢bu drogovych zavislosti, Bratislava

Abstract: The paper deals with the topic of mental disorders. The author presents
basic information about treatment methods and more detailed information about
systems of psychotherapy. Further, it is talked about family in the therapy context,
crisis intervention and counselling.

Key words: mental disorder, treatment of mental disorders, psychotherapy, family
in the context of therapy, crisis intervention, counselling

Aby sme porozumeli situdcii deti, ktoré maju rodiCov s dusevnymi
poruchami a poruchami spravania, musime vopred poznat, aspon orientacne,
tieto ochorenia a moznosti a spdsoby ich liecby. Kazdé ochorenie ma svoje
charakteristické priznaky, jeho vznik a priebeh je individualne Specificky
avnasom kontexte nas zaujimaji situdcie aproblémy, ktoré vznikaju
v systéme rodiny. Kazdé ochorenie je zdtazovou, stresovou situaciou pre
jeho nositel’a, je a stava sa zatazovou situaciou celého rodinného systému,
vSetkych jeho Clenov. Dieta vrodinnom systéme prechadza svojimi
tranzitornymi etapami svojho Zivota, ,plni svoje Ulohy,” pripravuje sa na
ulohy nové, apre tento proces ,dozrievania“ je idealne, ak prebicha
Vv priestore lasky abezpecia. Tieto atributy st alebo mdzu byt ohrozené
ochorenim rodi¢a, a preto idealnym rieSenim je komplexny pristup pomoci
celému rodinnému systému. Konstatujeme, Ze algoritmy liecby duSevnych
porich su dostatoéne prepracované a fungujii iV realnej praxi pomoci.
Zaroven mozeme povedat, Ze absentuji paralelné systémy pre rodinu a v
tomto kontexte i $pecialne systémy pomoci pre deti v tychto rodinach.

Liecba psychickych porich

Liecbu psychickych porach moZzeme charakterizovat’ ako rozsiahle spektrum
liecebnych metod, ktoré podla Kolibasa (1996) sa rozdeluju na metody
biologické a metddy psychoterapetické. Z biologickych metdéd sa mézu
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vydelit $pecidlne metody farmakologické. Biologické, metody liecby,
farmakterapia s domenéu mediciny, $pecidlne psychiatrie.

Psychoterapia ako lieCebna metdda je nielen medicinskou metddou, ale v
SirSom vyzname je autondmnou terapeutickou metdodou. Cielom terapie je
zmena osobnosti, sebaobrazu, zmena spravania a zmena socialnych vzt'ahov,
ktord planujeme a dosahujeme terapeutickymi prostriedkami. Vysledkom
terapie je to, ¢o sme skuto¢ne terapiou dosiahli. ,, Liecha v nasom ponimani
(Zivny, 2000) je viasme spoluprica na dobrovolnom ziklade (ide o
terapeuticky vztah terapeut- pacient) a konkrétnej terapeutickej dohode, s
prisne dodrziavanymi podmienkami, platnymi pre pacientov i terapeutov.
Toto vsSetko sa odohrava v kontexte pozitivnej terapeutickej atmosféry,
charakteristickej snahou o minimalizdaciu poskodenia a permanentnej vyzvy
opakovanu Sancu zacat' znova po prekonani relapsu, ¢i recidivy. Liecbu a
doliecovanie chdpeme ako proces, kde v sucinnosti pésobia tak terapeutické
zasahy, ako i samouzdravné tendencie a procesy dozrievania osobnosti.”

Definicie psychoterapie

., Psychoterapia je predovsetkym liecbou (sekundarnou prevenciou) ale i
profylaxiou (primarnou prevenciou) a rehabilitdciou (terciarnou prevenciou)
poruch  zdravia, ktora sa uskutocnuje vyhradne psychologickymi
prostriedkami, teda prostriedkami komunikacnej a vztahovej povahy”
(Vymétal a kol., 2004, str. 20).

., Psychoterapia je odbornd a zamerna aplikdacia klinickych metod a
interpersondlnych postojov, vychadzajucich z uznavanych psychologickych
principov so zameranim pomoct ludom zmenit ich sprdavanie, myslenie,
emocie a osobnostné charakteristiky smerom, ktory obe strany povazuju za
Ziaduce” (Prochaska, Norcross, 1999, str. 16).

Psychoterapeutické systémy

V tomto kontexte moézeme spomenut’ Ucinné faktory v psychoterapii
vSeobecne sebaodhalenie, sebaporozumenie, akceptacia, ucenie, vedenie,
katarzia, univerzalita, altruizmus, terapeuticky optimizmus. Tieto U¢inné
faktory si spoloéné pre jednotlivé psychoteraputické Skoly, ¢i smery.
Ponukame niekolko klasifikacii psychoterapeutickych smerov, tak ako su
frekventované v relevantnej literatire. Vybiral a Roubal (2010) uvadzaja
tieto hlavné¢ prady vsucasnej psychoterapii:  psychodynamicka
psychoterapia, psychoanalyza a psychoanalytickd psychoterapia, na osobu
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zamerana a zazitkova psychoterapia, gestalt terapia, kognitivno-behavioralna
psychoterapia, rodinnd terapia, systematicka terapia, integracia
Vv psychoterapii.

Prochazka aNorcross (1999) popisujii spoloéné jadro réznych psycho-
terapeutickych pristupov ako je pozitivne oCakéavanie, terapeuticky vztah,
Hawthornsky efekt, emocné uvolnenie, klarifikacia a interpretacia,
posiliiovanie, desenzibilizacia, ritualy, konfrontacia s problémom a nacvik
schopnosti a zru¢nosti. Kazdy pristup potom rozvija mnozstvo $pecifickych
faktorov, viazucich sa na teoreticky koncept pristupu a rozvijané metody
atechniky. Tito autori vo svojej praci analyzuju a porovnavaju tieto
psychoterapeutické systémy: psychoanalytické terapie, adlerovska terapia,
existencialna terapia, terapia zamerana na Cloveka, geStalt terapia,
interpersonalna terapia, expozicia a terapia zaplavenim, behavioralna terapia,
kognitivna terapia, systemické terapie, rodové a kultirno senzitivne terapie,
konstruktivistické terapie: na problém zamerand a narativna terapia,
integrativna a eklekticka terapia.

Vseobecne mozno povedat, ze cielom tychto terapeutickych postupov je
zmena konkrétneho spravania, ktoré brani Cloveku nezavisle existovat.
Zmeny prebiehaju na fyziologickej, emocionalnej, kognitivnej a konativnej
urovni. Konkrétne ciele liecby stanovuje terapeut spolu s klientom (napr.:
s clovekom s dusevnym ochorenim, zavislym) na zaklade uzatvorenej
terapeutickej dohody.

Terapeuticky vztah je jeden z najvyznamnejSich G¢innych faktorov v liecbe
zavislosti od psychoaktivnych latok. Terapeuticky vztah je interpersonalny
vztah, ktory okrem zadkladnych komunika¢nych zru¢nosti vyzaduje od
terapeuta aby bol schopny prijat’ pacienta ako takého. Jeho postoj
K pacientovi musi byt akceptujuci. Jeho postoj by nemal byt syteny
moznymi predsudkami a resentimentmi. Zrely terapeut ma vybudovany svoj
individualny hodnotovy systém, zktorého implicitne vyplyvajui vysoké
naroky na jeho praktické spravanie. Tento hodnotovy systém by vSak nemal
sluzit’ ako meritko na vyslovovanie hodnotiacich sudov o druhych. Terapeut
nie je a nesmie byt sudcom. Terapeut by mal byt empaticky, mal by mat’
schopnost’ vzit' sa do vnutorného Zivota svojho pacienta, mal by mat
schopnost’ porozumiet’ $ir§Sim shvislostiam Zivotného pribehu svojho
pacienta. Autenticita terapeuta je nielen jeho osobnou charakteristikou, ktora
»zvyraziuje doveryhodnost™ terapeuta, ale priblizovanie sa k prirodzenej
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autenticite je nekonciacim procesom zrenia nielen v profesionalnej roli.
Terapeut by mal byt kongruentny, jeho verbalny a neverbalny prejav by mal
byt vzdy v skutoénom vzajomnom sulade (Vymétal, 2004; Zivny, 2004a).
Ak uvazujeme o osobnosti terapeuta a o jeho zrelosti, méZeme konstatovat’,
Ze terapeut by mal:

- mat’ autenticku ucast’ na 'udskom snazeni, mat’ potrebu citit’ sa ¢lenom
SirSej l'udskej komunity a byt’ ¢lenom realnych mensich spolocenskych
skupin,

- mat’ vytvoreny svoj hodnotovy systém, mat’ svoju autonémnu zivotnil
filozofiu a mal by mat’ ist schopnost’ transcendencie,

- mat’ dobry vzt'ah k l'ud’om,

- byt emocne vyvaZzeny a empaticky,

- realisticky vnimat’ svet a objektivne hodnotit’ realitu tohto sveta,

- mat’ zaujmy, presahujice bezprostredné povinnosti a potreby,

- mat’ schopnost’ ¢elit’ Zivotnym problémom a schopnost’ adekvatne ich
riesit,

- mat’ rozvinuté estetické citenie,

- neustale rozvijat’ svoje vzdelanie a profesiondlne schopnosti, ktoré by mal
vediet realizovat’ vo svojej praci (Zivny, 2004a).

V procese motivacie pouzivame nasledujiuce motivacné postupy:

- odovzdavame informécie,

- odstranujeme prekazky,

- ponukame moznosti terapeutickych programov,

- poskytujeme spatnt vizbu,

- vyjastiujme ciele,

- a ponukame aktivnu pomoc.

Rodina v kontexte terapie

Rodina je pravdepodobne jednou zo zmysluplnych ,,institacii,” ktoré
pomahaju l'udskym bytostiam prezit’ i nepriaznivé Zivotné situacie. Na jednej
strane mbze plnit’ vSetky svoje funkcie, na druhej strane vSak méze byt
i priestorom utrpenia, bolesti, strachu a beznadeje. Na jeden strane hovorime
0 normalnej funk¢nej rodine, na druhej strane mame rodinu nefunkcnt,
v krize, pripadne patologicku (Zivny 2010).

Ak rodina potrebuje pomoc, zalezi na okolnostiach, moze vyuzit rozne
systémy pomoci. Jednym z tychto systémov pomoci je irodinna terapia.
Rodinna terapia moéze byt: 1/ psychodynamicka, 2/ behaviordlna, 3/
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transakéno-analyticka, 4/ systemicka (podl'a Schlippe, Schweitzer, 2001): a/
Strukturdlna rodinnd terapia (Minuchin), b/ viacgenera¢ny koncept
(Boszormenyi- Nagy, Stierlin), ¢/ humanisticka rodinna terapia (Satirova), d/
strategickd rodinna terapia (Haley), e/ systemicko-kybernetickd rodinna
terapia (Selvini-Pazoli a kol.).

Nie je podstatné ,teoretické zazemie™ jednotlivych terapeutickych Skol,
najpraktickejsi je pragmaticko- ekleticko- integrativny pristup (Kratochvil,
1995;Vymétal a kol., 2004).

Krizova intervencia a poradenstvo

V kontexte tohto prispevku je dolezit¢ spomenut krizovu intervenciu

a poradenstvo.

Principy rodinnej intervencie podla Vranovej (1997) moZzeme

charakterizovat’ takto:

- Pracovnik pre pracu srodinou by mal byt ¢lenom multidiscipinarneho
timu.

- Prizvanie rodin anaclivanie ich potrebam, moznost vykonavania
Vv pripade potreby navstevy doma.

- Priprava na intervenciu, vysvetlenie, vysvetlenie, o od nej moZno
ocakavat’.

- Hodnotenie silnych stranok, problémov v rodine, hodnotenie
individualnych ciel'ov, jednotlivych ¢lenov rodiny (priebezne).

- Venovanie pozornosti socialnym a klinickym potrebam pacientov a rodin.

- Optimalny manazment medikacie pacienta.

- Intenzivny edukacny program pre pacientov arodiny od zaciatku
ochorenia, ktory bude pokracovat’ trvalym vzdelavanim so zameranim na
potreby jednotlivych rodin, identifikacia skorych varovnych priznakov.

- Podpora jasnej komunikacie, naucit’ sa aktivne pocuvat’.

- Tréning rodin v technike $truktirovaného riesenia problému.

- Regulacia afektov v interakcii.

- Préca s pocitmi straty s vedomim zniZzenej schopnosti vyrovnat’ sa so
stratou nasledkom ochorenia.

- Prisposobenie o¢akavani — nahor i nadol.

- Rozsirenie sieti socialnej podpory (cestou rodinnych skupin).

- Flexibilita — moznost’ pracovat’ s jednotlivcami, rodinami, rodinnymi
skupinami, vzdy podl’a ich potrieb.

- Jasny pléan pre pripad krizy a zodpovednost’ profesionéalov.
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- Ak sa ukon¢i praca s rodinou (teba ju vobec ukoncit?), rodina musi mat’
Pahky pristup k nadviazaniu nového kontaktu.

Uvadzame konkrétne situacie krizovej intervencie a poradenstva v oblasti
zavislosti od psychoaktivnych latok (Zivny, 2004b).

Experimentovanie, rekreacné uzivanie psychoaktivnych latok moéze (ale
nemusi) postupne prechadzat do zavislosti od psychoaktivnych latok
(v kontexte systému procesu zmeny: prekontemplacia, kontemplacia,
rozhodovanie, akcia - ¢in, udrziavanie, pripadne relaps ¢i recidiva a nasledné
mozné opakovania predchadzajacich §tadii zmien).

U rodica (alebo inej blizkej osoby) po obdobi nevnimania problému, jeho
popierania, podozrenia, prichddza k ,,poznaniu,” sprevddzané¢ho Sokom -
zranenie, sklamanie, hnev, bezmocnost, uzkost, pocit viny, obviilovanie
seba, inych, okolia, hl'adanie vinnikov, strata kontroly nad situaciou,
pripadne i zdvazna psychologicka dezorganizovanost.

Ak tento rodi¢ ma zaujem osluzbu vramci krizovej intervencie
a poradenstve mozeme: pomoct’ pri regulacii prirodzenych vyrovnavacich
mechanizmoch, pomoct pri  mobilizacii vedomych adaptivnych
vyrovnavacich stratégii - kontakt s pocitmi, schopnost’ ziskat’ ilavu platom,
hnevom, orientovat sa v ambivalentych pocitoch, reSpektovat emocie
U druhych Tudi, schopnost otvorit' sa, vediet sa kontaktovat s vlastnym
telom, rozumiet' jeho ,informaciam,” kontakt s vlastnymi potrebami,
vedomie vlastnych hranic, schopnost vyuzit' vlastné starSie skuisenosti,
schopnost’ vyuzit’ existenciu a sktisenosti blizkych I'udi, schopnost’ pracovat’
s vierou a nadejou, schopnost’ pracovat’ s hl'adanim zmyslu utrpenia, zivota
a pod. Poskytnut’ informacie - posudenie stavu problému vyzaduje urcity cas,
hladanie efektivnej pomoci (liecby) vyzaduje urcity Cas, dolezité nie su
odpovede na otazky preco? akto za to mdze?, dblezité si odpovede na
otazky ako a kto méze pomdct’.

Je normalne, Ze rodi¢ bude hl'adat’ pomoc z viacerych zdrojov a Ze odbornici
nebudd Gplne jednotni vo svojich odporucaniach, preto poskytneme
informacie, Ze toto hl'adanie je korektné, Ze rodi¢ sa ale musi rozhodnut’ pre
isty typ pomoci konkrétneho terapeutického programu konkrétneho
zariadenia (inStitcie) na zaklade ¢o najvdcSiecho mnozstva informacii
(referencii) o tychto programoch. Délezité je rozhodnut' a zotrvat vtom
programe, ktory rodicovi dava zmysel, vieru a perspektivu. Je potrebné
uvedomit’ si, ze vistom Stddiu rieSenia problému rodi¢ moze striedat’
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programy v ramci naivného snazenia najst’ idealny, rychly a u¢inny program,
byt’ opakovane sklamavany svojou netrpezlivostou, pripadne i nie celkom
seridznou prezentaciou niektorych programov pomoci.

Seridzne, odborné a profesionalne programy su citatel'né, maju jasné kontiry
apravidla aponukané informacie o nich si konkrétne, realne a korektné
i vzmysle informacii oich efektivite. Mozeme poskytnit’ informacie
0 zavislostiach od psychoaktivnych latok vSeobecne informacie o konkrétnej
zavislosti, ojej symptomatoldgii, typickom spravani pri konkrétnej
zavislosti, o orientacii v typickych manipulaciach zavislého spravania
a 0 moznosti naucit’ sa ich konstruktivne zvladat' a rieSit’ - nepodporovat’
zavislé spravanie, stahovat’ sa z pomoci v oblastiach, kde je zavisly schopny
problémy riesit’ sdm, ucit’ sa tzv. pristupu ,.tvrdej lasky* (akceptécia, ale
zaroven nekompromisné trvanie na dohodnutych pravidlach), o metédach
konstruktivnej komunikacie s dietatom, spésoboch podpory motivaénych
arozhodovacich procesov udietata, onutnych zmenach v ostatnych
zivotnych situdciach a referen¢nych skupinach (Skola, praca, rovesnici, volny
Cas, zabava a pod.).

Vsetko vyssie spomenuté je mozné modifikovat’ v kontexte rodi€ - diet’a, kde
dieta méze byt dietatom, mladistvym, alebo dospelym. (Vid' stvislosti
zodpovednosti vztahu dieta rodi¢ definované pravnymi vztahmi).
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2 VYSKUMNE SPRAVY Z PROJEKTOV

NEW TARGET GROUPS IN ECI: CHILDREN OF
MENTALLY VULNERBLE PARENTS

Aleksandra DIMOVA — Manfred PRETIS
S.I.N.N. Graz, Medical School Hamburg

Abstract: The authors look at the situation of children of mentally vulnerable
parents from the perspective of their resilience. Strengths of the children and
families are the cornerstones of overcoming difficulties. They present research data
about transition of mental disorders, effects of parental mental vulnerability on
children and their adjustment as well as research results about the effects of early
childhood intervention and prevention in this field.

Key words: mental vulnerability, services for children of parent with mental
disorders, intervention, prevention

Children of parents with mental vulnerability

Epidemiological data shows that up to 23% of all children live with at least
one parent with mental illness (Maybery & Reupert & Goodyear et al.,
2009). 5% of all children are evaluated as in urgent need of treatment (lhle &
Esser, 2007).

Forgotten children

Their stress is systematically underestimated (also by professionals). The
children have hardly any stakeholders. The children often show unspecific
and discrete signs of dysfunctions. The focus of adult psychiatry is still put
on the adult patients (children as footnote within the anamnesis).

Starting point of our preventive intervention service

Sensitisation of youth welfare offices because of increasing numbers of
attended families. The service is often a tightrope walk between
parenthood/right of the child to have parents and well-being of the child.
(Sadly) events with high publicity (Cain, Luca...) with need for action for the
youth welfare offices.
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Correlation between mental illness of the parents and symptoms of the
children

The mental health/iliness (especially the mother’s) is one of the most
significant risk factors regarding the development of the children (Risk study
- Mannheim - Laucht et al., 1999; Laucht, 2003). Hosman et al. (2009)
describe an increased risk for the children to display the same illness as their
parents.

Early correlations on the level of neurotransmitters

Newborns of depressive mothers show neurotransmitter imbalances (higher
cortisol level, reduced dopamine and serotonin level) and are described as
physiologically less mature. Also the EEG waves show asymmetries: the
newborns appear to be more irritable, less ,,robust,” and less oriented in their
auditory and visual senses.

Usage of support and/or therapy

In the cases of depressive mothers who underwent adequate treatment, the
symptoms of their (small) children decreased more quickly than in the cases
of mothers who did not undergo treatment (Weisman et al. 2006).

Correlations
- The risk for the children to develop a mental disorder is 41-71%
(Hosman, Doesum, van Santvoort, 2009), depending also on whether one
or both parents are ill (Propping, 1989);
- 39% develop a mental disorder during infancy;
- 35% later in their adult years (Mayer et al., 2001);
- 68% therefore describe significant negative impacts on their lives.

The trans-generational vicious circle

Despite the genetic vulnerability there is a trans-generational risk which is
related to: parent-child interactions and often ,,poor parenting skills” — lack of
parenting competences (Hosman van Doesum, K. van Santvoort F (2009).
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Explanatory model of the transmission path of mental vulnerability
(Solantaus, 2009):

1) Because of the lack of parenting skills,
2) social exclusion of the family and the kids,
,l_ 3) and consequently marginalisation/isolation
l- 1 there is a tendency
that mental vulnerability is handed on
1 from the parents to their children,

1 from generation to generation

Social environment
The usage of other social worlds is seen as a major cushion or buffer (care by
the other parent, friends, kindergarten, school...). Effects were also
observable for the ill parents (Hargreaves, O’Brien, Bond et al., 2005). The
protective factors operate in a diagnostically unspecific way (Hosman, 2009).
The ,,clinical” setting of our service

- Referrals and payment of costs by the youth welfare offices

- Voluntary participation of the parents (respectively the wider social

circle)

- Assessment of existing resources and stress factors

- Sensitisation of the social network (regarding needs and stress factors)

- Psychoeducation (for children and other adults)

- Treatment (in individual cases)

- Initiation of other preventive interventions

Hypothesis within our preventive service (secondary/tertiary prevention)
Strengthening of protection processes of the child or optimally combined
with the treatment of the parents have positive health effects and are
preventive by minimising the emergence of own symptoms. It is never too
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late to start with the intervention. BUT early support is better than late
treatment!

Research question

Are there groups which we should pay specific attention to?

The sample (incoming): 168 children in the years 2005-2011, 107 families,
age of the children: min/max: 0 to 16, average: 7,3 years (+/- 4,0)

Some data of treated children:

Family situation Gender of the children Main attachement figure
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Symptoms of children (n=168) Conclusion on vulnerability

Anzahl
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Boys and girls — differences regarding the diagnoses:

Parentification more often with girls (n=17) than boys (n=8)

ADHS more often with boys (n=10) than girls (n=4)

Severe developmental disorders more often with boys (n=4) than girls
(n=0)

Somatisation disorder more often with girls (n=4) than boys (n=1)

Conclusion ,,vulnerability“

93% of the children had a diagnosis
Half of the children had more than one diagnosis

The clinical intervention (in agreement with legal guardian)

Usually 10-15 units per child

Cooperation between medical-psychiatric and remedial pedagogic-
psychological diagnosis/treatment

Inclusion of the relevant social environment (siblings, grandparents, day
care, kindergarten...)

Intervention steps
1) Resource/Stress Analysis
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- Recording and assessment of 23 evidence based resilience constructs
(by means of the resilience map) together with the family, the social
network and the support team.

- Method: strengths/stress analysis — everything that works well
(Solantaus, 2009), including objective procedures.

- Working with the resilience map www.strong-kids.eu.

2) Sensitisation of the parents and the social environment:

- regarding the needs of the children;

- regarding the impact of the mental illness on the child.

- Method: dialogue and video analysis/feedback how the parents are able
to perceive and fulfil the needs of their children (in the context of a
mental illness).

3) Information and empathy for the child

- In individual cases: information for the child regarding the illness (in
agreement and together with parents)

- Method: dialogue and/or Video analysis about the ability of the parent/s
to perceive and react on the needs of the child/children

4) Mental strengthening of the child

- Development of alternative strategies (depending on the age)

- Load reduction by accompanying therapeutic processes e.g. if the child
has a lot of responsibilities

- Support by handling the given information

- Partly medicinal treatment (if necessary)

Method: individual and age-adequate
5) Support/treatment of the ill parent

- Checking/giving a diagnosis and checking/initiating treatment

- Recommendation of possible other support or treatment methods
(medication, counselling...)

- Inindividual cases medical-therapeutic work

- Method: specialist psychiatric intervention

6) Support of family members

- Psychoeducation

- Motivational work regarding the need of treatment of the child

- Educational counselling (mostly video-supported)

- Method: Social networking ,,around‘ the child (Team around the child)
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Recommendations

- In nearly every third case: boosting the contact to a ,healthy environment*
(according to the literature in the field)

- For 34 of 168 children foster care was recommended.

- For every 8th parent a medicinal therapy respectively a relief of the family
situation was suggested.

Especially vulnerable groups

- Correlation within the diagnosis ,other:” overstrain syndrome often in
connection with lack of intellectual ability of parents and suggestion of
foster care

- Correlation between the diagnosis ,,personality disorder”” and foster care

- The majority of recommendations (numerical) were in the field of
»personality disorder* and overstrain syndrome/ lack of intellectual abilities

The effects

- The focus on the needs of the child activates network resources

- Information about the impact of the disease on the child is often a ,,AHA-
experience* for the parents

- The counselling is usually (despite possible initial scepticism) experienced
as supportive (drop-out rate under 5%)

- A change in parenting usually changes the behaviour of the children quite
quickly

- Videofeedback seems to be effective, especially with parents lacking
parenting skills and knowledge

External assessment (n=51)

Situation after the intervention

Assessment of social workers
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Age in the beginning of the treatment and outcome

A significant correlation between the age of the children and the assessment
of change can be observed: The younger the children are in the beginning of
the intervention the more positive the changes are described by the social
workers. This is an indicator for an early preventive intervention.

Effectiveness of interventions

Einschatzung durch DSAINnNnen
20

109

Anzahl

sehr gut befriedigend nicht genugend
gut genugend

Conclusion — Prevention

After 6 years of experience, this service is perceived as a support by the
youth welfare offices. The possibility for the child to explore healthy
environments is the most frequent recommendation. The sample shows
highly vulnerable groups (personality disorder, addiction, combination
overstrain syndrome / lack of intellectual abilities). The high number of lack
of practical skills and problems regarding the social behaviour/functions
seems to verify the hypothesis of transgenerational inheritance.

The rough road to prevention

Despite the existence of significant ICD10 diagnoses, 93% of the children
were referred to us exclusively by youth welfare offices, the psychiatrist,
paediatrician, the family doctor etc. were active in none of the cases. The
focus of adult psychiatry on the needs of the children is absolutely necessary!

Under-represented target groups

- Over-represented are parents with personality disorders

- In contrast: epidemiological more prevalent disorders (depression, anxiety)
are little represented:

The assumption that the symptoms of these children are not as severe is not

affirmed by literature. More likely: the requirement of treatment of possible
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symptoms of the children is viewed as less important (because of the higher
social acceptance of the diagnoses).

The future

It can be assumed that the number of mental disorders will increase (e.g.
substance abuse). The WHO talks about an increase of depressions, anxiety
and personality disorders.

= Structures to reach parents and their children are necessary.

= Sensitivity of adult psychiatry and treating doctors is necessary.

LITERATURE

PRETIS, M. & DIMOVA, A. (2010). Friihforderung bei Kindern psychisch kranker
Eltern. Miinchen: Reinhardt.

www.strong-kids.eu

www.sinn-evaluation.at

KONTAKT

Dr. Aleksandra DIMOVA

S.I.N.N. Sozial Innovatives Netz

Lerchengasse 4c, A-8054 Graz, Austria E-mail: office@sinn-evaluation.at

Prof. Dr. Manfred PRETIS

S.I.N.N. Sozial Innovatives Netz
Lerchengasse 4c, A-8054 Graz, Austria E-mail: office@sinn-evaluation.at

46


http://www.strong-kids.eu/
http://www.sinn-evaluation.at/
mailto:office@sinn-evaluation.at
mailto:office@sinn-evaluation.at

SOM V POHODE. A AK NIE...? ALEBO SO
STREDOSKOLAKMI O DUSEVNOM ZDRAVI,
PSYCHOLOGII A PSYCHIATRII?

Anton HERETIK, ml., Dusan ALAKSA, Lenka. PRAZNOVSKA
Katedra psycholégie, Filozoficka fakulta Univerzity Komenského
v Bratislave
Psychiatricka klinika, SZU, pracovisko Ruzinov, Denny psychiatricky
stacionar, Bratislava

Abstract: The authors present the ,,I am OK... and what if not?** programme that was
elaborated on the request of The Mental Health League for high school adolescents
with the main aim to inform students of high schools about the issues of mental
health and mental disorders using discussions and other interactive forms. Further
goals of the project are minimising prejudice, stereotypes and stigmatization
connected with patients, mental illnesses and their treatment in adolescents.

Key words: high school, adolescents, mental health promotion, mental illnesses
prevention

Modulovy program sa sklada z 3 stretnuti:
1. téma: Som normalny? O duSevnom zdravi a dusevnej chorobe,
2. téma: Smutok a depresia, podstata oboch procesov a rozdiely medzi

nimi,
3. téma: Ako prezit’ v rodine. O fungovani v rodine, konfliktoch a roliach,

¢o je vo vztahoch normalne a o nie.
Okrem obsahu autori prezentuji svoje sklisenosti s pilotnou castou projektu,
ktory prebehol v aprili - juni 2007 v 12 triedach na vzorke vyse 200
Studentov a tiez spétné vézby a reakcie Studentov.
Projekt Som v pohode... A ked’ nie? vznikol z iniciativy Ligy za duSevné
zdravie (LDZ), vzmysle cielov zdruzenia a na podnet stredoskolskych

! Odborni garanti projektu: prof. PhDr. Anton HERETIK, PhD. Katedra psychologie
FF UK; prof. MUDr. Vladimir NOVOTNY, CSc. Prednosta Psychiatrickej kliniky
FNsP a LF UK
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Studentov, ktori pomahali LDZ pri jej aktivitach a mali zaujem dozvediet’ sa
viac o duSevnom zdravi a ochoreniach. Projekt vznikol pod odbornou
garanciou prof. PhDr. Antona Heretika, CSc. a prof. MUDr. Vladimira
Novotného, CSc. V pilotnej Casti projektu sa vytipovali témy a vytvoril navrh
pre tri stretnutia so skupinou Studentov (pozri ramcek vpravo). V
hodnotiacom dotazniku prejavili Studenti prevazne vysoku spokojnost’ s
projektom, navrhli pripadné d’alSie témy, ktoré¢ by ich zaujimali. Po menSich
upravach projekt bezi na strednych Skolach vo viacerych slovenskych
mestach. Do dne$ného dia stretnutia absolvovalo 21 tried, o predstavuje
vySe 500 stredoSkolskych Studentov. Autori projektu dufaju, ze sa ciele
projektu dari napinat’.

Uvazujeme nad vyskumom efektivity projektu so zameranim na zmenu
postojov, Co ale povazujeme =za teoreticky i metodologicky velmi
komplikovani1 oblast’ (explicitné a implicitné postoje, postoje a ich vztah k
spravaniu). V kazdom pripade sme vSak presvedCeni, Ze projekt dostava
témy, ktoré sa tykaju dusevného zdravia a dusevnych poruch do povedomia
dospievajucej populacie odbornym a pozitivnym spdsobom.

Priklad z prvého stretnutia: Som normalny(a)? ... O duSevnom zdravi a
chorobe.

Co si myslite o nasledovnych vyrokoch?

1. Vécsina l'udi s duSevnymi poruchami sa nie je schopna o seba dostato¢ne
postarat’.

Vicsina l'udi, ktori maji dusevna chorobu, st nebezpecni a agresivni.
Lieky, ktor¢ sa uzivaju pri dusevnych poruchach zmenia ¢loveka.
Dusevne chory ¢lovek MUSI brat’ lieky.

LCudia s dusevnymi poruchami s nevyspytatel'ni ¢i nevypocitatelni.

IS e A

Vicsina l'udi s dusevnou poruchou si nedokaze ndjst’ partnera ¢i zalozit’
rodinu.

Dusevné choroby sa nedaju lie€it’.

Dusevné choroby suvisia so slabou vol'ou, treba ich prekonat’, len slabi
l'udia st dusevne chori.

9. Ak ma ¢lovek dusevni poruchu musi sa lie¢it’ v nemocnici.

o N
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10.Psychiatria je typicka pozivanim elektroSokov, zvieracich kazajok

amrezi. (ku kazdému z vyrokov sa vedie diskusia, pozn.)

Priklady otidzok Studentov z diskusii:

Je duSevna choroba, ked’ ¢lovek zamkne na odchode dvere a potom sa
musi 10x vratit’ a skontrolovat’, ¢i ich zamkol?

Mobzu dusevne chori l'udia negativne ovplyvnit' tak, ze ,,vyprodukuju®
d’alSieho dusevne chorého ¢loveka?

Rataju sa zavislosti do psychickych chorob (napr. alkoholizmus,
nymfomania)?

Ked’ nedokazem zabit’ nudu nijak inak ako hranim na pocitaci — je to uz
zavislost’?

Moze byt dusevne chory ¢lovek psychologom?

Clovek, ktory sam seba podcetiuje je dusevne chory?

Moéze rodi€ preniest’ na diet'a depresiu?

Moze sa stat’ zo psychopata duSevne zdravy clovek?

Co robit’ s ¢lovekom, ktory ma anorexiu a nechce si to priznat’?

Mobze vyvolat’ uzivanie drog alebo alkoholu paranoidnii schizofréniu,
resp. stihomam?

Témy stretnuti

- 1. stretnutie: Som normalny(a)? ...O duSevnom zdravi a chorobe

- 2. stretnutie: Smutok a depresia.

- 3. stretnutie: Priatel'ov si vyberame, rodinu nie. Ako prezit’ v rodine.
Z obsahu stretnuti

Co je normélne a ¢o nie je?

Desatoro mytov a predsudkov o duSevnych chorobach.
Psychiater a psycholog. Kto su? Kedy kde a ako ich oslovit'?
Co je smutok a &o je depresia?

Naco je dobry smutok?

Preco je depresia choroba a ako sa prejavuje?

Ako vyzera Clovek s depresiou? (priklady z praxe)

Ako sa depresia lie¢i?

Medzigeneracné problémy. Zbytocnost’ alebo zakonitost™?
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- Vyvinové fazy a krizy, ktorymi prechadzame.

- Naco je dobra rodina a preco sa tam niekedy citim na zblaznenie?

Ako stretnutia prebiehaju?

Interaktivinym spdsobom prostrednictvom hier, cviceni a diskusii.

Projekt pozostava z troch stretnuti po dve vyucovacie hodiny.

Na kazdom stretnuti sa pracuje s jednym triednym kolektivom ¢i skupinou
cca 30 Studentov.

Kde projekt prebieha?

Pilotna faza projektu prebiehala pod vedenim autorov programu od marca do
juna 2007 na bratislavskych strednych skolach. V sucasnosti projekt bezi aj v
inych mestaich a vedi ho zaSkoleni (8kolski) psychologovia i Studenti
psychologie FF UK v Bratislave.

Aké su d’alSie plany?

Napliat' ciele projektu v ramci cielov Ligy za dusevné zdravie SR a
pokracovat’ v projekte v roznych slovenskych mestach.

Liga za dusevné zdravie si kladie za ciel’ znizit’ stigmu duSevnych portich v
spoloCnosti, prispiet k odstrdneniu diskriminacie duSevne chorych,
zrovnopravnit’ starostlivost’ o telesné a dusevné zdravie a aktivne podporovat’
duSevné zdravie.

www.dusevnezdravie.sk
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PORUCHY PRIJMU POTRAVY NA STREDNYCH SKOLACH

Viera JAMRISKOVA - Anton HERETIK, ml.
Liga za duSevné zdravie SR, o.z.
Katedra psychologie, Filozoficka fakulta Univerzity Komenského
v Bratislave

Abstract: The authors present results of a research focused on analysis of the current
state of prevention of eating disorders at high schools. The research was realized
from May to May 2009 on asample of 130 participants. The file consisted of
differently qualified personnel working at high schools in 7 municipality regions.
Stemming from this research it seems that the education of professionals working at
high schools and setting their competencies is a key preventive solution.

Key words: eating disorders, high schools, prevention, personnel working at high
schools

Poruchy prijmu potravy (PPP) st zavaznym psychosomatickym ochorenim —
tretim najcastej$im chronickym ochorenim u adolescentnych dievcat (Krch,
2005). Prevalencia sa pohybuje vrozmedzi 0,4-4,2%. Incidencia
Vv poslednych desatrociach vyznamne stupa (Krch, 2004). Riziko s nimi spété
spo¢iva vo vysokej miere mortality (0,7-17,8%), v ich sklone ku chronicite
(30%) a relapsom (Starkova, 2008, Horka, 2007) . Ochorenie postihuje
prevazne zeny vo veku 11-35 rokov (1 muz : 20 zien). Iba tretina pripadov je
lieCena, iba v 40-60% dochadza k zmierneniu ochorenia alebo k jeho
vylieCeniu (Stice, Shaw, 2004). Nebezpecenstvom je tiez ¢asta komorbidita
sdepresiou, uUzkostnymi poruchami a zavislostami. Za pozitivne
prognostické faktory sa povazuju niz$i vek pacienta, kratSia doba trvania
ochorenia a v¢asna a adekvatna lie¢ebna intervencia (Miller, et al., 2005).

Ciel’ vyskumu

Analyza sucasného stavu prevencie portich prijmu potravy na strednych
Skolach.
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Subor
Pracovnici pdsobiaci na strednych $kolach (130/7 VUC) 91% Zien, 9%
muzov.

Metodika

- explora¢ny akény vyskumny plan,

- dotaznik (navratnost’ 86%),

- spracovanie dat: SPSS 16.0, Excel 2003.

Vysledky

- 64% skusenost’ s PPP (bez rozdielu kvalifikacie).

- Stratégie rieSenia PPP:

- najcastejsie (48%) rozhovor so ziakom,

- IBA 3,6% odporucanie navstevy CPPPaP (poradna), skolského
psychologa (5,4%),

- 62% NEVIE na koho sa obratit, problém riesia sami (CPPPaP ako
moznost’ neuvadzaji vobec).

Zdravy Zivotny $tyl na Skole?
- najcCastejsie (38%) na bioldgii, etickej vychove (32%),
- Casto iba na hodinach telesnej vychovy.

Co chyba participantom v problematike?

- 34% (najviac) navod na rieSenie problému,

- IBA 9% riesi problém rozpoznania (rozpoznanie = problém v diagnostike),
- IBA 4% riesi hranice svojich kompetencii (rie$ia problém neodborne).

Diskusia

Pedagog # skolsky/poradensky psycholog # psychoterapeut!

PPP # iba biologicky (telesny) problém!

Podcenovanie roly Skoly v prevencii (v€asné rozpoznanie a motivacia k
liecbe).

Zavery
- Skoly nemaju tendenciu odporacat’ Studentov v pripade PPP do CPPPaP,
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- na Skolach supluji funkciu skolského/poradenského psycholdga vychovni
poradcovia a koordinatori prevencie (pedagdgovia!),

- PPP st primarne vnimané ako biologicky (telesny problém),

- Skoly podceiiujui svoju rolu v prevencii.
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KIDS STRENGTHS - A TRANSFER OF INNOVATION
PROJECT RELATED TO “FORGOTTEN CHILDREN”

Manfred PRETIS
S.LI.LN.N. Sozial Innovatives Netz, Graz, Austria

Abstract: The paper presents an introduction to the topic of children who have
parents with mental illnesses. It brings up basic data about this population. It
introduces the term forgotten children in the context of parental mental vulnerability.
There is a large gap in existing services for these children. The author emphasizes the
need of opening this topic in discussions of professionals but also non-professional
public and describes the Kids Strengths Project.

Key words: forgotten children, mental vulnerability, resilience, Kids Strengths,
project sustainability

The number of children we are talking about

Current data talk about 900.000 Austrians per year suffering of mental illness
(=11% of the population). Every 3™ adult patient cares of a child/adolescent
(=120.000 children). 50.000- 60.000 children of children/adolescents are in
acute need of support (=5% of all children/adolescents).

Estimations for Slovakia

- Population: 5.477.038 (July 2011)

- Vulnerable Population (11%): 602.000

- Children in acute need of support: approx. 30.000-40.000 children

Where are these children?

This is an upward trend - WHO data show that in 2020 depression will be
the second most prevalent illness (Eikelmann 1998, Miiller-Schloher, 2004).

KIDS STRENGTHS reasoning

“Children are forgotten by Adult Psychiatry”

How are the needs of children of adult patients with mental illness
addressed?

No focus at all: ,,We are treating the patients. What shall we do/offer to
children?
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“Children are forgotten by lobbies”

Recent lethal cases of child violence (Luca, Cain) show that parents with

high probability showed signs of mental disorder:

- No public discourse observable;

- Feedback from chief editor of a newspaper in order to start a discourse:
,»Nobody is interested in “psychos.”

“Looking for help depends on the parents”

Alcohol pilot prevention programs are recently offered in some target
districts in Austria. The biggest challenge is finding ways how to reach the
children. Parents might not be always motivated, child protection units are
afraid of future costs of programs...

“Professionals (specifically) MDs tend to underestimate the perceived
distress of the children”

Example of 2 children (3a/2a) in the context of severe symptoms of the
parents, showing massive developmental delays (no playing behaviour, no
expressive language)

Assessment of the professionals: some small developmental risks (1?)

“Lack of services addressing the needs of forgotten children”

Generally in most EU countries specific services are missing. However
during the last 2-3 years an increased sensitivity can be observed and some
new services or networks were created. However, the general economic crisis
represents a (double) threat:

- For the vulnerable parents (e.g. unemployment);

- For the services (finances).
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The anchor points of KIDS STRENGTHS
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The goals of KIDS STRENGTHS
1) Transfer existing knowledge to professionals in diverse sectors
Goals already reached: 4 modules in 8 languages (BG, DE, EN, ES, FI, HU,
PT, SK, TR) available under www.strong-kids.eu
1) ,Lets Talk about Children*
2) ,,The Impact of Mental Vulnerability on Children*
3) ,Information and Understanding*
4) ,Fostering Resilience*

Sustainability of the knowledge transfer

In some training contexts “KIDS” contents have been implemented
AT: for social workers in St. P6lten

PT: for Early Childhood Interventionists in Braga

SK: For special/therapeutic educators in Slovakia

DE: for Early Childhood Interventionists in Hamburg

FI: Let’s talk about children for the health sector

2) Creating a resource pool and online learning platform (more than 200
pilot training participants)
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3) Developing a clinical screening instrument (Resilience Map to assess
protective and threatening factors for children)

»

Sustainability of Resilience Map usage

- Mainstream usage in our service in Graz

- Free of charge training usage for our project partners
- Commercial exploitation in future

- Till now 237 families uploaded in the database

4) Increasing public sensitivity via dissemination and mainstreaming

- About 70 publications in German speaking press and journals

- About 50 presentations in national and international meetings/conferences
- 2 radio features in Austria

Sustainability - ,,It moves on*

- Creating networks of services

- New working groups

- A book in Hungarian/Slovakian

- New project ideas (EU Green Paper on Professional Qualifications?)

“Side effects”
- Internal training of the project partners (by partners from Fl, DE)
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- National conferences/presentations in HU and SK
- Academic thesis (DE, AT)

What we can do for the children of our patients/clients
- Let them have fun and friends, be optimistic.

- Let them make their own plans — and accomplish them autonomously.
- Let them concentrate on specific actions — hardiness.

- Motivate them to ask for help when they do not feel well.
- Empower them to hang out with their friends.

- Let them be proud of what they have achieved.

- Let them understand what is going on.

- Empower them to join other people who like them.

For more information: www.strong-kids.eu

Visit also our new projects: VISKILAB and EUPALT.

KONTAKT

Prof. Dr. Manfred PRETIS

S.LLN.N. Sozial Innovatives Netz

Lerchengasse 4c, A-8054 Graz, Austria E-mail: office@sinn-evaluation.at
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COOPERATION WITH PARENTS WITH MENTAL HEALTH
PROBLEMS: THE EFFECTIVE FAMILY & CHILD
PROGRAMME

Tytti SOLANTAUS
National Institute of Health and Welfare, Helsinki, Finland

Abstract: The author explains the multi-factorial dependence of effects of parental
mental vulnerability on children (concrete symptoms of the mental illness, other
problems in the family, ways of coping, support, etc). She talks about resilience
factors and ways of supporting them. The importance of talking about mental
illnesses, open communication and mutual understanding is highlighted. The
Effective Child and Family Programme in Finland is presented with the main focus
on the Let’s Talk about Children Programme including research data on safety and
feasibility of the programmes.

Key words: mental health disorders, resilience, mutual understanding,
communication, effects of mental health problems, programmes for families, services
for families

The journey

- From risk approach to understanding processes, to the study of making a
change in processes: prevention and promotion, interventions

- From pathology to resilience and opportunity

- Form hopelessness to joy and hope

- From individual families to systems

Intergenerational transfer: Aspects of the disorder

- Diagnosis itself not decisive: chronicity, severity, comorbidity, often mental
health and drug use problems

- Impact of the disorder on parent-child interactions and on parenting
(depression, personality disorder)

- NOTE: medical serverity vs. interactional severity

Mothers or fathers or both?

- Most studies concern mothers only

- The more fathers are studied, the richer the picture becomes
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- Ramschandani et al: postnatal depression in fathers impacts on the child,
follow-up until 7 years (J Am Acad Child Adolesc Psychiary, 2008)

- The role of the parent in the family has not been discussed in the studies

Genes and environment, G x E (Caspi, Moffit, Meaney, Kendler, Rutter,

etc.):

- Gene-environment interaction impacts on the development of disorder

- Kendler: there is no direct genetic heredity in mental health disorders

- In depression: emphasis on environmental impact

- G x E creates a call and a stage for prevention

Families have also other issues, which increase risks for children -

mental health problems/alcohol and drug use in other family members,

somatic ailments and diseases, family discord...divorce rate raised, parenting

problems... neglect, violence, fall in family economy, unemployment,

poverty, crowded living conditions, adverse neighbourhoods, poor schools,

isolation, stigma, social exclusion. ..

- Our families needs go across sectors

- Need for collaboration and building of multisectoral practices

- We are all needed — school, kindergartens, psychiatric services, substance
use services, social services....

Resilience

- Many families and children are doing fine

- If 40% of children suffer from psychiatric disorders, 60% do not

- It is possible to be a good parent and provide a good home even with
mental health disorders

- Problems themselves are not decisive, but the way they are tackled

- "Normal” development even if there are risks for development

- Resilience develops in interaction with the environment (Luthar, 2007;
Rutter, 2010)

- Resilience is not a characteristic of the individual

- Being resilient now, does not mean resilience in the future
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- Being resilient in one adversity does not mean resilience in some
other adversity

Protective factors/processes

Family and home related

- Functional parenting and family relationships, love, caring, monitoring,
guidance, etc., flexible problem solving

- Experience of positive activities and joy

- Sense of security and self-efficacy

- Support from social network and services

- Open communication and mutual understanding in the family concerning
the situation

Social life outside the family

- Friends, play and games, hobbies, etc.

- Good experience and sense of belonging: day care, school, peer group

- Supportive social network for the family/child

Society related protective factors

- Services promoting child development and preventing problems

- Support system in day care and schools

- Effective treament for the parent and children

Factors related to resilience in children (Sandler, 2001, adapted)

- Warm and supportive relationship with parents

- Attachment, guidance, delight, etc.

- Supportive network of friends/adults and constructive age-appropriate
activities, hobbies/leisure time

- Belonging to a structured, supportive class/group at school/kindergarten

Resilient children in families with parental mental illness

- My parent has a problem / is ill and | feel bad for him/her.

- He/she behaves strangely at times because of the illness and it is sometimes
scary.
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- When | need comfort and support and my parent is unavailable, I can turn
to...

- 1 did not cause my parents problems — they are due to other things.

- My parent has a doctor/others to take care of him/her.

- | know | cannot cure him/her, but | can ...

- | keep up my friendships and activities: this is what also my parents want.

Understanding develops over many years

Mental health disorders

A silenced, stigmatized problem (In the community; In families (Between
partners /mothers and fathers; Between parents and children; Between
children)

If a problem cannot be talked about (Its consequences cannot be understood
and solved; Creates distance between people, in family, social network, etc.).

Importance of open communication and mutual understanding

- For making support and love possible (within the family and outside)

- For making sense and meaning of one’s experiences (parents, children,
practitioners)

- For solving problems in family/clinic/school, etc. in the course of everyday
life

Children’s experiences might include: My parent does not want to be with
me (stays in the bedroom). | am a burden to my parents. If | were different,
everything would be fine. | hate my parent!

Parent’s experiences might include: | am no good as a mother /father. My
children would be better off without me. My child is a nuisance!
Practitioner’s experiences might include: Poor children! These parents are
no good.My patient should not be troubled by family worries.

Talking with children about their parent’s mental disorder is a strange
thought

- Cultural beliefs about mental illness
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- Lack of knowledge of one's state
- Beliefs about what is best for children
- Beliefs about what is best for patients
one does not know WHY
one does not know WHAT
one does not know WHEN to talk

Children's questions ...

What is wrong with Dad? How long does it last?
Why is my parent angry all the time? Sad all the time?
Will Mom be like she used to be?

Will Dad do something to himself?

Will my parents divorce? What will happen to us?
Why is it? What is the reason? Did | do it?

Can something be done about it?

Can | do something?

Will I get it?

Parents' questions

Have my children suffered?

Will my children get this?

Is there something | could do?

Working with families with parental mental illness is based

- on understanding the impact of mental illness on one’s abilities to interact
with and to take care of oneself and others

- understanding the situation and needs of the parent

- and on understanding the situation and the needs of the children

- and negotiating these and the needs of the practitioner

The stigma of mental illness

Stereotyping, predjudices, discrimination: ”They are not interested in their
children.” - ”They don’t see their children’s problems.” - ”They cannot talk
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about their children.” - ”If you ask about their kids, they always say

everything is fine.” - ”We know what is best for the children.”

- Stigma extends to family members (to the children if the parent is ill; to the
parents if the child has problems).

- Professionals / WE stigmatize families: alcoholic family; psychotic family;
anorectic family; ”mental family”; substance abuse family...

Respect for the parents

- The parents' role as parents is respected

- The parents decide how to parent their children

- Problems are discussed openly and constructively with an understanding of
the impact of the mental health issues on parenting

NOTE: abuse and neglect (also threat of):

- Physical violence in the family

- Psychological violence — badmouthing, etc.

- Neglect of care and support

- Collaboration with social services

- Mandated reporting to child protection services

From....
1t would be good for children if you ...” It would be best if you...”
”You should...” It would be good for the children if you ...

To ... The Effective Child & Family approach

- "Other families have found this useful.”

- "Research results sugges that...”

- ”What do you think, would it be something you might like to try?"

- ”Other families/Studies have found this useful ...”

- Professional knowledge is offered to the family

- "What do you think, would it be something you might like to try?”

- Parents' own experience, judgement and decision making is respected
- Two experts meet
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Respect for the parent

- The parent is supported to tell about his/her situation to the children

- The parent is not discussed about with children

- ”Nothing about me without me”

- If the parent is unable (e.g. too psychotic), include the person who is
responsible for the children

- Understanding mental health issues and their consequences is a process in
the home across weeks, months, years

Talking with children about parental mental problems

Principle number 1

The aim is to build up parent-child relationship and to make problem solving
possible: clearing out misunderstandings; demystifying mental illness, stigma
within the family; building a communication bridge between parents and
children.

Principle number 2

The aim is to increase mutual understanding: Parents to understand children
and children parents; NOTE: also children might have psychiatric disorders
and therefore behave/react in ’odd” ways.

parenting, family functioning

Knowledde unders1andina/ I l

parent-child-relationship

Principle number 3

Understanding develops over time - talking is a process between parents and
children

= Help for parents to explain and discuss the problems with children
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Principle number 4

One talks about things/happenings which are within the child's experience —
what children have seen, heard, what is bothering them

= Children need an explanation to their experiences

Principle number 5
Important to express empathy and understanding to the child
= Validation of children’s emotional and behavioral experiences

Principle number 6

A solution needs always to be built in, when children are told about major
problems in their and their families’ lives: I am in a treatment ...” etc.

= A door to the future needs to be opened

Principle number 7
There has to be a person present, who can continue the discussion with the
child at home.

Principle number 8
If a parent is not present, he/she must be told afterwards what was told about
him/her to the child.

Message from parents to children

- My behaviour is due to my own problems. Give examples: "Remember,
yesterday...”

- My problems are not because of you.

- | can understand how bad you feel.

- | take care of myself. I see the doctor / therapist...” I take pills...”

- Come to talk to me whenever you want.

- If T am not able to support you, get into contact with...

- School is important ...even if I do not attend the parent evenings.

- Keep up your friends and hobbies, even if | have difficulties.
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- You can talk about these issues with your friend and people important to
you / with ...

= Mutual understanding and sense of security

= Support for children s social life

The Effective Child & Family Programme in Finland

Our work has a history

- The Netherlands — almost 20 years experience

- International conferences since 2001: First European conference in Athens
in 2005; The next one in Vancouver, Canada in May 2012 (COPMI)

- The Nordic Countries: The Nordic Forum from 2005

- CAMHEE programme, Work Package 5 on childen of mentally ill parents
2007-2009

- EU papers include COPMI

CAMHEE ) .
Programme Rights of r_nent_ally ill parents
and of their children?

o o Child mental health in
Institutionalization of legislation and policy papers?
children?

) 5 Basic needs for
Parenting culture? shelter, food,
Children with parental support?
mental problems _
Stigma? Preven_tlon and
promotion?
Community based services? Preventive
Infrastructure? Knowledge base on interventions?
parenting & parental
mental problems? &
NATIONAL INSTITUTE FOR HEALTH AND WELFARE \./ﬂ
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Why not?... cultural attitudes

- Mental health problems are private

- Stigma: stereotyping, predjudices, discrimination

- Cultural attitudes towards parenting (family's own business, private; harsh
parenting the cultural norm; acceptance of separation of children and
parents)

Why not?....service structure

- Institutionalization of psychiatric services

- Sectorized services -for adults and children, for health and social services,
for somatic and mental health,

Why not?...
- Individual orientation in services
- But a hidden worry about the children!
- Symptom orientation with no or little focus on the interactional
consequences of the symptoms
- Belief that parents’ treatment is enough
- Fear for the patient
- Need to protect the patient
- Not knowing how to approach parenting and children with the
patient/client/parent

Why not?...practitioners

- Not knowing how to approach the parent’s psychiatric problems - a major
obstacle

- Mother/parent blaming — also parents are hesitant to talk about family
issues

- Not our business! (especially schools)

Why not?.... legislation
- Mandated reporting of child abuse and neglect -children taken to out of
home custody; loss of parental rights
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- Legislation emphasizes control and re-action
- Pro-active legislation: promotion and prevention concerning support for
children and families with parental problems, Finland, Norway, Sweden

Health Law, May 1, 2011

(708§) Taking care of children’ s needs in services for adults

- Obligation for mental health and substance abuse services and other health
and social services for adults to ensure that the patients’ / clients’ children’s
needs for care and support are attended to.

- Already legislated in the 1980s, but no systematic action untill the Effective
Child & Family programme started in 2001.

Cultural context is extremely important - zone of proximal development

The Effective Child & Family Programme (EC&F) 2001

- A development, research and implementation programme

- To make health and social services to respond to the needs of children and
families when life is difficult for the parents

- And to build cross sectoral community based services for the families
(Started from parents’ mental health problems. Extended to physical health,
substance use, economical problems, criminality)

- National Institute for Health and Welfare: Mika Niemel4, Juulia Paavonen,
Marianne Sipild, and Tytti Solantaus, and hundreds of professionals in the
field

- Funded by National Institute for Health and Welfare, Ministry of Social
Affairs and Health, the Finnish Academy (research)

EC&F programme (2001 - spring 2011)

- It is becoming mainstream / routine practice to discuss children in
psychiatric services for adults.

- Municipalities have started to include preventive work for these families in
their strategies and infrastructure.

- A network of 100 trainers across the country: many health districts/clinics
have their own trainers; thousands of professionals have been trained to
discuss family situation, children and parenting with the parents and
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children in health and social services, work in kindergartens and schools is
beginning.

Strategy for change

- Action on all levels at the same time, if possible:

- National — local governmental level for policies, strategies, legislation

- Organization leaders for strategies, infrastructures, resources

- Practitioners: work with clients/patients/families starts as soon as possible

- Service users, families - NGOs

- Population - media

The EC&F Programme

- Opening (kick off) seminar

- The Let’s Talk about Children -discussion (LT, 1-2 sessions)

- the Beardslee Family Talk Intervention (FTI, 6-8 sessions)

The aims of the EC&F methods

- to support child development and solve children’s problems

- to help the family to live with the problems

- to support parents to be as good parents as possible in the present situation

- to help parents and children to use: the family's own resources, resources of
the family's own network , resources of different services

- to help the family reach the services they need

- In schools and kindergartens: to help teachers support the child during the
day; to help teachers and parents to collaborate for the good of the child

Raising interest for the children: beware of increasing stigma!
- It is tempting to use the worst cases as examples
- To wake people up, to arouse worry for the child
- ”To make them finally understand and do something!”
BUT
- It increases stigma — an outcome of stigma?
- Does not increase understanding
- Adult services: not for us, for child protection
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- Guilt tripping is not a good way to get people to collaborate with you

- Hopefullness and agency are better choices

Opening seminar — when entering a new locality — to raise awareness: basic
information, review of methods, issues of implementation.

All: child, adult, family practitioners from all sectors and NGOs are invited,
when EC&F work is introduced in local services - plus local / regional media

Community health Adult psychiatry
centres

Substance abuss services

raongowernmerntal

organi z=ations Child and adolescent

I— psychigtry

kKindergartenteachers i

| Family counsaling
Well child clinics

Socal services

Teachers
Schoaol health

Zhild protection

MEDI A

Let’s Talk About Children a psychoeducational discussion / intervention
with parents
Let’s Talk About the Children (LT)
- Designed initially for practitioners with no training and experience
- in talking about or with children in professional settings
- in making assessments of child development
- has been taken to kindergartens and schools
- Two psychoeducational discussions with patient / both parents, more when
needed
- Opens children as a topic in the relationship between the parent and the
practitioner
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- Manualized

- Information for parents on how to support their children

- Protective factors /processes (Within the family. Outside the family)

- Promotive assessment of children

Psychiatric assessment of a child

- parents and children provide the material, the assessment is made by the
clinician

- for the clinician

- to know what measures to recommend

- produces a symptom profile

- necessary for the treatment process

Promotive assessment in LT

- assessment is made by the parents and the clinician together

- it is made for the parents

- to help them to know how to support the children

- produces a profile of child and family strengths and vulnerabilities

- and means for the parents to act

Psychiatric vs promotive assessment

Psychiatric assessment Promotive assessment

- assessment made by the - assessments made by and
clinician with the parents

- for the clinician - for the parent

- to know what measures to - to parents to know how to
recommend support the child

- produces a symptom profile - aprofile of child/family

- recommendations for strengths and vulnerabilities
treatment - tools for parents to act

Child and family strengths in LT

- things that are going normally

- no special capacities or achievements are needed

- The definition of resilience: OK development in spite of difficulties

72



Child / family vulnerabilities

- Things that are already problems and things that might become problems:

- Lack or weakness of protective structures

- Child's own vulnerabilities

- A vulnerable match between parental problems and child characteristics (a
shy child and low-energy depressive parent; a lively child and parent with
diminished impulse control)

Age specific forms to assess child development

- pregnancy, 0- 3 years, 3-6 years, 7-12 years, 13 and up

Let's Talk Manual and Logbook

- the manual describes the principles

- the log book lists topics to be covered

- the order of topics can be changed

- the logbook helps to stay focused on children

- the plain logbook version: lists topics

- 'an assisted logbook": includes suggestions for expressions that can be used

The (Beardslee) Family Talk Intervention

- Support for the family to communicate openly and constructively about
parental mental health issues and other family problems

- 6 sessions in a family with 1 child: Parent session (2), Child session
(1/child), Planning session with parents (1), Family session (1), Follow up
session (1), Booster sessions in the long run, www.fampod.org

Vertti — groups for children and parents

- Family Organization/Uusimaa project: Matti Inkinen & Bitta S6derblom

- Combining: Peer support for both children and parents.Family process

- 10 session programme

- "Opportunity to talk, allowed to be quiet"

Let’s Talk Network meeting

- Is there a need for out-of-family support and a Network Meeting?

- Need to activate the social system around the child and family (relatives,
friends, teacher, etc.) and/ or to involve other services?
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For adults

Mental health services For children

School/

kindergarten Substance abuse services

Employment
services

Well child clinics

School health
Parental problems, Mh-
substance abuse- economy

Family )

. Income benefits
counseling
Social services Specialized

hid orotecti Community Health services
ild protection
P Based health
services N
NATIONAL INSTITUTE FOR HEALTH AND WELFARE \./“

Problems in traditional network meetings

- Time consuming and difficult to convene

- Loose discussions with no clear, concrete aims

- Often focus on negative issues

- Feelings of helplessness but also frustration and anger among the
professionals and the family

- Family members: Risk for humiliation and loss of agency. Leading to
refusal to come again
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Communication traps

Parent
Defence for the child and the family!
R "Mary has
Mary has caused all these
caused aI’! these problems”
problems
Professional 1 Professional 2

Prof. No1 to No2: "Can’t you see how much | have done?”
Prof.No2 to Nol: ” But | have done even more...”

NATIONAL INSTITUTE FOR HEALTH AND WELFARE S’

Multisectoral work in the EC&Family program
- Tries to avoid and solve the problems in traditional network meetings
- The Let’s Talk — discussion identifies issues for action in a respectful and
hopeful way with parents
- The Network meeting elicits concrete actions on issues identified in the
Let’s Talk —discussion
- Every participant thinks out what he/she can do for the child/family
Preparing for the Network meeting
- Give parents information of how the network meeting can help, and of
those who could be of help
- Child participation: children need to feel safe!
- family's own network
- if authorities present, discuss children’s safety,
- age of child
- Children's voice can be heard in many ways
- Let’s Talk about Children provides topics to be discussed with parents
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- Plan the discussion with parents: with the aims in mind; only those issues
that help others to understand and support the children; agree on topics not
to be discussed (e.g. personal issues about mental illness); also the parents
need to feel safe.

The Let’s Talk Network Meeting

- Welcome & introduction

- Every participant commits oneself to do something for the child/family:
concrete activities, which one is able to do, the smallest things are ok — no
guilt tripping

- The family members are the last in order to state their activities

Identified issues to be acted on...

Participant Activity Done/not (date)
Social worker

Psychiatric nurse

Teacher

Grand parent

Uncle

Mother

Child (if present)

NATIONAL INSTITUTE FOR HEALTH AND WELFARE S—

- Let’s Talk Network meetings have been received with enthusiasm

- They seem to solve some of the networking problems

- Young people have responded with delight

- Research ongoing

In kindergartens and schools

- Teachers have the opportunity to support children during the
school/kindergarten day
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- Teachers have individual parent meetings (as part of the system)

- Information to the parents of teacher’s opportunity to support the child if
there are family stressors: ”Come and tell us” "We will also tell about our
problems.”Joint meeting with Let’s Talk. Support during the school day for
the child.

- Talk about the Children — discussion and the Network meeting to build a
network around the child

- The work is only in the beginning

1 8 1

Unspecific or Need for protectivec
clear worry structures e.g. activate
social network

1 8 : 8

Let’s Talk - Network MEETING

* parents (- children) daycare

. fam[ys own network school

« child’s environments .

+» child psychiatric team fiends

. : hobhies

* social services

* others? £
NATIONAL INSTITUTE FOR HEALTH AND WELFARE \./
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EC&Family methods
Let’'s Talk about the Children

|

Let's Talk - NETWORK MEETING |-, | SUPPORT
groups
4 { \ N\
ACTIVATION ‘
of SUPPORT FROM | CHILD PF’?RE:‘LTTEI
Child/Family SOCIAL PSYCHIATRIC || | SyC -’ c
social network SERVICES | Assessment/ carg| ~SS€ssmenticare

NATIONAL INSTITUTE FOR HEALTH AND WELFARE

T. Solantaus, 2011

‘ Parent becomes a patient '—@—" Child protection ‘

NATIONAL INSTITUTE FOR HEALTH AND WELFARE

| f

Social services

Day care
School
Hobbies
Friends

Child psychiatric
assessment and care

©

T -S8ianraisi20s
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EF -work in progress

- the work has spread into primary health and social services

- parental cancer & cancer clinics

- other somatic diseases in parents

- drug and alcohol problems & services

- child protection situations & services

- children's mental health problems & services

-and other difficult-to-talk problems, for instance to families with
transsexual parents, HIV, children in out of home custody

Changing thinking and changing systems is a long process and you need a

special recipe for making the change (HIM — Ville Valo philosophy by Pekka

Himanen): creative craziness, guts, band, persistence, and a dream.

Study questions

- To compare the Let’s Talk about the Children and the Family Intervention
- Safety, feasibility and perceived benefits (IIMHP 2006, 2009)

- Effectiveness of the methods (ECAP 2010)

Effective Child&Family Intervention Trial

| Baseline |

Let's Talk about Family Talk +

Children +self Help booklet + self help booklet

Feed back/ Feed back

parents Parents and children
Follow-ups

4-10-18 months & A

NATIONAL INSTITUTE TOR TEAT
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Sample and sample flow
- Informed consent 119 families with
- A parent in treatment for depression
- at least one child between 8-17
- Randomised to FT1 60 and LT 59 families
- Intervention completed by 109 families
- Feed back Questionnare 45 + 45 families
- Baseline and follow up at 4-10-18 months
- Attrition raging between 9%-34%
- A questionnaire based study
Feed back data: Safety, feasibility and perceived benefits
- Safety
- Do our methods cause harm? ... Parent’s well being and treatment
motivation. - Stigma. - Children’s worries
- Feasibility
- How do family members receive the sessions?
- Clinicians’ experiences of working with the methods (Toikka ja Solantaus,
IJMHP 2006)
Safety
- Do we increase parents’ or children’s burden? No, the opposite.
- Parents (LT-FTI)
felt better after the intervention: 43% - 74%
Motivation for treatment increased: 39% - 59%
- Do we increase parents’ sense of stigma? No.
Increase of self acceptance 46-76%
Decrease of sense of guilt 64-74%
Decrease of shame 16%-60%
Some negative responses
- Children’s burden (FTI)?
My worries decreased 50%; one child increased
Felt better after the intervention 50%
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- Was there harm done to you or anyone?
Great majority: No
Two parents said yes
One child said yes: I did not know what to say.
The few negative responses highlight the importance of proper
training
Feasibility and perceived benefits
Parents reported
- Overall satisfaction in their own intervention
- A good working relationship 71-86%
Perceived benefits
- Getting new tools for parenting 72-93%
- Confidence in children’s future increased 73-93%
Children (FTI):
95% were able to say what they wanted
98% reported having been understood by the clinician
85% would recommend the FTI for other children
55-60% easier to talk and ask about parental problems
Impact on mutual understanding in the family
- Parent report:
I understand my children better 52% - 81%
- Child report:
My mother understands me better 67%...
My father understands me better 59%...
I understand my mother better 33%
I understand my father better 28%
Making children a legitimate topic
- All patients in FTI and 83% in LT had continued to discuss children in later
sessions
Indentification of needs for other services
- Both interventions identified about 20% children with problems needing
referrals,
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- but family counselling was recommended more often in the FTI (25% vs
5%).
Clinician’s experiences
- Fidelity: the interventions were carried out as expected according to the
logbooks.
- Positive impact on the clinicians’ motivation and joy (80-90%)
- Impact on increasing intersectoral work (about 50%) with child protection
and child mental health
Trial outcomes and measures
- Symptom outcomes: measures
- Child: SDQ, SCARED, CDI
- Parents: BDI, STAI (anxiety), illness history, family history

Time p= .036, Time x Group p= .04

e

NATIONAL INSTITUTE FOR HEALTH AND WELFARE
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Anxiety symptoms
SCARED, parent report, baseline — 18 months
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Tytti Solantaus

Prosocial behaviour,
SDQ parent report
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Children's self-reported emotional symptoms
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Symptom outcome at 18 months

- Parental reports on SDQ on children

- Emotional symptoms decreased in both groups (p=.036), more so in FTI
(p=.04)

- Anxiety decreased in both groups (p=.003)

- Marginal decrease in hyperactivity in both groups (p=.072)

- No change in peer and conduct scores

- Prosocial behavior increased in FTI (p=.001)

Child reports

- No overall change in SDQ or CDI

- But a sign decrease in symptoms in the highly symptomatic group at
baseline; no group difference

Attributions

- Interpretation and explanations of the reasons for events, behaviour &
feelings

- Attribution theory: explanations and understanding serve mental health
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- Important in depression
- Shown to be distorted in children of depressed parents
- I .am no good, good things happen because of good luck, not me.
Bad things happen because of me ... my parents problems...”

Prev. Intervention, the parent:
” | have problems myself,
they are not due to you”

Child: Attribution change re parental symptoms
"Ok- not my fault”

Child: Generalization to attributional schema
in general

NATIONAL INSTITUTE FOR HEALTH AND WELFARE N’

- Limitations and questions

- Attrition

- For future studies — larger samples

- Boys/qgirls, different age periods
- The role of parental treatment
Conclusions

- Both intervention are safe and feasible in the Finnish family and
service culture

- Both have an impact on the expected direction

- The Family Talk Intervention more effective on emotional
symptoms in children

- The Let’s Talk more effective on attributions

- Explanation? Different effect mechanisms?
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Sustaining and developing the work

- In adult psychiatry: Good practice guidelines to include children. Patient
records to include a family page. Case conferences to include child issues.
To come: National statistics ask if the children’s needs have been attended
to, Yes/No

- Infrastructure for child work in clinics: Identified professionals responsible
for monitoring the work. Two meeting with the heads of the organization
for reporting the work and the needs for training etc.

Quality and development: EC&F network

- A big challenge is how to keep up the quality of the work

- Trainers’ ’boarding school’ for 3 days once a year

- Local networks and peer supervision (not everywhere)

- National and local seminars
- New themes as experience is collected (Cancer patients, child protection,

substance abuse, children’s problems, multisectoral work. The Nordic

Forum for Nordic collaboration since 2005. Other international
collaboration).

Mental health services for adults
One’s own history
And present state of mind  — | therapy

Couple relationship — | Couple therapy

Work history and
Ability to work —— | rehabilitation

(\ .#’ )
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Where is parenting? And prevention?

One’s own history
And present state of mind | —

/‘ Couple relationship ‘ —»‘ Couple therapy ‘

Work history and
Ability to work — | rehabilitation

Ability to work — | Parenting support I

at home
&
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3 SKUSENOSTI Z PRAXE NA SLOVENSKU

PROCES VYROVNAVA,NIA SA S DUSEVNYM QCHORENiM
V RODINE - SKUSENOSTI S PODPORNYMI A
PSYCHOEDUKACNYMI STRETNUTIAMI PRIBUZNYCH

Anna KOCIBALOVA
OZ Opora, Bratislava

Abstract: The presentation explains the process of coping with and accepting mental
disorder in a family. It describes reactions of family members to the fact of mental
illness of a parent, a child or a sibling and emotions they experience (feeling of guilt,
embarrassment, isolation and loneliness). Coping strategies of relatives are
mentioned in general and specifically for a situation of schizophrenia in the family.
Further it introduces psychoeducational and support groups and the goals of
programmes offered by the civic organization OZ Opora in Slovakia.

Key words: coping strategies, emotions, relatives of parents with mental disorders,
psychoeducation, support programmes

DuSevné ochorenie znamend vela zmien v zivote rodiny, zmétok
vV povodnom systéme rodiny, rozviri sa hladina emocii, ¢lenovia rodiny sa
citia velmi zneisteni aoslabeni. Po prekonani akutnej fazy casto
zostava dlhodoba zat'az ochorenia. Zvladanie zdtaze ma vyznamni rolu pri
prevencii relapsu ochorenia. Kazdd rodina sa snaZi zvladnut situdciu
najlepsie ako vie, s tymi zdrojmi, ktoré mé a pozna.

Reakcie pribuznych v procese akceptacie dusevného ochorenia:

1. Sok: pribuzny je vystraSeny, ustarosteny, zmiteny, je odbornikom
konfrontovany so situaciou, o ktorej nerozmyslal, prekvapenie najmi
vtedy, ak ochorenie prepuklo nahle, nejasné predstavy o psychickom
ochoreni, niekedy ul'ava, Ze problém je pomenovany, spolichanie sa na
pomoc odbornikov

2. Popieranie: tendencia zlahCovat’ situaciu, presvedéenie, Zze je to len
prechodné, ochorenie neexistuje, najmé pri nejasnych a nedostatocnych
informaciach
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- pozitivum: pribuzny je pripraveny a motivovany bojovat, aby sa jeho
blizky vratil do normalneho stavu
- negativum: nerealne ciele, ktoré nemozu byt splnené
3. Zarmutok: zazitok straty toho, co bolo pred ochorenim, zmena
v spravani aprezivani blizkeho, strata predchadzajicich predstav
0 buducnosti, zazitok podobny smrti blizkeho ¢loveka
4. Frustracia ahnev: vycCerpanost, bezmocnost, hnev na systém
zdravotnickej starostlivosti, na chorého pribuzného
5. Pochopenie a uéenie sa ako Zit’ s ochorenim
- poznanie, ze doterajSie predstavy a sposoby reagovania nie si primerané
situacii chorého
- pocitenie ulavy, ze uz nemusia stale patrat’ po pri¢inach zmien u
pribuzného
- akceptovanie problému ako vyzvy
- ziskanie odstupu, niZ§ia miera emocionalneho zaangazovania

Specifika emocionalneho preZivania situacie u pribuznych:

Pocity viny

- pribuzni maju potrebu najst’ vysvetlenie, pricinu ochorenia, najst’ ,,vinnika“

- pocity viny mdzu vznikat' aj pri Citani odbornej literatiry, v kontakte
s odbornikmi, najma ak st prili§ zdoraziiované rodinné a vychovné vplyvy
pri vzniku ochorenia

- napriek poskytnutym informéciam o biologickych faktoroch, rodicia ¢asto
povazuju psychosocialne faktory za doleziti pric¢inu (kvalitativny vyskum,
Pejlertova, 2001)

- prilisné vyclenovanie pribuznych zliecebného procesu zo strany
odbornikov

- pribuzni si klada otazky: ,Nemoze, alebo nechce? Mozem za to ja? Co
robim zle?*

- vysledkom nadmernych pocitov viny moze byt depresia, oslabenie
sebaddvery, nadmerne ochranujici postoj, stracanie schopnosti riesit
problém, zniZena kvalita Zivota
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Pocity hanby

- Vv spolo¢nosti sa dusevné ochorenie eSte stale spaja s urcitou socialnou
stigmou a skreslenymi nazormi na Tudi s duSevnym ochorenim a ich
pribuznych

- kprvému kontaktu so psychiatriou casto dochadza za dramatickych
okolnosti

- neobvyklé spravanie je inymi tazko pochopitel'né

- pocit, Ze ini ich vidia ako zli rodinu

Osamelost’ a izolacia

- vnmitorna izolacia medzi ¢lenmi rodiny sposobend krizou

- vonkajSia izolacia, obmedzenie spoloCenskych kontaktov v dosledku
neporozumenia zo strany okolia a vlastnych negativnych pocitov

- Casto sa za toho, kto potrebuje pomoc poklada iba clovek s duSevnym
ochorenim a malo pozornosti sa venuje otazkam, pochybnostiam a strachu
pribuznych

Stratégie zvladania

- stratégie zamerané na problém: Gsilic o zmenu prostredia, podmienok,
zahffia analyzu problému, zostavenie planu, aktivne konanie, hl'adanie
praktickej socialnej opory

- stratégie zamerané na emocie: snaha vplyvat' na vlastné emocionalne
reakcie, na prezivané t'azkosti, obsahuje vyjadrovanie emocii, hl'adanie
emocnej socialnej opory, reinterpretaciu javov, prijatie situacie, alebo aj
popieranie

- stratégie zamerané na unik: denné snenie, spanok, uzivanie alkoholu
alebo drog, humor

- stratégie zamerané na hodnotenie: usilie definovat’, ngjst osobny vyznam
situacie

Specifické stratégie zvladania u pribuznych Pudi so schizofréniou:

- Natlak: impulzivne reakcie hnevu voci chorému pribuznému, odmietanie

neobvyklého spravania a snaha zmenit’ ho
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- Socialne zapajanie chorého pribuzného: povzbudzovanie Kk socidlnym
kontaktom, zapajanie do rodinnych aktivit

- Koluzia (nevhodna kooperacia): pasivne a stihlasné reakcie s neobvyklym
spravanim a myslenim, aj s jeho nespolupracou pri liecbe

- Pozitivna komunikacia: empaticka komunikacia, zapajanie do rodinnych
rozhovorov, konstruktivne vyjadrovanie negativnych pocitov a potrieb,
vyjadrovanie ocenenia a vd’a¢nosti

- Vyhybanie sa kontaktu

- Ziskavanie informacii: 0 ochoreni, o zvladani problematickych situacii

- Udrziavanie socialnych zaujmov: pribuzny sa snazi nezabudat aj na
vlastné potreby a zaujmy, na to, ¢o mu prinasa radost, snazi sa, aby situcia
dusevného ochorenia nezabrala cely jeho zivotny priestor

- Rozpravanie s priatel’'mi

- Rezignacia: pribuzny nevidi nadej na zlepSenie stavu a straca energiu na
aktivnejSie formy zvladania

- Duchovna pomoc

- Alkohol a drogy: snaha potlacit’ problémy spojené s duSevnym ochorenim

Pouzivanie stratégii zameranych na problém viedlo u viacerych pribuznych
K zniZzeniu zataze, ale zistilo sa, Ze tieto stratégie su viac efektivne
Vv situacidch, ktoré st pristupné zmene a stratégie zamerané na emocie si
efektivnejSie v situaciach, ktoré s tazsie zmenitelné, chronické.?

Dolezitost’” akceptacie: uzitok pre vlastni subjektivnu pohodu; dobry
vplyv na stav chorého pribuzného; vyskumy EE (xpressed emotion)
zamerané na mMieru vyjadrovania emocii v rodinach s duSevnym ochorenim;

2 Niektoré vyskumné $ttidie poukazuji na postupny posun od stratégii zameranych
na problém ku viac emociondlne zameranym formam zvladania — manaZovanie
vlastnych emocionalnych reakcii na situaciu, akceptacia (najméd pri negativnych
symptémoch v spravani).
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z vysledkov vyplyva, Ze prili§ vysoka miera (zahfia kritickost’, nadmernu
emocionalnu angazovanost’, ochrafiovanie) viedla k vys$iemu poctu recidiv
ochorenia

Efektivne zvladanie vramci rodiny zahfia: Informacie o chorobe
a lieCbe; Zameranie sa na silné stranky, zdroje; Zdielanie emocii;
Komunikaciu v ramci rodiny; Hranice vrodinnom kruhu; RieSenie
problémov; Obnovenie spolocenskych vézieb; Spolupracu s odbornikmi.

Co mézu priniest’ psychoeduka&né programy: poskytnutie komplexnych
informacii o duSevnych ochoreniach o moznostiach liecby a psycho-
socialnej rehabilitdcie; porozumenie modelu psychotickej epizoddy,
moznosti prevencie relapsu (navratu) ochorenia; pochopenie vplyvu stresu
na relaps psychozy, podpora pri zvladani zatazovych situacii; podpora
komunikacie medzi pribuznym, pacientom a odbornikmi z oblasti
dusevného zdravia

Prinos podpornych skupin

Ich poslanim je =zlepSit komunikaciu a porozumenie nielen medzi
pribuznymi a pacientom, ale aj medzi pribuznymi a psychiatriou. Prinosom
je odstranenie socialnej izolacie, dodavanie nadeje a podpory, uvolnenie
negativnych emocii aich primeranejSie zvladanie, zbavenie sa pocitov
viny, vymenu informacii, poskytovanie modelov pre Gspesné zvladanie
problémov, zmenu vnimania situdcie, moznosti potvrdenia sebatcty cez
pomadhanie inym...

Realizované projekty OZ Opora

- Objavit’ zdroje (rodinne terapeutické stretnutia podpornej skupiny
pribuznych)

- Cesta k pomoci (Psychoedukacny program pre ludi s duSevnym
ochorenim a ich pribuznych)

- Podpora na ceste (Podporna skupina pre pribuznych a I'udi s duSevnym
ochorenim)
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- Podpora na ceste II. (Podporné a psychoedukaéné stretnutia pre
pribuznych a l'udi s dusevnym ochorenim)

Ciel’ projektov

- poskytovat’ pribuznym emocionalnu podporu a sprevadzanie v procese
vyrovnavania sa s duSevnym ochorenim v rodine, vplyvat' na znizenie
socialnej izolovanosti a stigmatizacie, vytvarat priestor pre vzajomné
zdielanie emocii a skusenosti spojenych s dusevnym ochorenim,
poskytovat informacie o duSevnych ochoreniach, liecbe a socialnej
rehabilitacii, ktoré pribuzni aktualne potrebuju, zamerat’ sa na hl'adanie a
podporu vnutornych zdrojov pribuznych a zdravého potencidlu rodin
s dusevnym ochorenim, pozitivne ovplyviiovat emocionalnu atmosféru
Vv rodinach s dusevnym ochorenim, tym ze poskytneme Specificky priestor
pre pracu s vlastnymi emociami, zdrojmi a komunikacnymi poziciami
v rodine, pomahat’ pri rieSeni konkrétnych zatazovych situacii, podporit’
moznosti Ucastnikov byt si navzajom v skupine napomocni, Vvytvarat
podmienky pre dialog s odbornikmi z oblasti duSevného zdravia o
potrebach T'udi s dusevnym ochorenim a ich pribuznych, ako aj o
sposoboch ich naplnenia.

Prinos podpornych a psychoedukaénych stretnuti pre ich uc¢astnikov

Odstranenie izolacie

- ,Viem, Ze su taki l'udia, o maju podobné problémy, ze ¢lovek sa neciti
byt uplne odtrhnuty od spolocnosti, ved” skym sa otom mdbze
porozpravat’.*

- ,Skupina mi pomohla otvorit sa pre druhych, nasla som odvahu
komunikovat’ s inymi o problémoch, povzbudenie od inych.*

Zazitok spolupatricnosti a inSpiracie pre rieSenie problémov

- ,,Oni presne to isté doma prezivali, ¢o aj my... vtedy sme vlastne videli, ze
to je nie iba moj problém, ale to je vlastne problém nas vsetkych.*

- ,,... a ked’ ja si neviem poradit’ a vypocujem si, ako to tam robia, tak iste to
posunie aj rieSenie toho mojho problému.*
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- ,,Vedomie, Ze ste sucast'ou celku a je to choroba, ktorda ma svoje tienisté
stranky a si rozne pripady a vy ste jeden znich. Jednoducho, Ze ste
sucastou nietoho, €o je v niektorych pripadoch este tazSie ako vas
osobny pripad.*

Odrahcenie problému

- ,Tam ta konfrontacia s druhymi a spoluzdielanie toho problému vam
vlastne odoberie mnohu tarchu.*

Prakticka opora

- ,,Viem, Ze madm minimélne tri telefonne ¢isla, na ktoré modZem zavolat’,
ked’ by bolo vel'mi zle. To si myslim, Ze je taky maly kro¢ik dopredu, ze
aj tych par l'udi, na ktorych sa mozno obratit’.

Odovzdavanie skusenosti a pomoc inym

- ,,Ked’ rodicia nieco hovoria, tak by som chcela im nieco poradit’, alebo
povedat’ — Ze tymto som presla a toto ve'mi pomohlo.*

Ziskanie informacii a porozumenie dusevnému ochoreniu pribuzného

- ,,Dozvedeli sme sa 0 dusevnych chorobach a ako mame zit".*

,»V doslednejSom poznani choroby, v ujasneni spradvania pacienta,

v hlbSom pochopeni jeho nélad a rozpolozeni, v adekvatnejSom spravani

sa voci pacientovi, v rozliSeni jeho skuto¢ného stavu choroby, napr. som

dokézala usudit, kedy ho treba hospitalizovat’.

- ,,Porozumiet’ diagnoze, prijat’ ju a vediet’ sa podl'a nej spravat’.”

Pomoc pri zvladani zataZovych situacii

- ,,...zvladat’ stresové situacie...”

- ,,...v0 zvladani zatazovych situacii...*

- ,Naucit’ sa od odbornikov ako zvladat’ zivot s chorobou. Je to vel'mi
tazké, zlozité.«

Prijatie duSevného ochorenia a odstranenie jeho stigmy

- ,Uvedomit’ si, ze ochorenie mdjho dietata nie je ni¢ ojedinelé, ze
choroba — schizofrénia, tak ako aj ostatné choroby, patri svojim spdsobom
k Zivotu.“

- ,Nadviazat' kontakty s odbornikmi, ovplyviiovat masmedialne verejni
mienku.*
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PRIRODZENA VOINA HRA PRI PODPORE PSYCHICKEJ
ODOLNOSTI DIETATA

Petra MITASIKOVA
Katedra liecebnej pedagogiky, Pedagogicka fakulta Univerzity
Komenského v Bratislave

Abstract: The paper describes natural non-directed play of a child as means of
supporting child’s resilience in the situation of parental mental vulnerability in the
family. The author explains how play meets the needs of children in general and
specifically at risk developmental situations. The emphasis is on protective factors
of play, the opportunity of a child to play out emotions and conflicts, to express
needs, make contacts, get feedback. Play supports child’s self-esteem and by
providing space for playing adults (parents, therapists) show respect and
acceptance to the child.

Key words: play, spontaneous play, supporting resilience, positive emotions,
respecting children, parent-child relationship

Pre dieta v tazkej Zivotnej situdcii je dolezité hl'adat’ a posiliiovat’ vhodné
a l'ahko dostupné zdroje zvladania. V realite dietata, ktorého rodi¢ia sami
zapasia s vlastnymi psychickymi problémami je hra jednym z moznych
a vel’mi téinnych prostriedkov pomaoci.

Aky vyznam ma hra v procese podpory reziliencie? Osobnost’ dietata je
velmi krehka a zranitel'nd, procesy zrenia aucenia st velmi citlivé na
interné i1 externé stimuly. Spontianna prirodzena volna hra najlepsie
reflektuje vnitorné potreby dietata poznavat' a objavovat’, klast’ otazky,
experimentovat’, komunikovat’, ucit’ sa, zdolavat’ prekazky, pohybovat’ sa,
oddychovat a tesit’ sa.

Hra je aktivita - ¢innost, v zmysle vol'ného prirodzeného zamestnavania sa
dietata. Je zakladnym predpokladom naplnenia vnutornej potreby konat’,
tvorit' apretvarat - zvycajne bez ambicie dosiahnut nejaky vysledny
produkt &i ciel. Ovela vd¢si vyznam ma samotny proces hry, ako jej
kone¢ny vysledok. Zamestnané diet’a, ktoré sa zvycajne nenudi, alebo nie
je nadmerne zamestnavané inymi ,,dolezitej$imi aktivitami® a ktoré sa
dokaze ponorit’ a zahibit' do hry, ma dobry predpoklad zvladat’ nielen bezné
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zivotné konflikty a prekazky, ale aj zadvaznejSie Zivotné zatazové situacie.
Dieta méze vramci hry neustale prekonavat vonkajSie aj vnutorné
konflikty. Pomaha mu to vyrovnavat sa so svojimi skrytymi strachmi
a obavami. Vyzaduje to vela trpezlivého, vnimavého porozumenia a mozno
tiez vhl'adu do Sirsich suvislosti, v ktorych sa dieta nachadza.

Diet'atu sa vo volnej hre dostdva velmi vela spontanneho prirodzeného
ocenenia. Faktor sebaocenenia obsiahnuty vo volnej hre je unikatny z
hradiska aktivovania a hl'adania vnitornych zdrojov zvladania zatazovych
situacii. Kde sii moje silné stranky? V com som dobry? Co majstrovsky
ovlddam? Za ¢o som bol v hre oceneny? Co sa mi dnes podarilo? Kedy, pri
akych hrach sa citim najlepsie? Akceptovali spoluhraci moje ndpady?
Dobre sme sa pri hre zabavili?

Hrovy prejav dietata je celostnym obrazom jeho osobnosti. Je projekciou
odzrkadl'ujucou jeho prirodzené ukotvenie v okolitom svete. Stustredenym
pozorovanim hrajiceho sa dietat’a, mame moznost’ ziskat pomerne vela
aktuadlnych informécii o jeho momentalnom vnlitornom prezivani pri
spracovavani zZivotnej reality. Vel'a cenného objavime, ked’ sa v hre cielene
zameriame na jednotlivé aspekty jeho spontannych prejavov. Za
povSimnutie stoji napr. ako sa dieta pri hrani pohybuje, kde sa pocas nej
najéastejSie vyskytuje, v akej pozicii sa hra, c¢o hovori, aky téon hlasu
pouziva, ako je pri hre konstruktivne prip. destruktivne a pod. Opakovanym
systematickym pozorovanim hry konkrétneho dietata mame moznost
porozumiet jeho vnutornému prezivaniu ovela viac do hibky. Hry deti
vur¢itom veku maji niektoré znaky podobné. V ramci komplexnej
procesualnej diagnostiky pozorujeme typické vzorce hry, ktoré sa
opakuju, alebo kvalitativne ¢i kvantitativne menia.

Umoznit’ dietatu preni najprirodzenejsiu aktivitu — hru, Vv dostatoénom
¢asovom rozpiti je prejavom tcty a reSpektu k jeho potrebam. Dieta sa
potrebuje hrat’ prirodzené vol'né hry ¢o najcCastejSie. Je to zakladom jeho
zdravého vyvinu. V pripade zlozitej Zivotnej situacie je moznost’ pravidelne
sa volne hrat obzvlast dolezitou podmienkou ozdravného ¢i podporného
terapeutického procesu. Pre dieta je hra kazdodennou nutnost'ou rovnako,
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ako je pre dospelého nutné verbalne komunikovat. Dobre vyhrané dieta,
ktorému umoznime hrou priebeZne prirodzene napliiiat’ svoje vnutorné
potreby, je spokojné, St'astné a vyrovnané.

Sucastou kazdej hry diet’at’a je aktivovanie a vyjadrovanie celého spektra
emocii rovnako, ako sa to deje pri komunikacii dospelych. Pre dieta je
velmi prospesné, ked” moze svoje pocity prostrednictvom hrovej aktivity
prejavit’ — ,,vyhrat’ zo seba“ von. Emocie dietata treba brat' vzdy vazne,
nezl'ahcovat ich, vyjadrit’ pre jeho citové prejavy porozumenie. V pripade
nutnosti terapeutickej intervencie je umoznené dietatu i rodiCom svoje
emoécie prijat, zdielat, analyzovat a pomdct dospiet’ k vzadjomnému
porozumeniu. Sunderlandova (2008, str. 26) k tomu dodava: ,, Ak rodicia
nechapu potreby svojho dietata, ak ho pravidelne kritizuju alebo nan kricia
- zastavi sa uvolfiovanie opioidov a oxytocinu — ,,hormonov stastia.“
Rubinova (2010) zdoraziuje potrebu aktivne hPadat’ zdroje pozitivnych
emdcii. Jednym zo sposobov ako sa dobre citit, je ndjst’ si ¢as na hru. Hra
je definovana ako cCinnost’, ktord nds velmi uspokojuje, nema Zziadny
ekonomicky vyznam, nesposobuje socidlne zlo a jej ciel'om nie je pochvala
ani uznanie. Sunderlandova (2007) dodava, Ze pri spolo¢nej zabave sa
v mozgu diet'at’a uvolnia optimalne hladiny dopaminu a opioidov. Autorky
Kempova a Waltersova (2004) odportac¢aji ako vhodny stimul poteSenia
aradosti hudbu. Hrové hudobné Ccinnosti zalozené na vyuzivani
pravidelného rytmu, pomahaju spracovavat’ podnety z okolia a upokojovat’
emocionalne rozladenie. Ak je Cast’ mozgu — najmaé limbicky systém, ktory
zodpoveda za citové prezivanie privelmi zatazeny stimulmi, pomozu
rytmické hry so spevom, tancom, chddzou, alebo pohybom.

Imaginativna rovina hry sluzi dietatu pri hrovom spracovavani reality
ako ochranny ramec. Mdze takto prejavit svoje vnutro navonok volne,
bezpecne a bez zabran. Realita jeho bezného Zzivota, problémov, starosti,
konfliktov, ale iradosti, uspokojenia a pohody je plynulo pretavena
a spracovavana cez symboliku volnej hry. Dieta si na relativne malom
javisku hry priebezne spracovava, ¢o zaziva pocas dia a tiez, ako to
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individualne preziva. NajcastejSie byvaji v hre spracované casovo blizke
aktualne udalosti a intenzivne, citovo vyznamné zazitky zo zivota.
Prostrednictvom hry je mozné odhalit prifiny vzniku vel'mi hlboko
skrytych a Casto zacyklenych problémov. V klinicky zavaznych pripadoch
dochadza v hre dietata k repetitivnemu prehravaniu zatazovej Zivotnej
situdcie az do doby, kym dojde k jej Giplnému prekonaniu a spracovaniu.
Dolezité je davat’ do suvisu komplexné poznatky o diet’ati s poznanim jeho
aktualnej zivotnej situdcie, ktoré st celostne vnimatelné na jeho hrovych
prejavoch. Co dieta nevie povedat, to nam zahra. Comu nerozumie, na to
sa vhre ahrou pyta. Na témach jeho hier sa objavi, ¢o si potrebuje
opakovane spracovat a prezit, k Comu sa musi vratit, aby si to hrou
opakovane preZilo a situaciu tak dostalo pod kontrolu, Hibkovou analyzou
jeho hry je mozné odhalit’ mozné priciny Casto vleklych a komplikovanych
problémov. Hranie v akceptujucej pritomnosti vnimavého dospelého
pomoze prekonat’ aj hlboko zakorenené a zafixované tazkosti.

Hra pomaha harmonizovat’ a vyladit’ vnitorni nepohodu a nerovnovahu
spdsobent prekonavanim zatazovych alebo nadmerne stresujticich udalosti.
Ak umoznime dietatu skuto¢ne slobodne sa hybat’, rozhodovat, konat
a vol'ne sa hrat’ v akceptujucom a bezpodmiene€ne prijimajicom prostredi,
oslobodime tym jeho vnutornti sebalieCivu silu smerom k zvySovaniu
vlastnej sebakompetencie a sebaticty. Podporovana a pravidelne umoznena
hra zvySuje schopnost’ sebarozhodovania, sebaskimania, sebapoznania a
riadenia vlastného Zivota.

Identifikacia - stotoznenie sa s niekym alebo nie¢im v hre je ndpomocné k
preskimaniu réznych pozitivnych i negativnych roli a s tym suvisiacich
uloh a pocitov. Dieta ma v hre Sancu pozriet’ sa na vec Z inej perspektivy,
preniknut’ do prezivania a vnimania iného cloveka, vnimat zalezitost
akoby inymi oCami. Hra ponuka aj pohlad ztzv. ,vtacej pespektivy™ —
moznost’ pozriet’ sa na situdciu celostne, zhora napr. cez miniatirne hracky
alepsie jej porozumiet’. U deti, ktorych rodicia trpia psychickym ocho-
renim, pohlad akoby ,,z iného brehu,” ziného uhla obzvlast potrebuju.
V zavaznych pripadoch je nutnd pomoc profesionalneho terapeuta, ktory
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pomoze dietat’u situdciu cez hru zdielat, porozumiet’ jej a objasnit’ mozné
vychodiska. Sunderlandova (2007, s. 221) upozoriuje, Ze ,, negativne
sposoby socidlnej interakcie z detstva sa lahko zafixuju. Dieta nebude
schopné nadvizovat' zmysluplné vztahy, ak pri interakciach rodic-dieta
dochadzalo  k zastrasovaniu,  zahanbovaniu  alebo  ublizovaniu.*
Prostrednictvom rodinnej terapie hrou je mozné tieto negativne priznaky vo
vzajomnych interakcidch vcéas odhalit a podporit rodinu na ceste
k zlepSeniu vzt'ahov.

Tedria vztahovej vazby hovori o potrebe pripatania sa dietata k vztaznej
osobe. Faktory ako samota, cudzie prostredie, inava, slabost’ pri chorobe
ainé zatazové stresové situacie, aktivuju pripuitavacie spravanie (Hasto,
2005). Pri hrovych interakciach rodica s dietatom je vyznamne pod-
porovanad vzajomna citova vidzba a komunikacia. V pripadoch rodin
nachadzajucich sa permanentne v problematickej, zatazovej situacii (ako je
to aj v pripadoch rodi¢ov trpiacich chronickym duSevnym ochorenim) je
potrebné vzajomné vizby posiliiovat, obnovovat’ a Casto i rekonstruovat’.
Dieta sa v hrach arolach, ktoré v hre zastdva, moze pravidelne identi-
fikovat’ s obet'ou, moze trpiet’ neprimeranymi pocitmi viny z dévodu pren
tazko rieSitel'nej rodinnej situacie. Hrové prejavy su citlivym indikatorom
takejto neprimeranej zataze dietata. Autorky Kempova a Waltersova
(2004) tvrdia, ze védzba medzi dietatom a rodiCom vytvara model jeho
neskorSich vztahov. Je nutné venovat jej dostatok pozornosti prip.
i podpornej terapeutickej starostlivosti. Silberg (2002) zdoraziuje, ako sa
mozog dietata rozvija pomocou spitnej vizby z okolit¢ho prostredia.
Nemluvna, na ktorého mrkanie odpovedaji rodicia skor ismevom ako
apatiou, sa pravdepodobne stane emocionalne vnimavym a pristupnym
jedincom.

Vyznamnym sebalie¢ivym aspektom hry je konfrontacia sa dietata samého
so sebou. Hrajuce sa dieta je vyzyvané konat prostrednictvom aktivacie
najhlbsich tazob a Zelani a uspokojovat’ tak svoju potrebu sebaaktualizacie.
Rogers (1995, s. 231) hovori: ,, Terapeut nemusi klienta ,, motivovat*
dodavat mu energiu. Motivacia ucenia pochdadza zo sebaaktualizacnej

alebo
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tendencie samotného Zivota. Klient potrebuje zo strany terapeuta prezivat
kongruenciu, akceptovanie aempatiu.”“ Hra ponuka vtomto sebaak-
tualizacnom procese Siroké moznosti slobodného konania, samostatného
rozhodovania, pretavenia pohnutok svojho vnutra do hravého stvarnenia.
Prirodzena vol'nd hra je v detstve jednym z najddlezitejSich prostriedkov
nadvizovania kontaktov a vzt’ahov s inymi 'ud’mi i so sebou samym.
Hrou je prirodzene aktivizovana potreba komunikovat’. Pri individualnej
hre s hrackou sa dieta intenzivne kontaktuje so svojim vnatrom. Velmi
vela mozno odpozorovat zo samotnej manipulacie s vybranym hrovym
materidlom. Je to hra o starostlivosti, agresii, neznosti, strachu? Aky ma
hrovy symbolicky prejav dietata suvis s jeho aktualnymi zazitkami
v redlnom svete? Aké otazky dieta pri hre kladie? Aké zvlastne alebo
netradi¢né prejavy spravania mdzeme pozorovat'?

V terapii hrou je ulohou hrového terapeuta, alebo do terapie zapojeného
dospelého domaceho tatora hrova cinnost’ priamo alebo nepriamo
reflektovat’” a analyzovat’. Na ziklade priebeznej diagnostiky hry
pripravuje také podmienky, aby boli napiiiané potreby a celkovy potencial
dietata. Prirodzend volna hra ma svoje vnutorné pravidla — ktoré treba
reSpektovat’. Dospely do hry dietata intervenuje ,,zvonka® ¢o najmenej,
aby neruSil procesy sebaaktualizacie. Velmi lahko moZe svojimi
komentarmi alebo zasahmi prerusit’ krehkt kontinuitu hrového diania.
V pripadoch, Ze sa dieta na dospelého obrati pocas hry, je lepsie odpovedat’
strucne a kratko, pruzne vyriesit’ problém s materialnym zabezpecenim hry
alebo pomoct s rieSenim konfliktov, ktorych rieSenie je zjavne nad
moznosti dietata. Komplexnejsiu reflexiu je lepSie ponukat’ az po ukonceni
hry a bezd6vodne hru dietata nerusit. Po ukonceni hrania sa moZeme s
dietatom porozpravat’ o jeho pocitoch z hry, pontiknut’ mu zdiel’anie prave
prezit¢ého zazitku zhrania. Pisomny, audio alebo vizualny zdznam
Z pozorovania hry zanalyzujeme az po skonceni hry achronologicky ho
archivujeme.

Niekedy sa hra dietata dostane do komplikovaného spletitého labyrintu
tém, ktoré sa neustale opakuju a z ktorych akoby nebolo tniku. Pomerne
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dlhy ¢as su v jeho hrach repetitivne opakované niektoré témy, ¢im je
nastojcivo vyjadrovana niektora jeho intenzivna potreba. Neustale
opakovanym hrovym prejavom u dietata treba zo strany dospelych
venovat’ osobitni pozornost. Casto ide o nevypoluté Zelania, nesplnené
tuzby, nenaplnené ocakavania, alebo nespracované konflikty.

Pri excesivnych prejavoch ustrnutia dietata nachadzajuceho sa v tazkej
zivotnej situdcii na niektorej hrovej téme, je namieste riesit’ to v spolupraci
s hrovym terapeutom. Méze ist' o fixaciu problému a prehibenie d’alsich
nerozpoznanych stvisiacich tazkosti.

Rytmus striedania hry s inymi ¢innostami ma byt vyvazeny. Je potrebné
re$pektovat, ked’ je dieta zahibené do hry, pretoze vtedy sa zakonite nie¢o
dolezité deje. Nie je vhodné ho vtedy rusit, ani pontkat mu iné podnety.
V takychto pripadoch sa s dietatom dohodneme, kolko c¢asu bude
potrebovat’ a kolko &asu mu este mdzeme poskytnut. Cas, kedy dieta
oslovujeme k inej ¢innosti a poniikame nové aktivity je vtedy, ked’ je dieta
mimo tohto vzacneho Casu seba-zamestnavania, ked’ je jeho samostatna
aktivita hry, poznavania, koncentracie a tvorenia zvol'nena. Takyto pristup
dospelych je prejavom ucty a reSpektu k osobnosti dietat’u.

Z hladiska posililovania psychickej odolnosti dietata je prinosné
podnecovat’ okrem osobnych - personalizovanych spontanne prirodzenych
hier deti shratkami ahrovymi materialmi aj volné improvizované
kontaktné hry deti s dospelym partnerom - rodicom. Tu sa otvara velky
priestor, kedy sa mo6zu do hry s detmi zapojit’ aj dospeli — a vzajomne sa
spoznavat’, rozpravat a zabavat. Do tejto kategorie patri spolocné
tancovanie, bubnovanie, spievanie, vymyslanie si pribehov a rozpravok,
skakanie na trampoline, zabavné tlohy, spolo¢né skiimanie novych veci,
majstrovanie, hranie si divadla, kreslenie a mal'ovanie, hravé zapasy otcov
so synmi apod. lde ovzacny cCas, ked” sa dospeli priamo v nenfitenej,
uvolnenej atmosfére venuju svojim detom. Ponukaju svoj ¢as, svoje
porozumenie, reSpekt a skisenosti. Podstatné je, aby tieto improvizované
hry zGc¢astnenych vzajomne bavili, aby prinasali chvile pohody, St'astia,
radosti a lepSieho porozumenia. Kontaktné hry vyznamne prispievaju
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k budovaniu a obohacovaniu vzajomnych vztahov. Od dospelych to
vyzaduje znovuobjavit’ v sebe Casto zabudnuta a potlatovanu Cast’ diet’at’a.
Prebudit a posilnit svoju spontaneitu, laskavost, empatiu, hravost,
tvorivost alasku v prospech dietata. V zavaznych pripadoch je
rekonStrukcia prirodzenej kontaktnej hry rodica s dietatom mozna len
S pomocou terapeuta.
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