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Attention deficit hyperactivity disorder
(ADHD) is a common psychiatric condition. Its main symp-
toms include attention deficit in the presence of
impulsivity, chronic restlessness, understimulation, disor-
ganised behaviour, disorders of affect control, and emo-
tional lability. WMH (World Mental Health) studies show
that an average of 50% of children with ADHD continue to
meet the DSM-IV criteria for ADHD as adults. Persistence
is closely related to the profile of ADHD symptoms in child-
hood (with the highest persistence being linked to the
combination of inattentive and hyperactive-impulsive
types, while the lowest persistence of the symptoms has
been found in the hyperactive-impulsive type). The aim of
this work is to point out the influence of the ADHD symp-

toms on the quality of life of adults diagnosed with this
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Porucha pozornosti s hyperaktivitou (ADHD) je
jednou z ¢astych psychiatrickych onemocnéni. Mezi hlavni
priznaky patri: porucha pozornosti v kombinaci s impulzi-
vitou, chronicky neklid, nedostatecna stimulace, dezorga-
nizované chovani, poruchy kontroly afektu a emocni labili-
ta. Vysledky WMH (World Mental Health) studii ukazuji, ze
v priméru 50 % déti s ADHD nadale spliiuje kritéria
DSM-IV pro ADHD i jako dospéli. Perzistence uzce souvisi
s profilem ADHD priznakt v détstvi (nejvyss$i perzistence
spojena s pozornostnim plus impulzivné-hyperaktivnim
i28i perzistenci pfiznaka
u impulzivné-hyperaktivniho typu). Cilem prace je pouka-
zat na vliv pfiznakii ADHD na kvalitu Zivota u dospélych
s diagnézou ADHD. Svétova zdravotnicka organizace
(WHO) definuje kvalitu zivota jako individualni vnimani
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disorder. The World Health Organisation (WHO) defines
quality of life as an individual’s perception of their position
in life in the context of the culture and value systems in
which they live and in relation to their goals, expectations,
standards, and concerns. It is a wide-ranging concept af-
fected in a complex way by the person’s physical health,
psychological state, personal beliefs, social relationships,
and relationship to salient features of their environment.
Five general areas in which ADHD affects quality of life
have been identified in the ADHD quality of life conceptual
model: work, daily activities, relationships, and psycho-
logical and physical well-being. These areas are grouped
into three core quality of life domains: productivity (work
and daily activities), relationships, and health (both psy-
chological and physical).

KEY WORDS: ADHD (ATTENTION DEFICIT HYPERACTIVITY DISORDER)
— PERSISTENCE OF ADHD SYMPTOMS - QUALITY OF LIFE — QUALITY
OF LIFE COMPONENTS

® 1 INTRODUCTION: EPIDEMIOLOGY AND
THE PREVALENCE OF ADHD
Attention deficit hyperactivity disorder (ADHD) is a com-
mon psychiatric condition among children, with its preva-
lence ranging from 3% to 5%. According to Mala (2006),
ADHD involves neurodevelopmental retardation, deviant
CNS maturation, and the different development of neuro-
transmitter systems.

Klassen (2004, p. 53) summarises the perspective of di-
agnostic clues as proposed for ADHD by the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV):

A.

I/ Six or more of the following symptoms of inattention
have persisted for at least 6 months to a degree that is
maladaptive and inconsistent with developmental level;
II/ Six or more of the following symptoms of hyperactiv-
ity-impulsivity have persisted for at least 6 months to a de-
gree that is maladaptive and inconsistent with develop-
mental level.

Inattention:

a/ often fails to pay close attention to details or makes
careless mistakes in schoolwork, work, or other activities,
b/ often has difficulty sustaining attention in tasks or play
activities,

¢/ often does not seem to listen when spoken to directly,
d/ often does not follow through on instructions and fails to
finish schoolwork, chores, or duties in the workplace (not
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postaveni jednotlivce v zivoté v kontextu kultury a hodno-
tovych systémd, ve kterych Zije, a ve vztahu ke svym ci-
1tm, oéekavanim, normam a obavam jednotlivce. Je to ob-
sahla koncepce ovlivnéna komplexnim vnimanim fyzické-
ho zdravi ¢clovéka, psychického stavu, urovné nezavislosti,
socialnich vztahli a vztaht jednotlivce k charakteristickym
rystim jeho Zivotniho prostiedi. V ADHD koncepénim mo-
delu kvality Zivota je identifikovano pét zakladnich oblasti
dopadu ADHD na kvalitu Zivota: prace, denni aktivity,
vztahy, psychicka a fyzicka pohoda. Tyto oblasti jsou se-
skupeny do tfi hlavnich oblasti kvality Zivota: produktivita
(prace a denni aktivity), vztahy a zdravi (psychické a fyzické).

KLICOVA SLOVA: ADHD (ATTENTION DEFICIT HYPERACTIVITY
DISORDER) - PERZISTENCE SYMPTOMU ADHD - KVALITA ZIVOTA —
KOMPONENTY KVALITY ZIVOTA

® 1 UVOD: EPIDEMIOLOGIE A PREVALENCE
ADHD

Porucha pozornosti s hyperaktivitou (ADHD) je jednou
z Castych détskych psychiatrickych poruch s mirou preva-
lence mezi 3 % a 5 % u déti. Podle Malé (2006) je ADHD po-
rucha s neurovyvojovym opozdénim, odchylnou maturaci
CNS a odlisnym vyvojem neurotransmiterovych systému.
Klassen (2004, p. 53) sumarizuje perspektivu diagnostic-
kych voditek Diagnostického a statistického manuélu du-
Sevnich poruch (DSM-IV) pro ADHD:

A)

I/ Sest nebo vice symptomud nepozornosti, trvajicich nejmé-
né Sest mésicy, takového stupné, Ze jsou maladaptivni a ne-
odpovidajici vyvojové urovni,

II/ Sest nebo vice symptomu hyperaktivity a impulzivity,
trvajicich nejméné Sest mésica, takového stupné, Ze jsou
maladaptivni a neodpovidajici vyvojové drovni.

Porucha pozornosti

(nesoustredénost, nepozornost):

a/ dité se soustredi na okrajové detaily, pracuje ledabyle
s chybami pri §kolnich dkolech i pfi manudlni praci a vSech
ostatnich aktivitach,

b/ neudrzi pozornost pri tkolu nebo hre,

¢/ zda se, ze neslysi, kdyz mluvime primo k nému,

d/ neposloucha instrukce, déla zbrklé, chybné zavéry ve
skolnich tkolech nebo pri béZnych povinnostech (neni to vy-
raz opozi¢niho chovani nebo chyba v porozuméni instrukei),
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because of oppositional behaviour or failure to understand
instructions),

e/ often has difficulty organising tasks and activities,

f/ often avoids, dislikes, or is reluctant to engage in activi-
ties that require sustained mental effort,

g/ often loses things needed for tasks and activities, e.g.
toys, school assignments, pencils, books, etc.),

h/ is often easily distracted by extraneous stimuli,

i/ is often forgetful in daily activities.

Hyperactivity:

a/ often fidgets with hands or feet or squirms in his/her
seat,

b/ often leaves his/her seat in classroom or in other situa-
tions in which remaining seated is expected,

¢/ often runs about or climbs in situations in which it is in-
appropriate (adolescents or adults may experience subjec-
tive feelings of extreme restlessness),

d/ often has difficulty playing or engaging in leisure activi-
ties quietly,

e/ is often “on the go” or often acts as if “driven by a motor”,
f/ often talks excessively.

Impulsivity:

a/ often blurts out answers before questions have been
completed,

b/ often has difficulty awaiting his/her turn,

¢/ often interrupts or intrudes on others (e.g. butts into
conversations or games).

B. Hyperactive-impulsive or inattentive symptoms
that caused impairment were present before the age
of 7 years.

C. Symptoms are present in two or more settings (e.g.
at school and at work).

D. There must be clear evidence of clinically signifi-
cant impairment of social, academic, or occupational
functioning.

The symptoms are particularly characteristic of child-
hood years. Their adulthood manifestations bear distinc-
tive features.

The DSM-IV system makes it possible to further divide
the ADHD diagnostic category into three groups on the ba-
sis of the core symptoms: (i) Attention-Deficit/Hyperac-
tivity Disorder, Predominantly Inattentive Type, (ii)
Attention Deficit/Hyperactivity Disorder, Predomi-
nantly Hyperactivity-Impulsive Type, and (iii) Atten-
tion-Deficit/ Hyperactivity Disorder, Combined
Type.

e/ neumi si naplanovat tkoly, pracovni i herni aktivity,

f/ vyhyba se, odmita, nese nelibé angazovani se v aktivi-
téach, které vyzaduji mentalni usili,

g/ Casto ztraci potfebné pomucky do Skoly, hracky, spor-
tovni potteby,

h/ okamzité reaguje na zevni podnéty,

i/ casto zapomind na denni aktivity, které ma splnit.

Hyperaktivita:

a/ casto si hraje s prsty rukou nebo nohou nebo se vrti na
misté,

b/ ¢asto opousti své misto, pobiha po t¥idé v dobé, kdy se
ocekava, ze bude sedét,

¢/ casto pobiha dokola nebo se houpe na zidli v situacich,
kdy je to nevhodné (adolescenti nebo dospély maji subjek-
tivni pocit velkého neklidu),

d/ neumi si hrat, specidlné ve hréach, které vyzaduji klid
a ticho,

e/ stéle je ,jako na pochodu, jako pohanén, jako rozjety*,
f/ stale se pta, stale mluvi.

Impulzivita:

a/ vyhrkne odpovéd drive, nez byla dokonéena otazka,

b/ nevydrzi éekat, neZ ma na négj prijit rada,

¢/ prerusuje ostatni, vynucuje si pozornost (plete se do
konverzace nebo hry).

B) priznaky hyperaktivity, impulzivity nebo nepo-

vvvvv

pred sedmym rokem véku.

C) priznaky se vyskytuji ve vice prostredich (napr.
doma, pri skolni praci).

D) musi byt stanovena klinicky zi'ejma porucha so-
cialni, skolni a pracovné profesionalni funkce.

Priznaky jsou charakteristické zejména pro détsky
vék, v dospélosti nabyvaji sva specifika.

V systému DSM-IV je mozZné diagnostickou kategorii
ADHD dale jesté rozdélit na zakladé jadrovych priznaka do
tr{ skupin. Prvni skupinu tvori porucha pozornosti s hy-
peraktivitou s prevazujicim deficitem pozornosti
(Attention-Deficit/Hyperactivity Disorder, Predominantly
Inattentive Type), druhou porucha pozornosti s hyper-
aktivitou s prevazujici hyperaktivitou a impulzivi-
tou (Attention Deficit/Hyperactivity Disorder, Predomi-
nantly Hyperactivity-Impulsive Type) a do treti skupiny se
radi porucha pozornosti s hyperaktivitou, kombino-
vany typ
Combined).

(Attention-Deficit/Hyperactivity —Disorder,
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ICD-10 divides hyperkinetic disorders into two units:
(i) disturbance of activity and attention and (ii) hyper-
kinetic conduct disorder. Mald (2008) notes that ICD-10
approaches hyperkinetic conduct disorders from a much
broader perspective. For a condition to be diagnosed as
a hyperkinetic conduct disorder (F 90.1), it must meet all
the criteria for both disturbance of activity and attention
(F 90.0) and conduct disorders (F 91). In fact, ICD-10
includes ADHD and conduct disorders within the entire
diagnostic range and duration.

Mala (2005) presents the following typical ADHD
symptoms for different age periods:
a/ in infancy, ADHD involves a disorder of basic bio-
rhythms: children show sleep irregularities and disturban-
ces, irregular and frequent eating needs followed by regur-
gitation, restlessness, irritability, and frequent crying;
b/ dysmaturation in toddlers and preschool children cau-
ses neurodevelopmental retardation accompanied by emoti-
onal and behavioural inhibition disorders;
¢/ symptoms that stand out in schoolchildren include cog-
nitive dysfunctions, low self-esteem, and academic undera-
chievement;
d/ social isolation, self-esteem disorders, frequent behavi-
our disorders, experimenting with substance use, and also
bullying are typical of adolescent years; an adolescent with
a hyperkinetic conduct disorder may both be bullied and en-
gage in bullying others;
e/ ADHD RT (retarded type) in early adulthood manifests
itselfin social maladaptivity, often associated with criminal
offending.

According to Hellerova and Uhlikova (2003), ADHD is
the most frequent disorder encountered by paedopsy-
chiatrists in their clinical practice. They refer to ADHD as
a neurobehavioural problem, with impulsivity, inattention,
and hyperactivity being the defining features. Depending
on the source, ADHD occurs in 3-10% of the child popula-
tion, and in one third to half of the patients it persists into
adulthood, where it takes various forms. Barkley (1998)
suggests that boys are three times more likely to be diag-
nosed with ADHD than girls, and an ADHD diagnosis in
boys is clinically confirmed at a rate which is 6-9 times
higher in comparison to girls. Barkley (1998) and
Biederman et al. (1991) further report that ADHD is a con-
dition characterised by different levels of inattention, hy-
peractivity, and impulsivity and results in significant aca-
demic, social, and emotional problems arising both at home
and school. In academic terms, children with ADHD tend to
underachieve and fail at school. Socially, they have poor re-
lationships with their peers, teachers, and parents. On an
emotional level, they often show low self-confidence and
a significantly elevated risk of depression, anxiety, and de-
linquent behaviour. In about 80% of children with ADHD
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Dle MKN-10 jsou hyperkinetické poruchy rozdéleny do
dvou jednotek: porucha aktivity a pozornosti a hyperkine-
ticka porucha chovani. Mal4d (2008) poukazuje na mnohem
$irsi pojeti hyperkinetickych poruch chovani za pomoci
MKN-10. Jsou-li diagnostikovany jako hyperkineticka po-
rucha chovani F 90.1 — musi spliiovat v§echna kritéria jak
pro F 90 poruchu aktivity a pozornosti, tak pro F 91 poruchy
chovani. MKN- 10 zahrnuje de facto ADHD a poruchy cho-
vani v celém diagnostickém spektru a délce trvani.

Mala (2005) uvadi nasledujici typické priznaky ADHD
pro jednotlivd vékova obdobi:

a/ v kojeneckém obdobi je to porucha zdkladnich biorytmu
— dité ma prehozeny a narusSeny spanek, nepravidelnou
a Castou potrebu jidla s ublinkavanim, je neklidné, drazdi-
vé, Casto place,

b/ v batolecim a predskolnim véku zpusobuje dysmaturace
neurovyvojové opozdéni s poruchou inhibice jak emoé¢ni, tak
behavioralni,

¢/ ve skolnim véku je nejvyraznéjsi kognitivni dysfunkce,
snizené sebehodnoceni a $kolni neuspésnost pri dobrém
intelektu,

d/ v adolescenci socidlni izolace, poruchy sebehodnoceni,
éasté poruchy chovani, experimentovani s navykovymi l4t-
kami, nékdy i Sikana, adolescent s hyperkinetickou poru-
chou chovani muze byt Sikanovan, ale téZ muze sam Sikano-
vat,

e/ v ¢asné dospélosti ADHD RT (retardovany typ) se proje-
vuje socidlni maladaptaci, vétSinou spojenou s kriminalitou.

Podle Hellerové a Uhlikové (2003) je ADHD nejéastéjsi
poruchou, se kterou se v klinické praxi pedopsychiatr setka-
va. ADHD definuji jako neurobehavioralni problém, kde de-
finujicimi rysy jsou impulzivita, nepozornost a nadmérna
aktivita. ADHD se podle rtznych prament vyskytuje
u 3-10 % détské populace a u jedné tretiny az jedné polovi-
ny pacientu pretrvava v riznych podobach do dospélého vé-
ku. Jako uvadi Barkley (1998), u chlapcu je 3krat vétsi
pravdépodobnost diagnézy ADHD nez u divek a je to 6 az
9krat castéji nez u divek klinicky podloZena diagnéza
ADHD. Barkley (1998) a Biederman et al. (1991) déle uva-
déji, ze ADHD je stav charakterizovany ruznymi drovnémi
nepozornosti, hyperaktivity a impulzivity a vede k vyznam-
nym akademickym, socidlnim a emocionalnim problémum
v domécim prostredi i ve Skole. Akademicky, déti s ADHD
jsou CGasto schopné udélat méné, nez se oéekava, nebo ve
skole selhavaji. Spole¢ensky, maji §patné vztahy s vrstevni-
ky, uditeli a rodi¢i. Emociondlné, ¢asto maji Spatné sebevé-
domi a existuje podstatné zvySené riziko deprese, uzkosti
anebo delikventniho chovani. U priblizné 80 % déti s ADHD
pretrvavaji symptomy do adolescence a dokonce mohou
pokracovat az do dospélosti. ADHD m4 vyznamny dopad na
jednotlivee v prabéhu détstvi a az do dospélosti, zejména
neni-li optimalné rizeno; lidé s ADHD mivaji niz§i profesni
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the symptoms persist into adolescence and may even con-
tinue in adulthood. ADHD has a dramatic impact on a per-
son’s childhood, with implications for adult life, especially if
it is not managed properly. People with ADHD tend to have
lower occupational status and poor social relationships and
are more prone to committing traffic offences and substance
abuse (Faraone et al., 2003)

® 2 PREDICTORS OF ADHD SYMPTOMS
PERSISTING INTO ADULTHOOD

A number of prospective studies followed children with
ADHD into late adolescence or early adulthood in order to
estimate the prevalence of the persistence of ADHD in
adulthood and its impact on various areas (Kessler et al.,
2005). The final persistence estimates were surrounded by
controversies that arose from the estimated persistence
varying substantially depending on the criteria used to se-
lect the original sample. According to DSM-IV, when the di-
agnosis in the adult population is being determined, the cri-
terion of whether self-reports or informant reports were
used to rate the symptoms must be taken into account
(Barkley et al., 2002). A large number of childhood cases, up
to 60% in some studies, continue to display clinically signifi-
cant ADHD symptoms as adults, despite their not being de-
fined as fully meeting the adult ADHD criteria (Biederman
et al., 2000).

The results of the WMH (World Mental Health) sur-
veys carried out in ten countries indicate that an average of
50% of individuals diagnosed with ADHD in childhood con-
tinued to meet the DSM-IV criteria for ADHD as adults.
Persistence was strongly related to a profile of childhood
ADHD symptoms (the highest persistence being associated
with the attentional plus hyperactive-impulsive type,
OR=12.4, compared with the lowest being associated with
the hyperactive-impulsive type), symptom severity
(OR=2.0), comorbid major depressive disorders (OR=2.2),
high comorbidity (three or more children had developed
other disorders as adults in addition to ADHD, OR=1.7),
and paternal (but not maternal) anxiety mood disorders
and parental antisocial personality disorders (OR=2.2).
A multivariate risk profile of these variables significantly
predicts the persistence of ADHD into adulthood (area un-
der the ROC curve = 0.76). The WMH surveys showed that
a substantial proportion of children with ADHD continue to
meet the full criteria for ADHD as adults (in Lara et al.,
2009). The ADHD diagnostic criteria (see also Tables 1 and
2) were developed for children. While the symptoms are
generally similar, no adult-specific criteria have been stipu-
lated yet; modified childhood criteria have been used for
this purpose (Theiner, 2012). Moreover, the three ADHD
subtypes may not apply to adulthood, as other subtypes
may be identified (Hurtig, 2007). The highest rate of adult
persistence was found in the predominantly inattentive

status, Spatné socidlni vztahy a jsou vice nachylni ke spa-
chani motoristické trestni ¢innosti a k zneuzivani navyko-
vych latek (Faraone et al., 2003).

® 2 PREDIKTORY PERZISTENCE SYMPTOMU
ADHD V DOSPELOSTI

Rada prospektivnich studif sledovala déti s ADHD do pozd-
niho dospivani nebo rané dospélosti s cilem odhadnout pre-
valenci perzistence a vliv ADHD na dalsi oblasti v dospélos-
ti (Kessler et al., 2005). Vysledné odhady perzistence byly
doprovazeny kontroverznimi spory ohledné pouzivanych
kritérii perzistence, pouzitymi kritérii pro vybér ptvodnich
vzorkt. DSM-IV pouziva k stanoveni diagnézy u dospélé po-
pulace kritérium, zda hodnoceni symptomu u dospélych by-
lo zaloZeno na vlastnim hodnoceni, nebo na hodnoceni infor-
matora (Barkley et al., 2002). Mnoho pripadu z détstvi, az
60 % v nékterych studiich, maji i nadéle klinicky vyznamné
priznaky ADHD jako dospéli, i kdyZ nejsou definovany jako
Uplné splnéni kritérii pro dospélé ADHD (Biederman et al.,
2000).

Vysledky WMH (World Mental Health) studie v deseti
zemich ukazuji, Ze v praméru 50 % déti s ADHD nadale spl-
nuje kritéria DSM-IV pro ADHD i jako dospéli. Perzistence
tzce souvisi s profilem ADHD priznaka v détstvi (nejvyssi
perzistence spojend s pozornostnim plus impulzivné-hy-
tenci priznaka u impulzivné-hyperaktivniho typu), zavaz-
nosti priznakt (OR=2,0), pridruzenych depresivnich one-
mocnéni (OR=2,2), vysokou komorbiditou (tfi a vice déti ma
v dospélosti k ADHD pridruzeny dalsi poruchy, OR=1,7), ot-
covské (ale ne materské) tzkostné poruchy nélady a rodi-
¢ovska antisocidlni porucha osobnosti (OR=2,2). Pritom-
nost vice proménnych v tomhle rizikovém profilu predpovi-
d4 pretrvavani (perzistenci) ADHD do dospélosti (plocha
pod ROC ktivkou = 0,76). Znaéna ¢ast déti s ADHD i nadale
podle WMH spliiuje veskera kritéria pro ADHD jako dospé-
1i (in Lara et al., 2009). Diagnosticka kritéria (tabulka 1, ta-
bulka 2) pro ADHD byla vytvorena pro déti. I kdyz jsou pri-
znaky ramcové podobné, specificka kritéria pro dospélé za-
tim nejsou stanovena a pouzivaji se modifikovana kritéria
pro détsky vék (Theiner, 2012). V dospélosti jiz také nemusi
platit rozdéleni ADHD na 3 subtypy, mohou se vyskytovat
subtypy jiné (Hurtig, 2007). Nejvys$si miru perzistence do
dospélosti vykazuje primarné nepozorny subtyp v détstvi,
v adolescenci se ¢asto pridava komorbidni deprese. U dospé-
lych s ADHD je asi nejvyraznéji vyjadiena porucha v emocé-
ni regulaci (Barkley, 2006).

@ 3 KOMORBIDITA ADHD S JINYMI
DUSEVNIMI PORUCHAMI

Diagnéza ADHD je v dospélém véku provazena zastoupe-
nim ¢etnych psychiatrickych komorbidit (podrobnéji viz
napi. Cablova et al. /2014/). Pacienti s ADHD trpi ¢asto po-
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type in childhood, with frequent comorbid depression in ad-
olescence. Probably the strongest manifestation of adult
ADHD pertains to impaired emotional regulation (Barkley,
2006).

® 3 ADHD COMORBIDITY WITH OTHER
MENTAL DISORDERS

ADHD in adulthood is often accompanied by numerous psy-
chiatric comorbidities (for details see, for example, Cablova
et al., 2014). ADHD patients often suffer from mood disor-
ders, anxiety disorders, personality disorders, and conduct
disorders. The rate of alcohol and drug dependence is also
high (Cahova et al., 2010). Comorbid disorders occur in
50-80% of patients with hyperkinetic disorders. Conduct
disorders are the most common, accounting for 40-90% of
comorbidities, depending on the source (Hellerova & Uhli-
kov4, 2003). Correlations between ADHD and psychiatric
comorbidities were investigated by Murphy and Barkley
(1996). They found that adults with ADHD showed higher
levels of anxiety disorders (32%), depressive disorders
(18%), and dysthymia (32%). In a study with 172 adult
ADHD patients vs. 30 controls, the ADHD patient group
showed higher levels of alcohol dependence (35% vs. 10%),
drug addiction (14% vs. 3%), and conduct disorders (17% vs.
0%). Klassen (2004) noted a high rate of comorbidity in chil-
dren with ADHD, as it regularly occurs in combination with
oppositional defiant disorder (ODD), conduct disorders
(CDs), learning disorders (LLDs), and other mental condi-
tions, such as anxiety disorders and depression.

The most common comorbidities found by the MTA
study conducted by the National Institute of Mental Health
in 1999 included oppositional defiant disorder (40%), anxi-
ety disorders (34%), conduct disorders (14%), tic disorders
(11%), and mood disorders (4%). Summarising the results of
a cross-European study, Hodgkins et al. (2013) report con-
duct disorders, learning disorders, anxiety disorders, ag-
gression, oppositional defiant disorders, sleeping disorders,
depressive disorders, tic disorders, obsessive-compulsive
disorder, autism, and bipolar disorder as the most common
comorbidities.

The following ADHD psychiatric comorbidities as per
DSM IV-TR have been defined:

a/ Conduct disorders

Depressive conduct disorder, dysthymia, bipolar
disorder, cyclothymia

Cahova (2010) suggests that the concurrence of ADHD and
depressive disorders may be due to the secondary develop-
ment of the latter as a result of long-term pressure for per-
formance and adaptation. Chronic failures and frequent
conflicts arising from inadequate integration in social life,
as regards both work and interpersonal and family relation-
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Table 1/ Tabulka 1
Typical symptoms of ADHD in childhood (Theiner, 2012)
Typické pfiznaky ADHD v détstvi (Theiner, 2012)

has difficulty concentrating on tasks

fails to sustain attention

does not seem to listen

fails to complete what has been started

avoids tasks that involve sustained mental effort
is disorganised

is easily distracted and forgetful and loses things

Hyperactivity

is fidgety, squirms in seat

runs about

disturbs, is noisy, has difficulty keeping quiet
is always “on the go”

talks excessively

Impulsivity
is difficult to stop from talking
blurts out answers without thinking

has difficulty awaiting turn

interrupts others’ activities, butts into conversations

Table 2 / Tabulka 2
Typical symptoms of ADHD in adulthood and adolescence (Theiner, 2012)
Typické priznaky ADHD v dospélosti a dospivani (Theiner,2012)

poor planning and time management

difficulty starting and finishing tasks, difficulty switching between
tasks

procrastination — postponing unpleasant tasks

avoids tasks that require concentration

Hyperactivity

uncomfortable sense of agitation, urge to do something all the time
minor outward signs of restlessness, such as tapping feet or hands
engages in multiple activities, workaholism

is easily bored and avoids situations where “there is nothing to do”

Impulsivity

low frustration tolerance

changes jobs and partners frequently
speeding and fines for traffic violations

hasty decisions, intolerance of insecurity

interrupts other people talking

Emotional dysregulation

Note: Childhood/adulthood ADHD symptoms and their resistance and modifi-
cations in different periods.
Pozndmbka: Priznaky ADHD z détstvi do dospélosti a jejich rezistence a modifika-
ce v jednotlivych obdobich.
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ships, may lead to the development of depressive

symptoms.

b/ Anxiety disorders

Generalised anxiety disorder, social anxiety
disorder, obsessive-compulsive disorder, anxiety
disorder

From the clinical perspective, the high rate of ADHD
comorbidity with anxiety disorders is rather peculiar.
While the latter are mainly associated with “internalised”
symptoms (pertaining to emotivity and personal feelings)
that cause subjective problems for an individual, ADHD in-
volves externalised symptoms (such as hyperactivity,
disinhibited behaviour, and impulsivity) that are more of
a problem for teachers and carers than for the people af-
fected by such impairments (Drtlikova, 2013).

¢/ SURD - Substance use and related disorders
Nicotine dependence (common comorbidity with
ADHD), alcohol use or dependence (common
comorbidity with ADHD), cannabis use or
dependence (common comorbidity with ADHD).

In adulthood, ADHD is characterised especially by impul-
sive behaviour, which, together with a low level of
self-regulation and inhibition of improper behavioural pat-
terns, plays a significant role in the development of risk be-
haviour and alcohol and drug abuse (Cahova, 2010).
Miovsky et al. (2013) propose that there are generally at
least two groups of comorbid substance users. The first con-
sists of the mentally ill and the second of patients charac-
terised by drug use and addiction. The question of causality,
i.e. whether mental illness may increase the probability of
the development of substance addiction, or, conversely,
whether addiction increases the risk of mental problems, or
whether a mental condition and drug addiction may mani-
fest a single underlying cause, remains open to further re-
search. Attention deficit hyperactivity disorders in adults
in combination with substance use disorders are common
psychiatric conditions with major individual and social con-
sequences (Fallgatter & Jacob, in Miovsky et al., 2013). In
terms of etiology, three groups of comorbid drug users can
generally be distinguished (Miovska et al. in Kalina &
Véacha, 2013). The first comprises people with a psychologi-
cal disorder outside the dependency domain. In most cases,
they begin engaging in the uncontrolled use of substances
as a result of their condition. The second alternative is the
opposite: long-term and heavy substance use may cause, or
rather provoke, a mental disorder. As for the third group, it
is believed that mental illness and drug addiction are the
manifestation of a single underlying cause, such as a per-
sonality or stress disorder.

ruchami nalady, tzkostnymi poruchami, poruchami osob-
nosti, poruchami chovéani, vyznamné je dale zastoupeni za-
vislosti na alkoholu a drogové zavislosti (Cahova et al.,
2010). Komorbidni poruchy se vyskytuji u 50-80 % pacientt
vani, jeZ podle nékterych udaju dosahuji 40-90 % (Hellero-
va & Uhlikova, 2003). Murphy and Barkley (1996) zkouma-
1li souvislosti mezi ADHD a vyskytem psychiatrickych ko-
morbidit. Zjistili, Ze u dospélych s ADHD byl zvyseny
vyskyt tdzkostnych poruch (32 %), depresivni poruchy (18
%) a dystymie (32 %). Ve studii 172 dospélych pacienti
s ADHD vs. 30 kontrolnich pacientu zjistili, Ze ve skupiné
ADHD pacientt byl vyssi vyskyt alkoholové zavislosti (35 %
vs. 10 %), drogové zavislosti (14 % vs. 3 %), poruch chovani
(17 % vs. 0 %). Podle Klassen (2004) je rozsah komorbidity
u déti s ADHD vysoky, protoZe se bézné vyskytuje v souvis-
losti s poruchou opoziéniho vzdoru (ODD), poruchou chova-
ni (CD), poruchami uéeni (LDS) a dalsich psychickych sta-
v, jako jsou tizkostné poruchy a deprese.

Podle MTA studie z r. 1999, kterou realizoval National
Institute of Mental Health, patfi k nejéastéjsim komorbidi-
tam porucha opozi¢niho vzdoru (40 %), izkostné poruchy
(34 %), poruchy chovani (14 %), tikové poruchy (11 %) a po-
ruchy nalady (4 %). Hodgkins et al. (2013) ve vysledcich ev-
ropské studie uvadi jako nejcastéjsi komorbidity poruchy
chovani, poruchy uceni, izkostné poruchy, agresivitu, poru-
chy opoziéniho vzdoru, poruchy spanku, deprese, tikové po-
ruchy, obsedantné-kompulzivni poruchu, autizmus a bipo-
larni poruchu.

Podle DSM IV-TR jsou definovdny tyto komorbidity
psychiatrickych poruch s ADHD:

a/ Poruchy ndlady:

deprese, dystymie, bipolarni porucha, cyklotymie.
Podle Cahové (2010) je moZnym vysvétlenim spoleéného
vyskytu ADHD a depresivnich poruch rozvoj sekundarné
na podkladé dlouhodobého tlaku na vykon a prizpusobeni.
Chronické selhavani a éasté konflikty pramenici z neadek-
vatni integrace ve spoleéenském Zivoté, jak na poli pracov-
nim, tak v oblasti mezilidskych a rodinnych vztaht, mohou
vést k rozvoji depresivni symptomatiky.

b/ Uzkostné poruchy:

generalizovana uzkostna porucha, socialni
uzkostna porucha, obsedantné-kompulzivni
porucha, izkostna porucha.

Vysoka komorbidita ADHD s tzkostnymi poruchami je
z klinického pohledu zvlastni, vzhledem k tomu, Ze s uz-
kostnymi poruchami jsou spojeny predevsim tzv. internali-
zované symptomy (v oblasti emotivity, vlastnich pocita),
které prinaseji subjektivni problémy danému jedinci, za-
timco s ADHD naopak externalizované symptomy (hyper-
aktivita, desinhibované chovani, impulzivita), které zptso-
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d/ Impulsive disorders

Intermittent explosive disorder (impulsivity,
aggression), impulse control disorder

The relationship between the hyperkinetic syndrome
(ADHD) and conduct disorders was explored by Paclt
(2007). Conduct disorders involve antisocial and aggressive
behaviours which become manifested in early childhood
and persist into adolescence, or often even into adulthood
(personality disorders). Core conduct disorder symptoms:
defiance and aggression. Derived symptoms: bursts of an-
ger, frequent fights, bullying, cruelty towards other people
and animals, vandalism, fire raising, thefts, truancy, and

lying.

e/ Learning disorders

Learning disorder, early onset dementia, moderate
MR

In the behavioural domain, ADHD manifests itself as a pro-
ductivity- and motivation-related problem. To outsiders,
a child may appear lazy or tired. Subtle impairments of mo-
tor skills — the “clumsy child syndrome” — and specific learn-
ing difficulties — dyslexia, dysgraphia, dysorthographia,
and dyscalculia — occur in 50% of cases (Suba, 2009).

f/ Personality disorders

Borderline personality disorder, antisocial
personality disorder

In childhood and adolescence a number of disorders occur
concurrently (comorbidities). Paclt (2007) noted that chil-
dren and adolescents with bipolar disorder are often
misdiagnosed: their original diagnoses are conduct disor-
ders, depressive disorders, ADHD, etc. The cardinal symp-
tom of bipolar disorder in childhood and adolescence is the
very frequent occurrence of manic or mixed phases (or
hypomanic and mixed phases). Several core symptoms
must be looked for in the differential diagnosis of bipolar
disorder and conduct disorders in adolescence: both diag-
nostic units show no major differences in terms of the symp-
toms of hyperactivity and irritability. In bipolar disorder,
elevation of mood, grandiosity, the acceleration, or even
flight,
hypersexuality are markedly pronounced. A finding of ma-

of ideas, a decreased need for sleep, and
jor importance is that bipolar disorder frequently co-ex-
ists with the following comorbidities: ADHD (40-90%), con-
duct disorders (30-76%), anxiety disorders (36%), and sub-
stance dependence (30—40%).

® 4 QUALITY OF LIFE COMPONENTS

Issues concerning quality of life and the identification of its
components are widely discussed across different fields of
study today. In sociology, quality of life is understood as
subjective well-being that takes individual needs into ac-
count. In economics, it refers to a standard of living, and
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buji vice problému spisSe ucitelim a pecovatelim nez posti-
zenym osobam samotnym (Drtlikova, 2013).

¢/ SURD - poruchy uZivani navykovych latek:
zavislost na nikotinu (bézné komorbidni s ADHD),
uzivani alkoholu nebo zavislost (béZné komorbidni
s ADHD), uzivani konopi nebo zavislost (béZné
komorbidni s ADHD).

ADHD v dospélosti je charakterizovano predev§im impul-
zivnimi projevy a pravé impulzivni jednani, nedostateéna
mira seberegulace a inhibice nespravnych vzorct chovani
maji nemaly spolupodil na rozvoji rizikového chovéni a abu-
zu alkoholu a drog (Cahova, 2010). Miovsky et al. (2013)
uvadéji, Ze obecné rozliSujeme minimalné dvé skupiny ko-
morbidnich uzivatelt navykovych latek. Prvni skupinu tvo-
¥{ psychiatricky nemocni lidé a druhou skupinu pacienti,
pro které je charakteristické uzivani drog a drogova zavis-
lost. Otdzka kauzality, tedy, zda psychickd nemoc muze
zvy$it pravdépodobnost vzniku zavislosti na navykovych
latkach, nebo naopak, zda zavislost zvysuje riziko vzniku
psychickych problému, pripadné také, zda psychicka nemoc
a zévislost na drogéch jsou vyjadrenim jedné zakladni prici-
ny, prozatim zastava vyzkumné neuzaviena. Poruchy po-
zornosti s hyperaktivitou u dospélych v kombinaci s poru-
chami z uzivani navykovych latek jsou ¢astymi psychiatric-
kymi poruchami s vyraznymi individudlnimi i socidlnimi
dopady (Fallgatter & Jacob, in Miovsky et al., 2013). Z hle-
diska etiologie je v zdsadé mozné rozliSovat t¥i skupiny ko-
morbidnich uzivatelt drog (Miovska et al., in Kalina, V-
cha, 2013). Prvni skupinu tvori lidé s psychickou poruchou
mimo zavislostni okruh. Vétsinou zacinaji nekontrolované
uzivat navykové latky v dasledku téchto potizi. Druhou va-
riantou je opacna situace, kdy dlouhodobé a intenzivni uzi-
vani navykovych latek mize dusevni poruchu zptsobit ne-
bo ¢astéji vyprovokovat. U treti skupiny se predpoklada, ze
psychickd nemoc a zavislost na drogédch jsou vyjadrenim
jedné jediné zékladni pric¢iny, napt. poruchy osobnosti nebo
stresové poruchy.

d/ Impulzivni poruchy:

intermitentni explozivni porucha (impulzivita,
agresivita), impulzni porucha ovladani.

Paclt (2007) se zabyva vztahem hyperkinetického syndro-
mu (ADHD) a poruch chovani. Poruchy chovani zahrnuji
antisocidlni a agresivni chovani, které zac¢in4d byt zretelné
v ¢asném détstvi a pretrvava do adolescence, ¢asto i do do-
spélosti (poruchy osobnosti). Zakladni priznaky poruch cho-
vani: opoziénictvi a agresivita. Odvozené priznaky: vybuchy
zlosti, ¢asté rvacky, tyranizovani, krutost k jinym lidem ne-
bo zviratim, niéeni majetku, zakladani ohné, kradeze, za-
gkolactvi, lhani.
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medicine approaches it as a health/illness ratio with factors
that have a bearing on healthy lifestyles. The health factor
is often perceived as a priority in relation to quality of life,
although the concept of quality of life needs to be grasped
within a broader context (Susniene & Jurkauskas, 2009).
Like the quality of the society and environment in which we
live, quality of life is associated with individual perceptions
of well-being.

The World Health Organisation (WHO) defines quality
of life as an individual’s perception of their position in life in
the context of the culture and value systems in which they
live and in relation to their goals, expectations, standards,
and concerns. It is a wide-ranging concept affected in a com-
plex way by the person’s physical health, psychological
state, personal beliefs, social relationships, and their rela-
tionship to salient features of their environment (WHO
Quality of Life Group, 1993). DZzuka (2004) identifies three
constructs of quality of life: objective quality of life — objec-
tive life conditions (which are not subject to psychological
research), subjective quality of life — life conditions evalu-
ated on the basis of individual judgement (this cognitive
evaluation furnishes the construct with individual content),
and subjective well-being — a person’s life conditions are
evaluated by their emotional system (frequency of positive
and negative emotions).

The WHO Quality of Life Group (1994) sees quality of
life as a multidimensional construct (Table 3) which inte-
grates subjective well-being into quality of life research.
Cummins et al. (2003) even identify quality of life with sub-
jective well-being. Their works involve the measurement of
quality of life using a simple question: “Thinking about your
own life and personal circumstances, how satisfied are you
with your life as a whole?” According to Dzuka (2004), this
measurement has one undesirable quality: it is strongly de-
termined by the person’s current emotional state. The way
the respondent feels at the moment has a crucial impact on
the answer to the question about overall satisfaction. Re-
search into quality of life has seen critical developments in
the last two decades, as the concept of quality of life has
come to be subjectified (Fuhrer, 2000) rather than associ-
ated with economic and social circumstances. Health-Re-
lated Quality of Life (HRQOL) becomes pivotal in this re-
spect (Dzuka, 2004). Having analysed international studies
concerned with the assessment of quality of life, Susniene
and Jurkauskas (2009) report that quality of life is assessed
using both objective and subjective indicators. In research
into quality of life, a distinction is often made between the
subjective and objective quality of life. Subjective quality of
life is about feeling good and satisfied with things in gen-
eral. Objective quality of life is about fulfilling the societal
and cultural demands for material wealth, social status,
and physical well-being (WHO Quality of Life Group, 1993).
Being present in the society, objective indicators can be

e/ Poruchy uceni:

porucha uceni, ¢asny nastup demence, mirné MR.
ADHD se v behavioralni sfére projevuje i jako problém
s produktivitou a motivaci. Dité navenek, pro nezaintereso-
vané, muze pusobit jako 1iné nebo unavené. V 50 % pripada
jsou pritomny i jemné postihy motorickych dovednosti —
»tzv. syndrom neobratného ditéte“ a specifické poruchy
Skolnich dovednosti — dyslexie, dysgrafie, dysortografie
a dyskalkulie (Suba, 2009).

t/ Poruchy osobnosti:

hrani¢ni porucha osobnosti, antisocialni porucha
osobnosti.

V détském a adolescentnim véku se rada poruch vyskytuje
soucasné (komorbidné). Jak uvadi Paclt (2007), déti a ado-
lescenti s bipoldrni poruchou jsou ¢asto chybné diagnostiko-
vani a jejich pavodni diagn6zy jsou poruchy chovani, depre-
sivni poruchy, ADHD, apod. Kardindlnim priznakem bipo-
larni poruchy v détstvi a adolescenci je velmi Casty vyskyt
manickych fazi nebo fazi smisenych (event. fazi hypomanic-
kych a smiSenych). Pti diferencialni diagnostice bipolarni
poruchy a poruch chovani v adolescenci si musime v§imat
nékolika zdkladnich priznakt: v symptomech hyperaktivi-
ty a drazdivosti neni mezi obéma diagnostickymi jednotka-
mi zdsadnéjsi rozdil. U bipolarni poruchy je zretelné vyjad-
Tena zvySend nalada, grandiozita, zrychleni az trysk mysle-
nek, zkraceni spanku a hypersexualita. Velmi dulezité je
zjisténi, Ze bipolarni porucha se velmi ¢asto vyskytuje s né-
sledujicimi komorbiditami: ADHD (40-90 %), poruchy cho-
vani (30-76 %), anxiézni poruchy (36 %) a drogova zavislost
(30-40 %).

® 4 KOMPONENTY KVALITY ZIVOTA

V soucasné dobé jsou otazky tykajici se kvality Zivota, po-
jmenovani jednotlivych komponent Siroce diskutoviny
v raznych védnich oborech. V sociologii je kvalita Zivota
chépana jako subjektivni vniméni pohody s prihlédnutim
k individudlnim potrebam. V ekonomii je to Zivotni troven,
v mediciné je to pomér zdravi a nemoci s faktory ovlivriujici-
mi zdravy zivotni styl. Faktor zdravi je ¢asto vnimam jako
priorita v kvalité Zivota, i kdyz koncept kvality Zivota je tie-
ba chépat v Sir§im méritku (Susniene, Jurkauskas, 2009).
Kvalita zivota je spojovana s vinimanim pohody individual-
né, stejné jako kvalita spole¢nosti a prostredi, ve kterém
lidé ziji.

Svétova zdravotnicka organizace (WHO) definuje kva-
litu Zivota jako individudlni vniméni postaveni jednotlivce
v zivoté v kontextu kultury a hodnotovych systému, ve kte-
rych zije, a ve vztahu ke svym cilim, oekdvdnim, normam
a obavam jednotlivce. Je to obsahld koncepce ovlivnéna
komplexnim vnimanim fyzického zdravi ¢lovéka, psychic-
kého stavu, irovné nezavislosti, socidlnich vztahu a vztaha
jednotlivee k charakteristickym rystm jeho Zivotniho pro-

SKOLNIKOVA M., MIOVSKY, M., CABLOVA L., STASTNA, L.



Table 3
Universal quality of life model (Bagdoniene, in Susniene & Jurkauskas, 2009)
Univerzélni model kvality Zivota (Bagdoniene, in Susniene, Jurkauskas /2009/ )

. 1. Macro
Global
components of

Clean environment,

environment democratic rights,

2. Human rights e
quality of life
3. Politics

I 1. Work
External

Inheritance, parental
2. Family standard of background -

components of knowledge provided

living

quality of life to a child, influence

3. Residence, housing on child’s further
education and
membership of social
class; family income,
nutrition, residence,

type of dwelling, etc.

Il 1. Family Structure and
Interpersonal

components of

2. Close relationships Husifie @i seell

relationships —
3. Interpersonal

quality of life relationships with
relationships parents, other family
members, relatives,
friends, society, etc.
V. 1. Physical Growth, personality
Personal development,

2. Psychological

components of activeness,

quality of life 3. Spiritual

self-respect, meaning
of life, etc.

Note: Itis recommended to apply the model to individuals, groups of people, or
the entire population in surveys of quality of life that take into account both ob-
jective circumstances and subjective assessment.

Pozndmka: Model se doporucuje aplikovat individudiné — jednotlivé, pro skupi-
ny lidi nebo pro celou populaci ve vyzkumu kvality Zivota zahrnujici'jak objektivni
podminky, tak i subjektivni hodnocent.

monitored and assessed on the basis of their quantity and
frequency. Subjective indicators, on the other hand, exist in
the mind of an individual and as such can only be identified
from a person’s responses to the relevant topics. Compre-
hensive research into quality of life must include both types
of indicators (Juniper et al., 2005). Subjective well-being is
reflected in a person’s perception of their own quality of life.
This aspect of quality of life may progressively add to the as-
sessment of other domains, such as those pertaining to in-
come and life conditions, with which it is associated only in-
directly, as they provide information about how people feel
given their circumstances.

The concept of subjective well-being grew in signifi-
cance towards the end of the 20" century as scientists de-
veloped a number of methods for measuring “happiness”
and life satisfaction in order to study differences between
individuals, groups, and societies and offered a broader per-
spective of social progress (European Commission, 2013).
Life experience and circumstances, particularly those of
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stredi (WHO Quality of Life Group, 1993). Dzuka (2004)
rozliSuje ve své praci tri konstrukty kvality zZivota: objektiv-
ni kvalita Zivota — objektivni podminky Zivota osoby (nejsou
objektem psychologického vyzkumu), subjektivni kvalita Zi-
vota — na zakladé individudlniho dsudku hodnocené pod-
minky Zivota osoby (toto kognitivni hodnoceni napliiuje
konstrukt individualnim obsahem) a subjektivni pohoda —
emociondlnim systémem hodnocené podminky vlastniho Zi-
vota (frekvence pozitivnich a negativnich emoci).

The WHO Quality of Life Group (1994) povaZzuje kvali-
tu Zivota za multidimenziondlni konstrukt (tabulka 3), kte-
ry integruje subjektivni pohodu (well being) do vyzkumu
kvality zivota. Cummins et al. (2003) ztotoznuji kvalitu zi-
vota se subjektivni pohodou. V jejich pracich je pritomno
méreni kvality Zivota pomoci jednoduse formulované otaz-
ky: ,,KdyZ uvazujete o vasem Zivoté a osobnich pomérech,
jak jste spokojeny/a se svym Zivotem jako celkem?“ Jak uva-
di DZuka (2004), toto méfeni ma nezadouci vlastnost — je
silné determinované aktudlnim emociondlnim stavem oso-
by: to, jak se dotazovana osoba momentalné citi, rozhoduji-
cim zpusobem ovliviiuje odpovéd na otazku tykajici se cel-
kové spokojenosti. Pro vyzkum kvality Zivota jsou rozhodu-
jici posledni dvé desetileti, protoze se kvalita Zivota zacala
povazovat za koncept, ktery se vztahuje k individuu (Fuh-
rer, 2000), ne k ekonomickym nebo socidlnim podminkam.
Téziskovym se stava vyzkum kvality Zivota, ktera souvisi
se zdravim osoby — HRQOL = Health-Related Quality of Li-
fe (Dzuka, 2004). Na zakladé svétovych studii vénovanych
posouzeni kvality Zivota Susniene a Jurkauskas (2009)
uvadéji, ze kvalita Zivota je hodnocena pomoci obou objek-
tivnich i subjektivnich ukazatelt. Ve vyzkumu kvality Zivo-
ta se Casto rozliSuje mezi subjektivni a objektivni kvalitou
zivota. Subjektivni kvalita Zivota znamend pocit pohody
a spokojenosti s vécmi obecné. Objektivni kvalita Zivota je
o napliiovani spole¢enskych a kulturnich pozadavkt na ma-
teridlni bohatstvi, spoleéenské postaveni a fyzickou pohodu
(WHO Quality of Life Group, 1993). Objektivni ukazatele
existuji ve spole¢nosti a mohou byt monitorovany a hodno-
ceny na zakladé jejich mnozstvi a frekvence. Naproti tomu
existuji subjektivni indikatory ve védomi jednotlivce a mo-
hou byt identifikovdny pouze z odpovédi osoby na dualezita
témata. Komplexni pruzkum kvality Zivota musi zahrnovat
oba typy ukazatelt (Juniper et al., 2005). Subjektivni poho-
da se odrazi ve vnimani vlastni kvality Zivota u ¢lovéka. To
je aspekt kvality Zivota, ktery muze progresivné dopliovat
hodnoceni v dalsich oblastech, jako jsou oblasti pr{jmu a Zi-
votnich podminek, se kterymi je pouze neprimo spojena —
nebot poskytuji informace o tom, jak se lidé citi s ohledem
na jejich situaci.

Koncept subjektivni pohody ziskal vét$i vyznam na
konci 20. stoleti, kdyz védci vyvinuli fadu metod pro méreni
Lhappiness® a Zzivotni spokojenosti pro zkouméni rozdila
mezi jednotlivei, skupinami a spole¢nostmi, a nabidli tak
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a negative nature, such as unemployment, deprivation, ill-
ness, and family disintegration, have a major impact on life
satisfaction (European Commission, 2013).

® 5 ADHD IN ADULTHOOD AND ITS IMPACT
ON QUALITY OF LIFE COMPONENTS

ADHD in adult life has a negative impact on the person’s
personal and social life: its symptoms include moodiness,
hardiness, sensation seeking, inefficient coping with emo-
tions and stress, or problems in interpersonal relationships,
communication, and social skills. All these factors can af-
fect the quality of life of the patients (Miovsky et al., 2013).
Any one ADHD symptom can lead to multiple problem be-
haviours, the interaction of which may in turn have a nega-
tive influence on a range of aspects of a patient’s life. The to-
tal impact on the patient’s life is often greater than the sim-
ple sum of the individual functional impairments (Brod et
al., 2005). On the basis of the data collected for their study,
Brod et al. (2005) designed an ADHD conceptual model of
quality of life. Five areas in which ADHD has an impact on
quality of life were identified: work, daily activities, rela-
tionships, psychological well-being, and physical well-be-
ing. These areas were then grouped into three key quality of
life domains: productivity (work and daily activities), rela-
tionships, and health (psychological and physical).

® 5 / 1 Productivity (work and daily activities)
Carnes and Holloway (2009) present the following common
adult ADHD symptoms that have a major impact on peo-
ple’s work performance:

a/ Short attention span: difficulty maintaining concentra-
tion, easily distracted. Adults with ADHD have difficulty
tolerating a set of routines and tend to seek new stimulati-
on. They find it difficult to pay attention to routine and re-
petitive activities;

b/ Distractibility: this has to do with an ADHD person’s
hypersensitivity to the environment. ADHD adults are mo-
re sensitive to other stimuli in the environment, such as no-
ises — traffic or the whirring of a fan. This is due to their lo-
wer capacity to block out external distractions;

¢/ Hyper-focusing: an ADHD adult becomes so focused on
a task that they become oblivious to everything else, e.g.
lunch or an appointment, without realising it;

d/ Hyperactivity: this may provoke emotional dysregulati-
on, as especially sedentary jobs can make ADHD adults feel
trapped;

e/ Memory problems: in some cases, these memory proble-
ms may seem associated with a lack of motivation or irres-
ponsibility;

f/ Time management: individuals with ADHD have diffi-
culty organising their time and long-term goals. Even when
they plan to arrive early or on time, any unforeseen event
such as a ringing phone can contribute to their lateness;

§irsi pohled na spolecensky pokrok (European Commission,
2013). Zivotni zkugenosti a okolnosti, zejména ty negativni,
jako jsou nezaméstnanost, deprivace, nemoci a rozpad rodi-
ny, maji vyznamny dopad na Zivotni spokojenost (European
Commission, 2013).

@ 5 ADHD U DOSPELYCH A VLIV NA
JEDNOTLIVE KOMPONENTY KVALITY
ZIVOTA

Vyskyt ADHD v dospélém véku ma negativni dopad na
osobni a socidlni Zivot — jeho projevy zahrnuji naladovost,
nizkou odolnost, vyhleddvani vzru$eni, horsi zvladani in-
tenzivnich emoci a stresu nebo problémy v oblasti mezilid-
skych vztaht, komunikace a socidlnich dovednosti. VSech-
ny tyto faktory mohou mit vliv na kvalitu Zivota pacientt
(Miovsky et al., 2013). Kazdy z priznaku ADHD muzZe vést
k mnohonédsobnému problémovému chovani, které ve vza-
jemné interakeci miZe negativné ovliviiovat nékolik aspekta
pacientova zivota. Celkovy dopad na Zivot pacienta je ¢as-
tokrat vétsi, nez je jen pouhy prosty soucet jednotlivych
funkénich postizeni (Brod et al., 2005). Na zakladé ddaja
ziskanych ze své studie Brod et al. (2005) vypracovali
ADHD koncepéni model kvality Zivota. Identifikovali pét
zékladnich oblasti dopadu ADHD na kvalitu Zivota: prace,
denni aktivity, vztahy, psychicka a fyzickd pohoda. Tyto ob-
lasti pak byly seskupeny do tri hlavnich oblasti kvality Zivo-
ta: produktivita (prace a denni aktivity), vztahy a zdravi
(psychické a fyzické).

® 5 / 1 Produktivita (prace a denni aktivity)
Carnes a Holloway (2009) ve své praci uvadéji tyto nejcas-
téjsi priznaky ADHD u dospélych, které vyznamné ovliviiu-
ji pracovni proces:

a/ Kratky rozsah pozornosti: potiZe s udrzenim pozornosti,
jsou ¢asto rozptylovani. Dospéli s ADHD mayji potiZze tolero-
vat rutinu, prevlad4 tendence neustdle hledat nové podné-
ty. Nevydrzi vénovat pozornost rutinni, opakujici se ¢innosti.
b/ Tékavost: souvisi s precitlivélosti ADHD ¢lovéka k okol-
nimu zivotnimu prostredi. Dospéli s ADHD jsou vice citlivi
napf. na zvuky ve svém okoli — dopravu, ventilator. Souvisi
to se sniZenou schopnosti zablokovat vnéjsi rozptyleni.

¢/ Nadmérné zaméreni se na néco: pri zaméreni se na pra-
covni ukol, ktery byl ¢lovéku zadan, zapomina na vSechno
ostatni — napr. obéd, schizku, aniz by si to uvédomoval.

d/ Hyperaktivita: mtze mit vliv na emoc¢ni dysregulaci ¢lo-
véka, protoze zejména sedavé zaméstnani muze u ADHD
¢lovéka vyvolat pocit, Ze je v pasti.

e/ Problémy s paméti: v nékterych pripadech se muze zdat,
ze jsou tyto problémy s paméti spojeny s nedostatkem moti-
vace nebo nezodpovédnosti.

/' Casové planovani: lidé s ADHD maji potize s organizo-
vanim svého ¢asu, dlouhodobych cila. I kdyZz maji v planu
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g/ Over-commitment and procrastination: ADHD adults
give the utmost priority to the tasks they have been assig-
ned. However, any interruptions and other commitments
make these people erratic and the continuity of their pursu-
it of the project suffers. In reality, they intend to complete
the project, but the interfering factors easily compromise
their productivity.

Although many patients learn to adapt to ADHD
symptoms or compensate for them, in many cases the bur-
den of the disorder even intensifies in the course of time
(Asherson et al., 2014). Individuals with ADHD display an
increased risk of problems and criminal behaviour, includ-
ing arrests and imprisonment. European and American
studies show that up to half of the adult prison population
screened positively for childhood ADHD and at least 10%
met the diagnostic criteria for ADHD in adulthood (Zoung
et al., 2011). Proneness to risky activities is also apparent in
traffic situations. Individuals with ADHD are easily dis-
tracted from concentrating on driving. It has been shown
that drivers with ADHD are at increased risk of traffic vio-
lations, especially speeding (Harpin, 2004). In traffic situa-
tions, adults with ADHD show a greater level of aggressive
behaviour and risk of careless driving. Their risk-taking be-
haviour context also increases the probability of accident-
and injury-related costs.

® 5 / 2 Relationships

Brod et al. (2005) report that symptoms such as impulsive-
ness, social inappropriateness, difficulty in following
through on tasks, or being “present” while interacting with
others result in poor social relationships in all aspects of the
lives of people with ADHD (e.g. with peers and co-workers
and in intimate relationships). Blurting out comments at
the wrong time or impulsive acts often result (both at work
and home) in annoyance or conflicts, with their behaviour
often being considered inappropriate or rude. Adults with
ADHD often have difficulty in keeping friends or meeting
new people. Being disorganised often creates tension in per-
sonal, intimate relationships, with partners feeling ne-
glected or unimportant. The intimate relationships of
adults and adolescents with ADHD tend to be hard to main-
tain and superficial. Girls who experienced conduct prob-
lems and hyperactivity in childhood become often teenage
mothers. In a study of young impecunious women, Lehti et
al. (2012) found that ADHD symptoms correlated with risk
sexual partners (male partners with HIV or AIDS, injecting
drug users, partners showing symptoms of sexually trans-
mitted diseases, or having sex with multiple partners at
a time). In this context, sensation-seeking as an ADHD
symptom has a great impact on a high-risk and promiscu-
ous sex life. The risk of sexually transmitted diseases be-
comes significantly elevated in both men and women with
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prijit brzy, na ¢as, sebemensi nepredvidatelné udalosti, ja-
ko zvonéni telefonu, mohou prispét k jejich zpozdéni.

g/ Povinnosti a prokrastinace: u lidi s ADHD je zaméreni
se na zadanou ulohu prvoradé. Jakékoliv preruseni jejich
prace, zadani dalsich tkolu tyhle lidi znejisti a ztraceji kon-
tinuitu v plnéni dkolu. Ve skuteénosti maji cil tkol dokon-
¢it, ale preruSeni prace a navazné ukoly snizuji jejich
produktivitu.

Ackoli mnoho pacientt se naudi prizptsobit nebo kom-
penzovat priznaky ADHD, v procesu vyvoje se zatéZz one-
mocnéni v mnohych pripadech jesté zvySuje (Asherson et
al., 2014). Jedinci s ADHD maji zvysené riziko vzniku prob-
1ému a kriminalniho chovéani, véetné zatéeni a véznéni. Ev-
ropské a americké studie ukazuji, Ze aZ polovina dospélych
vézna méla v détstvi ADHD a minimélné 10 % splniovalo
diagnosticka kritéria pro ADHD v dospélosti (Zoung et al.,
2011). Pritazlivost k rizikovym éinnostem se projevuje i
v dopravnich situacich. Jedinci s ADHD snadno odvadéji
svou pozornost od rizeni. Bylo prokazano, ze u ridi¢a
s ADHD je zvysené riziko dopravnich prestupku, zejména
prekrocéeni povolené rychlosti (Harpin, 2004). V dopravnich
situacich dospéli s ADHD vykazuji o mnoho vice agresivniho
chovani a riziko nedbalé jizdy, v kontextu s riskantnim cho-

vvvvv

® 5/ 2 Vztahy

Brod et al. (2005) uvadéji, Ze priznaky, jako je impulzivita,
socidlni nevhodnost, potize pri plnéni tkold nebo neschop-
nost byt ,,pfitomen® v interakci s druhymi, mivaji za nésle-
dek Spatné socialni vztahy ve vSech aspektech Zivota lidi
s ADHD (napt. s kolegy, spolupracovniky, i v intimnich
vztazich). Spontanni komentare v nespravny ¢as nebo im-
pulzivni konani vyustuje éasto v praciiv domécim prostredi
do hnévu i do konflikti a jejich chovéni je ¢asto posuzované
jako nevhodné, hrubé. Dospéli s ADHD mivaji éasto prob-
1ém udrzet si pFatele nebo navazovat nova piatelstvi. Cas-
téji zazivaji zmatek nebo napéti v osobnich, intimnich vzta-
zich, kdyz se citi partnerem opomijeni nebo neduleziti. In-
timni vztahy u dospélych nebo dospivajicich s ADHD byvaji
éasto tézko udrzitelné, povrchni. Velmi ¢astd jsou téhoten-
stvi u dospivajicich divek, které mély problémy s chovanim
a hyperaktivitou v détstvi. Pri prazkumu mladych, insol-
ventnich Zen zjistili Lehti et al. (2012), Ze priznaky ADHD
byly korelovany s rizikovymi sexudlnimi partnery (muzsti
partneri s HIV nebo AIDS, injekéni uzivatelé navykovych
latek, partnefi s priznaky sexudlné prenosnych nemoci ne-
bo méli sex soubézné s jinymi partnery). Vyhledavani vzru-
Seni, novych z4zitku jako priznak ADHD maé v tomto kon-
textu vyrazny vliv na riskantni promiskuitni sexualni Zivot.
Riziko pohlavné prenosnych nemoci je vyrazné zvyseno jak
u zen, tak u muza s ADHD (Hosain et al., 2012). Vliv ADHD
na rodinny zivot muze byt zvl4asté problematicky, a to ze-
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ADHD (Hosain et al., 2012). ADHD may have a particularly
negative effect on family life, as it tends to follow the family
line. Parental ADHD is likely to result in maladaptive
parenting, negative parent-child interaction patterns, and
the insufficient assumption of the parental role (Chronis &
Stein, 2012).

® 5/ 3 Health

Fatigue and a lack of energy have a critical impact on the
physical health of adults with ADHD. Symptoms of poor
time management, procrastination, distraction, and dis-
organisation result in much exhaustion because of the con-
siderable effort required to complete a task (Asherson,
2014). Sleep disorders affect the quality of life of adults with
ADHD to a great degree. According to Cahova et al. (2010),
ADHD patients go to bed significantly later than
non-ADHD control subjects and do not fall asleep until over
an hour after lying down. They often reported that sleep did
not bring them enough rest and had more difficulty getting
up in the morning. Attention deficit is associated with
a greater need for sleep and with a greater difference be-
tween the need for sleep and the perceived period of
night-time sleeping. ADHS patients reported shorter peri-
ods of night-time sleeping.

As regards psychological health, Brod et al. (2005) note
that the majority of adult ADHD patients reported anxiety
and concern about making it through their days success-
fully as their greatest burden. This fear and a sense of being
overwhelmed went hand in hand with the frustration stem-
ming from inability to cope with everyday aspects of life. Is-
sues of self-esteem (low self-confidence), depression (emo-
tional lability), and isolation were commonplace among
ADHD adults. Barbaresi et al. (2013) found that mortality
as a result of suicide was 4 times higher among ADHD pa-
tients in comparison to the control group. Substance abuse
is a significant indicator in terms of ADHD patients’ quality
of life. Their
self-regulation, and inhibition of improper behavioural pat-

impulsive behaviour, low level of
terns contribute markedly to the development of risk be-
haviour and alcohol and drug abuse (Cahov4 et al., 2010).
Summarising the findings of numerous studies, Paclt
(2007) concludes that the hypothesis about ADHD chil-
dren’s personality characteristics predisposing them to
abusing drugs (excluding alcohol) as adults at a higher rate
than the general population has been generally corrobo-
rated. Children experiencing overall hyperactivity were
more likely to show such problems. A slightly increased
level of alcohol abuse among adolescents and adults with
a childhood ADHD history may be due to a shared genetic
predisposition (dopaminergic transmission) and/or an indi-
vidual genetic inclination to alcohol abuse. Substance use
may also be a risk factor for the later development of these

patients’ criminal offending (Manuzza et al., 2008).

jména proto, ze ADHD ma tendenci vyskytovat se v rodi-
néch. U rodié¢a s ADHD je vyssi pravdépodobnost, Ze se pro-
jevi maladaptivni vychovné techniky, negativni interakce
rodi¢—dité a nedostate¢né prizptsobeni se rodicovské roli
(Chronis & Stein, 2012).

® 5/ 3 Zdravi

Zasadni vliv na fyzické zdravi u dospélych s ADHD ma tna-
va nebo nedostatek energie. Priznaky Spatného rizeni ¢asu,
otaleni, rozptylovani a dezorganizace maji za nasledek
znaéné vyéerpani, protoZze na dokonceni ¢innosti pottebuji
vétsi mnoZstvi energie (Asherson, 2014). Poruchy spanku
ovliviiuji ve znacéné mire kvalitu Zivota u dospélych
s ADHD. Podle Cahové et al. (2010) chodi pacienti s ADHD
spat signifikantné pozdéji nez kontrolni subjekty bez
ADHD a usinaji déle, nez hodinu po ulehnuti. Casto referu-
ji, Ze spanek jim neprindsi dostateény odpocinek, obtizné&ji
se budi rdno. Porucha pozornosti je asociovdna s vétsi potie-
bou spanku a s vétsim rozdilem mezi potrebou spanku
a subjektivné odhadovanou délkou noéniho spanku. Pa-
cienti s ADHD referuji kratsi dobu no¢niho spanku.

Pokud jde o psychické zdravi, uvadi Brod et al. (2005),
ze vétSina dospélych pacientd s ADHD udéva jako nejvétsi
z4téz pocity uzkosti, které si zazivaji dennodenné v souvis-
losti s obavami, nakolik daspésny bude jejich den, nakolik se
ve vSech povinnostech budou schopni orientovat. Tento
strach nebo tzkost jsou na jedné trovni spolu s frustraci
z neschopnosti zvladat kazdodenni aspekty Zivota. Otazky
sebetcty (nizkého sebevédomi), deprese (emocni lability)
a izolace jsou u dospélych s ADHD zcela bé&Zzné. Vyznamné
je zjisténi Barbaresiho et al. (2013), Ze amrtnost v dasledku
sebevrazdy je u pacientt s ADHD vice nez 4ndsobna ve
srovnani s kontrolni skupinou. Vyznamnym ukazatelem
vlivu na kvalitu Zivota u ADHD pacientt je abtizus navyko-
vych latek. Pravé impulzivni jedndni, nedostate¢na mira
seberegulace a inhibice nespravnych vzorct chovdani ma ne-
maly spolupodil na rozvoji rizikového chovani a abizu alko-
holu a drog (Cahova et al., 2010). Jak uvadi Paclt (2007), na
zakladé vysledkt mnohych studii 1ze shrnout, Ze hypotéza
o tom, Ze osobnostni vlastnosti déti s ADHD je v dospélosti
predisponuji k abtzu drog (s vyjimkou alkoholu) ve zvySené
mite proti béZné populaci, se v podstaté potvrdila. Celkové
hyperaktivni déti mély obtize tohoto druhu castéji. Mirné
zvySeny vyskyt abizu alkoholu u déti trpicich ADHD v do-
spivani a dospélosti muze byt zpusoben jednak spoleé¢nou
genetickou predispozici (dopaminergni transmise), jednak
genetickou podminénosti vyskytu abidzu alkoholu samos-
tatné. Uzivani navykovych latek pak zaprifinuje zvysené
riziko nasledného rozvoje kriminality u téchto pacientt
(Manuzza et al., 2008). Ohimeier et al. (2007) uvadi, zZe
napt. zvySend spotreba nikotinu muze vést ke zlepSeni po-
zornosti, schopnosti soustfedéni a kontroly impulzivniho
jednéani. MoZznym vysvétlenim mohou byt patofyziologické
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Ohimeier et al. (2007) report that, for example, increased
nicotine consumption may lead to an improvement in atten-
tion and ability to concentrate and control impulses. This
may be explained by pathophysiological connections, as
a form of self-medication which is also to be found in stimu-
lant use. Miovsky et al. (2013) note the risk of the
co-occurrence of ADHD and the use of methamphetamine
or other stimulants. They point out the induction of symp-
toms which may clinically manifest themselves as those of
ADHD, although their origin may be etiologically related to
the neurotoxic effects of high doses of some stimulants, con-
taminants present in them, and their routes of administra-
tion. In addition to signs of hyperactivity, signs of
post-traumatic stress disorder or personality disorder may
be displayed (Yates & Wilson in Kalina, 2008). It was found
that a large number of psychopathologies in drug addicts
can be attributed to post-traumatic stress disorder.
Children exposed to psychological, physical, and sexual
abuse and violence tend to be highly vulnerable to the de-
velopment of psychopathological conditions and substance
issues in later life.

® 6 CONCLUSION

The ADHD diagnosis has an influence on a person’s lifelong
adaptability process. Childhood ADHD is associated with
specific affect disorders, emotional dysregulation, and so-
cial problems in the school environment, often combined
with comorbid specific learning disorders. The persistence
of certain childhood ADHD symptoms into adulthood and
their adult modifications have a major impact on the qual-
ity of life of such adults. In many cases, adult ADHD is
misdiagnosed. Emotional lability, low self-esteem, and poor
tolerance for stress and frustration often result in the deter-
mination of a comorbid psychiatric diagnosis. Further prog-
ress in understanding the ADHD diagnosis in adults is
hardly possible without the thorough testing of diagnostic
tools suitable for assessing clients in terms of a differential
diagnosis. A correct and in-depth diagnosis makes it possi-
ble to embark on systematic work and targeted professional
interventions (including psychotherapy and pharmaco-
therapy) which may dramatically improve the quality of life
of adult ADHD patients in the future.
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sponding author. Cablovd, L.: writing of the article.
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souvislosti, urcita forma sebemedikace, se kterou se potka-
vame i pri uzivani stimulancii. Miovsky et al. (2013) pouka-
zuji na riziko vyskytu ADHD a uzivani metamfetaminu ¢i
jinych stimulancii. Upozornuji na riziko indukce sympto-
mu, jeZ mohou imponovat klinicky podobné, jako ADHD,
ale jejichz pavod muze mit etiologicky vztah k neurotoxic-
kému uéinku nékterych stimulancii ve vysokych davkach
a necistotdm a zpusobum administrace drogy. Kromé proje-
va hyperaktivity maze jit napt. o projevy posttraumatické
stresové poruchy nebo poruchy osobnosti (Yates & Wilson,
in Kalina, 2008). Bylo zjisténo, Ze znaénou ¢ast psychopato-
logickych projeva u drogové zavislych lze pripsat na vrub
posttraumatické stresové poruse. Déti vystavené psycholo-
gickému, fyzickému a sexualnimu zneuzivani a nasili maji
vysoké riziko pro vyvoj psychopatologickych problémua
a problému s navykovymi latkami v pozdéj$im Zivoté.

® 6 ZAVER

Diagnéza ADHD ovliviiuje celoZivotni proces adaptability
élovéka. V détstvi jsou to specifické poruchy afektivity,
emoc¢ni dysregulace, socidlni problémy v §kolnim prostiedi
s éasto komorbidnimi specifickymi poruchami uéeni. Urcita
perzistence symptomt ADHD z détstvi do dospélosti a jejich
modifikace v dospélém véku maji vyrazny vliv na kvalitu zi-
vota u dospélych lidi. V mnohych pripadech diagnostiky
ADHD u dospélych dochézi k nepresnému stanoveni dia-
gnézy. Emoc¢ni labilita, nezdravé sebehodnoceni, nedosta-
teéné sebeocenéni, nizka tolerance stresu a frustrace vedou
¢asto k stanoveni komorbidni psychiatrické diagnézy. Jako
nutnost dalsiho vyvoje v chapani diagnézy ADHD u dospé-
lych je podrobnéjsi ovéreni diagnostickych néstrojt vhod-
nych pro diferencidlné-diagnostické posouzeni klienta.
Spravna a dikladnéa diagnostika pak dava prostor pro sys-
tematickou praci a cilené odborné intervence (psychotera-
pie, farmakoterapie), ¢imz se maze v budoucnu kvalita Zivo-
ta dospélych pacientti s ADHD vyrazné zvysit.

Role autorii: Skolnikovd, M.: psani ¢lanku, vedeni autor-
ského kolektivu. Miovsky, M.: psani ¢lanku, korespondujict
autor. Cablovd, L.: psani dlanku. Stastnd, L.: psani dlanku.
Prohlaseni o stretu zajmii: Autori studie nejsou ve stretu
zdjmii a nesou zodpovédnost za obsahovou i formdlni strdan-
ku publikované prdce.
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