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Abstract

Sport and exercise psychology research in disability sport seldom engages
with social models of disability. As a result, the socio-historical landscape of disability is
underrepresented in sport psychology research. The aim of this study is to interpret
influences on participation in disability sport through the conceptual lens of the social
relational model (SRM) of disability (Thomas, 1999, 2004, 2007). Ten Irish adult male
athletes with physical disabilities participated in semi-structured interviews exploring the
barriers and facilitators that influence participation in Wheelchair Rugby. Deductive
thematic analysis produced four themes influenced by the social relational model:
impairment effects; societal attitudes and discourse; opportunities and access; and
psychological well-being. Links were made to the experience of embodied impairment,
classification, oppression, inequality, media, independence, and self-efficacy. The
analysis illustrates how cultural constructions of disability are inextricably linked to
individual influences on participation in Wheelchair Rugby. The results indicate that in
disability sport participation, the experience of social oppression, inequality and cultural
stereotypes of disability can be synonymous with the personal experience of physical
impairment. The implication of this research is that there is a value in sport and
exercise psychology practitioners utilising the social relational model as a tool to
conceptualise the lived experience of physical disability.

Keywords: disability studies; spinal cord injury; disability sport; psycho-emotional
oppression; para-sport
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Introduction

Disability sport is becoming increasingly popular. For example, the Paralympic
Games is now the second largest multi-sport event on earth (Brittain, 2016).
Nevertheless, participation by people with physical disabilities in sport in local
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communities is less frequent than in the general population. For example, in Northern
Ireland, 26% of adults without disabilities are members of sports clubs compared to
13% of adults with disabilities (Department of Culture, Art and Leisure Northern Ireland,
2015). Common individual and societal factors that influence participation in disability
sport have been identified. Common barriers to participation are the disability itself, lack
of accessible facilities, and societal attitudes towards those with a disability ( Jaarsma,
Dijkstra, Geertzen, & Dekker, 2014). Common facilitators are improved physical health,
increased social connections, and increased opportunities to get involved in sport
(Jaarsma, Dekker, Geertzen, & Dijkstra, 2016). However, there remain gaps in
understanding the psychology of participation (Smith, Perrier, & Martin, 2016), this may
in part be due to studies with survey designs that often combine sports and/or
disabilities and use measures that lack psychometric reliability ( Jaarsma et al., 2014).
Therefore, according to some researchers, there is a need for more qualitative designs
in research to understand context and unpick the meaning of factors that influence
participation in disability sport (Williams, Smith, & Papathomas, 2014; Smith, Perrier,
& Martin, 2016).

Another gap in the psychological knowledge of participation is that few
researchers have used evidenced based theory to add context to their results.
However, some researchers have begun to address this by incorporating behaviour
change theories to interpret their findings. One example is Martin (2008) who used
social cognitive theory (Bandura, 1986) to show that self-efficacy is positively correlated
with enjoyment and commitment in Wheelchair Basketball. In a more recent example,
Jaarsma et al. (2016) related their findings to the theory of planned behaviour (Ajzen
& Madden, 1986) and argued that people who participate in sport after rehabilitation
perceive more benefits (e.g. fun) than barriers (e.g. pain). The authors went on to
suggest the importance of developing positive attitudes towards participation in sport.
With the inclusion of a theory, this demonstrates a progressive theoretical avenue, as
linking such influences to established cognitive constructs (e. g. attitudes, motivation,
self-efficacy) can guide strategies to promote participation (Smith & Perrier, 2015).
Although not all researchers share this view, and have argued that behaviour change
theories have limitations in disability sport research (e.g., Martin, 2013; Smith & Perrier,
2015; Smith, Perrier, & Martin, 2016). Smith and Perrier (2015), for example, suggest
that reducing people to universal cognitive processes neglects the important socio-
cultural and relational dimensions that shape the lives of people with physical
disabilities. They reason that the field of disability studies is concerned with
understanding the individual and the social dimensions of disability and thus offers an
alternative theoretical perspective (Martin, 2013; Smith & Perrier, 2015). In spite of
these arguments, sport and exercise psychology research rarely acknowledges or
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incorporates models of disability (Smith, Perrier, & Martin, 2016). Therefore, this study
intends to address this knowledge gap.

There are two conventional and influential models of disability; the medical
model and the social model. In the medical model (also known as the individual model),
Damian Haslett, Ben Fitzpatrick, Gavin Breslin 62 disability is a problem of reduced
physical function and the solution is individual treatment (e.g. personal therapy, medical
treatment) (Bury, 2001). This approach has been heavily criticised for painting
a negative picture of disability; for example, implying that some individual's bodies are
‘normal’ while others are ‘abnormal’ (Reindal, 2010). Smith and Perrier (2015) argue
that sport and exercise psychology research, that promotes disability sport for individual
health, can either knowingly or unknowingly be framed in a medical model of disability.
In the social model (Oliver, 2004), society causes disability through social oppression.
The ‘solution’ is to challenge negative attitudes and breakdown restrictive
environmental barriers (Shakespeare & Watson, 2001). The implication of the social
model has been liberating for people with physical disabilities, as the ‘problem of
disability’ is viewed as socially constructed and lies outside of the individual (Reindal,
2010). Through the lens of the social model of disability, Brittain (2004) demonstrated
how the media has helped to construct a ‘medical model’ discourse in para-sport. For
example, paralympic athletes in his study reported that their sports are often perceived
by the general public as a form of rehabilitation. However, and importantly, both of
these models are problematic for psychological research as they each undervalue
important experiences of disability (i.e. the experience of social oppression or the
experience physical impairment) (Smith & Perrier, 2015).

The social relational model (SRM) of disability (Thomas, 1999, 2004, 2007) is
a conceptually progressive model that explains disability as the experience of
socialised impairment. This conceptualisation can overcome the limitations of previous
models by recognising that impairments have direct and immediate effects (e.g.
reduced function, physical weakness) and that, at the same time, socially-engendered
restrictions can arise in different forms (e.g. structural and attitudinal) (Goodley, 2013).
Thomas (2007) calls these the psycho-emotional dimensions of disability. By privileging
disability as an experience of restrictions the SRM can help to understand the interplay
of individual and societal influences on participation in disability sport (Martin, 2013). In
the SRM, the concepts of impairment and disability are manifestations of social
relationships, produced as people engage in social structure (order) and social agency
(action) (Thomas, 2004). Reduced physical function is a necessary condition for the
possibility of various forms of social oppression (e.g. cultural assumptions of disability)
that can arise at different times and in different places for different people (Goodley,
2013) (see Figure 1).
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In the SRM, four social contexts are identified where the experience of
disability can arise (Goodley, 2013; Thomas, 2004). Restrictions can arise from the
immediate everyday physical and social influence of physical impairment (e.g. chronic
pain or the need for time and social support). Thomas (2004) calls these impairment
effects (see Figure 1, Point 2). Restrictions can also arise directly from negative
experiences of cultural constructions of disability (see Figure 1, Point 3 (b)) (e.g. having
to deal with negative societal attitudes and discourse, such as being perceived as
unfortunate). These types of negative interactions fall under the concept of direct
psycho-emotional oppression. Furthermore, restrictions can arise indirectly from the
experience of structural disablism (see Figure 1, Point 3 (b)). That is, being excluded
from opportunities and services (e. g. the anger and frustration of inaccessible
buildings). These negative interactions with the structural environment are examples of
indirect psycho-emotional oppression. Finally, restrictions can be self imposed if
psycho-emotional well-being is undermined (Thomas, 2004). Repeated exposure to
negative interactions with the social and built environment can result in people placing
limits on what they can do and what they can become (e. g. avoid participation in
sport). For example, confidence and self-esteem can be damaged as a result of
internalising negative cultural stereotypes of disability (e.g. passive, weak or
dependent).

The SRM is not a psychological model, it has been developed through
sociological research (Thomas, 1999). And the psychological constructs of the SRM
(e.g. psycho-emotional oppression) have little empirical evidence in disability sport
(Smith & Perrier, 2015). However, Martin (2013) has used the SRM to exemplify some
of the paradoxes and nuances in psychological research into barriers to participation in
disability sport. In a review of selected articles on barriers to participation, he argued
that physical, social and environmental barriers are inextricably linked. For example,
the ‘barrier’ of a person in a wheelchair unable to get up aramp can be located
simultaneously in the individual (I don’t have the strength), the social (I don’t have the
help), or the environmental (the ramp is badly designed) (Martin, 2013). Furthermore,
the SRM has been utilised to develop psychological knowledge in areas outside sport;
for example, as a theoretical framework that accounts for individual differences as well
as the experience of oppression in special needs education (Riendal, 2008). In another
example, the SRM has been used to offer an alternative way of conceptualising
Parkinson’s Disease, by showing how stigmatising attitudes have contributed to the
experience of physical restrictions (Simpson, McMillan, & Reeve, 2013).

As of yet, no study has applied the SRM to investigate the psychology of
participation in disability sport. The aim of this study is to interpret participation in
Wheelchair Rugby through the conceptual lens of the SRM. The context of Wheelchair
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Rugby was chosen as, in Ireland, the sport has low participation levels (e. g. 38
players). The objective of the study was to explore the interplay of individual and
societal facilitators and barriers to participation in Wheelchair Rugby.

2) Impairment Effects - perceived
effects of reduced function (micro
level biological and social constraints)

-

Sufficient
conditions

( Necessary
condition 3) (macro level)

Societal Barriers

(a) Cultural
constructions of
1) Physical Impairment disability
(Reduced physical function)J (b) Structural

Disablism

4) Disability
The experience of various (possible)
forms of social oppression on top of
impairment effects

\_--__-/

Figure 1 Impairment in context: A Social Relational Model of disability (Thomas, 1999,
2004, 2007); adapted from Reindal (2008).

Method

This study employed a qualitative research approach using one-to-one semi-
structured interviews with Wheelchair Rugby athletes. To reflect the idiosyncratic nature
of this methodology and a conceptual framework that foregrounds the influence of
social relationships, a relativist ontology and constructionist epistemology was adopted.
This involves an assumption of reality as mind-dependent and that the path to
knowledge is similarly subjective and value-laden (Smith & Caddick, 2012). These
assumptions inform an interpretivist paradigm where researchers attempt to make
meaning of human experience through interaction with participants.
Ethics Statement

Ethical approval was granted from the lead institution (Ulster University,
School of Sport Research Ethics Filter Committee) on 8th Jun 16 (Ref- MSc186
2015/16). All participants provided written informed consent.
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Participants

Wheelchair Rugby athletes were recruited as they have personal experience
and opinions on the individual and societal influences on participation. Wheelchair
Rugby is a mixed-gender sport played in over 40 countries for people with physical
impairments that affect the arms and the legs (www.iwrf.com). The goal was to involve
the maximum variation in experiences and opinions of active athletes. Criteria for
inclusion were (1) one-year post injury (2) aged over 18 years and (3) actively engaged
in Wheelchair Rugby (30 minutes at least twice a week). At the time of this research,
within Ireland, there were 38 athletes in four clubs (www.irishwheelchairrugby.com).
Ten male athletes from three clubs took part in this study (Mage = 33.1 years, age
range: 22-53 years). Nine participants in this study had spinal cord injury and eight
athletes described themselves as having an acquired disability. Six participants
disclosed that they had played sport prior to injury. Participants had played Wheelchair
Rugby from between 1.5-19 years and seven had played at an International level. The
participant pool represented every Wheelchair Rugby classification group between 0.5
(lowest function) and 3.5 (highest function).
Data Collection

Data was collected through face-to-face interviews with the aim of capturing
the experience and opinions of participants in wheelchair rugby participation. A semi-
structured interview guide was developed based on the components of the SRM
(Thomas, 2004). For example, questions addressed the influence of immediate effects
of impairment (e. g. how do you think that different impairments restrict participation?),
cultural representations of disability (e. g. do stigmatising attitudes affect participation in
Wheelchair Rugby?) and the structural environment (e. g. how does access to sport
facilities influence participation?). Questions were designed to allow topics to be
explored in a variety of ways while ensuring that systematic lines of inquiry were
followed with each interview. The interview guide was pilot-tested with an academic
researcher and an active female Wheelchair Rugby player. After each test the guide
was adapted and improved in order to be able to best capture interviewees’ meanings.
65 The psychological influences on participation in Wheelchair Rugby: a social
relational model of disability For example, the specific words ‘barriers’ and ‘facilitators’
were found to be confusing and consequently removed from all questions. The final
version of the interview guide was applied to all interviews (see Appendix A).

Participants were identified via purposeful sampling and recruited by the
primary researcher who works in a voluntary capacity with Irish Wheelchair Rugby. The
primary researcher is not a wheelchair user and has experience using qualitative
research methodologies with visually impaired athletes. Participants were provided with
details of the research project via-email to confirm that they met the criteria for
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inclusion. Interviews were organised at suitable locations (e. g. wheelchair accessible
hotel lobbies) and began with an informal conversation aimed at relaxing the
interviewee. Curiosity-driven prompts were used to focus on topics relative to the
research aims (e. g. can you give me an example of that experience?). All interviews
were recorded (Sony ICD-PX440) and ranged from 30 min to 55 mins (avg 39 mins).
Interviews were transcribed verbatim yielding 121 pages of data (single-line spaced).
As there was no new experiences or opinions about the research aims after the tenth
interview, saturation was deemed to be achieved.

Data Analysis

Deductive thematic analysis was used to interpret and construct themes within
the data (Smith & Caddick, 2012). A code book (see Appendix B) was developed
based on the research objectives and the four social contexts of the SRM (Thomas,
1999, 2004, 2007; Goodley, 2013; Smith & Perrier 2015; Reindal, 2008). The code
book, for example, was used to attend to data related the influences of physical
impairment, disability stereotypes, inaccessible environments and psychological factors
such as self-esteem or confidence. As the SRM has had little use in disability sport
research, several inductive and open codes were added to the code book during
preliminary analysis; for example, the experience of positive cultural representations of
disability sport or positive social interactions that facilitate participation in Wheelchair
Rugby.

Braun and Clarke’s (2006) six phase heuristic was used as a guideline to
identify and interpret common themes across the data. The first phase involved ‘data
familiarisation’ by re-reading and re-listening to transcripts (initial ideas were noted). In
the second phase, the primary researcher systemically coded features of the data
across the entire data (using the code book). In the third phase, potential themes were
identified and data relevant to each theme were gathered. The fourth phase involved
reviewing themes; similar themes were combined and specific themes were divided into
new themes. The fifth phase involved defining themes; clear and distinct definitions for
each superordinate and all sub-themes themes were generated. Finally, vivid quotes
were chosen to exemplify themes and analysis was related back to the research aims
and the social relational model. Importantly, this was circular process whereby phases
were re-visited several times during analysis. NVIVO software was used to facilitate
organisation of the data and to visualise relationships between codes, sub-themes and
superordinate themes.

Trustworthiness

Procedures were employed to ensure that accurate and rigorous results were
reported. Firstly, participants were provided the opportunity to add, clarify and
authenticate their transcripts. One participant clarified a response; all participants

11
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indicated their transcripts were accurate. Secondly, to enhance researcher decision
making, a re- Damian Haslett, Ben Fitzpatrick, Gavin Breslin 66 flexive journal was
used to record ongoing thoughts and ideas throughout the data collection and analysis
process. Thirdly, to triangulate the analysis, the primary researcher presented
emergent themes to an accredited sport and exercise psychologist and a disability
sport researcher to dispute, support or reject. This process resulted in a consensus of
themes and sub-themes. Finally, extensive quotations have been used in this report to
illustrate participants’ meanings (Smith & Caddick, 2012).

Results and Discussion

Four superordinate themes emerged (see Table 1). Each superordinate theme
was influenced by the four contexts representing the experience of disability as
conceptualised by the social relational model (Thomas, 1999, 2004, 2007). Within each
superordinate theme, there are a number of sub-themes containing barriers and
facilitators that influence participation. To provide insight into participants’ experiences,
the themes are discussed with supporting quotes. To ensure anonymity, pseudonyms
for each participant have been inserted.

12
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Table 1 Summary of themes

Superordinate

Factors that Influence

Themes Sub-Themes Participant Quote Participation
“ . . secondary health
Physical body fAny bit of strer_lgth I got”, lgotit conditions, health
rom Wheelchair Rugby” (John) b )
enefits
“Some people don'’t drive, and
Impairment Needs and they don’t have money, so then time, money, social
effects requirements you're dependent on people” support, transport
(Connor)
“Who are we to pick and choose
Classification to play [Wheelchair Rugby]?” eligibility ambiguity
(Jack)
. “In Ireland [people with spinal families, medical
/g\tt:‘lg;ges of cord injury] kind of get locked professionals, teachers,
Societal away in a cupboard” (Brian) general public
attitudes and “There’s always this kind of
discourse Media ‘super human’ aspect of facilitating media,
representation [disability sport], which is wrong”  misrepresenting media
(Barry)
Structural “There’s no gym that's 100% access to rugby, general
. barriers wheelchair friendly” (Connor) access
Opportunities “A lot of people say that we are
and access Perceptions of peop Y

discriminated against. | don’t

funding, minority sport

inequality look at it like that at all” (Karl)
“People struggling to think that
Internalising wheelchair sports are for them. - .
. e self restrictions, medical
negative Not because of others’ attitudes .
) model assumptions
stereotypes but because of their own
attitudes” (Karl)
psychological “I would probably be more
e independent than a lot of other incidental learning,
well-being Independence people who would have the sense of community
same level of function” (Barry)
“If you put them in the [rugby]
The rugby chair they won’t get out. You stress relief, confidence
wheelchair kind of have to experience it”

(Rossa)

Impairment Effects

This theme describes how the immediate day-to-day experience of impairment
can influence participation. In terms of the SRM, this reflects the lived (biological and
social) experience of impairment (Smith & Perrier, 2015). Participants discussed the
influence of the ‘Physical body’, ‘Needs and requirements’ and ‘Classification’.

13
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‘Physical body’ refers to how participants characterised the influence of secondary
health conditions and physical health benefits. These factors have been found to
influence participation in disability sport (Williams et al., 2014). However, little is known
as to why and how these factors influence participation in Wheelchair Rugby. A number
of athletes explained why health conditions can restrict participation. For some people,
physical weakness or ‘bowel and bladder’ complications can take years to manage. For
others, weight gain from post injury inactivity can restrict participation in sport. All
athletes emphasised the physical benefits of Wheelchair Rugby. It can improve
balance, mobility and arm strength, required to benefit life outside sport; for example,
pushing day-chairs, or transferring from car to chair. As one athlete stressed “every bit
of strength | got, | think it is from Wheelchair Rugby” (John).

‘Needs and requirements’ reflects the participants’ accounts of how individual
differences in the need for time, finance, transport and support, can influence
participation. Athletes described how there are few Wheelchair Rugby clubs in the
country (i. e. there are no clubs in the West of Ireland) and that different impairments
can mean different social effects for different people. For example, athletes reported
that many people with spinal cord injury are unemployed, those who can’t drive often
rely on family, and some people rely on carers. Depending of the level of impairment,
some people could not work full time and play rugby, whereas others describe
themselves as completely ‘independent’. Conceptualising the factors ‘time’, ‘finance’,
‘transport’ and ‘support’ as day-to-day impairment effects is useful. This can allow
research to attend to effects of changes at an immediate social level (Reindal, 2008)
(Point 2 in Figure 1), that is in contrast to changes at a wider societal level (e. g. social
attitudes, social inclusion) (Point 3 in Figure 1). The concept of ‘additionality’ (Norwich,
2002), borrowed from adapted education research (Reindal, 2008), can help
understand individual differences in needs to participate in sport. For example,
additional requirements such as technological (e. g. adapted cars), medical (e. g.
drugs) or social support (e. g. carers) can be common, shared or unigue across a group
of people with similar impairments (Reindal, 2008).

‘Classification’ reflects the participants’ descriptions of why the eligibility criteria to
play Wheelchair Rugby can enhance but also restrict participation. Many patrticipants
described how Wheelchair Rugby is the ideal sport for people with tetraplegia
(quadriplegia) and that the game suited the level of function that comes with this
physical impairment. However, the analysis indicated an ambiguity amongst athletes
about who should and who can play Wheelchair Rugby. Some athletes expressed
concern for the ‘new impairments’ entering the game (e. g. amputees); for example,
one athlete said: “You see guys walking around and that’s sort of, that doesn’t seem
fair, you know, when it was started for quadriplegics” (Aiden). Another athlete argued
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Damian Haslett, Ben Fitzpatrick, Gavin Breslin 68 that if the game is to grow: “Who are
we to pick and choose [who can play]?” ( Jack). One player even expressed concern
for prejudice within the sport: “It's meant to be inclusive, you know, [but] | don’t think
it's fully inclusive” (Simon). Altmann, Hart, van Limbeek and Vanlandewijck (2014)
provided evidence for wide scale dissatisfaction about the current classification system
in the Wheelchair Rugby community (e. g. 60% of respondents disagreed that eligibility
should only be open to people with tetraplegia). However, in their study, vital aspects of
athletes opinions were missed as they used a questionnaire with dichotomous
questions. The finding from the present study adds an athlete narrative to the literature
(e. g. descriptions of why eligibility ambiguity can influence participation). This can
assist the International Wheelchair Rugby Federation’s aim of developing an evidence-
based Wheelchair Rugby classification system (Altmann et al., 2014) that considers the
opinions of athletes.

Societal attitudes and discourse

This theme describes the influence of societal attitudes and cultural
representations of disability and disability sport on participation. Participants discussed
the influence of ‘Attitudes of others’ and ‘Media Representation’.
‘Attitudes of others’ reflects the participants’ descriptions of why societal attitudes can
influence participation. Athletes frequently described how patronising and ill-informed
remarks from the general public can put people off sport. They spoke of the annoying
and unwanted “sympathy card” (Connor) for playing sport. One athlete describes:
“There’s always ‘oh aren’t you brilliant, you're playing [...] isn’t that great, you're
bashing into people’ (Barry). He then goes on to explain:
There’s a general consensus of disability sport as tokenism. Like ‘it's great that you're
getting out and you're playing something and you're doing something’. Whereas
that’s not the reason we’re doing it [...] I've had a lot of people misunderstand disability
sport, in particular Wheelchair Rugby (Barry).

In addition, some athletes spoke of the effects of being mistaken for people
with intellectual disabilities; for example:
| don’t know how many times people had turned around and said — ‘are you going to
the Special Olympics this year?’ talking about Rio coming up. Nothing against mental
disabilities, absolutely not, but that's fucking jeez, that gets under my skin like (Connor).

Athletes emphasised how these negative interactions are often unintended but
can still has have effects. One athlete responds to the question; Do you think that
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discriminatory attitudes or stigmatising attitudes have an effect on participation in
Wheelchair Rugby?

It is hard to say like, discrimination to some degree is there, even if it is subconscious.
I think like when | am going down the street, people will give me a look or ‘oh do you
need help’ and stuff like this, that is not them being mean or that's not them like
purposely trying to discriminate but innocently giving me alook. Or when | say
‘Wheelchair Rugby, Iplay for Ireland” and they are ‘oh that's amazing,
that’s inspirational’. I'm not inspirational, like | play a sport, | have always got the crap,
because mine’s a physical disability. People have depression, people have family
bereavements, people can’t see, but because mine is a physical obvious thing you can
see. It shouldn’t affect how people see my sport (Jack).

Stephens, Neil and Smith (2012) argue that these unhelpful societal attitudes
stem from a lack of public awareness of participation in disability sport. In the SRM,
direct psycho-emotional oppression (Thomas, 2004) is a form of social oppression that
arises directly from negative social interactions between able-bodied and people with
disabilities. For example, being repeatedly defined by disability, having to deal with
(unintended or intended) hurtful words, or being stared at by others can effect how
people view themselves (e. g. inferior). Linking these interactions to a theorised
construct is useful, as research can attend to the influence of particular social
interactions. For example, athletes in this study spoke of the influence of more personal
negative social interactions. They spoke of how overprotective parents, overly cautious
medical professionals, and ill-informed school guidance councillors can push people
away from sport. In addition, athletes mentioned how positive social interactions can
facilitate participation, such as Wheelchair Rugby staff (non-disabled) who can ‘deal
with’ people with physical disabilities.

‘Media representation’ reflects the participants’ perceptions of how the media
influences participation All athletes highlighted how the coverage of London
Paralympics 2012 has been ‘massive’ for para sport. One athlete elucidates:

| think after London [2012], GB got a big wave of players. | think so, they got a lot of
clubs now, they have a lot of money. But like we got [a player] after London. You know,
If you think of it, if you have a disability and you are a young guy and you turn on the
TV and there is a guy with the exactly the same disability as you, flying about the place,
you know, in front of 10,000 people, you would be crazy not to want to play!! (Jack)

However, in addition, athletes warned of the condescending ‘super human’
stereotype often used in the media to portray disability sport. The particular concern
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was how portraying participation in recreational sport as somehow ‘inspirational’ can
influence attitudes of people with and without disabilities. Another athlete explains why:

You know that Guinness Ad that ran there a couple of years ago? The ‘life is more’,
ad? | found it condescending and it just really misrepresented disability sport. If you
think of it- so there was one Wheelchair User, and he was playing the sport, and then
he had a couple of [non disabled] friends who were joining in. At the end they all stood
up and they were being applauded for taking part in disability sport, you know yourself
—[...] you don’t do it [play sport] to be applauded or to get a pat on the back (Barry).

The Paralympic paradox, according to Purdue and Howe (2012), describes the
finding of an apparent contradiction in the para-sport community about the emphasis
that ‘the disability’ should be given in coverage of Paralympic sport. One argument is
that Damian Haslett, Ben Fitzpatrick, Gavin Breslin 70 the stigma of ‘otherness’ can be
broken down by media portrayals that focus on the sporting aspects of identity; this in
turn can encourage participation. The other argument is that participation can be
encouraged when people identify with an impairment (Purdue & Howe, 2012). There is
evidence that viewing people with disabilities involved in sport can aid in undermining
negative disability stereotypes (i. e. frail and dependent) for people without disabilities
(Kittson, Gainforth, Edwards, Bolkowy, & Latimer-Cheung, 2013). This theme adds to
Shirazipour, Sweet, Perrier, Ginis and Latimer-Cheung’s (2015) argument that there is
a need to understand how the status of disability, as portrayed by the media, influences
participation (e. g. superhuman qualities or human story characteristics). Interestingly,
some athletes in this study described how social media videos are useful for raising
awareness as they can show a true representation of the sport.

Opportunities and accessibility

This theme describes the influence of socio-environmental factors on
participation. Participants discussed the influence of ‘Structural barriers’ and
‘Perceptions of inequality’
‘Structural barriers’ reflects the participants’ perceptions of how negative interactions
with the built environment can restrict participation. All athletes explained how the lack
of opportunities (e. g. few clubs and suitable facilities in the country) is a major
frustration. They explained how nearby facilities can attract players by reducing travel
costs and the reliance on support. Moreover, athletes described how many inaccessible
environments can create exclusion. For example, inaccessible Gaelic football grounds,
or being split-up from (non-disabled) friends at Rugby games, can put people off sport.
One athlete describes his experience of gyms;
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In this country we’re majorly behind on a lot of places [...] the gym | go to is [supposed
to be] “100% wheelchair friendly’. [but] There’s no gym that's 100% wheelchair-friendly
[...] not one of them knows a thing about wheelchairs and then you're explaining the
whole lot. So that would definitely turn off somebody from going to the gym that say
didn’t know much about it themselves even, or that was maybe a bit self conscious and
wouldn’t ask for help and would use it (Connor).

Richardson, Smith and Papathomas (2016) have researched barriers to
attending gyms for people with physical disabilities and describe this type of negative
experience as ‘disabling messages from the physical environment’. In the SRM, this
theme is evidence for the influence of indirect psycho-emotional oppression (Thomas,
2004) to participation in Wheelchair Rugby: that is, possible anger, frustration, and
feeling lesser value as aresult of the repeated experience of Structural Disablism
(exclusion from opportunities due to ‘able-bodied’ power) (Goodley, 2013). A recent
study identified organizational stressors across 34 competitive sports (e. g. logistics,
leadership) (Arnold, Fletcher, & Brown, 2016). However, it failed to include any
disability sports. The present study adds ‘the negative experience of inaccessible
environments’ as a distinct stressor in Wheelchair Rugby.

‘Perceptions of inequality’ reflects participants’ views on the influence that
discrimination has on participation. The majority of athletes provided examples of why
they perceived ‘able-bodied’ sport as getting preferential treatment. Athletes cited
perceived inequalities such as high unemployment rates, limited interest from
politicians, minimal opportunities for young people, and minimal corporate sponsorship
opportunities. One athlete argues:

It's unfair because they are always saying everything is equal, there is no
discrimination. But then you try to get funding and its — ‘oh no, you are a para-sport,
you’re not getting funding from us’. It’'s tough, it's very tough, especially with the cost
involved (Brian).

However, in a counter to this view, a few athletes insisted that there was no
inequality. They took the view that Wheelchair Rugby is just a relatively new, niche and
expensive sport that is fighting for recognition like any other small sport. One athlete
explains:

A lot of people say that we are discriminated against. | don’t look at it like that at all.
It's just numbers. It's about trying to get more people involved. We are a small number.
We are a minority sport. You ask the question — should we have more money? It is
easy to say — yes, we should — but it is not that simple. There is X amount of money
and it has to be spent across bigger organizations with more push and more numbers.
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| don’t look at it in that way. | wouldn’t go down the discrimination thing. For example,
there are little able-bodied sports out there, judo clubs, who would be treated in the
same way (Karl).

This sub-theme is pursuant to the finding by Smith, Bundon and Best (2016)
that Paralympic athletes hold different orientations towards advocating change to
reduce social inequality. They found that all 36 elite para-athletes in their study were
concerned with advocating change within disability sport, such as perceived
inequalities between able-bodied sport and disability sports. However, only seven
athletes were concerned with challenging inequalities outside sport. For example, one
reason is that participants thought that in general people are treated equally in society.
Smith, Tomasone, Latimer-Cheung and Martin Ginis (2015) suggest that sharing
stories of perceived inequalities can help expand the menu of narrative recourses
across agroup of athletes with disabilities. This process can facilitate dialogue to
improve well-being and tackle inequalities in sport (Smith et al., 2015). However,
contrary to this theme, it is important to note that some athletes did not hold any views
about inequality.

Psychological Well-Being

The final theme describes the influence of autonomy and self-restrictions on
psychological well-being. Participants discussed the influence of ‘Internalising negative
stereotypes’, ‘Independence’ and ‘The rugby wheelchair’.
‘Internalising negative stereotypes’ refers to the participants’ descriptions of
selfrestricting behaviour from internalising different forms of social oppression. Athletes
spoke of how people with spinal cord injury often don’t leave their homes. They
indicated that this could be because they ‘feel inferior’, or they have lost their social
circle, or they are afraid to get injured again. Other reasons for not participating is some
people focus time and resources on the often unattainable goal of walking, or that
people might not ‘lower themselves to play wheelchair sports. Feelings of low self-
worth as Damian Haslett, Ben Fitzpatrick, Gavin Breslin 72 a result of acquired spinal
cord injury can restrict participation in sport (Smith, 2013). In the SRM, internalised
oppression can result in people placing self-imposed limits on what they can do
(Thomas, 2004). Repeated exposure to dominant ‘medical model’ understandings of
disability (e. g. unfortunate or defined by impairment) can damage self-esteem (i. e.
feeling lesser value) (Goodley, 2013). One athlete quote illustrates how negative
cultural attitudes can lead to self-restricting behaviours:
The main one would be depression, especially in people with spinal cord injuries,
especially in Ireland, they kind of get locked away in a cupboard. Especially if they are
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from rural kind of counties, they wouldn’t go out or anything. Especially if they were
playing sport before their accident, then they get injured and like — ‘oh, there is no point
in me doing sport anymore, I’'m never going to be as good as what | was’. Whereas
they could be the next world champion for all we know (Brian).

‘Independence’ reflects participants’ perceptions on why increased autonomy can
facilitate participation. All athletes spoke avidly about how involvement in Wheelchair
Rugby can contribute to independent lives. Athletes described how people with similar
stories fashioned a sense of community and family. Moreover, all athletes emphasised
the importance of learning ‘little things’ of each other that can help in daily life. Such as,
using day chairs correctly, emptying leg bags, transferring chairs, driving, picking up
a bottle of beer and eating. One athlete recounts a story that exemplifies the
importance of being around people with similar impairments:

So you get to the hotel and — ‘shit, how am | going to shower?’ And then you realise —
ah well, I'll ask one of the lads, [...] and he said ‘just get into the bath’. And | said ‘how
am | going to get into the bath!?” So then basically he comes, ‘I'll show you'. | had
a look at him getting into the bath, obviously not into the bath naked, but into the bath,
[and then | followed] how he done it (Connor).

This theme confirms the finding of Stephens et al. (2012) that incidental
learning (learning from others) in disability sport is an important influence in becoming
more autonomous in life. Enhancement of autonomy is understood to be an important
influence in self-determined motivation to participate in sport (Deci & Ryan, 2000). The
common experiences and emotional connections that are found in Wheelchair Rugby
can benefit psychological well-being (Goodwin, Johnston, Gustafson, Elliott, Thurmeier,
& Kuttai, 2009). This suggests that 1) role models are important in facilitating
participation and 2) enhancement stories of empowerment can be used as a narrative
recourse to counter fears (e. g. worried parents) and influence participation (Goodwin et
al., 2009).

‘The rugby wheelchair’ reflects the participant’s descriptions of how the experience of
the rugby chair can facilitate participation. Quotes from the athletes such as, “once you
get into the chair | think you’ve automatically got people” (Aiden) and “If you put them in
the chair they won’t get out” (Rossa), describe how the chair is often the trigger to
participation. A number of athletes stressed that asense of empowerment and
confidence can be installed in people when they realise that they have the ability to
play Wheelchair Rugby, as one player said:

There is that stigma as well with [disability], like, ‘oh, I'm in a wheelchair and | can’t do
anything now — my life is over’. Then they come to sport and they see all the lads
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bashing each other and they are like, hang on a minute, if they can do that | can do
that. Then I think that stigma kind of goes, with that person (Brian).

Moreover, players discussed how playing rugby is great stress relief, for
example: “Just the buzz of getting into a rugby chair, pushing the shit out of it and
smashing other lads [...] Just where my head goes when I'm playing [Wheelchair
Rugby]. You just get into it” (John). Martin (2008) had provided evidence for
a relationship between confidence in ability (self-efficacy) and commitment to playing
Wheelchair Basketball. Litchke et al. (2012) found that Wheelchair Rugby athletes
associate a deep meaning with the ‘hard hitting’ and ‘maximum power’ aspects of the
sport. They argue these aspects run counter to the conventional disability image (e. g.
weak and frail). The finding from the present study fits with ideas from social cognitive
theory (Bandura, 1997), by suggesting that the rugby chair can play in important role in
the interaction of personal, behavioural and environmental influences on perceived
capabilities (self-efficacy). This in turn can influence participation in Wheelchair Rugby.

Summary

The aim of this research was to interpret the factors that influence participation
in disability sport through the conceptual lens of the social relational model of disability
(Thomas, 1999, 2004, 2007). The results provide new evidence in support of the SRM
as a heuristic to investigate participation in disability sport. By foregrounding disability
as an experience of socialised impairment, categorising influences as either individual
or societal does not do justice to the lives of people that are simultaneously shaped by
restrictions in society and restrictions imposed upon by society. For example, weakness
or lack of time can be individual barriers to participation and, at the same time, socially
imposed barriers (e.g. limited accessible facilities). Similarly, cultural assumptions
about the meaning of physical disability and disability sport can influence how people
feel about themselves (e.g. confidence) and behave (e.g. participate in Wheelchair
Rugby).

The specific research objective was to explore the interplay of individual and
societal barriers and facilitators to participation in Wheelchair Rugby. As described,
individual and societal factors that influence participation in Wheelchair Rugby are
inextricably linked. Barriers and facilitators come in the form of (1) direct physical and
social effects of impairments, such as the experience of secondary health conditions or
perceptions of classification, (2) social interactions, such as the experience of cultural
attitudes and discourse about disability and disability sport, (3) structural barriers, such
as limited sport opportunities and social inequality and finally (4) psychological well-
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being, such as increased autonomy through involvement in Wheelchair Rugby or the
influence of the rugby wheelchair on confidence.

Taken collectively the current findings support some researcher’s arguments
that disability sport research is at times framed in a medical (or individual) model of
disability (Smith & Perrier, 2015). As psychological research often promotes sport for
health benefits, barriers to participation are implied as problems to overcome.
And some studies (justifiably) report ‘the disability itself  or ‘their disability’ as personal
barriers to participation in sport (e.g. Jaarsma et al., 2014; Jaarsma et al., 2016).
Moreover, research that promotes participation based on cognitivist behaviour change
theories, such as self-determination theory (Deci & Ryan, 2000), can imply that there is
an individual responsibility to participate in sport. The importance of societal influences
(e. g. lived experience of disability) gets undervalued in research (Smith & Perrier,
2015). Detrimentally, those who do not participate can be perceived by some as lacking
in individual qualities (e.g. motivation, attitude, self-efficacy) (Smith & Perrier, 2015).

The current study has a number of strengths. It is novel in that it is the first
study to use the SRM as a conceptual framework to investigate the psychology of
participation in disability sport. The SRM can help psychologists to attend to the effects
of contemporary issues in disability sport; such as perceptions of classification,
inequality, and media representation. Linking the disciplines of critical disability studies
with sport and exercise psychology can help to expand ways of knowing and allow
researchers to think differently. For example, by giving weight to the lived experience of
disability this approach honours how the experience of reduced function can also
enrich lives. Furthermore, this research has been methodologically strengthened by
a large sample size, that is 25% of current Wheelchair Rugby athletes in Ireland were
interviewed. This study also has limitations. The psychological constructs of the SRM
(e. g. psycho-emotional oppression) still lack empirical evidence in the context of sport.
That is in contrast to established psychological constructs backed with empirical
evidence in sport, such as the constructs ‘autonomy’ or ‘competence’ from self-
determination theory (Deci & Ryan, 2000). Although the SRM foregrounds disability as
an experience, more weight is given to how negative interactions (social and structural)
can damage psychology (e. g. self-esteem and confidence) than to how positive
interactions can have psychological benefits. In this sense, a progressive
conceptualisation of disability has been favoured over the influence of universally
assumed evidence based psychological constructs (e. g. self-efficacy or competence).
There was also a methodological weakness. Interpreting data according to the SRM
produced an analytical task to separate restrictionsin society from restrictions imposed
upon by society. This task is particularly challenging using a qualitative methodology.
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Interpreting a social interaction, for example, as ‘socially engendered discrimination’
can depend on the political orientation of the researcher.

Future studies should be conducted that focus on the intersection of ideas
from social models of disability with behaviour change theories (e.g. self determination
theory). Researchers should test the SRM as a tool to inform psychology in other areas
of disability sport, such as the experience of transitions out of sport or barriers to
performance in sport. It would be interesting to compare the influence of cultural
representations of disability sport across different disability groups; for example,
visually impaired athletes or Boccia athletes with cerebral palsy. To facilitate larger
scale quantitative studies, it would be useful to develop a questionnaire to assess SRM
in disability sport. This can be achieved by selecting multiple measures representing
the four social contexts of the model and subjecting the data to psychometric analysis
to determine validity and reliability estimates.

Conclusion

The social landscape of disability and disability sport is changing (Smith
& Perrier, 2015). With the change, the SRM can add value to sport and exercise
psychology research. The psychological concepts in the SRM have little empirical
evidence in sport; nonetheless this conceptualisation offers a forward thinking way of
understanding the lived experience of reduced physical function in athletes. The
implication of this study is that new evidence is available in support of the SRM as
a heuristic to investigate participation in disability sport, and there is research value in
further exploring the intersection of the disciplines; sport and exercise psychology and
critical disability studies.
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Appendix A —interview guide

© 00N O~ WNEPR

. What are the benefits of Wheelchair Rugby?

. How do you think that different impairments restrict participation?

. What social factors restrict participation in Wheelchair Rugby?

. How would you promote the benefits of getting involved in Wheelchair Rugby?
. What is it like to be around so many others who share your sport?

. Has Wheelchair Rugby influenced how you see yourself and your capabilities?
. How do you feel the general public view Wheelchair Rugby?

. Do you think that para-sport gets treated differently to able bodied sport? How?
. What personal factors help enable participation in Wheelchair Rugby?

10. What social factors help enable participation in Wheelchair Rugby?
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11. How does access to sport facilities influence participation?

12. Are there any other factors that restrict participation in Wheelchair Rugby?

13. Have you ever felt excluded from opportunities in sport due to your impairment?
14. Do stigmatising attitudes affect participation in Wheelchair Rugby?

15. Do you see Wheelchair Rugby as elite sport or rehabilitation?

Appendix B — deductive thematic analysis — code book

Social Relational

Description of social context (Thomas, 2007; Goodley, 2013;

Code Model construct Smith & Perrier 2015)
Barrier — Direct The undermining of psycho-emotional well-being directly from
social interaction. | negative interactions directly with others (oppression). For
example, (1) Being stared at by strangers (2) Hearing

1 oppressive jokes (4) Direct experience of (unintended or
intended) hurtful words (5) Being directly defined by disability
(6) Direct negativity at the hands of non-disabled people (7)
direct over-medicalization.

Barrier — Direct The undermining of psycho-emotional well-being directly from
experience of negative experiences of societal attitudes and discourse.
attitudes and Stigmatisation as a result of unhelpful media and cultural

2 diskurse. representation. (1) Tokenism (2) Viewing sport as rehabilitation
(3) Assumptions about para-sport (4) The ‘super human’
stereotype (5) Being viewed as passive, frail or dependent (6)
Being hailed as inspirational for doing recreational sport.

Barrier — Indirect; The undermining of psycho-emotional well-being due to the
social norms. experience discriminatory social norms. For example,

3 oppression from being excluded from opportunities. This can
arise from social relationships/experiences in areas such as
employment, education, transport, housing, health, welfare
services and sports organisations.

Barrier — Indirect; Structural ‘disablism’ due to power imposed by ‘able-bodied’
built environment. | policies. The experience of oppression from the built

4 environment; for example, limited accesses to facilities and
services. Oppression arising from policies in areas such as
employment, education, transport, housing, health and welfare
services, sports organisations.

Barrier — The undermining of psycho-emotional well-being as result of
internalising internalising (1) Personal Tragedy Discourse (2) Abnormality

5 negative cultural Discourse (3) being positioned as inferior (4) Defining

stereotypes. themselves by disability (5) unfortunate individual (6) placing

restrictions on themselves (7) adhering norms about disability.
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Barrier — The direct and immediate restrictions due to impairment, e. g.
6 impairment pain, discomfort, secondary health conditions, fatigue. If all
(Biological fact). oppressive attitudes and restrictive barriers were removed
these experiences would remain real.
Barrier — Direct and immediate effects of biological restriction in
7 Impairment effects | contemporary society; things that you can’t do because of
(Social). impairment, e. g. transfer into chairs, drive.
Facilitator — The effects of social ‘additionality’ on physiology and
impairment psychology at a micro level. This can be in the form of formal
8 (social). (rehab programmes) or informal (teammates/ volunteers) care.
For example, the effect of sport on health and strength.
Changes at a micro level that promotes participation (Cures,
therapy, interventions, physical adjustments, technology).
Facilitator — The enhancing of psycho-emotional well-being (self-esteem
9 psycho-emotional | & confidence).
well-being.
Facilitator — Macro level changes in the structural environment due to
Indirect — changes | inclusive policies. For example, increased access to facilities
10 | to structural and services (progressive and inclusive policies). From policies
environment. in areas such as employment, education, transport, housing,
health and welfare services, sports organisations.
Facilitator — Changes in social norms resulting in increased opportunities
indirect; changes for people with disabilities. This can arise form social
11 | to social norms. relationships/experiences in areas such as employment,
education, transport, housing, health, welfare services and
sports organisations.
Facilitator — Damian Haslett, Ben Fitzpatrick, Gavin Breslin 78 4,56 789
Direct; changes to | 10 11 12 Changes in societal attitudes and discourse as
12 | attitudes and a result of shifting media and cultural representation. (1) para-
discourse. sport as sport and not rehabilitation (2) the sport not the
person (3) changes in stigmatisation of people with disabilities.
Facilitator — The enhancing of psycho-emotional well-being directly from
13 Direct; social positive interactions with others. For example, (1) Sports
interaction. people (3) families (4) positive discourse (5) being defined as

an athlete (6) medical staff (8) educational staf.

This paper was previously published in Haslett, D., Fitzpatrick, B., Breslin, G. (2017).
The psychological influences on participation in Wheelchair Rugby: a social relational
model of disability. Acta Universitatis Carolinae Kinanthropologica, 53/1, 60-78. If you
want to reference this article, please include this original reference.
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Abstract

The place of Dr Ludwig Guttmann in the founding history of the Paralympic
Games is universally acknowledged. Briefly stated, Guttmann is credited with the
aspiration to improve the dismal prospects of postwar spinal injury patients, and the
inspiration of using sports as rehabilitative practices. Given his initiation of the Stoke
Mandeville Games in 1948 with a small-scale archery contest between two local teams,
he was able to draw a ready parallel between his beginnings and the model of the
London Olympic Games, and in afew short years the multi-disability Paralympic
Games had been established.

However, there was both an historical context and a co-history to these brief
details — there are lessons from both time and place. We must not forget (or fail to
acknowledge) some of the pre-history and parallel histories, which we should attempt to
recover.

This article presents an account of the development of the Kladruby Games in
Czechoslovakia from 1948, which in 2017 celebrate their 100th edition, in order to bring
to light some of the hidden history of disability sport. We might be led to speculate on
how the Kladruby Games might have developed from these very promising beginnings,
had Srdecny received earlier support from the authorities, and the impetus to consider
Olympic connections. Such speculations we consider to be fruitless, given the very
different conceptions of disability sport at work here. Srdeény’s continuing commitment
was to seeing the Kladruby Games as an impetus to the rehabilitative and recreational
benefits of sport, rather than the contradictions experienced by the Paralympics in
balancing elite performance values with its other aims.
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Introduction

The place of Dr Ludwig Guttmann in the founding history of the Paralympic
Games is universally acknowledged, and has been described in detail elsewhere
(Brittain, 2016). Briefly stated, Guttmann is credited with the aspiration to improve the
dismal prospects of post-war spinal injury patients, and the inspiration of using sports
as rehabilitative practices. Given his initiation of the Stoke Mandeville Games in 1948
with a small-scale archery contest between two local teams, he was able to draw
a ready parallel between his beginnings and the model of the London Olympic Games,
which were opening at the same time. In a few short years, the International Stoke
Mandeville Games were held at Olympic venues in Rome, where, in a private audience,
Pope John XXIlII called Guttmann “the de Coubertin of the paralysed” (Scruton, 1979,
p. 55). The 1988 Seoul Paralympic Games was the first to be so called, and after its
founding in 1989, the IPC back-dated (and re-named) its first edition to Rome 1960.

Guttmann wrote, as early as 1949: “| foresaw the time when this sports event
would be truly international and the Stoke Mandeville Games would achieve world fame
as the disabled person’s equivalent of the Olympic Games” (Guttmann, 1949).
However, Guttmann called the games of 1949 a “Grand Festival of Paraplegic Sport”
(Brittain, 2012, p. 8) which confirms his main interest as focussed on Stoke Mandeville
and on patients with spinal cord injury.

“Initially Guttmann was adamant the Games would only be open to those with
spinal cord injuries and for 16 years (1960—1976) this remained the case” (BPA, 2016).
Several of the early editions of the ‘Paralympic Games’ were actually held as editions of
the International Stoke Mandeville Games (in 1960, 1968, 1972 and 1984).

In wider discussions of the history of disability sport, an oft-cited example of
early provision is that of sport for the deaf (e. g. Depauw & Gavron, 2005, p. 37). The
Sports Club for the Deaf was founded in Berlin in 1888, and the First International
Silent Games were held in Paris in August 1924, days after the closing ceremonies of
the successful VIith Olympic Games. They were intended as an equivalent of the
Olympics designed specifically for deaf athletes, and are claimed as the first officially
recognised international games for athletes with a disability (Séguillon, 2002). Now
known as the Deaflympics, and sanctioned by the 10C, the games are seen by some
as a first step for organised disability sports, and have been held every 4 years since
the first games. However, we should note firstly the tendentiousness of treating
deafness as a ‘disability’, since many deaf people reject this label (see Ammons
& Eickman, 2011); and secondly that organisations of sport for the deaf have
maintained independence from the Paralympics.

Nevertheless, since 1976, other disability categories were gradually admitted
to the ‘paralympic’ fold, some with long and independent histories, beginning with blind
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and amputee athletes in Toronto 1976 and athletes with cerebral palsy in Arnhem
1980.

The etymology of the word ‘paralympic’ exhibits a classic semantic shift,
following the fault lines identified above, from its early associations with ‘paraplegic’ to
its current status as ‘games alongside the Olympics’ (IPC, n. d.). Whilst it is true that, in
the early days, when Guttmann’s focus was on paraplegic and quadriplegic patients,
the games were envisaged as only for spinal cord injury patients. However, this is not
81 The Kladruby Games, the Paralympics, and the pre-history of disability sport the
position of the International Paralympic Committee (IPC), which was set up only in
1989, by which time other categories of disability were already represented at the
games. No edition of the games had been named ‘Paralympics’ or ‘Paralympic Games’
until the 1988 Seoul Games (that is, until those from 1960 to 1988 were retrospectively
designated and numbered as such). The games were no longer paraplegic games (as
had previously been insisted upon by Guttmann), but rather “for the physically
handicapped” (Tokyo, 1964), or “for the physically disabled” (Toronto, 1976).

The IPC, then, must have had a more inclusive definition of ‘para-’ in mind
than its relation to paraplegia, as evidenced in its aim expressed by IPC CEO Xavier
Gonzalez in his presentation of strategic plans for the various sports at the IPC General
Assembly in 2013 in the following terms:

Provide a platform for para-athletes to regularly practice and to showcase their ability to
their full potential and to reach their sporting pinnacle and dreams (IPC, 2013b).

The use of the word ‘para-athletes’ here (and also, later, the word ‘para-sport’)
is clearly intended to indicate that the scope of IPC activity is not limited to paraplegic
athletes, and so the meaning envisaged by the IPC, and the one in current
employment, clearly relates to the second association of ‘para’, meaning ‘alongside’ or
‘next to’. The Paralympic Games are best seen as ‘parallel with’ the Olympic Games.
As the IPC itself says, on its current website:

The word ‘Paralympic’ derives from the Greek preposition ‘para’ (beside or alongside)
and the word ‘Olympic’. Its meaning is that Paralympics are the parallel Games to the
Olympics and illustrates how the two movements exist side-by-side (IPC 2016).

Alongside the retrospective naming and numbering of seven editions of the
games as Paralympic Games, a simplified ‘Official Story’ has been created whose
claims do not always stand examination. The history of the Paralympic Games is a sub-
category of the history of disability sport, and whilst it is understandable that Paralympic
authorities should concentrate on the former, it should be more careful when making
claims about the latter. For example, the archery contest at Stoke Mandeville in 1948
was certainly not “the first recorded competition between disabled athletes” (BPA,
2016). Many examples of pre-existing competitions are given below.
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Secondly, wheelchair basketball was not invented at Stoke Mandeville as

a development of the ‘netball’ game that was played there, which itself replaced the
rather too robust ‘hockey’ or ‘polo’ (see Brittain, 2016, p. 9). Wheelchair basketball was
played in the USA from 1944, and by 1948 there was a competitive league of 6 teams.
If we are to believe the International Wheelchair Basketball Federation, it was
introduced to Stoke Mandeville by the arrival of American players in 1955, and
superseded netball:
The Pan Am Jets of USA brought wheelchair basketball to Europe when they were
invited to play at the International Stoke Mandeville Games in 1955, initially having to
settle for wheelchair netball. After dominating the competition, their performance
initiated the switch from wheelchair netball to wheelchair basketball for future Games
(http:/fiwbf .org/the-game/#game-history).

Further, there is a rich and almost forgotten pre-Second World War history of
disability sport. The Mandeville Legacy website shows photographs of “billiards at the
Royal Star and Garter Home, early 1940’s”, which presumably pre-dates Guttmann,
and of the “First ever wheelchair sports day, 1923”, at which “a group of disabled ex-
servicemen competed in a Zig Zag obstacle race in their rather primitive wheelchair
tricycles” (Mandeville Legacy, 2014).

Cohen (2001) lists an even earlier event: a “Programme of Sports and Concert
to be held August 6th 1917 at 2.30 pm” (Star and Garter Collection, British Red Cross
Archive). One can only speculate as to the nature of the sports programme announced,
but it is surely evidence of sporting activity in response to the exigencies of the First
World War.

Further such evidence is to be found in popular Sports Days in hospitals like
Roehampton, which held its first in 1916 (Anderson, 2001, p. 77). Anderson claims that
“doctors were quick to make use of games for both their physical and mental recovery”
and she gives a number of examples (2001, pp. 78-9): At the Prince of Wales Hospital
in Cardiff, a golf course was constructed for amputees, with bunkers, bridges, stiles and
gates. Stoolball was revived in 1917 as agame for wounded soldiers, and
a tournament was organised which was held at Lords annually until 1927. The British
Legion held an Imperial Sports Rally at the newly opened Wembley Stadium on 14 July
1923, and events for disabled ex-servicemen were included, such as a mile walk,
a 100-yard race for the blind, and a 250-yard race for single leg amputees.

As Anderson (2008) notes, commenting on Bailey’s (2008) book on the history
of the Paralympic movement:

There is a substantial amount of documentary evidence that exists detailing disabled
people playing sport prior to the 1940s which is not mentioned. Crowds would turn out
in London to watch the blind men of St Dunstan’s, which was a hostel for blind ex-
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servicemen from the First World War, compete in their Saturday Sports. [...] The One-
Armed Golfers Association had their first tournament in 1933 at the Burgess Golfing
Society of Edinburgh.

... and in 1934 an international one-armed tournament between Scotland and
England took place (Anderson, 2001, p. 79).

Of course, there are also many records of disabled athletes competing against
the able-bodied. One early and outstanding example is that of American George Eyser,
a single leg amputee who competed in the 1904 Olympics, where he won 6 medals in
gymnastics. He was the only prosthesis wearer to compete in the Olympics for 108
years, when Oscar Pistorius was allowed to compete with ‘blades’ (Mackay, 2014).

We adduce the above examples to show that reality is more complicated than
can be captured by the ‘Official Story’, and that there was both an historical context and
a co-history — there are lessons from both time and place. Whereas we understand that
the ‘Official Story’ must be very simplified for its purposes, it does tend to
overemphasise certain aspects of the story of the emergence and development of
disability sport, whilst forgetting (or failing to acknowledge) some of the pre-history and
parallel histories, which we should attempt to recover.

In the next section, to illustrate the above points, we will present an account of
the development of an initiative in disability sport in the former Czechoslovakia after the
Second World War, in order to bring to light some of the hidden history of disability
sport, and to alert us to the fact that there are doubtless similar stories to be unearthed
elsewhere.

Firstly, as background, we will present the biography of Vojmir Srde¢ny, the
founder of the Kladruby Games in Czechoslovakia in 1948. The Kladruby Games pre-
date the Stoke Mandeville Games, and will this year celebrate their 100th edition. We
will also then present a brief history of the development of these Games.

Vojmir Srdeény (1919 — present)

Vojmir Srde¢ny was born in 1919 in Albrechtice in eastern Bohemia. In 1939
he was admitted to the Institute for Physical Education Teachers in Prague. After only
five weeks of study he was arrested on 17 November 1939 by the Gestapo along with
many other students, and taken in trucks to be transported to the concentration camp in
Sachsenhausen-Oranienburg, north of Berlin. (Later in life, he became a member of the
International Sachsenhausen Committee.) That day, 1083 Czech university students
entered the gates of the camp.

After one year, one month and one day he was released along with another
two hundred students. After returning to Czechoslovakia in December 1940 he worked
as a trainee in an insurance company and later did forced labour in a factory in Holice.
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During the years 1945-1947 he finished his war-interrupted studies in physical
education, and on 1 September 1947 he joined the Rehabilitation Institute in Kladruby,
which had just opened. Here, he immediately began to organise sports activities for
people with amputated upper or lower limbs, and this was very popular amongst the
staff. With the support of management he purchased all the equipment required for
sporting activities, which became part of comprehensive rehabilitative care in the
Department of Physical Education.

However, in the beginning, sports games for disabled athletes were not
universally popular amongst patients. Mr. Srde¢ny recalled a situation when he went
through the corridors in the Rehabilitation Institute with athletic equipment and
overheard a patient say: “Guys, look out! Here he comes again and he will chase us!”
Over time, though, when the games became established, their popularity increased
(Seidl, 2016).

Very quickly, within six months, the idea had taken hold, and in April 1948 the
first Kladruby Games were organized (Srde¢ny, 1948, 2001), a multi-event programme
for paraplegics and also for those with other disabilities. The first Stoke Mandeville
Games, a single event programme for paraplegics only, took place three months later.
The Kladruby Games were held again in 1949, but were then interrupted, as Srdecny
was sacked from the Institute (as explained below).

In 1949, after five months’ military service in a tank unit, Srde¢ny was sent to
the state spa and sulphur baths in Great Losiny, where for ten years he worked in the
polio department. He felt that he was lucky, since the spa did not fall under the Ministry
of Health, so he was able to continue with sport and physical activities for the physically
disabled. In 1959, the situation at the Ministry changed, and Srde¢ny returned to
Kladruby where, after a ten-year hiatus, he once again began to organise the Kladruby
Games. (See Memory of Nations Project, 2000; Paradenik, 2014.)

The Kladruby Games in Czechoslovakia, from 1948 to 2017

The first Kladruby Games lasted 10 days, 15-24 April 1948, with the
participation of 82 competitors (Srde¢ny, 1948, 2001). The games were launched with
a fanfare at the arrival of competitors and a solemn speech by the institute director.
Contestants/patients were divided into four groups according to the type and degree of
disability:

Group A — upper limb disability,

Group B — lower limb disability,

Group C — lower limb amputation,

Group D — paraplegia of the lower extremities.
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The programme of the games was divided into three parts: sporting, cultural and
institutional. In the sports section athletes participated in the following disciplines:

For men — shot put, medicine ball throw, darts, shooting at the basket,

swimming, diving, underwater endurance, high jump, long jump, 3 km walking,

1 km running, 3 km cross-country running, table tennis, board game.

For women — medicine ball throw, darts, shooting at the basket, high jump,

long jump, table tennis, board game.

In the cultural section were included competitions in music, art, poetry, chess,
checkers, recitation and singing. The ‘institutional’ section involved competitions in
decency and order in the wards, and attendance at exercise (Beran, 1974; JaroSova,
Beran, & Jan, 1996; Srde¢ny, 1948, 2003).

The first Kladruby Games were a first attempt at the optimal selection of
sporting disciplines. Already in the 2nd Kladruby Games of 1949, the selection of
disciplines had changed, eliminating the medicine ball throw and underwater
endurance, which were replaced with loop-ball throwing, and weightlifting of 13 kg and
25 kg at maximum repetition (Beran, 1974).

The 2nd Kladruby Games took place over 15 days, 9-23 July 1949, with the
participation of 95 competitors. The first day of competition began with all patients
making a solemn proclamation, in which they were reminded of the true purpose of
these games. Compared to the previous year, the sports programme expanded into
matches between town and country in fourteen social games and sports, with a final
team score of 7-7 (see table 1) (Petlach, 1949).

Despite this very promising start, however, political conditions in
Czechoslovakia were not conducive to the development of disability sport in
a rehabilitative environment. After the Second World War, the communist regime
pushed the handicapped to the edges of society. The Ministry of Health did not approve
of sports activities at the Rehabilitation Institute. After the 2nd edition of the Kladruby
Games, they were banned by the Ministry of Health in 1949, and the Sectional Director
uttered the memorable phrase: “Do not mix sports with rehabilitation.” On the basis of
these restrictions the founder of the games was forced into redundancy, as a physical
education specialist, and to leave the Kladruby Rehabilitation Institute (Seidl, 2016;
Srdecny, 2003, 2017).
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Table 1 Match results, town against country (Petlach, 1949)

Town Count Tonw Country
Basketball 11 7 Whisking 2 1
Volleyball 1 2 Skittles 100 175
Tennis 3 2 Russian skittles 174 176
Ping-Pong 5 0 Sitting Handball 1 6
Cowboy 6 0 Foot tennis 2 0
Water polo 1 4 Drifting 7 5
Water rugby 0 2 Board game 1 2

The final scoreboard 7:7

After their 2nd edition, the Kladruby Games were interrupted for a full 10

years, until 1959, when the political situation changed. The initiator of the Games,
Mr. Srde¢ny, returned and immediately organized the 3rd Kladruby Games on
1 September 1959. At these games there were notable differences in the competition
programme, which now included the triathlon and tetrathlon, small-bore rifle shooting
and 3m rope climbing (Beran, 1974; Srde¢ny, 2001). From 1960, the Kladruby Games
split into spring and autumn editions, so the Games were held twice a year until 2002
(Balzar, 1968). Table 2 shows a detailed overview of the records of the Kladruby

Games between 1948-1973.

Table 2 The Kladruby Games overview 1948—1973 (Srde¢ny, 1974)

Date Participants Date Participants
l. 15. 4. —24. 4. 1948 82 XVI. 6.9.—8.9.1966 138
Il 9.7.—-23.7.1949 95 XVII. 24.4.-27.4.1967 139
111 1.9.-12.9.1959 166 XVIII. 20.9.—22.9. 1967 173
V. 14.6.-25. 6. 1960 170 XIX. 24.4.—-26.4.1968 156
V. 19. 10. — 22. 10. 1960 179 XX: 28. 8. —30. 8. 1968 142
VL. 25.5.-10.6. 1961 189 XXI. 29.5.-30.5. 1969 135
VII. 9.10.-31.10. 1961 176 XXII. 22.9.-26.9. 1969 122
VIII. 4.6.—8.6.1962 184 XXII. 15.5.-16.5. 1970 129
1X. 24.9.-28.9.1962 181 XXIV. 21.9.-25.9.1970 139
X. 1.7.—6.7.1963 185 XXV. 27.5.-28.5.1971 121
XI. 22.6.—26.6.1964 178 XXVI. | 23.9.-24.9.1971 130
XII. 23.9.-26.9. 1964 167 XXVII. | 18.5.-19.5.1972 135
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XII. 26.5.-29.5. 1965 127 XXVIII. | 28.9.—-29.9.1972 145
XIV. 20. 9. —22. 9. 1965 157 XXIX. | 24.5.-25.5.1973 136
XV. 25.5. -27.5. 1966 140 XXX. 28.9.-29.9.1973 147

It should be noted that, since the first years, participation in the Games has
been consistently high. Typically the number ranges from 150-200 athletes (Foxova,
2017; Rehabilitacni ustav, 2007).

Records from the years 1974-1981 are so far undiscovered, despite archive
and publications searches. From 1982 to 2006, the Games were held continuously,
with minimal changes to the sports programme. We should draw attention to
a significant change in the organization of the Games in 2006. Until then, patients
competed only as individuals in the Games, even when contributing as a ‘town’ or
‘country’ team member in 1949. For the first time in 2006, all participants were divided
into four teams, which competed together in all competition categories, some of which
were also sub-divided into classification categories. The competition categories were
also newly devised:

A — physical disability upper extremities (hand, elbow, shoulder),

B — physical disability lower limbs (ankle, kneeP*, vertebraeP*),

C - less mobile (group hemiparesis, paraparesis, hips, vertebraeS* + Z*, kneeZ*),

D — wheelchair users (group mats),

E — immobile (wheelchair users, who are not included in any group exercise).

* The classification categories were divided on the level of ‘eventual burden’ on the
patient due to his abilities, skills and health condition.

Z = beginner, S = intermediate, P = advanced

Another milestone in 2006 was to diminish the number of athletic disciplines.
What remained were a relay race and orienteering (Foxova, 2017; Rehabilitaéni Ustav,
1995; Srdec¢ny, 2003).

The Kladruby Games also included in its programme exhibitions of national
teams of disabled basketball players against whom patients played a team match as
the closing event. A substantial criterion is the effort to involve every patient in the
Games, so that the Games help the rehabilitation process to fulfil its social dimension.

On the 50th anniversary of the Rehabilitation Institute in 1997, the Games
hosted its 75th edition. It should be noted that the 100th Kladruby Games will be held
on 23-26 May 2017, at which the founder of the Games, 97-year-old Mr. Srde¢ny, has
promised his attendance.
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Conclusion

Guttmann will forever be remembered as the organizer, at Stoke Mandeville,
of smallscale paraplegic games that very quickly evolved into the much larger
International Stoke Mandeville Games, which were in turn the precursor of the multi-
disability Paralympic Games. Indeed, some of the editions of the International Stoke
Mandeville Games were even retrospectively named as Paralympic Games. Guttmann
had the advantage of having emigrated to a stable post-war society, receptive to his
views. He also benefitted from the model of the Olympic Games in London in 1948, and
seized on this historical accident as a motivation for his prescient vision of the future
development of disability sport, on the Olympic model.

However, it should be noted that:

1. the Kladruby Games preceded the Stoke Mandeville Games, albeit by a mere
3 months,

2. the Stoke Mandeville Games were on a tiny scale compared with the first Kladruby
Games of 1948 (and also the second, of 1949), in terms of numbers of participants
(12 : 82), and duration of event (1 : 10 days),

3. the Stoke Mandeville Games of 1948 had one sport and one disability category,
whereas the Kladruby Games had seven sports and four categories of disability,

4. the Kladruby Games included not just individual events, but also social games and
sports,

5. the Kladruby Games had elements of oath-taking, ritual and ceremonial (which are
also found in the Olympic Games),

6. the Kladruby Games had competitions in the arts and culture, as did the Olympic
Games until 1948, when competitions for medals in the arts were discontinued,

7. the first Kladruby Games also had an explicitly ‘ethical’ component — not only in oath-
taking, but also in competitions for ‘institutional’ virtues,

8. recently, the Kladruby Games has been experimenting with ‘mixed’ groupings (teams
competing together in all competition categories).

We might be led to speculate on how the Kladruby Games might have
developed from these very promising beginnings, had Srdeény received earlier support
from the authorities, and the impetus to consider Olympic connections. Such
speculations we consider to be fruitless, given the very different conceptions of
disability sport at work here. Srdecny’s continuing commitment was to seeing the
Kladruby Games as an impetus to the rehabilitative and recreational benefits of sport,
rather than the contradictions experienced by the Paralympics in balancing elite
performance values with its other aims.

Considering the huge success of the elite Paralympic Games over the past
four decades, it is difficult to compare them with the Kladruby Games which, despite
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troubled beginnings in an unfavourable regime, grew into a magnificent sports event
focused on patients with disability, in the form of rehabilitative and recreational
contests.

Note

The first author, RR, conducted interviews with staff at the Rehabilitation
Institute in Kladruby in March 2017, and plans to attend the 100th Kladruby Games to
be held on 22-26 May 2017. He was also able to interview 97-year-old Mr. Vojmir
Srdecny on 13 March 2017 in Prague.
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Abstract

Sometimes it might seem that elite disability sport, especially as represented
by the Paralympic Movement, is only for athletes with an amputation, or a spinal cord
injury, or cerebral palsied or blind athletes, rather than for athletes with an intellectual
disability (ID). However, after we set out the various opportunities open to ID athletes,
that offer different kinds of engagement, we find interesting and alarming issues with
respect to the elite competitive event offer for athletes with ID. In this paper, we discuss
the following: the problem of inclusion, some concerns that arise in the classification of
paralympic athletes such as self-declaration and eligibility, the open nature of ID sports
competition, and the sport offer available for these athletes.

Keywords: intellectual disability, paralympic sport, classification, ethics

Introduction

At first sight it might seem as though the athletes represented in paralympic
sport are those with certain relatively visible disabilities — those with an amputation, or
a spinal cord injury, or cerebral palsied or blind athletes — rather than those with an
intellectual disability (ID), who are, however, usually estimated to be 2-3% of the
general population (Tilinger et al., 2012, p. 119). Firstly, we will examine what types of
competitions there are for athletes with ID and what is their purpose, and secondly we
will turn to the issues of Paralympic Games, since they pose many questions,
especially because of the necessity to fairly determine the winner.

Participation of athletes with ID in sport
Presently, there are four main types of multi-sport international events on offer

for athletes with ID: Paralympic Games, Special Olympics, Global Games and Trisome

43



22.9. 2017

Games. There is no other disability group that has so many possibilities of multi-sport
international events. So we should highlight the main principles espoused by these
events and their organising bodies, including their mission statements, with a view to
differentiating the very disparate kinds of participation they offer.

1. The Paralympic Games (PG), is organised by the International Paralympic
Committee (IPC), which was founded in September 1989. Members of IPC are:
International Sport Federations (IFs), National Paralympic Committees (NPCs),
International Organisations of Sport for the Disabled (IOSDs) and Regional
Organisations. 10SDs include organisations for blind athletes, athletes with cerebral
palsy, amputee and wheelchair athletes, and also athletes with intellectual disability,
who are governed by International Sports Federation for Persons with an Intellectual
Disability (INAS). PG have been held every four years since 1960 (summer games),
and 1976 (winter games). Athletes with intellectual disabilities officially participated in
the Paralympics alongside other impairment groups for the first time in Atlanta, 1996.
The IPC Mission statement gives as its main aim:

Organise successful competitions as part of a stable calendar while
encouraging participation and development at all levels and promoting the core values
of the Paralympic Movement. (IPC, 2013a, p. 6)

This aim was expressed by IPC CEO Xavier Gonzalez in his presentation of

strategic plans for the various sports at the IPC General Assembly in 2013 in the
following terms:

Our vision is to provide a platform for para-athletes to regularly practice and to
showcase their ability to their full potential and to reach their sporting pinnacle and
dreams. (IPC, 2013b)

An updated IPC (2015b, p. 14) statement of aspiration, vision and values
reads:

To make for a more inclusive society for people with an impairment through
para-sport.
The Paralympic Games are the world’s number one sporting event for transforming
society’s attitudes towards impairment [...]

To enable para-athletes to achieve sporting excellence and inspire and excite
the world.

The IPC values are given as: courage, determination, inspiration and equality
(2015b, p. 14). So, it seems that the Paralympic Games are mainly about inclusion,
promotion of participation and development of people with disabilities. However, the
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Paralympic Games are quite different from the Special Olympics, which also highlight
inclusion.

2. The Special Olympics (SO) were founded by Eunice Kennedy Shriver in 1968, after
six years of experimenting with informal events. The first International Special Olympics
Summer Games were held in 1968 at Soldier Field in Chicago, when a thousand
people with intellectual disabilities from USA and Canada competed in track and field,
swimming and floor hockey (see Special Olympics 2017). Since then, they have spread
all over the world as a global movement. It is the only non-Olympic organisation
authorized to use the name ‘Olympics’, having been officially endorsed and recognized
by the International Olympic Committee (IOC) in 1988. (See more in Brittain, 2016,
pp. 199-201.) The structure of international SO events is also four-year cycle since
1968 (summer games), and 1977 (winter games).

The mission of Special Olympics is to provide year-round sports training and
athletic competition in a variety of Olympic-type sports for children and adults with
intellectual disabilities. This gives them continuing opportunities to develop physical
fithess, demonstrate courage, experience joy and participate in a sharing of gifts, skills
and friendship with their families, other Special Olympics athletes and the community.
(Special Olympics, 2017)

The slogan of the SO also demonstrates a focus on the value of the
competitive experience, rather than on winning or excellence: “Let me win. But if
| cannot win, let me be brave in the attempt” (Lantz & Marcellini, 2017). The aim of
inclusion is illustrated by its adoption of a ‘unified sports’ model, adopting the principle
of ‘reverse integration’, meaning able-bodied athletes participating in sport for people
with disabilities.

3. The INAS Global Games (GG) have their origin in the IPC ban on athletes with 1D
from international paralympic competition after the Sydney 2000 PG. They were held
for the first time in Bollnas, Sweden in 2004, and have been held four times since. The
next GG, which are the largest international sporting event for athletes with ID, will be
held in Brisbane, Australia, in 2019, also now following a 4-year cycle.

The IPC banned ID athletes from international competition after the Sydney
2000 PG because of a cheating scandal. The Spanish ID basketball team had included
athletes with no ID, and so athletes with ID were excluded from the Paralympic Games
for the following 12 years (Brittain, 2016, pp. 204 ff.; Kwon & Block, 2012; Tomlinson,
2013). This initiated the Global Games movement, governed by INAS, the International
Sports Federation for Persons with Intellectual Disability within the Paralympic
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Movement, who manage the eligibility process for ID sport competition and promote
inclusion through sport. Their vision is as follows:

We are inspired by a belief that an intellectual disability should not be a barrier
to enjoying and being the best in sport. INAS’ vision is that athletes with an intellectual
disability across the World have the opportunity to achieve excellence in sport and
high-level competition. (INAS, 2010)

4. The Trisome Games (TG) are a new concept of competition for athletes with
Down’s syndrome. The first TG were hosted in Florence, ltaly, in the summer of 2016.
They are organised by a new international multi-sport federation: the Sport Union for
athletes with Down’s Syndrome (SUDS). They are based on the idea that people with
Down’s syndrome have a specific disadvantage — both physiological and intellectual
(Lantz & Marcellini, 2017), and sometimes even physical (orthopaedic) — and these
multiple disabilities make it more difficult for them to compete with those who only have
intellectual disabilities. SUDS’ aim is also to advocate a specific ‘trisomy 21’ category in
the Paralympic Games.

Now, whilst we can see that all the above-mentioned organizations exist in
order to enable and promote sport participation for athletes with ID, they do so with
different priorities and values, and with different strategies and purposes. So, next, we
need to highlight the differences between them.

The Paralympic Games focus on athletes with all kinds of disabilities and

athletes with ID are just one among many disability groups. However, they share the
same aspiration for all of these groups (with physical as well as intellectual disabilities).
They give athletes with ID a chance to develop and excel in sports — professionalism
and fair competition is important. The inclusion here is rather inclusion into the sporting
community of athletes with disabilities who have reached elite performance levels and
met qualifying standards (Brittain, 2016, p. 202), and who are striving towards “testing
your body to its absolute limits” (IPC, 2015b, p. 14).
For this, a reliable classification system is of the highest importance, because it
guarantees fairness. It is important to acknowledge that it is not easy to prepare a fair
competition for athletes who differ so vastly from each other. And so the requirement of
fair competition limits the chances and openness of participation, since athletes are
required to submit to detailed scrutiny for fairness, which demands differentiation, which
thus separates athletes into various groups rather than bringing them together. This
also limits the number of athletes who can participate in these events.

Also, though winning is not ideologically central to the PG, it goes hand in
hand with the focus of Paralympic Games (the values of fair competition, excellence,
etc.):
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Although winning is not central to Paralympism as formulated by the IPC, it is
a major consideration for National Paralympic Committees when making team
selection. National Paralympic Committees emphasize winning since they receive
greater publicity and increased funding based upon their position in the medal table.
(Howe, 2008, p. 508)

On the other hand, the Special Olympics also highlight ‘inclusion’, by which they
however mean including people of different ability levels, with and without special
needs, doing sports and games together, and so connecting people within their
communities. With this kind of setting, they are not so much concerned with fair and
equal competition aiming for excellent performance; but rather with providing
experience and enjoyment from active participation in sport, whilst giving all kinds of
people with an interest in sport the opportunity to meet and share this interest (see
more in Dowling et al., 2013). Although athletes are placed in divisions with others of
similar ability (Brittain, 2016, p. 202), there is no great need for exact classification in
this setting. Because of this, the Special Olympics can allow various kinds of sports and
movement activities, without restricting them because of insufficient competition or
classification problems (Howe, 2008, p. 510). In short: “This system is designed to
challenge each athlete to do his or her best while providing a meaningful and enjoyable
experience” (Brittain, 2016, p. 202).

The Global Games follow a similar pattern to the Paralympics, aiming at the
excellence of athletes and highest possible level of competition. This is obvious,
because they are organized by INAS, which is a member of IPC. Basically, they filled
the gap in elite competition for athletes with ID during the period when these athletes
were not allowed to enter the Paralympic Games. This project was successful in
enabling the retention of competition at an elite level, with the possibility to ‘do it in our
own way’ without IPC restrictions. However, we might say that their honesty reveals an
admission that their goals include pursuing sport at the elite level of competition.

The brand new Trisome Games are based on the idea that people with
Down’s syndrome need their own events because of multiple disability. Their aim is
also to compete and win, but as they were open to any person with Down’s syndrome,
without any special concern about the ability level of the athletes, they are more similar
to the Special Olympics concept (Lantz & Marcellini, 2017).

While interpreting the word ‘inclusion’ in different ways, and having different
takes on inclusion options, it is important to highlight the value of these various events
in giving athletes with ID different possibilities for training and competition
(performance). However, various problems need to be discussed. Some of these topics
have been discussed previously, but mainly with regard to athletes with physical
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disabilities, rather than intellectual disabiliies (e. g. Bredahl, 2011; Harris, 2010; Tweedy
& Vanlandewijck, 2011). Nevertheless, the group of athletes with intellectual disabilities
is very specific and needs special attention.

Classification of athletes with ID

One of the key differences of a disability sport compared to an able-bodied
sport is classification. It is a requirement of Paralympic sport that the athlete self-
identify as disabled, and submit to disability classification. Its goal is to enable as fair
a competition as possible by eliminating the impact of type and level of disability on the
chance to win. Thus, proper categorization is of immense importance for athletes with
disability so that the sport competition can be fair. However, there are many challenges
in classifying the athletes properly, including athletes with ID (see Howe, 2008, p. 510).
The classification system of the Paralympic Games is very complicated for the
uninitiated, and there are many rules that determine the eligibility of an athlete in
a certain sport, so we will now briefly set out the current classification system.

The IPC uses a three-step system, which asks the following questions:

1. Does the athlete have an eligible impairment for this sport?

2. Does the athlete’s eligible impairment meet the minimum disability criteria of the
sport?

3. Which sport class describes the athlete’s activity limitation most accurately? (IPC,
2017)

Before we look at the issues of eligibility, self-declaration and eligibility by
proxy, sport class and sports offer, we would like to summarize the fundamentals of
classification.

At the beginning of paralympic sport, classification was focused on the kind
and level of the disability based on a clinical diagnosis (i.e. medical classification). Later
on, a functional classification system was adopted, firstly by Cerebral Palsy —
International Sports and Recreation Association (CP-ISRA). This put emphasis on
function in relation to a particular sport, which enabled the integration of athletes from
different disability groups into one sport class (Vanlandewijck & Chappel, 1996).
Currently, Tweedy and Vanlandewijck (2011) describe two types of classification that
are used in general sport: performance and selective classification.

A performance classification system is based on the performance level of the
athlete. If the athlete performs on a higher level he will move on to a higher class in
order to compete against other athletes with the skills, just like the belt system in Karate
(Tweedy & Vanlandewijck, 2011, p. 261). In sport for athletes with intellectual disability,
performance classification is used in Special Olympics events.
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A selective classification system, however, is based on pre-determined
characteristics of the athlete, such as weight, gender, age, etc. This system is used, for
example, in boxing and judo, where weight determines in which class the athlete will
compete (Tweedy & Vanlandewijck, 2011, p. 261). The IPC has chosen to classify
athletes based on selective classification: “[...] the IPC is committed to the
development of selective classification systems, not performance systems” (ibid.,
p. 262). It has done this in order to prevent the movement of an athlete with improved
abilities (e. g. through training) to a class with a higher number, which would give
a lower probability of winning.

As the validity of classification was still in question, it was proposed to develop
evidence-based systems, including full eligibility criteria and assessment methods.
Guidelines for classification are described in the Classification Code, first approved in
2007 (after several years of proposals and comments), and updated on the IPC website
in 2015 (IPC, 2015b). Nowadays, it also involves international standards for: eligible
impairments, athlete evaluation, protests and appeals, classifier personnel and training,
classification data protection, classification model rules and models of best practice.

Eligibility of athletes with ID

Eligibility is based on the kind and degree of disability of the athlete. The IPC
describes ten eligible impairment types. As well as impaired muscle power, impaired
passive range of movement, limb deficiency, leg length difference, short stature,
hypertonia, ataxia, athetosis and visual impairments, we find also intellectual
impairment.
Eligibility is strongly connected with a minimal disability for the particular sport. As
Vanlandewijck and Chapel (1996) point out, it is the borderline of disqualification of an
athlete. If an athlete is disqualified, he or she has to compete with able-bodied athletes.
Eligibility and minimal disability might differ from sport to sport. For each sport different
eligibility criteria are set up based on the degree of disability, in order to create as fair
a competition as possible. This is a controversial topic because there are different
perceptions of what counts as more or less of an impairment in particular sports.
For example, minimal disability in wheelchair basketball (a player with 4.5 points)
equals either no restriction in trunk rotation or leaning forward or sideways in spinal
cord injury athlete, a foot amputation, or a 6 cm leg length difference). On the other
hand, in swimming, the criteria are, for example,
« for physical impairment: loss of one hand or a movement restriction in one hip joint;
« for visual impairment: visual acuity and/or visual field of B3 class; and
« for ID swimmers, in addition to the sport-relevant impairment:
difficulties with regards to pattern recognition, sequencing, and memory,
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or having a slower reaction time,
or showing a higher number of strokes relative to their speed than able-bodied elite
swimmers (IPC, 2015a, pp. 30-32).

What is crucial for eligibility is objective proof that the athlete is really ‘disabled’
enough to be allowed to compete in a certain paralympic event. However, while proving
that a part of the body is missing is relatively clear and easy, the assessment of an
intellectual disability might be highly problematic, not only due to the inherent difficulty
of making scientific and observational assessments, but also due to the understandable
tendency of an athlete to accentuate his or her disability in order to achieve a certain
classification, and thus to maximise the chances of victory (for athletes with disability,
this is just a simple matter of being classified as an athlete with or without a disability,
since the category is not sub-divided).

Classification cheating is a general problem in elite disability sport. For
example, Etchells (2015) reports that the IPC believes that intentional
misrepresentation of disability during the classification evaluation process of athletes “is
in grave danger of undermining the credibility” of para-swimming and “overshadowing
the performances” of the sport’s athletes. In the paralympic (and ID) context, grave
damage was done in the well-known case of the gold medalist Spanish basketball team
in Sydney 2000, which contained 10 members who had no ID at all*.

As a result, ID athletes were excluded from the Paralympics for 12 years, until
new and more robust criteria and tests had been developed. At the Paralympic Games
of 2012 in London, sports for athletes with an intellectual disability were reintroduced
after evidence-based classification procedures had been developed. This can be
described in three following steps (IPC, 2009; Lieberman, 2012, p. 40):

Step one:

If an athlete wants to enter paralympic sport in the ID class he or she needs to
submit an ‘Eligibility Application’ to INAS. This application should prove the diagnosis of
intellectual impairment (i.e. IQ measures 75 or below, limitations in adapted behaviour
and age onset <18 years as defined by INAS (2016)). Then the INAS International
Eligibility Committee conducts the verification process. Athletes who successfully pass
step 1 are included in the ‘Classification Master List’" which is regularly updated by
INAS. If the athlete is found eligible, the process will enter the next step.

Step two:

An on-site test will take place, which will focus on the assessment of cognitive

domain factors that are relevant to the particular sport (possibly including assessment

! The details, circumstances and outcomes are fully documented in Brittain (2016,
pp. 204 f.).
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of reasoning, reaction time, visual-spatial abilities and working memory) in order to
assess the ‘sports intelligence of the athlete’.

The test score will be evaluated against sport-specific minimal disability scores
and the athlete will be allocated the sport class that applies to ID athletes in a particular
sport. [...] The sport-specific minimal disability scores may be revisited at regular
intervals to strengthen the fairness of the system. (IPC, 2009, p. 4)

Step three:

During competition an assessment of performance (overall sport proficiency,
physical profile, technical and tactical skills, and environmental characteristics) may
complete the athlete’s assessment. Inconsistencies between the on-site testing and
performance observation during competition can lead to protest against the allocation
of the athlete to a certain sport class.

These steps fit well with the common algorithm of classification in athletes with
physical disabilities, based on Strohkendl's (1985) earlier classification in wheelchair
basketball — medical, functional and observational criteria. However, there are already
problems with these new procedures. Firstly, 1Q is used as the measure of ID, but
recent studies have suggested that the use of a certain IQ level is fairly arbitrary (see
Burns, 2015; Van Biesen et al., 2016). Secondly, some have suggested that, in any
case, IQ is not related to sport specific intelligence:

When it comes to table tennis, says Van de Vliet, some on the autistic
spectrum have no disability whatsoever. ‘They are equally good, | would say, as any
Chinese player who is at the Olympics.’ (Van Gilder Cooke, 2012)2

Even though there are studies showing that ID athletes have lower
performance than able-bodied athletes in track-and-field® (see Tilinger, 2013), this is not
necessarily the case for other sports. Thirdly, the criterion of 1Q presupposes that IQ is
stable and does not change with age. But this is not so straightforward — studies do not
agree on whether it changes, increases or decreases with respect to the assessment of
low intellectual ability (e. g. see literature reviews by Begovac et al., 2009; Whitaker,
2008).

The 1Q criterion may lead us to challenge the definition of ‘intellectual
impairment’. It is defined by IPC (2015a, p. 3) in the following way:

? See also Burns (2015) with regard to table tennis.

* Given the number of able-bodied athletes engaging in track-and-field in relation to
athletes with 1D in the same disciplines, it is no surprise that their performance is
lower.
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Intellectual Impairment; A limitation in intellectual functioning and adaptive
behavior as expressed in conceptual, social and practical adaptive skills, which
originates before the age of 18.

It is especially the element of “adaptive behavior as expressed in conceptual,
social and practical adaptive skills” that is not necessarily adequately manifested with
the 1Q measures. Also, Van Biesen et al. (2016) claim that “[n]o significant correlations
were found between any of the subtests and 1Q score or between any of the subtests
and training history.”

So the question arises: what reasons does INAS have to hold on to 1Q? If it is
indeed not a significant measure for sport-related performance, why should it be
retained as a measure? The question also arises: if ‘sport specific intelligence’ is
proposed as a useful concept, won't it require us to start looking for a ‘sporting 1Q test’?

The problem of improvement due to training

It is important that a sport finds a classification system that identifies disability
criteria that capture the particular kind of disability, in order to fit the selective
classification system. If the criteria do not capture stable characteristics then, in fact, we
are rather talking about a performance classification system, in which improvement
may arise through learning and training. For example, due to training ID athletes might
overcome certain gaps in their sports performance, and due to this they might out-train
themselves out of their class — which for athletes with ID means disqualification of the
athlete from paralympic sports (since there is only one class). So, although an athlete
might have been found eligible at the onset of their career, due to an intensification of
their training and a consequent improvement in performance, they might play better
than before, which could bring their eligibility into jeopardy. That is why the IPC says:
[...] the IPC is committed to the development of selective classification systems so that
athletes who enhance their competitive performance through effective training will not
be moved to a class with athletes who have less activity limitation — as they would in
a performance classification system — but will be rewarded by becoming more
competitive within the class they were allocated. (Tweedy & Vanlandewijck, 2011,
p. 265)

The question is: can this principle be maintained in the case of ID athletes?

Self-Declaration and eligibility by proxy

Self-determination is an essential prerequisite for the development of the
identity of the person with disability and his or her specific quality of life (Strohkendl,
1985). In paralympic classification, a qualifying requirement is that each athlete must
self-identify as ‘disabled’ and must undergo a ‘disability evaluation’ in order to
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determine competition category. The athlete is required to self-identify according to
self-specified and self-declared disabilities, verified by strict classification procedures,
for competition in a particular event. But then we may ask: to what extent is an
individual with an intellectual disability competent to declare himself/herself as
intellectually disabled?

These athletes have to declare themselves as athletes with ID, and to specify
their disability to the governing body INAS in order to participate. To be able to
accomplish this, an athlete must be self-determining, which requires a certain level of
intelligence, or competence. According to Nota et al. (2007) 1Q level correlates with
level of self-determination — the higher the intellectual level and social abilities of an
individual, the higher the self-determination level. This means that athletes with
a higher intellectual level and less impaired social abilities are more self-determining,
and might therefore be in a position to declare themselves as ID in order to be found
eligible by INAS. However, athletes with more severe intellectual disabilities might not
be able to do this. According to Wehmeyer (2005), individuals with severe intellectual
disabilities are less self-determinant and have less control over their lives. This raises
the question whether (and if so, when) a parent or legal guardian might be empowered
to declare ID on behalf of an ID athlete, to secure eligibility by proxy.

According to the United Nations Convention on the Rights of Persons with
Disabilities (UN CRPD), article 12:

1. States Parties reaffirm that persons with disabilities have the right to recognition
everywhere as persons before the law.

2. States Parties shall recognize that persons with disabilities enjoy legal capacity on
an equal basis with others in all aspects of life. (United Nations, 2006)

This suggests that the person with an ID has the legal right to determine
whether or not they wish to declare themselves as ID. However, the situation is more
complicated than that, since not all nations are signatories to the UN CRPD, and they
may make local laws concerning the legal capacity of individuals. This may or may not
include provision for a legal guardian to be appointed for an individual who is less self-
determining.

This seems to give a reason why the IPC, in respecting the provisions of the
UN CRPD, should accept the possibility of eligibility by proxy. To deny this possibility
would be one way of excluding those with higher levels of disability — in effect, to install
the criterion ‘must have the ability to self-declare’ as a criterion of exclusion within the
ID category. This matter will be discussed further in the next section.

Finally, we should mention the general problem of athletes who might be
reluctant to self-declare as persons with ID, because of the stigma attached to such
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a classification. For example, a Czech swimmer withdrew from paralympic swimming
for just this reason (Franzlov4 et al., 2000, p. 65).

Sport class

As we said above, there are two types of classification that are used in sport:
performance and selective classification; and the IPC has chosen to classify athletes
based on selective classification. However, when we examine the criteria for eligibility
in ID classification we might question to what extent it is selective. There is just one
class for all ID athletes, and so this obviously cannot differentiate between various
degrees of ID. This is selective insofar as only athletes who have met the ID eligibility
criteria can participate in this class. But, amongst all those eligible, there will inevitably
remain potentially huge differences in ID, and athletes might have to compete against
others with a much lower or higher level of disability.

As expected, the top eight athletes scored systematically higher on all
variables of technical proficiency than the rest of the players with ID, yet their IQ scores
were not significantly different. (Van Biesen et al., 2012, p. 1526)

A consequence of this is that, since there is no classification within the
category of ID, the group rules discriminate against the most disabled, since they will
be systematically disadvantaged (see also discussion on this issue in Bredahl, 2011,
p. 140). This suggests that the most disabled will gradually be excluded from the
possibility of paralympic selection, and this contradicts the IPC’s stated aim: “To enable
para-athletes to achieve sporting excellence and inspire and excite the world” (IPC,
2015b, p. 14). This is also in contrast to the claim of Vanlandewijck and Chapel (1996)
that classification groups should take into account varying degree of disability and to
prevent drop-out of people with most severe disabilities.

We must ask why no attempt has been made to classify within the category of
ID, in order to specify the degree of impairment. One explanation might be the lack of
adequate scientific knowledge, or the difficulty in specifying appropriate criteria.
Another explanation might refer to the capped number of athletes at the PG. If further
classification is to be introduced, it would entail either the sharing of numbers between
ID categories, or else a redistribution from other impairment groups. A third explanation
might be more ‘political’, questioning the commitment of the IPC to include all
individuals with intellectual disability. We might question whether this has anything to
do with the image of the Paralympic movement and various prejudices against people
with ID. A further explanation, as mooted in the previous section, could be that
IPC/INAS might be reasoning that the group should be identified with reference to the
criterion of ‘self-determination’. That is to say: only those athletes deemed capable of
self-determination will be deemed eligible for IPC competition. If this is indeed the line
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of thought, it leaves us with two problems: firstly, what is the measure of self-
determination? And secondly, can this measure assure us that this newly-defined ID
group still needs no classification system within the group? — i.e. that equals will be
facing equals in competition?

The Sports Offer for ID athletes in the Paralympic Games

The limitation of having just one class is not the only limitation, though. The
engagement of ID athletes with paralympic sport is restricted by another problem: there
are so few sports for them in which they can compete.

There are 23 summer paralympic sports (including para-dance-sport which is
not at the Paralympic Games programme) and 6 winter paralympic sports. For each of
those sports there are eligibility criteria, which means that athletes with certain
disabilities may or may not be eligible to compete in certain sports. If we look at the
summer sports, athletes with a physical disability have the widest choice (20 sports),
followed by visually impaired athletes (only 3 sports — goalball, judo, football 5-a-side —
but also selected classes in other sports, e. g. athletics, swimming, cycling, equestrian,
triathlon). However, the current offer of paralympic sports for people with ID are:

* Athletics — long jump, shot put, 1500 m (sport class T/F 20)
» Swimming — 200 m freestyle, 100 m breaststroke, 100 m backstroke (sport class S14)
* Table tennis (sport class T11)

So, even though there are winter Paralymic Games, there are no winter sports
for people with intellectual disabilities, who are therefore excluded. Also, when we focus
on the selected summer sports, there has been no ID team sport in the Paralympic
Games since basketball was corrupted by the Spanish team in the Sydney
Paralympics.

The selected three sports, including altogether 7 disciplines, are all individual
sports. It is true that they include three different relationships to an opponent — directly
facing him/her (table tennis), competing alongside (swimming, running) and competing
one after another, comparing performances (long jump and shot put), but since there is
no team sport, athletes with ID miss the challenge of active cooperation with a team-
mate (e. g. playing in doubles, or at least small team competitions). However, other
international events for athletes with ID do offer team sports: basketball and football
(INAS Global Games), basketball, soccer, handball, volleyball (Special Olympics), and
football (Trisome Games).

We might ask: why are these not included in the Paralympics? Do these sports
not enable the realization of the vision and mission of IPC? We might also ask: why are
just these team sports on offer, and not others? What sports are suitable for people
with ID? These are issues that require critical examination. At the moment, it looks as
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though the choice of sports on offer is dependent on arbitrary factors, such as the
willingness or capability of an individual sport federation to take the initiative — whether
they have the time, money and other resources to seek proper classification
procedures, which are necessary for inclusion amongst the paralympic sports.

Conclusion

This paper has tried to identify and discuss some current issues in ID sport.
We are well aware of the fact that is more difficult to create fair competition for these
athletes because of nature of their impairment, which is not as visible and recognizable
as with athletes with physical disabilities. However, if we do not put some effort into
resolving some of the difficulties, there will remain many obstacles to the inclusion of
those who aspire to be elite ID athletes.
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Vychodiska: Paralympijsky $kolni den (PSD) je jeden ze sméri Paralympijskych
vzdélavacich programu, pfi kterém se déti zakladnich $kol ve véku 6 — 12 let seznamuji
s paralympijskymi sporty. Cilem je zlepSeni porozuméni specifickym potfebam jedinct
se zdravotnim postizenim.

Metodika: Na prazské zakladni Skole byla v €ervnu 2017 realizovana zkracena verze
PSD. Z&ci méli moznost vyslechnout teoretickou pfednasgku, prakticky se seznamit
s paralympijskymi sporty prostfednictvim studentt aplikovanych pohybovych aktivit
a besedovat s paralympionic¢kou Terezou Diepoldovou. Zména postoji byla hodnocena
dotanikem CAIPE pfed programem a tyden po jeho realizaci.

Vysledky: Pred realizaci PSD byl vysledek u chlapcti 26,5, u divek v té samé t¥idé& byl
vysledek 26,0 — v obou pfipadech se jedna o pozitivni postoje. Po realizaci PSD byl
u chlapcl vysledek 27, 25, u divek byl vysledek 27,0. Opét jsou oba vysledky pozitivni.
U dotazovanych zak( meéli divky i chlapci srovnatelné pozitivni postoje k zakovi
s postizenim. Po realizaci PSD do$lo u obou skupin k malému zlepSeni postoje
(o jeden bod).

Zavér: Zaci i pedagogové byli spokojeni s realizaci PSD a v budoucnu by $kola stala
o opakovani programu. Vyhodnoceni dotazniki CAIPE prokazalo mirnou zménu
postoju pozitivnim smérem.

Kli€ova slova: Paralympijsky Skolni den, zdravotni postizeni, postoje, CAIPE

Uvod

Paralympijsky $kolni den (PSD, Paralympic school day) je jeden ze smér
Paralympijskych vzdélavacich program(. Soucasti propagace a osvéty, kterou
zastfeSuje a fidi Mezinarodni paralympijsky vybor, se PSD staly od roku 1996.
Zaclenéni paralympijskych ideall do vzdélavaciho systému je cesta ke vzdélavani déti
v oblasti porozuméni specifickych potfeb osob se zdravotnim postizenim a jejich
moznému zaclenéni do hodin télesné vychovy.

Cilem Paralympijského Skolniho dne je dosahnout u zakd porozuméni
specifickym potfebam osob se zdravotnim postizenim a seznameni se
s paralympijskymi sporty. Cilovou skupinou, na niz se jednotlivé aktivity tohoto
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vzdélavaciho projektu iniciovaného Mezindrodnim paralympijskym vyborem zaméfuiji,
jsou déti mezi 6 az 12 lety. Prvofadym cilem je zlepSeni jejich postoji k osobam se
zdravotnim postiZzenim. V rdmci programu PSD se déti napf. setkavaji a beseduji
s paralympioniky a vyzkou$eji si paralympijské sporty. PSD je zamyslen jako sougast
dlouhodobého vychovné vzdélavaciho procesu. Olomoucky tym autort pod vedenim
PaedDr. Zbytika Janecky, Ph.D. vypracoval pro ¢eské podminky Manual PSD, ktery
detailn& popisuje zaméry i provadéni projektu v praxi. Odborné studie FTK UPOL
prokazaly pomoci mezinarodnich dotaznik(i CAIPE, které Zaci vyplhovali béhem
realizace PSD na své $kole, Ze projekt skuteéné dokaze pozitivné ovlivnit postoje zak(
k osobam se zdravotnim postizenim.

Metodika
Vramci magisterské diplomové prace, inspirovan mnoha zdafilymi
Paralympijskymi dny na ZS, které byly realizovany pravé kolektivem pedagogtl
a studenttl FTK UPOL, jsem se rozhodl pfipravit a nasledné zpracovat obdobnou akci.
Bez pfedchozich zkuSenosti a po konzultaci s Dr. JeSinou jsem se rozhodl pro
variantu jakési miniaturni verze PSD pouze pro jednu tfidu v rdmci dvouhodinovky TV.
Predpokladal jsem menS$i organizaéni naro¢nost a v pfipadé Uuspésného pribéhu mél
byt vystupem manual pro pofadani takové operabilni akce. Uz b&éhem prvnich kroku
v pfipravé se v8ak ukazalo, Ze takova zkracena verze nemuze obsahnout vSechny
body dle Manualu PSD a ve vysledku hrozila jakasi devalvace pojmu Paralympijského
Skolniho dne.
V pfipravné fazi projektu jsem oslovil pedagogy a vedeni §koly ZS Chvaleticka
a pfibliZil jim projekt PSD. Vedeni $koly uskute&néni projektu pfivitalo a velmi ochotné
podpofilo. Projekt byl realizovan s 5. ro€nikem pod vedenim pani ucitelky Mgr. Mileny
Dlabolové.
Ve fazi realizace mél nas realizacni tym pro déti pfipraven nasledujici program:
1. Uvodni slovo o problematice sportovani osob se zdravotnim postizenim,
stru€nou historii paralympiad a seznameni s programem akce
2. Vyplnéni dotaznik(i CAIPE
3. Vyzkous$eni pohybovych aktivit s pomlickami pro osoby se zdravotnim
postizenim na stanovistich (ve skupinkach): motorika bez zrakové kontroly
(pohyb se slepeckou holi, pexeso pro usi, hra s ozvu€enymi mic¢i — za vyuziti
pomucek simulujicich rdzné vady zraku v¢. uplné ztraty zraku), instruktaz
pohybu na voziku a mi€ové hry na voziku, jizda na handbiku.
4. Beseda s paralympioniCkou Terezou Diepoldovou (plavani, cyklistika)
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S odstupem tydne po vlastni realizaci zaci za pfitomnosti tfidniho ucitele a vedouci
projektu znovu vyplnili dotaznik CAIPE.
Dotaznik CAIPE-CZ je prekladem dotazniku CAIPE-EU, ktery je modifikovanou verzi
dotazniku CAIPE-R (Block, 1995). Plivodni dotaznik byl upraven prokulturni podminky
v Evropé ve spolupraci s autorem Martinem Blockem. Dotaznik CAIPE jsem zcela
netradicné pouzil pro jednu skupinu-tfidu dvakrat, a to poprvé pfed realizaci akce
a podruhé s tydennim odstupem. Zde byl zamér pokusit se zjistit, zda prabéh této
formy PSD ovlivnil n&jakym zplisobem postoje 24kl k osobam s t&lesnym postizenim.
VétSinou totiz tento dotaznik porovnava dvé tfidy zakd, z nichz jedna ma zkuSenosti
s integraci Zdka s TP a druha nikoliv.

Vysledky

Pfipravy samotné akce odstartovaly jiz pfed osmou hodinou ranni
vybudovanim jednotlivych stanovist. ZS Chvaleticka méa velmi pékné venkovni prostory
v aredlu Skoly, které se daly vzhledem k pfiznivému pocasi vyuzit. Pfedstaveni
auvedeni programu zjevné zaky paté tfidy zaskoCilo. Jak vyplynulo pozdé&ji
z vyhodnoceni dotazniku, jen velmi malo z nich mélo néjakou zkuSenost s osobami
s TP, a na toto téma nebyli pfipraveni. B€hem uUvodu byly zfetelné rozpaky, které se
pak promitly i do atmosféry pfi iGvodnim vypliiovani dotaznik.

Po kratké prestavce, ktera oddélila teoretickou €ast od té praktické, se tfida
pfesunula na Skolni hfisté a rozdélila se do tfi skupin. Kazdé skupinky se ujal jeden
instruktor / priivodce z fad studentl studia Aplikovana télesna vychova a sport osob se
specifickymi potfebami na FTVS. Rychlost, s jakou se jiz zminéna mirna pocateéni
neddvéra zménila na atmosféru lehké hravosti, zvédavosti a radosti z objevovani
néceho nového a neznamého, byla pfekvapujici.

Na prvnim stanovisti si déti rozebraly slepecké hole a ve ftrojicich (dva
ochranci a jeden s klapkami a holi) vyrazily po celém arealu Skoly, dalSi zatim hraly
zvukové pexeso, zkouSely mozZnosti zrakové kontroly se simulatorem ocnich vad
a riizné hmatové skladacky.

Na druhém stanovisti Cerstva absolventka bakalafského studia Anic¢ka ucila
jak jezdit a otacet se na voziku tak, aby se nepadalo na zada, usporadala zavody ve
slalomu v jizdé na voziku, trénovala s détmi stfelbu na koS, dribling, nacvik hernich
situaci a zkraceny modifikovany zapas smisenych tymu v koSikové.

Kuba — taktéz student oboru APA, sam se zdravotnim postizenim (chybéjici
¢ast horni koncetiny) se ujal fotbalu nevidomych. Od nahravek ozvuéenym micem
v riznych variantach pfes stfelbou na branu — brankafr s klapkami stfelec vidici
a obracené, brankar i stfelec s klapkami, opét nacvik rGznych hernich situaci az po
zapas dvou smisenych druzstev.
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stanovisté opustit, ale po vyméné se opét velmi rychle zabrala do novych aktivit. Snazili
jsme se dodrZzovat €asovy rozvrh — zhruba hodinu na stanovisté vcetné kratkych
prestdvek na svacinu. Zhruba kolem pual jedné zacala beseda s pozvanym
paralympijskym sportovcem-reprezentantem. Prosbu a pozvani na tuto akci pfijala
uspésna Ceska paralympijska cyklistka Tereza Diepoldova. Jsem pfesvédceny, Ze
jakkoli zajimavy zazitek to do té doby pro déti byl, beseda s Terezou to celé
zmnohondsobila.

Tereza Diepoldova po Uraze pfiSla o doIni kon&etinu a pohybuje se s pomoci
francouzskych holi. Na PSD pfi§la se svym psem a svoji bezprostfednosti déti
okamzité uchvatila. Déti se ptaly opravdu velice oteviené a na vSechno (byl jsem
pfekvapen, co vSechno uz déti vtomto véku zajima) a Tereza odpovidala opravdu
oteviené a na vSechno. Myslim, Ze kdyby déti opravdu nemusely jit na obéd
a pfipravovat se na odpoledni vyucovani, beseda by se asi protahla az do vecera. Na
atletickém stadionu stal pfipraveny handbike, ktery mél byt zlatym hfebem programu
a trochu jsem se obdaval velké tlatenice — byl jenom jeden. Par déti se nakonec svezlo,
ale vétSina si radéji povidala s Terezou. Zhruba s tydennim odstupem jsem déti
pozadal o znovuvyplnéni dotazniku CAIPE.

Vysledky

Pfed realizaci PSD byl vysledek u chlapct 26,5, u divek v t& samé tfidé byl
vysledek 26,0 — v obou pfipadech se jedna o pozitivni postoje. Po realizaci PSD byl
u chlapcl vysledek 27, 25, u divek byl vysledek 27,0. Opét jsou oba vysledky pozitivni.
Z tohoto dotazniku je ziejmé, Ze u dotazovanych zakl muzeme tvrdit, Ze divky i chlapci
maiji srovnateln& pozitivni postoje k Zakovi s postizenim. Po realizaci PSD do$lo u obou
skupin k malému zlep$eni postoje (o jeden bod).

Diskuze

Jiz po vyhodnoceni prvniho dotazniku se postoje obecné daji oznacit za velice
vstficné. Jak jsem jiz zminil, jen nékolik zakd (2 chlapci a 3 divky) uvedlo, Ze maji
néjakou zkusenost s osobou s TP. Vzdy se jednalo o osobu ze vzdaleného okoli.

V obecnych otazkach doSlo jen k nepatrnému zlepSeni ale zaroven zcela
upfimné a asi na zakladé zkusenosti z PSD chlapci v otdzce &. 4 pfiznavaji, Ze by
spoluzak na vozic¢ku hru zpomaloval, ale urcité by byla hodina TV s nim zabavna.
Pomahali by mu, byli s nim kamaradi a brali by ho do druzstva. To plati u chlapcl
v podstaté i v otazkach zamérenych na koSikovou. Divky si také mysli, Zze by jim
spoluzak na voziku zpomaloval hru a doSlo i k velice nepatrnému pohorSeni v otazce
€. 6 — zabavnost hodiny, ale i tak by s timto spoluzakem kamaradily, pomahaly mu
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a byly by rady, kdyby s nimi chodil do hodin TV. V otazkach zamérenych na koSikovou
se postoje divek prakticky neméni, jen v otdzce & 12 — ochrana pfi pfihravce by
rozhodné spoluzaka na voziku tolik neSetfily. Tato ,krutost malych hol€i¢ek®, jak jsem si
tuto zvlastnost pracovné pojmenoval, mé zaujala, a proto jsem se snazil najit vysvétleni
— je dana pravé zkusenosti z PSD. KdyzZ jsem se totiz dévéat zeptal, dozvédél jsem se:
,kdyZ mé& Anicka na voziku obehraje a jesté vstieli koS, nevim, pro¢ bych ji to méla
jesté usnadrovat...“ Myslim, Ze takto ,zhorSeny postoj“ je vlastné velmi dobre.

Zaver

Paralympijsky Skolni den je zcela jisté pfinosny a patfi do vzdélavaciho
systému na ZS. Vyhodnoceni dotaznikd a vysledky jsou v tomto pfipadé jen orientagni,
ale i tak se da usoudit, Ze tato akce plsobi pozitivné a zlepSuje postoje k integraci zaku
s TP do hodin TV.

Miniaturni verze — dvouhodinovd, tak jak jsem plvodné zamyslel, je podle
mého nazoru nevhodna. Jen samotnd beseda s Terezou Diepoldovou, tedy ta
nejformativnéjSi ¢ast zabrala skoro ty dvé hodiny. Ani ¢ast zazitkovou, tedy ostatni
pohybové aktivity, neni mozné natésnat do tak kratkého &asu, aby splnily svdj ucel.
PSD na ZS Chvaleticka byl uréen pro jednu tfidu s 28 Zaky a planovan na &tyfi hodiny.
Nakonec jsme potiebovali skoro Sest hodin, abychom neméli pocit, Ze odchazime od
nedodélané prace.
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Abstrakt

Déti s PAS by stejné jako déti bézné populace meély byt plavecky gramotné -
tedy mély by bezpe¢né zvladat vodni prostfedi. Plavecka vyuka déti s PAS vychazi
z programll pfipravné a zakladni plavecké vyuky, ale vykazuje znaéna specifika ve
smyslu interakce ucitel-zak, podminek, uplatnénych metod.

V soucasné dobé narista pocet déti, které jsou integrovany do hlavniho
vzdélavaciho proudu a zajmovych aktivit. Cilem tohoto pfispévku je pFedstaveni
jednoho z programli pouzivanych pro vzdélavani déti s poruchou autistického spektra
a jeho aplikaci do podminek plavecké vyuky téchto déti. Jde o metody strukturovaného
uceni. Pfispévek zhodnocuje 4 letou praxi s organizaci pohybovych programt ve vodé
pro déti s PAS.

Kli€ova slova: strukturované uceni, plavecka vyuka.

Uvod

Problematika poruch autistického spektra (PAS) je v souCasnosti stale vice
diskutovanou oblasti. Je to dano zejména stéle zlep3ujici se diagnostikou a zvySujicim
se poctem dostupnych informaci k této problematice. Diky vzdélavacim trendim
integrace a inkluze roste poCet déti s poruchou autistického spektra, které jsou
zaclefiovany jak do hlavniho proudu vzdélavani, tak i do zajmovych aktivit. Na
jednotlivé vyulujici i trenéry jsou tak kladeny vysoké naroky z hlediska organizace
vyuky, volby metod, obsahu a forem vyuky, které je tfeba pfizplsobit vS§em takto
integrovanym détem.

Vychova a vzdélani déti s PAS by méla byt co mozna nejkomplexnégjsi. Je
proto dulezité, aby nebyl opomijen také vSestranny rozvoj pohybovych dovednosti,
ktery mGze v mnoha pfipadech pozitivné ovliviiovat celkovy rozvoj osobnosti. Jednou
z moznosti mGze byt i plavecka vyuka. V plavecké vyuce osob s PAS neni hlavni
zamérem pouze nacvik zakladnich plaveckych dovednosti, pfipadné plavecké
lokomoce, ale jde také o to, aby i tito jedinci byli plavecky gramotni pro potfebu ochrany
Zivota a zdravi, tzn. vybavit je dovednostmi, které jim umozni bezpecné zvladnuti
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vodniho prostfedi a nasledné vyuzivani plavani jako celozivotni pohybové aktivity pro
udrzeni zdravi. Z hlediska prostfedi, organizace, podminek, obsahu jde o velmi
specifickou ¢innost. Je proto tfeba obsah, organizaci, formu i metody vyuky pfizpUsobit
a vytvofit na miru osobam se specifickymi potfebami.

Vychodiska

Poruchy autistického spektra patfi do kategorie pervazivnich vyvojovych
poruch, tzn., Z2e mentélni vyvoj ditéte je naruSen do hloubky v nékolika oblastech
OslejSkova (2008) je to tézka, slozita a komplexni vada vyvijejiciho se mozku
s postizenim mnoha psychologickych funkci. Jde o vrozenou vadu kognitivnich funkci,
ktera ma sv(j plvod v abnormalnim vyvoji mozku. V soutasné dobé je spolu
s mentalnim postizenim, poruchami psychického vyvoje a nékterymi poruchami
chovani a emoci, fazena mezi neurovyvojové poruchy (Jelinkova, 2008). Na prvni
pohled je vétSina déti k nerozeznani od béznych jedincl. Vyjimku tvofi déti, které maji
kromé& PAS i pfidruzenou mentalni nebo somatickou poruchu. Ve vétsiné pfipadu
nejsou lidé s PAS schopni samostatného zivota ani v dospélosti a predstavuji tak
velkou psychickou z&atéz pro celou rodinu.

Podle Mezinarodni klasifikace nemoci (MKN-10) Svétové zdravotnické
organizace jsou do kategorie pervazivnich vyvojovych poruch zafazeny nasledujici
poruchy:

- Détsky autismus

- Atypicky autismus

- Rettliv syndrom

- AspergerQv syndrom

- Jiné pervazivni vyvojové poruchy

- Pervazivni vyvojova porucha nespecifikovana

V praxi je nejCastéji diagnostikovan Détsky autismus, Atypicky autismus
a Aspergertv syndrom.

Specifika vzdélavani déti s PAS

Jak uvadi Thérova (2006) vzdélavani a vychova déti s poruchou autistického
spektra vychazi zejména ze zasad strukturovaného uceni. ,Strukturalizace znamena
vneseni jasnych pravidel, zprdhlednéni posloupnosti c¢innosti a jednoznacné
usporadani prostredi, ve kterém se Clovék s PAS pohybuje. Tento specificky pfistup
alespon Castec¢né kompenzuje komplikovany handicap, jakym porucha autistického
spektra bezesporu je.“ (Thérova, 2006, 384).
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,Cilem vzdélavani je maximalné mozny rozvoj potencionalnich schopnosti
a dovednosti klienta“ (Jelinkova, 2008, 72). Jedinec by mél byt Stastny a co nejméné
zavisly na pomoci okoli a mit co nejvétsi miru osobni svobody. Z téchto zasad by
rovnéz méla vychazet plavecka vyuka pro osoby s PAS.
Zasady sestavovani vyukovych programt pro jedince s PAS (Thérova, 2006; Cadilova,
Zampachové, 2008; Jelinkova, 2008)
- individualizace
- strukturalizace
- vizualizace
- motivace.

Plavecka vyuka

V sou¢asné dobé naristd povédomi o potfebé umét plavat ve smyslu
bezpecné zvladnout vodni prostiedi. Jak jiz bylo zminéno vyse, je tfeba, aby byli jedinci
plavecky gramotni, tedy aby vyuZili plavani pro ochranu svého Zivota a aby se pro né
stala celozivotni aktivitou podporujici jejich zdravi. To je dullezité jak pro béznou
populaci, tak pro osoby se specifickymi potfebami (Cechovska, 2008). Vytvofeni
zakladll pro bezpeéné zvladnuti vodniho prostfedi a nasledné i nacvik plavecké
lokomoce je realizovano v ramci plavecké vyuky. Jde o celozivotni proces osvojovani
jednotlivych plaveckych dovednosti, nasledné zdokonalovani pohybového projevu ve
vodé a prohloubeni plavecké kompetence (Cechovska, Miler, 2008).
Cechovska (2007) rozdéluje plaveckou vyuku do tFi etap:
1. etapa — pfipravna plavecka vyuka

Cilem je adaptace na vodni prostfedi a zvladnuti zakladnich plaveckych
dovednosti (plavecké dychani, vznaseni a splyvani, potapéni a orientace pod hladinou,
skoky a pady do vody, zaklady zabérovych pohybl) nezbytnych pro nacvik plavecké
lokomoce.
2. etapa — zakladni plavecka vyuka

Hlavnim cilem je rozvoj zakladni plaveckych dovednosti a nacvik plavecké
lokomoce — sportovni plavecké zplisoby. Konkrétné znak, kraul a prsa. Motylek
nacvicujeme az po zvladnuti pfedchozich plaveckych zplsobl. Nenacvi¢ujeme zavodni
techniku, ale techniku plaveckych zplsob( v zakladni strukture.
3. etapa — zdokonalovaci plavecka vyuka

Obsahem této etapy je rozvoj ziskanych plaveckych dovednosti, zdokonaleni
plaveckych zplsobU a nacvik dal$iho plaveckého zplsobu — motylek. Dale zvySovani
plavecké vykonnosti pomoci metod zatézovani, zafazeni prvk( zachranného plavani
a nacvik dovednosti dalSich plaveckych sporta.
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Metodika

Jde o Ctyfleté systematické pozorovani, ve kterém je kvalitativné analyzovan
pribéh plavecké vyuky déti s poruchou autistického spektra. V zacatcich naSi prace
byla plavecka vyuka pro tyto déti organizovana organizacemi sdruZujicimi osoby
s PAS. V minulém Skolnim roce 2016/2017 jsme si jiz vyuku organizovaly samy. Mély
jsme k dispozici dva prazské bazény: Centrum trvalého zdravi — Cordeus a Vystavisté
Praha v HoleSovicich.

Prvnim zminénym je bazén o velikosti 12 x 3,5m s teplotou vody 30°C. Zde
plavalo celkem 6 déti (vSichni chlapci) rozdélenych do 2 skupin po 3 détech —
zaCateCnici a mirné pokrodili. Vék déti byl 6 — 9 let. Kazda lekce trvala 30 minut. Za
cely Skolni rok déti absolvovaly celkem 34 lekci.

Bazén Vystavisté Praha v HoleSovicich je 25m bazén s teplotou vody 26 —
27°C. Zde plavalo celkem 7 déti, ztoho 5 déti bylo s PAS (4 chlapci a 1 divka)
a 2 intaktni sourozenci. Vék déti byl 8 — 12 let. Déti byly rovnomérné rozdéleny do dvou
drah. Délka lekce byla 60 minut. Déti absolvovaly celkem 32 lekci.

Vysledky
Vysledky nasi prace uvadime ve formé doporuceni ohledné pfipravy a vlastni
realizace plavecké vyuky a osvojenim plaveckych dovednosti.

Osobnost ucitele plavani déti s poruchou autistického spektra

Na osobnosti ucitele, jeho moralnich, odbornych a pedagogickych kvalitach
zavisi prubéh i vysledek celého vychovné-vzdélavaciho procesu. Vyuka plavani je
oproti naukovym predmétiim, ale i oproti bézné télesné vychové uskutecriované
v télocviénach nebo na hfisti, velmi specificka. Na osobnost ucitele jsou kladeny velké
naroky, které jsou spojené s negativnimi vlivy vodniho prostfedi, jako je hluk, Spatna
akustika, voda obecné, teplota vody apod. U déti s PAS je tohle vSechno jesté
zdvojnasobeno. Je nezbytné, aby ucitel disponoval dobrymi znalostmi z didaktiky
plavani a znalostmi o jednotlivych poruchach autistického spektra. Neni tak mozné, aby
jedinec s védomostmi z oblasti poruch autistického spektra, bez absolvovani minimalné
zakladniho kurzu ucitele plavani vedl vyuku plavani osob s PAS a naopak. Oba typy
znalosti nelze od sebe oddélit, navzajem se prolinaji.

Vybér vhodného bazénu i asistent(

Idealni prostfedi pro realizaci plavecké vyuky je vyukovy bazén s postupné
klesajicim dnem s teplejSi vodou — pfiblizné 30 — 32°C (pro srovnani teplota v béznych
plaveckych bazénech se pohybuje mezi 26 az 28°C). Tepla voda u déti navozuje libé
pocity a pfispiva tak k lepsi adaptaci na vodni prostfedi. Pro zdatnéjSi déti, které jiz
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maji osvojené zakladni plavecké dovednosti a pokracuji dale nacvikem plaveckych
zplsobu, je mozné volit 25m bazén.

Pfi vybéru vhodného bazénu je také nezbytné brat v ivahu celkové prostiedi
bazénu — zda jde o bazén privatni nebo se v ném uskutecriuje vyuka spolu s vefejnym
plavanim, zda jsou oddélené Satny, zda se na ném najde vhodné misto pro pfebirani
déti od rodic¢l a po lekci jejich nasledné predani zpét apod. Pro bézné déti jsou to
zdanlivé ,nepodstatné detaily”, ale pro déti s PAS mnohdy velmi stresujici okolnosti,
diky kterym se v neznamém prostfedi ,ztraceji“. Je tedy nezbytné o vhodném prostiedi
uvazlivé pfemyslet a zrealizovat détem, co mozna nejpfijemnéjsi vyuku s minimem
stresovych situaci.

Dilezity je také vybér vyhovujiciho asistenta ucitele, ktery bude pomahat
uciteli a bude stejné jako ugitel pfitomen kazdou hodinu s détmi ve vodé.

Pfiprava na lekci

PFiprava na lekci plavani pro déti s PAS je velmi dilezita a musi byt dokonala.
Je nezbytné vénovat pozornost i zdanlivé nevyznamnym detailim, které ale mohou byt
pro tyto déti zasadni (napf. volba barvy pom(cek). Ugitel musi mit jiz dopfedu jasnou
pfedstavu o cili dané lekce a tim padem i o Cinnostech, které povedou ke spinéni
tohoto cile. Cinnosti by se mély béhem lekce stfidat a je nezbytné dbat na jejich
dokonceni. Pfi jejich vybéru je ale nutné brat v ivahu individualni zviastnosti déti
vzhledem k mife jejich poruchy, uroven jejich motorickych schopnosti, miru adaptace
na vodni prostfedi a Urover osvojenych plaveckych dovednosti.

Soucasti pfipravy na vyu€ovaci jednotku je také volba prostotu, kde budou
jednotlivé cinnosti probihat. Je tfeba, aby se déti naucily, ze kazda c&innost ma
v prostoru bazénu vyhrazené misto, v némz se uskuteCfiuje — misto pro nastup,
rozcvicku, avodni hru, nacvik plaveckych zplsobl, potapéni i skokd. Takto
strukturovany prostor détem usnadni orientaci v neznamém prostredi. Postupné si déti
na tento systém navyknou a vi pfesné, co se na kterém misté bude dit.

Zakladem pfipravy na lekci plavani je ovSem v€asny pfichod ucitele na bazén.
Diky tomu se ucitel dokaze zkoncentrovat, zklidnit a naladit sebe sama na vyuku.
Sebemensi neklid ucitele déti lehce vyciti.

Volba vhodnych pomticek pro plaveckou vyuku

Obecné Ize Fici, ze je uzivani pomlcek ve vyuce plavani velmi zadouci.
Proces uceni ve vodé muzou zacatecnikim zpfijemnit a v urgitych fazich usnadnit
i zefektivnit. V soucasné dobé je trh s plaveckymi pomuckami pomérné Siroky a lze tak
pracovat s riznymi tvary, barvami a obménovat jejich vyuziti.
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Rovnéz v plavecké vyuce osob s PAS maji pomucky nezastupitelné misto.
Jejich vyuziti by mélo byt co mozna nejefektivnéjsi a pfi jejich volbé je nezbytné
vychazet ze specifik poruch autistického spektra, tzn. dbat na presny pocet, rozlozeni
barev, obménu jejich vyuziti apod. Klicova je také jejich pfiprava na dané misto pred
samotnou lekci, tzn., Ze ugitel musi mit jasnou predstavu, na jakém misté bude dané
pomucky potfebovat. Samoziejmosti pfi vyuce plavani téchto déti jsou také specifické
pomlcky — uréeni mista nastupu, program hodiny, nasténné hodiny a motivaéni
kartiCky.

Komunikace s détmi béhem plavecké vyuky

Jak jiz bylo zminéno vySe, prostfedi bazénu je velmi specifické a vyznacuje se
vysokou mirou hluku a celkové $patnou akustikou. Je proto nezbytné tomu pfizpUsobit
také komunikaci s u€astniky plavecké vyuky. Z divodu prochladani je nutné volit jasné,
struéné a srozumitelné pokyny, kterym jedinci porozumi. Stejné je to i pfi vyuce osob
s poruchou autistického spektra. Je nezbytné se vyvarovat zavadéjicim
a dvojsmysinym vyrazim, které muazou vyvolat ztratu orientace ve sdélovanych
pozadavcich.

Motivace u déti s PAS

Uloha motivace ve vychovné-vzdélavacim procesu déti je velmi diskutovanym
tématem. U déti s poruchou autistického spektra je motivace pomérné slozitou oblasti.
Bézna motivaci jako je pochvala mnohdy Uplné nefunguje. VétSina déti nechape, proc
je dulezité opakované plavat na druhou stranu bazénu a zpét. Je tedy dulezité pfedem
pfipravit ukol, diky kterému musi déti danou Cinnost provést opakované. Jedinec se
poté soustfedi na dokoncéeni ¢innosti. Odménou za spravné spinéné Ukoly bé&éhem
lekce mohou byt pro déti napf. samolepky, které si lepi na karticky se svym jménem.
Pocet samolepek je dan splnénim nebo nesplnénim danych ukol(.

Komunikace a spoluprace ucitele s rodici

Komunikace s rodi¢i je jednim z kliCovych bod( UspéSného pinéni cile ve
vychovné-vzdélavacim procesu. Bez komunikace a spoluprace s rodici by byla vychova
a vzdélavani osob s poruchou autistického spektra nemozna. PFi realizaci plavecké
vyuky jsou rodi¢e povinni informovat ucitele o zdravotnim stavu dité, jeho diagnéze,
pfipadné mife pfidruzené poruchy, i jeho specifickych charakteristikach (napf. vyzaduje
modré véci, citova vazanost na danou hracku, negativni zkuSenosti s vodou apod.).
Bez téchto informaci neni mozné pfipravit plavecky program. Nezbytné jsou také
konzultace ohledné progresu pfipadné stagnace v nacviku jednotlivych dovednosti
a nasledné sestaveni programu pfimo na miru danému ditéti. Soucasti této oblasti je
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také ziskani davéry rodi¢l v praci uciteld. Pokud rodi¢ nema divéru v ucitelovi
schopnosti a v jeho praci, nemize byt napInén cil, ktery si ucitel stanovil.

Diskuse

V tomto pfispévku jsme se snazily predstavit naSi nékolikaletou praxi
s realizaci a vedenim plavecké vyuky déti s poruchou autistického spektra. Nami takto
pfedstavenou plaveckou vyuku pro osoby s PAS povazujeme za téméf idedlni.
Zamérné uvadime témér idealni, protoZe z hlediska volby plaveckych bazénl plné
idedIni bohuzel neni. Je to dano zejména vytiZzenosti prazskych bazénd, jejich velikosti
a v neposledni fadé také cenou pronajmu. | pfesto jsme si ale s nepfizni podminek
dokazaly poradit a vysledkem je Uspé&3Sna realizace této plavecké vyuky. Pfi tvorbé
ro¢niho planu vyuky jsme vychazely z vySe uvedeného strukturovaného uceni, které se
i v plavecké vyuce ukazuje jako vhodné zvolenym vzdélavacim pfistupem pro déti
s poruchou autistického spektra. Vysledky naSi nékolikaleté prace jsme popsaly
doporucenich, ktera shledavame jako klicové pro hladky prabéh této plavecké vyuky.
Jsou to:
- znalost didaktiky plavani, zpUsoby vyuky déti s PAS
- znalost jednotlivych poruch a diagnéz kazdého jedince
- zajisténi vhodného prostfedi (bazén, Satny, atd.), vhodnych pomucek, schopnych
asistentd pfitomnych ve vodé
- dokonala pfiprava lekce (promyslené cile a €innosti vyuky)
- véasna pfiprava vSech pomucek jesté pred zacatkem lekce
- pfesny pocet a volba barev jednotlivych pomucek (vyznam pfi plnéni konkrétni
¢innosti)
- pouzivani specifickych pomlcek pro déti s PAS (viditelna vizualizace programu
hodiny, nasténné hodiny, uréeni mista nastupu a motivacni karticky)
- ddraz na dokonceni nacviku urcité dovednosti s UspéSnym pokusem, nikdy ne za
cenu negativni zkuSenosti (stanoveni obtiZznosti iUmérné schopnostem jedince)
- pozornost soustfedit na jedince, motivovat ho a podporovat
- co nejjednodussi vyuka vzhledem k realnym moznostem jedince, s cilem dosahnout
uspésné plavecké lokomoce
- pracovat s motivaénim systémem na urovni plnéni jednoho uUkolu, absolvovani celé
lekce nebo celého kurzu
- vizualizace — co mozna nejvétsi (cviceni, poCet opakovani, motivace, program atd.)
- potfeba prohloubené diferenciace uciva, metod a motivace
- v€asny prichod na vyuku — pfiprava pomucek, koncentrace na vyuku, zklidnéni,
naladéni sebe sama na vyuku.
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Mlzeme Fict, Zze z na$i systematické prace a pozorovani vyplyva, Zze ma
plavecka vyuka na déti pozitivni vliv a u vétSiny z nich dochazi k osvojeni zakladnich
dovednosti byt alespori v modifikované podobé. Coz povazujeme za naplnéni cile pro
tuto Cinnost.

Zavéry

Vyuka plavani osob s poruchou autistického spektra vychazi z didaktiky
V tomto pfFispévku jsme se snazily postihnout aspekty a néktera specifika plavecké
vyuky déti s PAS. Informace o této problematice zatim nejsou pfili§ bohaté. Doufame
tedy, Ze poznatky z nasSi praxe budou napomocny pfi sestavovani plaveckych
program( pro osoby s PAS.
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Abstrakt

Cilem pilotni studie bylo zméfit hodnoty klidového bazalniho metabolismu
(RMR), jako vychozi hodnoty pro naslednou vyzivovou intervenci u osob s misni lezi
(SCI). Pilotni studie méfeni RMR se zucastnilo celkem 15 probandi (7 muzd a 8 Zen)
s SCI v oblasti od patého kréniho do patého bederniho segmentu ve véku 39,67 + 9,73
rokd. SCI nasi respondenti utrpéli v letech 1983 az 2010 v dobé trvani 17,27 £+ 7,21
rokl. Z vysledkl vyplyvd, Ze hodnoty RMR méfené nepfimou kalorimetrii jsou niz$i od
15% do 61% a jeho hodnoty u jednotlivych probandl nekoreluji s vyskou jejich SCI.

Klicova slova: misni Iéze (SCI), klidovy bazalni metabolismus (RMR), pohybova
aktivita, energeticky pfijem, energeticky vydej

Abstract

The aim of the study was to measure the value of resting metabolic rate
(RMR), as initial values for the subsequent nutritional intervention in persons with spinal
cord injury (SCI). Pilot studies measuring RMR were performed in 7 men and 8 women
with SCI in 5 cervical to 5 lumbar segment aged 39,67 + 9,73 years. History of SCI in
our respondents ranged from 1983 to 2010 and a mean duration of 17,27 + 7,21 years
of disability. The results show that the values of RMR are reduced from 15% to 61%
and not correlated with SCI.

Key words: Spinal cord injury (SCI), Resting metabolic rate (RMR), motion activity,
energy intake, energy expenditure

Uvod

Po poranéni michy dochazi ke kompletnimu nebo ¢&aste¢nému ochrnuti
svalstva pod mistem léze. Ze dne na den se tak doposud samostatna osoba stava
zavisla na pomoci druhych. V sou€asné dobé se diky vysoké urovni akutni mediciny
délka zivota u osob s miSni lézi prodlouzila zhruba o 30 let (Khalil, et al., 2013).
Zarovenn se vSak sedavym zpusobem Zivota zvySuje procento vyskytu tzv.
sekundarnich onemocnéni.
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Javierre, et al. (2005) uvadi, ze mnoho faktord (obezita, nedostatek pohybu,
nevhodna dieta) pfispiva u osob s SCI ke zvySenému riziku inzulinové rezistence,
hyperinzulinémie, vzniku kardiovaskularnich chorob a obezity. U osob s SCI maji tyto
faktory tendenci korelovat se zavaznosti neurologického deficitu. Je to také pfedpoklad
ke snizeni svalové hmoty a zvySeni tukové tkané, ktera vede u osob s misni 1ézi ke
sniZené produkci inzulinu a sniZeni pfijmu glukozy.

Patogeneze u osob s SCI a jejich Zivotni styl jsou faktory, které pfimo ovliviiuji
fizeni hladiny glukézy v krvi a zvysuji riziko umrtnosti na kardiovaskularni onemocnéni
(Arrowwood, et al., 1987; Javierre, et al., 2005; Yekutiel, et al., 1989). Devito, et al.,
(1999) uvadi, ze onemocnéni kardiovaskularniho systému se u osob s SCI objevuiji
predCasné. Tato onemocnéni jsou pficinou az 45% umrti.

Celkovy denni vydej energie u osob s misni lézi je v rané fazi snizen az o 54%
v zavislosti na vySce a kompletnosti miSniho poranéni (Bauman, et al., 2004; Buchholz,
et al., 2003; Cox, et al., 1985; Mollinger, et al., 1985).

Cilem nasi pilotni studie bylo zméfit hodnoty RMR, jako vychozi hodnoty pro
naslednou vyzivovou intervenci u osob SCI. Sou€asné jsme chtéli pfispét k rozsifeni
v8eobecného povédomi s dlirazem na vyznam pohybové aktivity u osob s SCI.
Mnozstvi svalové hmoty podle mnohych odbornik{ ovliviiuje hodnoty RMR a pohybova
inaktivita vznik sekundarnich onemocnéni.

Metodika

Vyzkumny soubor pilotni studie méfeni RMR se zuc€astnilo celkem 15
probandd (7 muzd a 8 Zzen) s SCI v oblasti od patého kréniho do patého bederniho
segmentu ve véku 39,67 + 9,73 rokl. SCI naSi respondenti utrpéli v letech 1983 az
2010 v dobé trvani 17,27 + 7,21 rok(. Pfed zahajenim studie probandi dodrZzovali 48
hodin dietu s vylou€enim bilkovin. Pfed méfenim byly zméfeny vybrané
antropometrické parametry (t€lesna vyska, t€lesna hmotnost).

Metoda nepfimé kalorimetrie uréuje energeticky vydej i spotfebu jednotlivych
energetickych substratli nepfimo vypocétem z mérenych veli¢in — spotfeby kysliku (02)
a produkce oxidu uhli¢itého (CO2) (Andresova, Novak, 2004). Méfeni probihalo
v Biomedicinské laboratofi 15 minut vleze, po celkovém 30 minutovém
zklidnéni.VSichni probandi se studie zu¢astnili dobrovolné a byli seznameni s osobnimi
hodnotami naméfenych vysledkd. VSechna méfeni probihala v BML FTVS UK. Tato
studie byla schvalena etickou komisi FTVS UK a méfeni probihalo dle etickych
standard( Helsinské deklarace.
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Vysledky
Namérfena individualni hodnota RMR a pravidelna pohybova &innost naseho
vyzkumného souboru je zobrazena v tabulce &. 1 a 2.

Tabulka €. 1. - Hodnoty RMR a pohybova aktivita u SCI, Zeny.

Vyska misni 56 | Thas | Ths | Thse | Th7,8 | Thio | MO | s
léze 11

K. bazaini 79% | 68% | 39% | 39% | 68% | 63% | 78% | 50%
metabolismus

Pohybova < 1x < 1Ix < 3x < 3x < 1x <3x < 1Ix < 3x
aktivita tydné | tydné | tydné | tydné | tydné | tydné | tydné | tydné

Tabulka €. 2. - Hodnoty RMR a pohybova aktivita u osob s SCI, muzi

Vyska mi$ni léze | C5 C5-7 Ths | Th7,8 Th7- | Thio, L2
11 11

K. bazdini 70% | 55% | 66% | 51% | 71% | 61% | 85%

metabolismus

Pohybova < 3x < 3x < 1x <3x < 3x < 1x < 3x

aktivita tydné | tydné | tydné | tydné | tydné | tydné | tydné

VSichni probandi zvladli 48 hodinovou dietni pFipravu bez probléma.
Z vysledku vyplyva, Ze hodnoty RMR u osob s SCI jsou niz$i od 15% do 61%. Hodnoty
RMR nekoreluji s vySkou SCI.

Probandi se vénovali pravidelné pohybové aktivité v rozmezi 20 — 60 minut
tydné, vintenzité < 1x tydné, < 3x tydné. Nej¢astéjSi pravidelnou pohybovou ¢innosti
nasich probandu jsou: jizda na handbike, jizda v terénu na mechanickém invalidnim
voziku, fyzioterapie pod vedenim fyzioterapeuta, plavani a lyzovani na monoski.

Diskuse

K vypoltu bazalniho metabolismu se nejCastéji vyuziva Harris-Benediktova
rovnice, kterd vychazi z antropometrickych hodnot jedince. U osob s SCI pfi tomto
vypoctu neni zohlednéno mnozstvi nefunkéni svalové hmoty. Podle Marka, et al. (2007)
mnozi odbornici doporuéuji ur€it energetickou spotifebu pomoci nepfimé kalorimetrie
a vyhnout se tak aplikaci obecnych a pro osoby s SCI neplatnych vypoctt ke spotfebé
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energie. B&€Zné pouzivané tabulky k vypoctu spotfebované energie u dospélé populace
vyrazné precefiuji kaloricky vydej u osob s SCI. Mnoho proménnych, jako je vék, vyska,
télesna hmotnost, etnicky puvod, plocha télesného povrchu, slozeni téla, dietou
indukovana termogeneze a nedavné fyzické aktivity mohou mit vliv na predikci RMR
(Buchholtz, et al., 2001; Volp, et al., 2011).

Osoby s chronickou SCI maji snizeny metabolicky vydej (Mollinger, et al.,
1985; Spungen, et al., 1993). Libova tkan ,lean tissue“ (svaly, Slachy, vazy, esencialni
tuk) je nejvice metabolicky aktivni télesnou hmotou a mnozstvi aktivni svalové tkané,
ktera ma nejvétsi zastoupeni v libové tkani, se snizuje v zavislosti na délce stravené na
invalidnim voziku (Spungen, et al., 2000; 2003). Télesné slozeni po misni lézi se
u jednotlivel velmi li§i v disledku vysSky léze, poctu let od po Uraze a rozsahu
pohybové aktivity (Gorgey et al., 2010). Podle Deitricka et al. (1948) je u osob bez SCI,
kterym byly dolni koncetiny imobilizovany v sadrovych fixacich, primérné snizeni
hodnot bazalniho metabolismu o 7%.

Mutton, et al. (1997) uvadi, ze pohybovou aktivitou Ize zlepSit profil inzulinové
rezistence. U osob s SCI je pfi zvy$ené fyzické aktivité - z divodu ztraty aktivni svalové
hmoty - vyuZiti télesnych tukovych zasob velmi snizené. Nicméné stale zlstava pfima
souvislost mezi dennim vydejem energie a snizenim objemu télesného tuku (Wang,
et al., 2000).

Mezi sekundarni onemocnéni obezity Hainer, et al. (2004) uvadi metabolicky
syndrom, endokrinni komplikace a kardiovaskularni komplikace. American College of
Sports Medicine a Americka diabetologicka asociace uznavaji pohybovou aktivitu za
prevenci nékterych sekundarnich onemocnéni (Colberg, et al., 2010). | kdyZ nejsou
pfesné stanoveny smérnice pohybovych aktivit pro osoby s miSni lézi, vyzkumnici
a rehabilitaéni pracovnici se shoduji, Zze aktivni Zivotni styl u osob s misni lézi je
prevenci téchto onemocnéni (Gater, et al., 2007; 2011).

Z vysledkd nasi pilotni studie je patrné, Ze hodnoty RMR u jednotlivych
probandd nekoreluji s vySkou jejich misni 1éze. Vysledky pilotni studie a nasledného
experimentu jednotlivym probandim umozni urcit jejich optimalni energeticky pfijem.
Pfinosem pilotni studie je snaha poukazat, Ze osoby s miSni lézi vyzaduji pfi
sestavovani jidelniCku znalost specifik jedince, jeho zivotniho stylu a aktualniho
zdravotniho stavu.

Zaveér

V pilotni  studii jsme u osob s miSni |ézi metodou nepfimé kalorimetrie
ziskali hodnoty RMR niz§i od 15% do 61%. Pfi vyzivovém poradenstvi pro osoby
s misni 1ézi je vhodné vychazet z individuadlné naméfenych dat ziskanych z méfeni
nepfimé kalorimetrie. VypoCty k ziskani hodnoty bazalniho metabolismu
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z antropometrickych Udaju vykazuji vyS$Si hodnoty nez hodnoty ziskané nepfimou
kalorimetrii. ~ Sestavovani  redukéniho  jidelniCku pro tyto osoby na
zakladé antropometrickych Udaju by tak mohl zpUsobit nezadouci pfirGstek jejich
télesné hmotnosti.
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Abstrakt

Dynamické obdobi, kterym prochazi naSe zakladni a stfedni Skolstvi, vyzaduje
fadu inovaci. Jednou znich je vnimani 3kolni télesné vychovy jako v8eobecné
vzdélavaciho pfedmétu a nedilné soucasti povinného vzdélavaciho systému. S tim je
spojena nutnost revize postupl pfi uvolfiovani zakla z télesné vychovy, obsahové
zmény ve vysokoskolské pfipravé budoucich ugiteld télesné vychovy, dialog
s lékafskou odbornou vefejnosti, osvéta u rodi¢d a zafazeni otdzek pohybovych aktivit
a zdravého Zivotniho stylu do systému celozivotniho vzdélavani a Skoleni
pedagogickych pracovnikli, véetné asistentd pedagoga, poradenskych specialné-
pedagogickych pracovnikii nebo fediteld Skol. Mezirezortni snahy o implementaci
mezinarodnich strategickych dokument( do narodnich legislativnich norem se v oblasti
spole&ného vzdélavani, véetné télesné vychovy, dogkavaji postupného napliiovani. CR
je v nékterych oblastech paradoxné Iépe pfipravena na zahajeni fungujiciho systému
zafazovani zakl do spole¢nych pohybovych programu ve Skolach nez vétSina okolnich
statl. Prispévek si klade za cil predstavit konkrétni postup pfi vytvareni individualnich
vzdélavacich planl pro Skolni télesnou vychovu a predstavuje plan zmén na krajské
i celostatni arovni.

Klicova slova: aplikované pohybové aktivity; spoleéné vzdélavani; specialné
pedagogické poradenstvi, pohybova gramotnost

Uvod

Vyznamnym a vSeobecné pfijimanym prostfedkem, ktery ovliviiuje vyvoj
Clovéka po strance psychické, fyzické, socialni i spiritudlni, je pohybova aktivita (JeSina,
2017). Tématu pozitivniho dopadu pohybovych aktivit na rizné skupiny osob, véetné
zakl (v souladu se Skolnim prostfedim pojem zahrnujici déti, zaky a studenty) se
v minulosti vénovala fada autord (Baker et al., 2007; Baker et al., 2014; Baranowski et
al., 1994; Cooper et al. 2005; Freedson, 1991; Lee & Maheswaran, 2011; Sallis
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& Patrick, 1994; Trost et al., 1997). Poukazuji na vhodnost pohybovych aktivit pro
celkové zdravi a zlepSeni kvality Zivota jedinct vS8ech vékovych skupin. V Ceské
republice se také nékolik pracovnich skupin zabyva benefity a podporou pohybovych
aktivit u zakd i dospélych (Blahutkova, Pacholik, P&¢, Hrngifikova, Smolka, 2009;
Hatlova, 2003; Jesina, Hamfik, et al., 2011; Kalman, Hamfik, & Pavelka, 2009; Krejci,
et al.,, 2010; Mita$ & Fromel, 2013; Stackeova, 2014; Vyhlidal, JeSina, et al., 2014).
Zaznamenali jsme ale i zajem I|ékafské odborné vefejnosti, vyjadfit se k této
problematice (Hrstkova & Bothova, 2012; Zeman, 2011; Syslova, 2016; Stérba, 2014).
Néktefi z nich poukazuji na neopodstatnény negativni postoj praktickych lékar( pro déti
a dorost kucasti zaki se zdravotnim znevyhodnénim k pohybovym aktivitam.
Dostalova (2011), ale i Syslova (2016) vSak také upozorfiuji na potencialni negativni
dopady nepfiméfené, jednostranné zaméfené a mnohdy nevhodné provadéné
pohybové aktivity vyvolavajici v organizmu nezadouci zmény. Tyto obavy se Casto
objevuji v souvislosti s zaky se zdravotnim znevyhodnénim a postizenim. Mezi
zdravotni znevyhodnéni se nejcastgji ve Skolnim prostfedi fadi takové diagnézy, které
negativné ovliviiuji Skolni dochazku, limituji zaky v dosahovani Skolnich uspéchu,
znevyhodiiuji zaky pfi srovnani s vrstevniky. Zdravotni znevyhodnéni, stejné jako
zdravotni postiZeni, je vnimano jako jeden z kliGovych divodl implementace nékterého
ze stupnd podplrnych opatfeni. Vyznam pohybovych aktivit pro skupiny osob se
zdravotnim postizenim zdlrazfuje cela fada autor u nas i v zahrani¢i (Bartoriova
& Jesina, 2012; Blaha, 2010; Block & Obrusnikova, 2007; Janecka & Blaha, 2013;
JeSina, Hamrik, et al., 2011; JeSina & Kudlacek, 2009; Kudlacek & JeSina, 2013;
Rybova & Kudlacek, 2010; Ng, Rintala, Tynjala, Vilberg, & Kannas, 2014), Rimmer,
2005; Rintala, Valimaa, Tynjala, Boyce, King, Villberg, & Knnas, 2011). Sherrill, 2004;
Stérbova, 2007; Valkova, 2000; Vyhlidal, JeSina, et al., 2014 aj. se shoduji v tom, Ze
pohybové aktivity hraji dalezitou roli pfi spoleCenském zaclenéni zakl se zdravotnim
postizenim a znevyhodnénim, v jejich osobnostné-socialnim formovani nebo pfi
prevenci zdravotnich rizik vztahujicich se k nedostatecné realizaci pohybovych aktivit.
Z hlediska zakl se zdravotnim postizenim &i znevyhodnénim to znamena, Ze pokud se
nesetkaji s dostate€nou nabidkou pohybovych aktivit, nebudou mit dostate€nou
moznost sdileni emoci, socialniho kontaktu a prostoru pro rozvoj svych motorickych
kompetenci. V pozdéjSim véku z toho pak vyplyvaji velmi snizené moznosti pfistupu
k pohybovym aktivitdm a tim i k podpofe vlastniho zdravi a zvySovani kvality Zivota
(JeSina, Hamfik, et al., 2011; JeSina, Kudlacek, & Bartofiova, 2015; Wittmannova,
2017, Zorad, 2017). Pohybové aktivity jsou vhodnym prostfedkem pro G¢ast Zzaku se
zdravotnim postizenim na spoleenském zivoté. U téchto zakl je tedy zapojeni do
pohybovych aktivit jednim z mozZnych preventivnich nastroji socialni exkluze.
Pohybové aktivity vhodné rozvijeji nékteré kliCové kompetence a plsobi na celkové
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zvySovani kvality Zivota a zdravi osob se zdravotnim postizenim a znevyhodnénim
(JeSina, 2017).

Cilem prispévku je analyzovat sou¢asné moznosti UCasti Zakll se zdravotnim
postizenim a znevyhodnénim ve 3kolni télesné vychové. Druhym cilem je pfedstavit
inovativni navrhy pfi implementaci podpory pro hlub$i zapojeni téchto zakd do
pohybovych aktivit v prostfedi kol a kolskych instituci.

Metodika

Hlavnim vyuzitou metodou je analyza stavajicich legislativnich norem
relevantnich k problematice zacleriovani zakl se zdravotnim znevyhodnénim
a postizenim. Jedna se zejména o normy uplatiiované v rezortu Ministerstva Skolstvi,
mladeze a télovychovy a Ministerstva zdravotnictvi. Tuto analyzu konfrontujeme
s oficialnimi zji$t&nimi hlavnich autorit v t&chto rezortech jako je Ceska $kolni inspekce,
Cesky statisticky Fad &i oficialni vyznamné strategické dokumenty jako je Zdravi 2020
nebo nafizeni Vlady CR &. 275/2016 Sb.

Vysledky

Velmi dllezitym dokumentem z pohledu zaclenéni zakl s rdznymi zdravotnimi
specifiky (zdravotnim postizenim a znevyhodnénim) je Umluva o pravech osob se
zdravotnim postizenim (OSN, 2006). Tato rezoluce vyjadfuje znepokojeni nad
obtiznymi podminkami osob se zdravotnim postizenim, které jsou vystavovany
mnohonasobnym a zavaznym formam diskriminace. V oblasti vzdélavani se vyjadfuje
k zajisténi inkluzivniho vzdélavaciho systému na vSech urovnich véetné celoZivotniho
vzdélavani. Dokument dale zdlrazriuje nutnost systémové podporovat pfipravu
pedagogickych pracovnikll pro Skolni i mimoskolni oblast (véetné volnoCasové). Tato
opatfeni se dotykaji oblasti Skolniho vzdélavani, ale i volnoCasovych aktivit. Vyzyvaji
k feSeni antidiskriminaCnich opatfeni. Zminuji také nutnost vytvaret podminky ucasti
v riznych formach pohybovych aktivit. Za timto ucelem staty, které jsou smluvni
stranou této umluvy, zajisti, aby osobam se zdravotnim postizenim byla poskytovana
pfiméfena uprava podminek vzdélavani. S ohledem na tento dokument tedy dochazi
k postupnym relevantnim legislativnim Gpravam. Skolni t&lesna vychova je povinnou
soucasti vyu€ovani ve vétSiné evropskych zemi (Kudlacek, Morgulec, & Verellen,
2010). Rozdily jsou v objemu vyu€ovacich hodin vyhrazenych pro télesnou vychovu
v zemich EU, v pfistupu k osnovam a v pozadavcich na odbornou pfipravu ucitel
télesné vychovy.

NaSe (JeSina, 2011; JeSina, et al., 2011; Kudlacek, 2008) i zahrani¢ni (Block,
2007; Kudlacek, Morgulec, & Verellen, 2010; Ng, et al., 2014; Haegele & Xihe, 2017;
Rimmer, 2005) zkuSenosti vyvolavaji potfebu podpory aplikovanych pohybovych aktivit,
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v€etné zdravotni télesné vychovy. Argumenty zaloZené na vyzkumnych Setfenich
skute€né hovofi o problematickych aspektech zapojeni Zaku se zdravotnim postizenim
a znevyhodnénim v systému spole¢né skolni télesné vychovy. Pravé v souvislosti
s témi zjisténimi a stavem pfipravenosti Skolského prostfedi na spolecné vzdélavani je
nutné implementovat systémy pro podporu $kolni télesné vychovy. Jednim z takovych
systémU povazujeme za povinnost zaclenéni zakl se SVP do bézného TV
s nezbytnymi Gpravami, tedy podpurnymi opatfenimi, ve smyslu aplikované télesné
vychovy. S ohledem na ¢eskou legislativu (zakon €. 561/2004 Sb.) feditel mtze uvolnit
zaka s kteréhokoliv predmétu na zakladé zadosti rodiéil. Reditel je tedy odpovédny za
zafazeni zaka do TV, ur€eni nahradniho zplUsobu vzdélavani ¢i jeho uvolnéni. Nicméné
rodie jsou tedy ,de jure“ hybatelé celého procesu. Pokud rodi¢e nezadaji, neni mozné
z8ka do TV nezafadit. V praxi jsme svédky chybného postupu a formulafa s terminy
jako osvobozeni Ci ¢asteéné osvobozeni. Takova oznaceni evokuji negativni pfinos
Skolni TV, od které by mél zak osvobozen, aby nedochazelo k jeho ujmé. Tento pfistup
snizuje vyznam pohybovych aktivit u takto ,nalepkovanych” zakl a posouva pohybové
aktivity do kategorie ohrozujici, nedulezity, negativni. Bartofiova, JeSina (2012) navrhuji
postup, ktery v kooperaci se SPC a lékafskym pracovnikem vede k navrhu pohybovych
aktivit a zakladnich postupl, které maji byt vodici pro vytvofeni individualniho
vzdélavaciho planu a od roku 2016 i planu pedagogické podpory v prvnim stupni
podpulrnych opatfeni.

Pokud se to vzhledem k charakteru zdravotniho stavu a jeho vyvoje u Zaku se
SVP jevi jako vhodné, je mozné jako podptirné opatfeni zafadit zdravotni TV. Urovefi
zdravotni télesné vychovy ma u nas dlouhodobé silnou tradici v samostatném pojeti
jako alternativa ke klasické télesné vychové. V souladu se zahraniénimi systémy je
zdravotni télesna vychova soucast aplikované télesné vychovy (spolecné
s rehabilitacni télesnou vychovou nebo pohybovou vychovou). Dostalova (2011)
zdravotni télesnou vychovu chape jako specificky typ Skolni télesné vychovy uréenou
pro Zaky se zdravotnim oslabenim. V naSem textu v souladu se soucasnou legislativou
pouzivame termin zdravotni znevyhodnéni. Zaroven chapeme zdravotni télesnou
vychovu spiSe jako jednu z forem tzv. Skolni télesné vychovy, ktera v sobé (kromé
télesné a zdravotni télesné vychovy) zahrnuje vSechny dalSi pohybové orientované
¢innosti organizované v ramci Skolniho systému vzdélavani. | odborné vefejnosti malo
znédma je napf. rehabilitacni télesna vychova, ktera je alternativou zdravotni télesné
vychovy uréené pro zaky s téZkym mentalnim, ale zejména soub&znym postizenim vice
vadami a je sou€asti RA&mcoveého vzdélavaciho programu pro obor vzdélavani zakladni
Skola specialni (Vyzkumny ustav pedagogicky v Praze, 2008). Jen pro uplnost,
pohybové vychova, dle stejného dokumentu, pfedstavuje vzdélavaci obor obdobny jako
télesna vychova, zafazeny do vzdélavaci oblasti Clovék a zdravi, avéak primarné je

83



22.9. 2017

uren zakim s mentalnim a soubéznym postizenim vice vadami (JeSina et al., 2013).
Dal$imi formami je sportovni trénink zahrnuty do Skolnich vzdélavacich plan( pfislusné
Skoly se zaméfenim na TV a sport, 8kolni sportovni akce, vylety, ale napf. i nékteré
programy v rdmci projektovych dni (prvky ochrany zdravi a obyvatel) nebo cyklisticky
aktivni &ast dopravni vychovy jako soudast oblasti Clovék a jeho svét.

V souc¢asné dobé (dle vyhlasky 391/2013 Sb.) plati, ze zafazeni &i nezafrazeni
do jakékoliv zforem TV realizuje na zakladé l|ékafského posudku, pfiemz za
implementaci je zodpovédny feditel pfisludné Skoly, jak popisujeme vySe. Lékaisky
posudek se vydava bud se zavérem o zdravotni zpUsobilosti ke sportu nebo télesné
vychové; zdravotni nezpUsobilosti ke sportu nebo télesné vychové ¢&i zdravotni
zpUsobilosti s podminkou ke sportu nebo télesné vychové. V pfipadé organizovaného
¢i neorganizovaného sportu nebo pfedmétu télesna vychova se uvadi vzdy doba
platnosti posudku. Tento dokument umozZiuje uvolnéni ze Skolni té€lesné vychovy na
zakladé pfifazeni k jedné zfady deklarovanych diagn6z a bohuzel spoluvytvaFi
podminky pro casto bezdlvodné vyclenéni zakd z ucasti na Skolni TV, sportu
a volno€asovych neorganizovanych pohybovych aktivitdich. Krom& zamezeni nebo
omezeni k uC€asti k pohybovym aktivitam dokument nenabizi zadné alternativy.
Nestanovi povinnost zdravotni télesné vychovy nebo zfizeni aplikované télesné
vychovy s vedenim kompetentnimi pedagogy. V podstaté je tim fe€eno, ze smysluplné
vedené pohybové aktivity kompetentnimi pedagogy zakim s obezitou neprospivaji
jejich zdravi, ba dokonce predstavuiji zdravotni riziko (Jesina, 2017). Z vysledki Ceské
Skolni inspekce (2016) je zfejmé, ze témér 42 % Skol na Il. stupni zakladnich uvolfuje
zaky s télesné vychovy. Na prvnim stupni se jednd o 1 % a na druhém stupni 2 %
v8ech zakh v CR.

Integracni proces neni ve 8kolni TV mozné realizovat bez adekvatni podpory
pedagogickym pracovnikim. Jiz v roce 2011 bylo dle vysledk( vyzkumného Setfeni
patrné, Ze 85,71 % (36) SPC (respektive jejich fidicich pracovnik() je pfesvédceno
0 pozitivnim pfinosu zfizeni pozice konzultant APA ve svém kraji. Pouze 14,29 % (6)
SPC by nepfivitalo nebo se nedomniva, Ze je nutné zfizeni pozice konzultant APA.
Z ¢ehoz 69,01 % (29) uvedlo ,urcité ano*, 16,67 % (7) ,spiSe ano“, 7,14 % (3) ,spiSe
ne“, 7,14 % (3) ,urcité ne* (JeSina, et al., 2011). Od Skolniho (akademického) roku
2017/2018 dochazi k podpofe spoleéného vzdélavani ve Skolni TV prostfednictvim
dvou projektld. Jednim znositelll je Fakulta télesné kultury UP v Olomouci
(6 konzultantd APA), druhym Fakulta télesné vychovy a sportu UK v Praze (2-3
konzultanti APA). V kombinaci s prioritami Olomouckého kraje v podobé projektu
akéniho planu vzdélavani a pfijetim 6 novych pracovnikll na pozici konzultant APA se
v souctu jedna cca 15 pracovnikl. Dle dostupnych informaci European Federation of
Adapted Physical Activity se stava CR prvnim statem, co do poétu takto zamérenych
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poradenskych pracovnikGi v Evropé. VétSi podporu pro spole€né vzdélavani nema
Zadny stat v Evropské unii, coz je velka vyzva a zaroven pfilezitost.

Diskuse

Ve vzdélavacim procesu na vSech urovnich je potfeba vénovat zvySenou
pozornost potfebam zakd se zdravotnimi limity, a to i s ohledem na vzristajici pocet
hromadnych neinfekénich onemocnéni (Kalman, Hamfik, & Pavelka, 2009). Tento
trend je faktem, ktery je tfeba vnimat nejen jako zdravotni, ale pfedevSim politicky
problém. Neni pfipustné vyjimat ze zakladniho vzdélavani Skolni télesnou vychovu,
pokud to neni ze zdravotnich duvodld nezbytné. Nékteré dokumenty pfimo popiraji
vySe uvedend strategicka rozhodnuti. Ze zahrani¢nich zkuSenosti je evidentni, Ze
v nékterych statech az 96 % integrovanych zakl se zdravotnim postizenim (tedy dfive
IV. zdravotni skupina) navstévuje i Skolni télesnou vychovu. Tedy, Ze pouze cca 4 %
jsou z TV uvolnéna (Jeong, 2011). Povazujeme za v této souvislosti za nemyslitelné,
aby byli v TV systémové vzdélavani zaci na Skolach primarné ur¢enych zakim se
zdravotnim postizenim ana ,b&Znych“ Skolach byli Zaci s relativné menSimi
zdravotnimi problémy uvolfiovani.

Kromé inkluzivnich trendt a existence legislativnich norem jsou hlavnimi
vychodisky pro zfizeni pracovni pozice konzultant APA potfeba praxe a skute€nost, ze
odbornici na tuto problematiku jsou jiz dlouhd Iéta v CR vysokodkolsky vzdé&lavani.
Ceské vysoké Skolstvi jiz vice nez 35 let zafazuje povinné predméty typu zdravotni
télesna vychova do svych kurikul u obor( pfipravujicich budouci ucitele skolni télesné
vychovy. Rada vysokych 8kol pak zafazuje predméty zoblasti aplikovanych
pohybovych aktivit nebo pfimo aplikované télesné vychovy jako povinny (5) nebo
volitelny (1) pro vSechny studenty relevantnich vysoko$kolskych oborl (Baloun,
Kudladek, & Cepi¢ka, 2013). Na dvou vysokoskolskych pracovistich (FTK UP
v Olomouci a znovu i FTVS UK v Praze) nabizi obor pfimo zaméfeny na odborniky
v oblasti aplikované télesné vychovy a zdravotni télesnou vychovu (Kudlacek, 2014;
Varekova et al., 2014). Vytvofenim systému povinné zdravotni télesné vychovy
nevznikaji zadné kompetenéni problémy. Rozhodnuti o podpofe zavedeni aplikované
télesné vychovy na spadovych &i vétSich zakladnich a stfednich Skolach také vyzaduje
pouze distribuci kompetentnich pedagogt (nikoliv navyseni finanénich nakladd) v této
oblasti a drobné legislativni uUpravy (zejména jde o =zakon 563/2004 Sb.,
0 pedagogickych pracovnicich), které to umozni. Timto navrhem se ostatné vazné
zabyva i strategicky plan Ministerstva zdravotnictvi Zdravi 2020. Ten se v mnoha
bodech dotyka i resortl ostatnich ministerstev (zejména Ministerstva Skolstvi, mladeze
a télovychovy a Ministerstva prace a socialnich véci).

85



22.9. 2017

Aktualné jsme pfimymi svédky implementace mezinarodnich dokumentd,
zejména umluvy OSN (viz vySe), do naSeho legislativniho systému a praktického
uplatnéni. Soucasti této implementace bude i revize norem tykajicich se uvolfiovani
zTV. Tyto Upravy pIné koresponduji s planem Ministerstva zdravotnictvi, které je
soucCasti vyznamného strategického dokumentu Zdravi 2020. Stejné jako hledani
podpory v podobé zfizeni pracovnich pozic metodiki pohybové gramotnosti —
konzultantd APA. | toto je sou€asti dokumentu Zdravi 2020. Kompetence téchto
poradenskych pracovniki budou korespondovat s etablovanymi specialné-
pedagogickymi poradenskymi pracovniky. Dal$im dikazem implementace postupu pro
spoleéné vzdélavani je nafizeni Vlady CR &. 275/2016 Sb., které kromé jiného definuje
zakladni ramec pro vysokoSkolské vzdélavaci programy. Soucasti vysokoSkolské
pfipravy uciteld TV jsou od roku 2016 kromé zdravotni télesné vychovy i aplikované
pohybové aktivity (tedy v prostfedi TV se jedna o aplikovanou TV).

Zaver

Je zfejmé, Ze Skoly budou postaveny pfed relativhé novou vyzvu v podobé
spole¢ného vzdélavani ve Skolni TV. V dosavadni praxi bylo ¢asté uplatfiovani procesu
uvolfovani zTV. Tim byl problém zdanlivé vyfeSen. NedUstojnost rozhodnuti
a diskriminacni charakter nejsou jedinou negativni strankou celého procesu. Devalvace
kompetenci uciteld TV a Casto i lékafskych pracovnik(l je nedilnou soucasti tohoto
systému. Takto hluboko zakofenéna praxe je v dusledku limitem pro pfijeti paradigmatu
stavéjicim TV na uroven vSech ostatnich vSeobecné vzdélavacich predmétd.
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Abstrakt

Golf se stava stale obliben&jsi pohybovou aktivitou. Ceska golfova asociace
se snazi pfiblizit golf détem a to nejenom détem intaktnim, ale i détem s disabilitou. Ve
spolupraci s €eskou golfovou asociaci byl nami vypracovan tfimésicni intervenéni
pohybovy program pro déti se sluchovym postiZzenim zaméfeny indoorové, kdy byl
vyuzit golfovy vyukovy programem SNAG, ktery je ve svété i v CR stale jesté novinkou.
Univerzalni vyuziti SNAGu je pro vyuku ve Skole idealni, véetné outdoorového vyuziti
na Skolnim hfisti. Prezentovany intervencni pohybovy program fizenych pohybovych
aktivit se zaméfenim na SNAG byl vyzkumné ovéfen u 11 déti se sluchovou disabilitou
(stfedni nedoslychavost, uplna hluchota) ve véku od 7 do 15 let. Cilem vyzkumného
Setfeni bylo zhodnoceni pozitivniho vlivu intervenéniho programu fizenych pohybovych
aktivit svyuzitim SNEGu na oblast télesného a psychosocialniho zdravi
prostfednictvim standardizovaného dotazniku PedsQLTM 4.0. Na zakladé ziskanych
vysledku Ize potvrdit hypotézu o pozitivnim vlivu intervenéniho pohybového programu
fizenych pohybovych aktivit se zaméfenim na SNAG jak v oblasti télesného, tak
i psychosocialniho zdravi u experimentalni skupiny. Po ukonéeni daného tfimési¢niho
intervenéniho programu doslo k celkovému primérnému zlepSeni o 6 % v oblasti
télesného zdravi a 0 5,1 % v oblasti psychosocialniho zdravi. U kontrolni skupiny byly
vysledky bez vécné vyznamnosti.

Klicova slova: Skolni vék ditéte, sluchova disabilita, fizené pohybové aktivity, SNAG

Uvod

Pojem disabilita je definovan dle ICF (2001) jako snizeni funk&nich schopnosti
na urovni téla, jedince nebo spoleCnosti, ktera vznika, kdyz se obfan se svym
zdravotnim stavem (zdravotni kondici) setkava s bariérami prostfedi. Sluchova
disabilita byva zpravidla nasledkem organické nebo funkéni vady, resp. poruchy
v kterékoli €asti sluchového analyzatoru, sluchové drahy a sluchovych korovych center,
pfipadné funkcionalné percep&nich poruch (Slowik 2007).
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Pro sv(j negativni dopad na vyvoj ditéte byvaji sluchové vady hodnoceny jako
jedny z nejtézSich (Potmésil 2007). NevytvaFi se nebo je znatné zkreslena zvukova
mapa, kterou dité ziskava v prvnich mésicich Zivota. Nedostatek vnimani a pochopeni
zvuk( z okoli pak vede kovlivnéni rozvoje ditéte, a to zejména v oblasti verbalni
inteligence, rozvoje Fedi a v oblasti psychosocialni (Sediva 2006). Déti, které se citi byt
omezovany svou hluchotou, byvaji bojacné a plactivé, nebo také zlostné az zlomysiné
(Prochazkova, Vysulek 2007). Déti s disabilitou sluchovou jsou ve svém citovém
vyvoji vyraznéji ohrozeny nez déti slysici. Jsou €asto vystavovany podnétové deprivaci,
opakovanému zklamani a nepochopeni v komunikaCnich situacich, stresu, Uzkosti
nebo frustraci (Krahulcova 2014). Realizace fizené pohybové aktivity ditéte se
sluchovou disabilitou znamena zejména metodicko-didakticky problém (Janecka, Blaha
2014). Zakladem zdravého Zzivotniho stylu ditéte s disabilitou je adekvatni pohybovy
rezim spole€né s pestrou a vyvazenou stravou, psychickym a télesnym uvolnénim,
zdravotni preventivni pé¢i a salutogenetickym uchopenim Zzivota. Zejména sedavy
zplUsob Zivota je v dneSni dobé &im dal vétSim problémem jak u déti zdravych, tak
u déti s disabilitou. Déti davaji pfednost sezeni u pocitae a televizi pfed pohybovou
aktivitou venku nebo vevnitf. Sedavy zpusob Zivota a nedostatek pohybu vede k fadé
fyzickych i psychickych problém0 a také k obezité (Krej¢i 2016).

Je jen malo pohybovych aktivit, které mohou byt zafazeny mezi fizené
pohybové aktivity bez rozdilu véku, télesné hmotnosti, télesné kondice nebo disability.
SNAG, coz je zkratka pro anglicky nazev ,starting new at golf* mize byt celozivotnim
sportem, s vysokou etikou chovani, jehoz krédem je slusnost, ohleduplnost a tymova
spoluprace. Umozriuje pohyb na c&erstvém vzduchu s minimalnim rizikem udrazu.
Podporuje samostatnost a trpélivost, posiluje sebevédomi a u&i déti pravidlu fair play.

Prioritou projektu Golf do $kol je zejména snaha rozvijet motorické dovednosti
déti a podnécovat somatomentalni rozvoj prostfednictvim SNAG. Krouzky vedou
golfovi trenéfi nebo proskoleni ucitelé. Vyuku je tfeba vzdy rozdélit do lekci
a postupovat dle metodiky postupné vzdy se stejnou skupinou ve tfimési¢nich blocich.
Idealni pocet na jednoho instruktora je 8-12 déti. Metodika pfedepsanych krokl je od
vyuky zakladG az po vytvareni vlastniho hfisté a vyuziti vSech nabytych dovednosti.
Soucasti vyuky jsou soutéZe a turnaje, od jednotlivcl, druZzstev stejné Skoly az po
meziskolni a mezikrajové turnaje. Zakladni Skola musi mit navazanou spolupraci
s golfovym klubem v regionu a dohodu s proSkolenym a certifikovanym instruktorem
systtmu SNAG. Tato podminka je duUlezitd zejména pro zaruceni kvality vyuky.
Spolupracuijici golfovy klub je tak povinen postarat se o dalSi vyuku déti, ktefi budou
mit zajem v golfu pokraCovat. Dal$i podminkou je, ze Skola musi zajistit dostatecné
vyukové prostory, vhodné k vyuziti po cely rok - celoroéné télocvi€nu, sezénné
venkovni sportovni nebo travnatou plochu v aredlu Skoly nebo jeji blizkosti. Spoluprace
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tfi subjektt je nasledujici: Skola zfidi pravidelny golfovy krouzek a jeho ¢&innost
predstavi rodi¢m déti, klubovy SNAG instruktor navstévuje v pravidelnych intervalech
hodiny krouzku a dohlizi na spravnou metodiku vyuky, golfovy klub se podili na osvété
SNAGu mezi rodi¢i a pofada pfedvadéci akce pro déti a jejich rodice (snag.cz 2014).

Nami vyzkumné& ovéfovany program fizenych pohybovych aktivit se
zamérenim na SNAG je také soubor pomucek, diky kterym je motorické uc€eni pro déti
se sluchovou disabilitou nazorné a motivujici. Hraje se na cil - terCe, na kratkou
vzdalenost. Vyuka je zaméfena na presnost a plynulost uder a pohybu, nikoli na silu
Uderu. Pomucky jsou barevné, s doplfiujicimi vizualnimi a zvukovymi efekty. V ramci
vyukového systému SNAG rozvijeji déti spravné motorické dovednosti ve znamém
prostfedi Skolniho hfisté. Jednotlivé komponenty systému SNAG jsou navrzeny tak,
aby détem wusnadriovaly ziskani zakladnich dovednosti golfové hry. Vizualné
a metodicky je vSe zpracované tak, aby vyuka byla jednoducha, nazorna, a také
bezpecna. Oproti regulérnimu golfu neleti mi¢ na velkou vzdalenost, ale rana je
smeéfovana na ter. K odehrani mice tedy neni tfeba silného uderu a vysledek je
ztetelny ihned. Prvky vyuky, jako je postoj, spravné drZzeni hole, Svih a uder, jsou
pfirovnavany k barevnym hodinam a pismentm, aby vSe bylo pro déti se sluchovou
disabilitou nazorné a snadno pochopitelné. Hole jsou plastové a barevné odlidené
podle velikosti. Rukojet’ hole, tzv. grip, je formovany do tvaru pétidhelniku pro snadné
uchopeni. Veskeré pomucky jsou doplnény barevnymi znackami pro spravné pouziti
(snag.cz 2014).

Cil

Cilem vyzkumného Setfeni bylo zhodnoceni pozitivniho vlivu intervencniho
pohybového programu Fizenych pohybovych aktivit se zaméfenim na SNAG na oblast
télesného a psychosocialniho zdravi prostfednictvim standardizovaného dotazniku
PedsQLTM 4.0.

Metodika

Vyzkumny soubor (ES) se skladal celkem z 11 probandl se sluchovou
disabilitou (viz Tabulka 1). Skupinu tvofilo osm chlapct a tfi divky ve vékovém rozmezi
od 7 do 15 let se sluchovou disabilitou rlizného stupné a vékového priméru 9,2 let.
Kontrolni soubor (KS) tvofili chlapci a divky se sluchovou disabilitou ve véku od 7 do 15
let v poCtu 11 (viz Tabulka 2), diagndéza byla stejna jako u ES, vékovy primér skupiny
byl 10 let.
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Tabulka 1 Charakteristika experimentalni skupiny (N=11, ES=8 chlapcd, 3 divky)

Proband Pohlavi Vék | Diagnoéza

1 chlapec 7 let | Uplna hluchota

2 chlapec 8 let | stfedni nedoslychavost
3 chlapec 8 let | stfedni nedoslychavost
4 chlapec 7 let | t&Zké nedoslychavost
5 chlapec 7 let | stfedni nedoslychavost
6 chlapec 9 let | t&Zké nedoslychavost
7 chlapec 9 let | stfedni nedoslychavost
8 chlapec 10 let | stfedni nedoslychavost
9 divka 10 let | stfedni nedoslychavost
10 divka 11 let | dplna hluchota

11 divka 15 let | tézka nedoslychavost

Tabulka 2 Charakteristika kontrolni skupiny (N=11, KS=7 chlapcdt, 4 divky)

Proband Pohlavi Vék | Diagnoéza

1 chlapec 7 let | tézka nedoslychavost
2 chlapec 8 let | stfedni nedoslychavost
3 chlapec 8 let | Uplna hluchota

4 chlapec 9 let | stfedni nedoslychavost
5 chlapec 10 let | tézka nedoslychavost
6 chlapec 10 let | uplna hluchota

7 chlapec 10 let | stfedni nedoslychavost
8 divka 11 let | stfedni nedoslychavost
9 divka 11 let | stfedni nedoslychavost
10 divka 12 let | tézka nedoslychavost
11 divka 15 let | stfedni nedoslychavost

Ve spolupraci s prezidentem Ceské golfové asociace hendikepovanych
Ing. M. Lidinskym byl vyzkumny tym zapojen do projektu Golf do Skol. Byla navazana
spoluprace se ,Skolou pro sluchové postizené v Ceskych Budé&jovicich®. Po Gvodnim
pfedstaveni projektu rodi¢um, uditelim a détem nasledoval tfimési¢ni intervencni
program fizenych pohybovych aktivit se zaméfenim na SNAG.
Intervenéni metoda (Hendl, Dobry a kol. 2011)

V ramci intervenéniho pohybového programu fizenych pohybovych aktivit se
zaméfenim na SNAG bylo pfipraveno 12 vyukovych jednotek. Kazda z nich zahrnovala
gast uvodni, pripravnou, hlavni a zavéreénou. Uvodni &ast byla vzdy zahajena
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nastupem déti a seznameni s programem dané vyukové jednotky. Poté nasledovalo
rozcvi€eni a dynamické protaZzeni celého téla pro zahfati organismu a pfipravu na
hlavni &ast. Hlavni €ast pak byla vzdy v rdmci kruhového tréninku. Déti byly rozdéleny
do menSich skupin a kazda z nich nacviovala jinou dovednost, po 15-20 minutach
dochazelo ke stfidani skupin. Do druhé poloviny hlavni €asti byly zafazeny soutéze,
kde déti zapojovaly vSechny naucené herni dovednosti za pouziti nacviovanych
Gderd. V zavérecéné ¢asti byly zvoleny aktivity relaxaéni a uklidfovaci pro uvolnéni
a zklidnéni organizmu. Intervenéni program byl zaméfen nejprve na zvladnuti zakladni
techniky potfebnych pohybovych dovednosti, poté byl kladen diraz na zlepSovani
jednotlivych dovednosti.
Diagosticka metoda
Vyhodnoceni intervenéniho programu fizenych pohybovych aktivit se
zaméfenim na SNAG bylo provedeno formou testd PedsQL™ 4.0, které byly
probanddm experimentalniho Setfeni predlozeny pfed zahajenim a na konci
tfimésicniho experimentu.
PedsQL™ 4.0 - Pediatric Quiality of Life InventoryT'\’I (Varni, Burnwinkle, Seid
2004): dotaznik zjiStuje subjektivni miru kvality Zivota probandl tim, Ze analyzuje
celkové skore kvality Zivota ze 4 multidimenzionalnich $kal:
e Fyzicka zplsobilost (Physical Functioning)
e  Emocionalni zpusobilost (Emotional Functioning)
e Socialni zpUsobilost (Social Functioning)
e Skolni zpasobilost (School Functioning)
Dotaznik obsahuje 23 otazek a existuji verze pro rlizné vékové kategorie. Ve vyzkumu
byly pouzity varianty pro 5-7 let, 8-15 let. Hodnoceni se tyka situace za posledni jeden
mésic na pétistupfiové Likertové Skéle, kde vy3Si skére poukazuje na vysSi kvalitu
Zivota. Problémy jsou hodnoceny nasledovné: 0 — nikdy, 1 - téméf nikdy, 2 — nékdy, 3 —
Casto, 4 — témér vzdy. Zakladni komponenty jsou tvofeny ze &tyf dimenzi (télesna,
emocionalni, socidlni a Skolni zpusobilost). Celkové skoére télesného zdravi je
analyzovano ze skore fyzicka zplsobilost a celkové skore psychosocialniho zdravi ze
sumarizace $kal: emocionalni zpusobilost + socialni zplsobilost + $kolni zpUsobilost.
Statistické zpracovani dat
Jednalo se o kvalitativni vyzkum v ramci predlozené studie. Shromazdéna
data byla vyhodnocena zakladnimi statistickymi metodami s vypocty €etnosti a procent.

Vysledky
Vysledky v komponenté télesného zdravi

Tabulka 3 predstavuje dosazena skore télesného zdravi u jednotlivych
probandd ES pfed zahajenim a na konci intervenéniho pohybového programu a jeho
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komparaci s KS. Z Tabulky 3 vyplyva, ze v prubéhu experimentalniho Setfeni byl
zaznamenan pozitivni nardst celkového skoére télesného zdravi u probandd ES. Po
ukonCeni tfimési¢niho intervenéniho programu doSlo k celkovému primérnému
zlepSeni 0 6 %. U KS byly vysledky bez vécné vyznamnosti.

Tabulka 3 Vyvoj celkového skore télesného zdravi dle PedsQL™ 4.0 v priabéhu
intervencniho pohybového programu v komparaci ES, KS a fazi méfeni (N=22, ES=8
chlapcu, 3 divky; KS=7 chlapct, 4 divky)

Skupina | Proband 1. méreni 2. méreni Rozdil
ES 1. 62,5 % 71,9 % 9,4 %
2. 81,3 % 87.5 % 6.2 %
3 65,6 % 78,1 % 12,5 %
4. 93,8 % 100 % 6,2 %
5, 84,4 % 93,8 % 9,4 %
6. 100 % 100 % 0%
7. 93,8 % 100 % 6,2 %
8. 100 % 100 % 0%
9. 96,9 % 100 % 3.1%
10. 87,5 % 93,8 % 6,3 %
11. 90,6 % 96,9 % 6,3 %
Prameérme | o 5 o4 92,9 % 6,0 %
hodnoty:
KS 1. 81,3 % 84,4 % 3.1 %
2. 62,5 % 65,6 % 3.1%
3 87,5 % 87.5 % 0%
2. 84,4 % 81,3 % 3.0%
5, 93,8 % 93,8 % 0%
6. 96,9 % 96,9 % 0%
7. 93,8 % 93,8 % 0%
8. 81,3 % 81,3 % 0%
9. 96,9 % 96,9 % 0%
10. 87,5 % 90,6 % 3,0 %
11. 100 % 100 % 0%
Prumeéme | o7 5 04 88,4 % 0,6 %
hodnoty:
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Vysledky v komponenté psychosocialniho zdravi

Celkové skore psychosocialniho zdravi se sklada ze sumarizace skal: emocni
zpUsobilost + socialni zpusobilost + Skolni zpusobilost. Z Tabulky 4 vyplyva, ze
v pribéhu experimentalniho Setfeni byl zaznamenan pozitivni narlst celkového skére
psychosociélniho zdravi u ES. Po ukonéeni tfimésicniho intervenéniho programu doslo
k celkovému pramérnému zlepSeni o 5,1%. U KS byly vysledky bez vécné
vyznamnosti.
Tabulka 4 Vyvoj celkového skére psychosocialniho zdravi dle PedsQL™ 4.0 v priabéhu
intervenéniho pohybového programu v komparaci ES, KS a fazi méfeni (N=22, ES=8
chlapcu, 3 divky; KS=7 chlapct, 4 divky)

Skupina | Proband 1. méreni | 2. méreni Rozdil
ES 1. 86,7 % 93,3 % 6,6 %
2. 81,7 % 85,0 % 3,3%
3. 63,3 % 70,0 % 6,7 %
4. 70,0 % 71,7 % 1,7%
5. 73,3 % 80,0 % 6,7 %
6. 76,7 % 81,7 % 5,0 %
7. 91,7 % 95,0 % 3.3%
8. 76,7 % 81,7 % 5,0%
9. 71,7 % 81,7 % 10,0 %
10. 78,3 % 85,0 % 6,7 %
11. 93,3 % 95,0 % 1,7 %
Prameéme | 2¢ 5 o 83,6 % 51%
hodnoty:
KS 1. 80,0 % 81,7 % 1,7%
2. 86,7 % 86,7 % 0%
3. 70,0 % 70,0 % 0%
4. 70,0 % 71,7 % 1,7%
5. 63,3 % 65,0 % 1,7%
6. 73,3 % 73,3 % 0%
7. 93,3 % 93,3 % 0%
8. 70,0 % 70,0 % 0%
9. 81,7 % 81,7 % 0%
10. 91,7 % 93,3 % 1,6 %
11. 91,7 % 85,7 % 6,0 %
PrUmeme | 7920 | 793% 1,1 %
hodnoty:
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Diskuse
Diskuze k vysledktim v komponenté , Télesné zdravi*

,Celkové skore télesného zdravi® (Physical Health Summary Score) je
analyzovano ze skoére ,Fyzicka zpulsobilost® (Physical Functioning) pfi¢emz norma je
100%. U probandl se sluchovou disabilitou prokazala snizené hodnoceni kvality Zivota
pfi prvnim méfeni, kdy probandi ES dosahli celkové primérné hodnoty 86,9 %. KS
dosahla celkem 87,8 %. Snizené hodnoceni v oblasti télesného zdravi mize mit pficinu
v psychickém napéti, které se v téle projektuje jako fyzicky stres. DalSi pfi€inou je
patrné také dlouhé sezeni a nedostatec¢né pohybové uvolnéni v prabéhu dne, zejména
u televize, pocitace a ve Skole.

U vystupniho méfeni, které probéhlo na konci intervenéniho pohybového
programu s odstupem tfi mésicl od prvniho méfeni, doslo u probandd ES v oblasti
télesného zdravi k pozitivnimu navySeni na 92,9 %. ZvySeni hodnoceni kvality Zivota
se tykalo jak chlapcu, tak i divek, s vyjimkou dvou chlapct, ktefi dosahli plného poctu
bodd jiz pfi vstupnim méfeni. Po ukonceni tfimésiéniho intervenéniho programu tedy
doslo k primérnému celkovému zlepSeni 0 6 % u vSech ¢lend ES. U KS byly vysledky
bez vécné vyznamnosti (0,6 %). Tento vysledek svéd¢i ve prospéch vhodné
aplikovaného intervencniho pohybového programu. Lze konstatovat, Zze U€astnici ES
dosahuji po absolvovani intervenéniho pohybového programu lepSi kvality Zivota
v oblasti télesného zdravi nez ucastnici KS. Ziskané vysledky jsou vyraznym
argumentem pro mozné systematické a zamérné zlepSovani télesného zdravi u jedincu
se sluchovou disabilitou prostfednictvim fizenych pohybovych aktivit.

Diskuze k vysledkim v komponenté ,Psychosocialni zdravi®

,Celkové skoére psychosocialniho zdravi® (Psychosocial Health Summary
Score) je analyzovano ze sumarizace $kal: ,Emocionalni zpUsobilost” (Emotional
Functioning) + ,Socialni zpusobilost* (Social Functioning) + ,Skolni zptsobilost*
(School Functioning) pfi€emz norma je 100%. Pfi vstupnim méfeni dosahli probandi ES
celkové primérné hodnoty 78,5 %, KS dosahla celkem 79,2 %, coz predstavuje u obou
skupin horsi vysledky nez u pocatec¢nich vysledk( celkového skore télesného zdravi.
Nejvétsi problémy oznacovali probandi v oblasti hnévu a potizi se spankem, v oblasti
Skolniho zdravi se pak jednalo o zapominani pomucek a $kolni absence z divodu
nevolnosti nebo navstévy lékare. V oblasti socialni nevyhodnotili probandi vyrazné;si
problémy. Vzhledem k tomu, ze déti navstévuji Skolu specialni a nejsou integrovany
mezi zdravou populaci, vnimam vysledky z oblasti socialni jako odpovidajici.

Pfi vystupnim méfeni doslo u probandu ES ke zlepSeni o 5,1 %, tedy na celkovy pocet
83,6 %. Lepsi kvalitu Zivota v oblasti psychosocidlniho zdravi zaznamenali vSichni
chlapci i divky. K vyraznému zlepSeni doSlo také v oblasti hnévu a spanku a Skolni
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absence. U KS byly vysledky bez vécné vyznamnosti. Byly prokazany zdravotni
benefity v oblasti psychosocialni vlivem intervenéniho pohybového programu.
Pravidelna pohybova aktivita mize zlepSovat priibéh fady somatickych onemocnéni,
ale také potizi psychickych (Skrbi¢, Milankov, Veselinovi¢, Todorovi¢ 2013). Vrastajici
poCet studii potvrzuje pfinos pravidelné pohybové aktivity v léébé nékterych
psychickych onemocnéni (Muknsnablova 2014). Dlouhodoba fyzicka aktivita i pfi mensi
intenzité zatéze zlepSuje funkce kognitivni a zmirfiuje jejich ubytek u starSich osob,
zvySuje odolnost vuci stresu a zlepSuje pocit celkového psychického zdravi (JeSina,
Kudlagek, Bartofiova, 2015). Intenzivnim pfedmétem zajmu je pak zejména léCba
symptom0 Uzkostnych a depresivnich. ZlepSovanim fyzické vykonnosti a celkového
télesného stavu vede pohyb ke zvySeni sebedivéry a pocitu vlastni kompetence, a tim
také ke zlepSovani nalady. Redukce hmotnosti ma pozitivni vliv na sebepojeti pacienta.
Pozitivni vliv ma také celkova Uprava zivotospravy a spanku. Svalova aktivita
napomaha rozptyleni potlatenych pocitl frustrace, hnévu nebo agresivity. Vyznamnym
faktorem je rovnéz odpoutani pozornosti od vlastnich potizi. V pfipadé cvi¢eni ve
skupiné Ize pfedpokladat efekt skupinové sounalezitosti, napodoby, uéeni a podpory
(Pastucha 2007).

Zaveér

Zpracovani dat techniky standardizovaného dotazniku PedsQLTM 4.0 ve Skale
,Physical Health Summary Score“ prokazalo pozitivni zmény v ukazatelich télesného
a psychosocialniho zdravi u probandd ES v pribéhu intervenéniho pohybového
programu zaméreného na golfovou vyuku.
Vzhledem k dosazenym vysledkim doporucuji zafazeni intervenéniho pohybového
programu Fizenych pohybovych aktivit se zaméfenim na SNAG do hodin télesné
vychovy na specidlnich Skolach pro zaky se sluchovou disabilitou. Nejjednodussi
cestou, jak zaradit intervenéni pohybovy program Fizenych pohybovych aktivit se
zaméfenim na SNAG ve s$kole je bud formou odpolednich sportovnich krouzkd,
pfipadné pfimo zafazenim do hodin télesné vychovy, dale navazat spolupraci
s golfovym klubem v regionu, ktery =zarovenl spolupracuje s proSkolenym
a certifikovanym instruktorem systému SNAG.
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Souhrn/Abstrakt

RoztrouSena skleréza (RS) je chronické autoimunitni neurodegenerativni
zanétlivé onemocnéni centralniho nervového systému (CNS), které je nejcastéjsi
pfi¢inou invalidity mladych dospélych. Nedilnou soucasti komplexni 1éCby osob s RS je
kromé dodrzovani lé€ebného rezimu (spravné uzivani |écby) také snaha o zdravy
zivotni styl (nekoufit, zdrava strava, eliminace stresu), jehoz dllezitym prvkem je
dostate€na pohybova aktivita. Jednou z nejvice doporu¢ovanych forem pohybové
aktivity je aerobni cvi€eni, tedy i chiize. Cilem naSeho sdéleni je popsat zkuSenost
naseho pracovisté s vyuzitim krokomérd pro zvySeni denni pohybové aktivity u skupiny
osob s chronickym neurologickym onemocnénim: skupiny osob s RS.

Kli¢ova slova: pohybova aktivita, roztrousena skleréza, chize, krokomér

Uvod

Roztrousena skleréza (RS) je chronické autoimunitni neurodegenerativni zanétlivé
onemocnéni centralniho nervového systému (CNS), které je nejCastéjSi pricinou
invalidity mladych dospélych. Vlivem zanétlivého postizeni CNS se objevuji razné
neurologické symptomy, jejichz tize je individualné rGzna, a které mohou byt v ¢ase
proménlivé. Mezi typické projevy RS patfi poruchy citlivosti, svalové koordinace,
poskozeni chlize a rovnovahy, Unava, poruchy kognice, deprese a mnohé dalsi (1).
populaci (2), coz muze dale vést k dekondici, snizeni svalové sily a prohlubovani unavy
(1). Nedilnou soucasti komplexni IéCby osob s RS je kromé& dodrzovani léCebného
rezimu (spravné uzivani |écby) také snaha o zdravy Zivotni styl (nekoufit, zdrava
strava, eliminace stresu), jehoz dllezitym prvkem je dostate¢na pohybova aktivita (3).
Jednou z nejvice doporu¢ovanych forem pohybové aktivity je aerobni cviceni, tedy
i chGize. Cilem naSeho sdéleni je popsat zkuSenost naseho pracovisté s vyuzitim
krokomérd pro zvySeni denni pohybové aktivity u skupiny osob s chronickym
neurologickym onemocnénim: skupiny osob s RS.
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Metodika

S programem zaméfenym na zvySeni pohybové aktivity mame na naSem
pracovisti zkuSenost jiz od roku 2015. V roce 2016 jsme méli moznost do né&j zaradit
nejméné 40 osob s RS. MozZnost ucasti v programu byla zajemclm nabidnuta formou
letaCku na pracovisti Neurologické kliniky a také prostfednictvim pacientskych
organizaci. Jediné kritérium pro U€ast v programu byl projeveny zajem a schopnost
chlize (i s pomdckou). VSichni Uc€astnici pohybového programu obdrzeli stejny
krokomér. Pohybovy program trval 100 dni, b&éhem nichz si u€astnici monitorovali svou
denni Uroven pohybové aktivity pomoci krokoméru. Denni poc¢et krokud si pak zapisovali
na webovou strdnku programu, kterd jim ukazovala denni pokrok na mapé svéta.
Ugastnici si tak mohli pregist i rGzné turisticko-zemépisné informace, které je dale
motivovali k dali aktivité. Kromé& toho mohli sledovat pokrok svij i svého tymu. Na
strdnce se jim také objevovali rizné motivaéni informace. Po skon&eni programu
vyplfiovali u€astnici dotaznik hodnotici jejich spokojenost.

Vysledky

Do programu, ktery probihal v roce 2016, bylo zafazeno 41 osob s RS (80%
Zen, n=33), primérny vék ucastniki 42,6 let (SD 9,4), prdmérna doba trvani
onemocnéni 13,9 let (SD 9,6), median neurologického postizeni vyjadfeny Kurtzkeho
Skalou EDSS byl 2,5 (range 1-6). Z tohoto pocltu se 3 osoby uc€astnily programu jiz
v loriském roce, i kdyz prednostné byli zafazovani novi zajemci. Z celkového poctu
UCastnik( témérF polovina (20 osob) trpéla nadmérnou Unavou (hodnoceno dotaznikem
FSS-Fatigue Severity Scale) (4). Mnozstvi krok, které primérné Gcastnici denné usli,
bylo velmi variabilni od 1109 krokd az po 26 806 krokd. Primérny pocet krokl byl
12 258 za den. Podrobnéjsi zpétnou vazbu po skon&eni programu dalo 23 ucastniku
(3 muzi), z nichz 65% uvedlo, Ze vnimaji potize s chlzi zplisobené RS. V zaméstnani
56% z nich pfevazné sedi, 39% ucastnikl bylo nezaméstnanych (rodi¢ovska dovolena,
dichod - invalidni nebo starobni), 5% neuvedlo. Diky programu méfeni denni aktivity
s krokoméry 87% ucastnikl udava, Ze chodilo vice nez bézné. Motivaci pro ucast
v programu udavali u€astnici nasledujici: 74% radi chodi (pfiroda, prochazky se psem
atd.), 34% chce aktivné trénovat svou chuzi, 21% chce pomoci chlze zhubnout, 13%
chce dosahnout zvySeni kondice a 13% nevlastni automobil, proto musi chodit.

Diskuse

Snizena  udroven  pohybové aktivity je u osob s chronickym
neurodegenerativnim onemocnénim, jako je roztrouSena skleréza (RS), problémem,
protoze mlze dale negativné formou sekundarnich komplikaci negativné ovliviiovat
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jejich zdravotni stav. Doporuc€ovany jsou proto aerobni nebo posilovaci formy cviceni.
(5). Ne pro vSechny pacienty s RS je v8ak dostupné vhodné cviCeni v misté jejich
bydlisté, které by mohli pravidelné navstévovat a udrzovat si tak zdatnost a svalovou
silu. Alternativou je proto cvi¢eni samostatné v domacim prostfedi. Chlze predstavuje
jednu zvelmi snadno dostupnych aerobnich pohybovych aktivit. VSeobecné
doporuceny pocet krokl je 10 000. Toto doporuceni je vSak cileno na zdravou populaci
a i pro ni neni tento pocet vzdy snadno dosazitelny. Primérny pocet krokll méné nez
5000 za den se povazuje za sedavy zivotni styl. Osoba, ktera primérné za den ujde
mezi 7499-5000 kroky se povaZuje za méné aktivni. Lidé s prGmérnym poctem kroku
7500-9999 se povazuji za spiSe aktivni. Ti, ktefi spIni limit 10 000 krokU a vice za den,
je mozné povazovat za dostate¢né pohybové aktivni. Jedinci s primérym pocétem
12 500 a vice se povazuji za vysoce aktivni (6). Pro osoby se zdravotnim omezenim je
potfeba tato doporuceni modifikovat, aby nebyly frustrovany jeho nedosazitelnosti
a nezanechaly pak pohybové aktivity Uplné. Pro osoby s chronickym zdravotnim
onemocnénim se primérny doporuceny pocet krokd snizuje na 6500-8500 (v zavislosti
na konkrétnim onemocnéni-zda interni apod.) Pro osoby s onemocnénim, které je
spojeno s pohybovym omezenim se doporuéeni snizuje 4600-5500 krok( denné (7).
Ugastnici naseho pohybového programu méli riiznou miru pohybového omezeni (od
EDSS 1 - pouze nepatrné odchylky v neurologickém nélezu, az po omezeni EDSS 6 -
chlize mozna pouze s bilateralni oporou) (8), je proto pochopitelné, Zze kazdy vychazel
z jiného individualniho doporu€eni a byl instruovan, ze se nema fidit vSeobecnym
doporu¢enim 10 000 krok(i denné, ale svymi realnymi moznostmi. Presto vétSina
UCastnik( programu dokazala, diky monitoraci své denni aktivity pomoci krokoméru,
svou denni aktivitu zvySit. Monitorace vlastni pohybové aktivity se povazuje za jednu
z velmi u€innych motivaci k pohybové aktivité. Mezi dalSi motivacni doporuceni patfi
mimo jiné: informace o prospésnosti pohybové aktivity, podpofit divéru pacienta/klienta
ve vlastni schopnosti, stanoveni dosazitelného kratkodobého cile, socialni podpora pfi
aktivité (rodina, pratelé) a moznost vyzkouseni novych pohybovych aktivit (9).

Zaveér

Vyuziti krokomérd pro monitoraci habitualni denni pohybové aktivity se
ukazalo jako jedna z moznosti pro zvySeni pohybové aktivity u této skupiny osob
s chronickym neurologickym onemocnénim. Jedna se o pohybovou aktivitu, ktera je
vhodna spiSe pro osoby s mirngjSim az stfednim neurologickym nalezem. Jeji vyhodou
je v8ak, Ze se jedna o aktivitu, kterou si muze provozovat témér kazdy a kdekoli, tedy
i tam, kde neni moznost jiné vhodné pohybové aktivity.
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Prace byla podpofena Nadac¢nim fondem Impuls, projektem Ministerstva Skolstvi-
projektem Progres Q27/LF1 a spolecnosti Novartis.
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Abstrakt

Specialni olympiady jsou celosvétovym sportovnim hnutim, sdruzujicim
sportovce s mentalnim postizenim a jejich podporovatele. V dopliikovych programech
(mimo hlavni sportovni) se zabyva vychovou ke zdravi v projektu Zdravy sportovec
(Healthy Athlete). Prispévek vysvétluje vyvoj a podstatu tohoto programu, zapojeni
Ceského hnuti Specialnich olympiad (CHSO) v &eském i mezinarodnim kontextu.
Podava prehled o ukonéenych projektech a soustfedi se na podstatu sou¢asného
projektu ZAS — Zdravé spolecenstvi (v originale HC — Healthy Community), v némz je
v kontextu CHSO soustfedéno 6 lokalit v trianglu: kluby CHSO - Univerzita —
predstavitelé mistni politiky. Smyslem projektu je na zakladé screeningu ukazatell
zdravotné orientované zdatnosti pfispivat k prevenci civilizacnich chorob, udrZzovat
zdravy zivotni styl a zajistit naslednou zdravotni péci.

Klicova slova: SOEE, Zdravy sportovec, Zdravé spolecenstvi, zdatnost, podpora
zdravi

Abstract

Special Olympics are defined as a world sports movement associating athletes
with intellectual disability (ID) and their supporters. Beside the sports program the main
complimentary program of SOI is dealing with health oriented education within Healthy
Athlete projects. The article is focused on the characteristics and development of the
projects and on the involvement of Czech Special Olympics (CZ SO) in the national and
international context. The survey of the finished projects is presented. Current project
Healthy Community is described: this project consists from 6 units in 6 CZ territories.
Each Unit is created by triangle network: CZ SO clubs — University — representatives of
municipality or local policy. The intention of the project is to improve health status of
persons with ID, to prevent diseases of civilization, to maintain healthy life style and to
provide follow-up health-care based on the arguments gained from the fitness
screening.
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Uvod

Prvni projekty s tématikou mentalniho postizeni (MP) a zapojeni do
pohybovych aktivit (PA) byly publikovany uz v sedmdesatych letech minulého stoleti
diky prakopnikim jako byli Faith, Cratty, Broadhead, Church (Broadhead & Church,
1984; Cratty, 1972; Faith, 1972). Nasledovani byli dalSimi autory (Roswal et al., 1984;
Sherrill et al., 2004; Vermeer, 1990; Winnick & Short, 1985). V ¢eském prostfedi to byli
Cerna (1976), Kvapilik (1995), Kvapilik a Cerna (1990) & Kabele (1976), ktefi si v&imali
vyznamu aktivity a stimulace osob s MP obecné, ale upozorfovali i na dilezZitost
vSestranného pohybu, télesné vychovy a sportu. V tomto smyslu zpracovali metodicka
doporuceni o vedeni télesné vychovy ve Skolnim i mimoskolnim prostfedi. V danou
dobu ovéem v Ceské republice bylo mozné zapoijit se do sportovnich soutézi mladeze
zvlastnich Skol nebo Ustavid socialni péce. Specialni olympiady, plvodem z USA,
nebyly na programu.

V pribéhu let se se také ménila terminologie, a to jak v angli¢tiné (mental
retardation, mental impairement, mental handicap, mental disability, intellectual
disability), tak v &estin&: mentalni - dudevni retardace (Svarcova, 2000), pod tlakem
terminologie reformy Skolstvi vroce 1976 pak centralni nazev ,jedinci vyzadujici
zvlastni péci (Kabele, 1976), pod vlivem prosazujici se anglické terminologie také
intelektové postizeni (Tillinger & Lej¢arova, 2012). Ve svété sportu se termin ,mental
handicap“ udrzoval v asociaci Inas-FMH (International Association for Mentally
handicapped), pozdgji zmirnén na Inas-FID (International Association of Intellectually
Disabled), po zasedani na Paralympiadé 2012 opét doSlo k pfejmenovani na Inas-II
(International Association of Intellectual Impairement). Svétové hnuti Specialnich
olympiad se od poc¢atku drzelo terminu ,mental retardation® (mentalni retardace),
kratkodobé ,mental disability* (mentalni postiZzeni) a souc¢asné jednotna pravidla SO
uréuji termin ,intellectual disability” (intelektové postizeni). V ¢eském kontextu specialni
pedagogiky a aplikovanych pohybovych aktivit uzivame termin ,mentalni postizeni®
(Valenta & Muller, 2003; Valenta, Michalik, LeCbych, et al., 2012; Valkova, 2000).
Divodem je pfedevsim to, Ze osobnost je pokryta nejen problémy intelektovymi, ale
i emotivnimi, konativnimi a socialnim chovanim, pfi¢emz variabilita a intenzita téchto
probléml muze byt v jednotlivych oblastech riznd, stejné tak se mohou nedostatky
v oblasti jedné kompensovat oblasti jinou, pfedevS§im zvySenou kvalitou socialniho
chovani (Valkova, 2000).

V ramci tématu “mentalni retardace, resp. postizeni” byla nejdfive vénovana
pozornost popisu pohybovych schopnosti a jejich vyvoji (Cratty, 1972; Pitetti et al.,
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1989; Rarick et al., 1970; Rintala & Palsio 1994; Vermeer, 1990; Vermeer & Dauvis,
1995; Winnick & Short, 1985) a také moznostem zvladani pohybovych dovednosti
souvisejicich s pohybem pro bézny denni Zivot jako je napfiklad chaze (Ulrich, 1985).
Taktéz se ukazalo, ze urovenn schopnosti nesouvisi stoprocentné se stupném
mentélniho postiZeni, ale i s tréninkem a u€enim se dovednosti, z nichZz na schopnosti
usuzujeme (Valkova & Thaiszova, 1989). Tudiz pozornost se upinala také k efektu
intervencnich programd a experimentalnim studiim (Pitetti, et al., 2010; Stanish
& Draheim, 2007; Wright & Cowden, 1986). V danou dobu stéle vice se rozvijejici
sportovni hnuti Specidlnich olympiad (SO) upoutava pozornost nejen z hlediska
zvladani sportovnich dovednosti osob s MP, ale i z hlediska rozvoje Zivotnich
kompetenci, jako je socialni chovani, sebeobsluha, samostatnost, sebevédomi (Dykens
& Cohen, 1996; Dykens, Valkova & Mactavish, 1999; Valkova, 1998; Wilhite & Kleiber,
1992). Pravé dokumentovany psycho-socialni prospéch pro osobnost s MP diky
pohybovym aktivitdm a sportu paralelné vedle rozvoje pohybovych aktivit je podstatnou
soucasti psychosomatické zdatnosti (Hourcade, 1989; Nankervis, Cousins, Valkova
& Macintyre, 2014). Zvladani kompetenci pro denni zivot prostfednictvim pohybovych
aktivit se stava podkladem pro zaclenéni osob s MP do Zivota v bézné komunité (Ninot
et al., 2000; Temple & Walkley, 2003). Psycho-socialni prospéch osobnosti s MP diky
pohybovym aktivitim a sportu paralelné vedle rozvoje pohybovych aktivit je taktéz
dokumentovan (Hourcade, 1989; Nankervis, Cousins, Valkova & Macintyre, 2014).

S narustajici popularitou SO se zvySuji i pozadavky na kvalitngjsi praci
trenértl, vychovatell, dobrovolnikd a taktéz i na vySSi informovanost rodi¢t. Proto
soucasti programu SO jsou i programy doplikové, orientované na vzdélavani.
Argumenty pro vzdélavani jsou nutné podporovany adekvatnim vyzkumem (Hassan,
Dowling & McConkey, 2014; Special Olympics, 2011; Taggart & Cousins, 2014;
Valkova, Hansgut & Novackova, 1999).

Program specialnich olympiad

Charakteristika Specialnich olympiad

“Poslanim Specialnich olympiad je zajistit celoroéni sportovni trénink
a sportovni soutéZe v rlznych druzich olympijskych sporti pro déti a dospélé
s mentalnim postiZzenim, ktefi budou mit mozZnost pribézné rozvijet télesnou zdatnost,
prokazovat usili, ziskavat zkusSenosti i radost z ucasti, v niZz mohou sdilet nadani,
dovednosti i pratelstvi spolecné se svymi rodinami, ostatnimi sportovci Specialnich
olympiad a verfejnosti.“ (Special Olympics, 2010, p.14, preklad na
www.specialolympics.cz).
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Sportovni hnuti obecné jsou zalozena na principu normality, coz je podstatou
postupu dle Zzebficku (pavouka) az k absolutné nejlepSim vykonim. Filosofie
Specialnich olympiad (SO) je zalozena na principu relativity, coz znamena, ze vSichni
soutézici v SO maji moznost soutézit ve skupinach sestavenych dle soucasné
relativnich schopnosti, dovednosti i limitd s respektem k efektu tréninkového Usili.
Celoroc¢ni trénink a pravidlo maximalniho Usili tvofi zakladni pravidlo soutézi v SO
(Special Olympics, 2011; Valkova, 2014). Je to pravidlo diskutované a klade znacné
naroky na chovani fair-play pfedevsim trenér(l. Na druhé strané je zna¢né motivujici
pro dosahovani co nejlepSich vysledk(, pro rozvoj zdatnosti a pro permanentni
vzdélavani ve smyslu rozvoje zdravotné orientované zdatnosti. Efekty zaclenéni
sportujicich do SO z hlediska fyzické zdatnosti (fitness), inklinace ke zdravému
zivotnimu stylu soucCasné s efektem zallenovani do zivota vefejnosti, ziskavani
samostatnosti a sebereflexe byly zjistény v ¢etnych vyzkumech (Coreen et al., 2009;
Dykens & Cohen, 1996; Dykens et al., 1999; Hourcade, 1989; Orelove, Wehman
& Wood, 1982; Roswal, Damentko, Smith, Braycich & Krogulec, 2003; Valkova, et al.,
1999; Wilhite & Kleiber, 1992).

Kromé sportovnich programu jsou v SO rozvijeny ¢etné doplrikové programy
a jejich volba je na vuli kazdého narodniho programu, pfi¢emz jejich rozvijeni je
soudasti akreditace narodnich hnuti. Ceské hnuti Specialnich olympiad (CHSO) se
orientuje mimo jiné na programy rodinného zaclenéni, kulturni, vzdélavaci ve spojeni
s univerzitami a ziskavanim dobrovolnikd, a na projekty vyzkumné v souvislosti
s vychovou ke zdravi.

Koncept projektt “zdravy sportovec” v ramci Specialnich olympiad

Projekt “zdravy sportovec” (v originale Healthy Athlete — dale jen HA) vznikl
jako reakce na situaci, ze osoby s MP se ocitaly v mnoha zemich mimo pravidelnou
zdravotni péci z riznych dudvodu. V praibéhu svétovych &i kontinentalnich sportovnich
akcich nedostatek prevence &i znalosti o prevenci nebo dokonce akutni zdravotni
problémy vystoupily na povrch.

Cilem projektu neni suplovat zdravotni péci, ale provadét screening
a hodnoceni urcitych ukazatel(l, souvisejicich se zdravim a formulovat doporuceni pro
daného jedince.

Cile:

» pfedavat informace o zdravotni péci osob s MP a zvySovat pfistupnost ke
zdravotni péci na zakladé dat ziskanych screeningem,
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* pfedavat informace o zdravotni situaci osob s MP odpovédnym pracovnik{im
v socialnich sluzbach a zdravotnictvi,

« iniciovat vycvik profesionall i student(l téchto profesi,

« sbirat, analyzovat data ze screeningl a pfedavat argumenty vefejnosti,
profesionaltm a pfedstavitelim komunalni politiky,

« vstupovat exaktnimi daty do ovliviiovani zdravotni politiky ve prospéch osob
s mentalnim postiZzenim.

(www.specialolympics.org/health programs, preklad autorky).

V soucasnosti sekce podpory zdravi v SO nabizi v programu HA sedm oblasti.
Uvadime je v origindle s c€eskym piekladem, znéhoZz si C&tendf odvodi obsah
a podstatu. Na zacatku rfadku je uveden rok zahajeni ¢innosti v dané oblasti v SOI,
v zavorce pak rok zahajeni ginnosti v CHS:

* 1991:0E - Special Olympics — Lions Clubs International Opening Eyes®
(2002, 2017); otevrené oci;

» 2002: SS - Special Olympics Special Smiles® (2002); specialni isméyv;

» 1999: FUNFit - Special Olympics FUNfitness (2000); zabavna zdatnost;

* 2000: HH - Special Olympics Healthy Hearing (2002); zdravy sluch;

» 2001: HP - Special Olympics Health Promotion (2005); podpora zdravi;

* 2003: FF - Special Olympics Fit Feet (2015); spravné nohy;

* 2013: SM — Special Olympics Strong Mind (2019); silna mysl — pozadano
o proskoleni klinického feditele.

. MedF - Special Olympics MedFest® (2007);
(www.specialolympics.org/health programs);

(www.specialolympics.org/health programs, preklad autorky).

Je nutné zdlraznit, Ze Setfeni v ramci vySe uvedenych oblasti nenahrazuje
Iékarské prohlidky. Jedna se o tzv. screening, orientaéni Setfeni, na jehoz zakladé se
doporuCuje dalSi postup, at jiz z hlediska vlastniho feSeni zivotniho stylu nebo
doporugeni k navstévé lékart — specialistl. CHSO se pfipojilo k projektim “zdravy
sportovec” v roce 2000. Od tohoto roku je HA program realizovan pfi kazdych
narodnich hrach nebo celonarodnich soutéZich, coz je minimalné dvakrat rocné.
Specifikem jsou Setfeni FUNFitness. Podminkou uc&asti na jakémkoliv zdravotné
orientovaném projektu je zabezpeceni screeningu vySkolenou osobou experty z SOI,
tzv. ,klinickym feditelem®, ktery pak je odpovédny za realizaci Sefeni s vySkolenymi
dobrovolniky. Skoleni dobrovolnikii a denni naklady pfi screeningu jsou finanéné
zabezpedovany pravé danym typem projektu. CHSO mélo tradiéné zajisténé klinické
feditele pro FUNFit (Valkova) a SS (Cerny). Klinicka Feditelka pro FF (Gimunova)
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ziskala akreditaci v roce 2015, pro HP (Hrn¢ifikova) v roce 2017. Program OE sice mél
klinického fFeditele, po odmice je Kklinicky feditel znovu zajistén od roku 2017
a o mezinarodni proSkoleni SOI pro program SM je pozadano s perspektivou od roku
2018. Kilinicti feditelé kolem sebe soustfeduji dobrovolniky, garantuji jejich dovednosti
pro dany program. Dobrovolnici logicky nejsou honorovani, ale maji zajiStény dres
a pobytové naklady. Maji opravnéni vysledky uZivat ve svych odbornych pracich.

Standardizovana testova baterie pro zakladni program FUNFit je vyvinuta na
zakladé dfivéjsiho know-how, napf. AAHPHER testy, baterie EUROFIT nebo UNIFIT.
Zakladnimi ukazateli jsou fakta o rychlosti, flexibilité, sile rlznych svalovych partii,
vytrvalosti (Mékota & Kovar, 1995). Jelikoz nelze uzit normy pro béznou populaci,
o modifikaci doporu¢enych norem pro osoby s MP se pokusil jiz Faith (1972), po ném
Winnick a Short (1985), Shepard (1990), dale pfedstavitelé sekce podpory zdravi SO
a nasledné Skowronski (Skowronski et al., 2009; Special Olympics, 2011).

Zaméry programu “Zdravy sportovec” — HA v ramci CHSO

Hodnoceni ukazateld zdatnosti ¢i preventivni prohlidky zubl a Ustni hygieny
v ramci akci SO jsou oblibené, sportovci se jim podrobuji spontanné. Z hlediska etiky
se vsoucasné dobé souhlas s neinvazivnim Setfenim dle programu HA pisemné
vyjadreny stal soudasti registrace v CHSO. Sportovci, rodiée & opravnéni zastupci
tento program vitaji a zpétné ziskavaji vysledky a adekvatni doporugeni. Ugastni se
dokonce i trenéfi a porovnavaji si vysledky se svéfenymi sportovci. CHSO, kromé
zachovani anonymity, garantuje predani vysledkt a jejich vyklad, zafazuje je i do
diskusi pfi vzdélavacich programech trenér a dobrovolnika.

Vize CHSO je postupné zpracovat profily sportujicich ve sportech, rozvijenych
vramci CHSO véetné popisu trajektorii vyvoje sledovanych ukazateltl za poslednich
5 let. Konkrétné se jedna

o komplexni zpracovani profilu atletd v béZzeckych a vrhaéskych disciplinach,
profilu lyzafa — bézcu v danych disciplinach, lyzafl — sjezdafu, plavcl, cyklist(, dale
sportujicich ve stolnim tenise, v moderni gymnastice, bocce, sjednoceném fotbale
a prehazované. Dlouhodobé sledované ukazatele u nékterych jednotlivcl jsou vyzvou
pro zpracovani longitudinalnich studii. Profily sportovcd v danych sportech i
disciplinach budou obsahovat komparaci s testy v dovednostech, se skuteCnymi
sportovnimi vysledky v soutézich i s referencemi o subjektivnich prozitcich z u&asti
v CHSO.

Neoddélitelnou soucasti projektt HA je spoluprace s univerzitami (dfive
intenzivné FTK UP v Olomouci, od roku 2014 FSpS MU v Brné, nasledné pak
s univerzitami dal$imi). Spoluprace je jak pfi vzdélavani dobrovolniku, tak pfi podpore
odbornym poradenstvim a zaplj¢ovanim kvalitnich diagnostickych pfistroju. Také
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zdjemci z ostatnich univerzit nebudou odmitnuti. Zjisténé vysledky jsou pfedavany pfi
kursech rozsifovani povédomi o prevenci zdravi (Expanding Health) jak rodi¢dm
a trenérdm, tak samotnym sportovcim s MP. V podstaté se tak plni bazalni cile SO
HA, tj. pfedavat informace populaénim skupindm laikG i odbornikd a ziskat podporu
v komunalni politice.

Ukonéené projekty CHSO v projektu ,,Zdravy sportovec” (HA)

Ceské hnuti Specialnich olympiad si od zmin&ného roku 2000, kdy se projekt
HA uskute€nil vramci Narodnich her SO v Olomouci, vybudovalo dobrou pozici
v nabizenych projektech Zdravy sportovec, vcetné finanéni podpory od SO
Europe/Eurasia. Smyslem puvodnich standardnich projektd bylo zmapovat uroveri
ukazatelt zdatnosti a vétSinou se uskuteéfiovaly pfi jednorazovych akcich CHSO.
Mimo to se uskutecnily i kratkodobé projekty snimani pohybového reZzimu osob s MP
s uzitim akcelerometru (Valkova, Lu Qu & Chmelik, 2014).

Postupné SOI koncipovalo projekty pro delSi ¢asové obdobi, do nichz bylo
vybranoi CHSO.

Pro léta 2015 — 2016 ziskalo dva dotované jednoleté projekty:

Projekt 2015: Fitness Innovation Project (Inovace programui zdatnosti)

Projekt s originalnim nazvem Fitness Innovation Project Grant (FIT) s trvanim
od unora 2015 do prosince 2015 byl orientovan na 3 zakladni cile:
1. formulovat ,fitness program* adekvatni pro kognitivni i fyzickou Uroven osob se
stfednim stupné&m mentalniho postiZzeni, a to pro 3 vékové kohorty:

a) 7-15 let, zaCatecCnici;

b) 16- 26 let;

c) 27 let a starsi.
2. zajistit vzdélavaci kursy ¢i workshopy pro vedeni programi fitness s inovaci pro
osoby s MP (chlze, béhani, skakani, hazeni, chytani, pohyb venku, pohyb ve vodé,
posilovani). Soucasti vzdélavacich kursll jsou i témata o zdravé vyZivé, vyznamu
pohybovych aktivit z hlediska zdravého Zivotniho stylu, a to s ohledem na kognitivni
kapacitu sportovcli a na didaktiku vedeni téchto programt pro rodi¢e ¢i opatrovniky,
trenéry ¢&i dobrovolniky z fad student( ¢i odbornika v oblasti mediciny ¢i socialni prace
(pozadavek projektu — minimalné 30 osob).
3. zajistit pravidelny trénink dle pozadavk( projektu Fitness u cca 100 osob s MP
zafazenych do projektu dle uvedenych kritérii, vySetfit standardni ukazatele ,fitness"
dle metodiky HA — FUNFitness (www.specialolympicz.org — Health Promotion)
v poCatku a vzavéru projektu. Vysledky vyhodnotit a doporu€eni pfedat jak
sportovcim, tak jejich trenérliim, rodi¢im ¢i opatrovnikim.
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Testovani ukazatel zdatnosti

Zakladem pro testovou baterii uzivanou v projektech HA FUNFitness byly
baterie EUROFIT ¢&i UNIFIT, pro potfeby SO jsou tyto sestavy modifikovany:

- Hodnoceni BMI: v CHSO pomoci bio-elektrické impedance (in-body, body-
stat, Tanita),

- Kardiovaskularni zdatnost: v SO pomoci step-testu. Misto vystupovani na
zvySenou plochu se ,pochoduje“ v daném rytmu na misté se zvedanim kolen do vyse
vlastniho pasu. V CHSO s vyhodnocovanim sport-testery.

- Rovnovaha stojem na pravé/levé noze ve varianté oteviené/zaviené oci,
pficemZ maximalni mozny vysledek je 30 sec. V CHSO se méfi na balanéni ploginé.

- Sila dolnich koncetin v provedeni 10 pokust ze sedu na bézné Zidli vztyk do
napnutych kolen, méfi se €as v sec.

- Flexibilita ramen v provedeni sepnutych rukou za lopatkami (vy$Si prava
nebo leva). Dotek konecku prostfednicku je nula cm, nedosazeni je v cm minus, pfesah
je vcm plus.

- Flexibilita patefe v provedeni dosahu koneckl prstd v sedu na podlaze,
s napjatymi koleny. Dosazeni roviny $pi¢ky nohou je nula, nedosazeni je v.cm minus,
pfesah je v cm plus.

- Sila stisku ruky prostfednictvim dynamometru. V CHSO se méfi stiskem
rukojeti pfistroje s vyhodnocenim dle po¢itatového softwaru.

- Dynamicka sila bfiSniho svalstva prostfednictvim sedu-lehu za 1 minutu.
V SO i CHSO se uziva modifikace s bérci na sedadle bézné Zidle a v téze vySi kolena,
sed s rukama za hlavou do této vySe.

Setteni se opakuji n&kolikrat roéné&, takZe je mozné dedukovat efekt tréninku
ve smyslu fitness. Obsahem totiz neni jen trénink dovednosti v daném sportu, ale
akcent na zvySeni i udrzeni zdatnostmi béznymi prostfedky, které jsou adekvatni pro
danou populaci jak kognitivné, tak i motivacné a urovni dovednosti (Valkova, 2015).

Projekt 2016: Expanding Health (Rozsifovani povédomi o zdravi)

Projekt s originalnim nazvem Expanding Health Grant (EXP) s trvanim od zafi
2015 do srpna 2016 se orientoval na nasledujici cile:
1. uskutecnit screening ve vsech oblastech programi zdravy sportovec alespori
1x za toto obdobi.
2. formulovat vzdélavaci programy pro potencionalni dobrovolniky, trenéry, rodinné
pfisluSniky a opatrovatele, ale i pracovniky v oblasti zdravotnictvi. Dale argumentovat,
rozSifovat osvétu o dodrzovani parametrl zdravého zivotniho stylu osob s MP, o jejich
pravech na zdravotni péci a o nutnosti spojeni s komunalini politikou a s zivotem v dané
komunité. Tyto vzdélavaci programy pak realizovat. Zakladni témata projektu jsou: a)
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dodrzovani hygieny a prevence nemoci; b) vyziva a prevence obezity; zdravotné
orientovana zdatnost; c) bezpecna sexualita; d) bezpecné socialni chovani a prevence
pfed zneuzitim. Programy jsou vyvinuty, pfipraveny sylaby a byly za¢lenény i do
projektu nasledujiciho.

Projekt ,,Zdravé spolecenstvi*

Charakteristika projektt Zdravé spolecenstvi

Zdravotni stav sportovch Specidlnich olympiad je kliCovou souéasti
strategického planu SOI pro léta 2016-2020. Projekt ,Zdravé spole€enstvi“ sumuje cile
predchozich projektd (screening, rozsSifovani informaci a vzdélavani) a doplriuje
orientaci na prevenci a naslednou zdravotni péci, tedy i propojeni s pfedstaviteli mistni
politky a organt odpovédnych za pFistupnost zdravotnickych sluzeb pro osoby

s mentalnim postizenim. Toto pojeti podtrhuje a Stédfe finanéné podporuje nadace

filantropa Toma Golisano zUSA. Po roénim pilotnim projektu 2015

(www.specialolympics.org.healthpromotion) SOI nabidlo projekty tfileté, pfiemz po

prvnim roce bylo tfeba prokazat Zivotnost projektu pro pokraCovéani v dalSich dvou

letech. Grantové programy jsou orientovany jednak na kontinualni celoro¢ni aktivaci

a podporu zdravi, jednak na postupné naplfiovani statutu ,Zdrava spoleenstvi®.

Udélenim ftfiletych grantd v dubnu 2016, a to na zakladé prfedchozich vysledki

v projektech Zdravy atlet, byla zahajena etapa rozsitujici oblast podpory zdravi

o intencionalni edukacni plsobeni v nasledujicich zemich: Arkansas, Australie, Britska

Kolumbie, Cina, Connecticut, Kostarika, Egypt, Florida, Havaj, Kefia, Nebraska,

Severni Karolina, Pakistan, Paraguay, Samoa a Uganda, z Evropy byly vybrany pouze

Belgie, Ceska republika a Polsko.

Pro vSechny zemé, které byly zafazeny do tfiletého programu, plati spole¢né
cile. Zde prezentované uz maji jistou modifikaci pro projekt CHSO:

1. ZvySovat udrzitelnost zdravotné orientovanych programt s tim, Zze 50 % nakladu
na aktivity spojené s programem HA se ziska z lokalnich zdroja.

2. Zvysit pfistupnost nasledné zdravotni pé€e minimalné u 70 % sportujicich s MP,
ktefi obdrzi informace na zakladé screeningu minimalné dvou oblasti z moznych
(FUNFitness, HP, SS, HH, OE, FF, SM).

3. ZlepSit osobni zdravotni status (pocit) sportovcu, jimz je nabizen zdravotné
orientovany program a wellness program mimo ,kliniky“ (Skoleni) HA minimalné
v 6 lokalitach. Tyto aktivity musi obsahovat jak sportovce z fad SO i mimo SO
(celkem 90), tak jejich rodinné pfisludniky, partnery, trenéry. Minimainé 20 %
z nich by mélo setrvat v projektu po celé 3 roky.
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4. Zvysit povédomi o spojeni ukazatell zdatnosti a zdravi osob s MP a o nezbytnosti
prevence v dennim Zivotnim stylu s tim, ze minimalné 50 % té&ch, ktefi ziskaji
doporu€eni na zakladé screeningu (alespori 1x ro¢né) budou dodrzovat
doporuceny rezim po dobu trvani projektu (3 roky).

5. Zvysit povédomi o problematice zdravi osob s MP prostfednictvim publikaci ve
vefejnych popularnich ¢&i akademickych publikacich (minimainé 2 roc¢né)
a vypisovanim témat zavéreénych praci studentd.

6. 1xrocné vypisovat Cenu Golisano (tzv. ,Golisano Health Leadership Award*), pfip.
diléi drobna ocenéni pro stézejni podporovatele zdravotni politiky ve prospéch
osob s MP.

Tyto cile jsou vkazdé zemi detailnéji rozpracovany v souladu se zajmy,
moznostmi a navazujicim finanénim zabezpecenim. Pfes vyzadované cile se podtrzeni
specifik v kazdém programu nejen akceptuje, ale i vita.

Charakteristika projektu ,,Zdrava spolecenstvi“ v CHSO (ZAS) a jeho
management

Vlastni tvorba projektu, konsultace podminek materidlnich, personalnich
finanénich apod. byla zahajena jiz v roce 2015 ¢etnymi konsultacemi s predstaviteli
projektu v Bruselu (SOEE - Special Olympics Europe/Eurasia). Tato etapa byla
zakon&ena v unoru 2016 osobnim setkanim se zadavateli projektu v Bruselu, kdy se
jednotlivé pasaze ciselovaly az do podoby podepsani dohody o akceptaci projektu.
V ramci CHSO jiz museli byt pfedem pfipraveni partnefi z univerzit. Skutedny termin
zahajeni projektu byl bfezen 2016.

Projekt ,Zdravé spolecenstvi“ (v originale HC — Healthy Community) ma
v CHSO zkratku ZAS (Zdravy Atlet a Spolegenstvi), v nédmZ je nutné ZAS a ZAS,
opakované zdlraznovat zdravotni politiku pro osoby s MP). Projekt ziskal od SOI
identifikacni Cislo, takze univerzitdm umoznuje evidovat tento projekt v ramci
partnerstvi, a to jak pro rozvoj, tak i pro vyzkum s mezinarodni komparaci
a s doporucenimi do praxe. Pro prvni rok to bylo Y1 16-600-14, pro druhy rok Y2 17-
600-11. Pro participanty z praxe (vychovatelé, socialni pracovnici, asistenti pedagogu
apod.) je pak moznost zaradit si nabizena skoleni do osobnich programu celozivotniho
vzdélavani.

Strategie projektu ZAS je zaloZena na participaci jednotek v tzv. trianglu®
vdané lokalité, a to v $esti lokalitaich v CR. TRIANGL je sloZen z pfedstavitell
jednotek:
¢ CHSO akluby SO,

e univerzita nebo zastupce tercialniho vzdélavani,
e organy Ci predstavitelé mistni politiky.
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Pro volbu lokality bylo podstatné, zda v dané oblasti kluby CHSO maji silné
zastoupeni a zkuSenosti s programy Zdravy atlet, nebo naopak nikoliv
a prostfednictvim projektu ZAS aktivitu oblasti iniciovat, predat si zkuSenosti
a pozvednout povédomi o SO a zdravotné orientovanych projektech. DalSim kritériem
byl i odborny kredit osobnosti, které ve vedeni dané lokality budou hrat stéZejni dlohu
(tzv. leadfi). Oznameni potencialnim partnerim a jednani s nimi probihalo taktéz v roce
2015. V zaveéru pak hrala ulohu i rychlost a vstficnost pfi formulovani smlouvy mezi
CHSO a danou univerzitou, schopnost akceptovat rdmcova pravidla, naplnit cile
a nabidnout urcité specifikum.

Takto vznikly jednotky ZAS smluvné podchycené s CHSO:

- Brno — Fakulta sportovnich studii, centraini jednotka.

Spec: zapujéovani pfistroju pro screening, orientace na management akci osob s MP;
PROMO-

akce ve spojeni s ambasadory — vrcholovymi sportovci; spole¢né s jednotkou Zlin
opakované

dvouleté sledovani déti Skolniho véku s MP.
- Praha — Vysoka Skola télesné vychovy a sportu Palestra.

Spec: orientace na wellness, screening biorytm(; PROMO-akce ve spojeni se Dnem
zdravého

spolecenstvi pfi Kbelské desitce.
- Ceské Budéjovice — Pedagogicka fakulta JCU.

Spec.: orientace na sportujici z praktickych $kol i mimo CHSO a romské etnikum;
spojeni s JC

diecézi.
- Plzefi — Pedagogicka fakulta ZCU.

Spec.: orientace na sportujici s autismem; spojeni s nadaci PROCIT a odb. socialnich
sluzeb.
- Hradec Kralové — Pedagogicka fakulta Univerzity v Hradci Kralové.

Spec.: orientace na jedince s MP organizované i neorganizované v SO; spojeni
s odb. socialnich

sluzeb a PROMO-akce pfi Hradeckém pllmaratonu.
- Zlin — Gymnazium Lugni.

Spec.: orientace na mladé sportujici v SO i mimo SO; spojeni PROMO-akce
s organizatory

Zlinského festivalu détského filmu; spole¢né s jednotkou Zlin opakované dvouleté
sledovani

déti Skolniho véku s MP.
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Projekt vymezuje pfedpokladané pocty dlouhodobé sledovanych osob
s mentalnim postizenim (20 na kazdou jednotku ZAS), pfiemz se neorientuje pouze
na atlety registrované v CHSO, ale screening je pFistupny i ostatnim. Vymezuje i posty
proskolenych cilovych skupin (atleti s MP, rodiCe, zastupci mistni politiky, studenti —
dobrovolnici, zdravotnicky personal apod.). Na kazdou jednotku pak pfipada realizovat
po jedné akci: PROMO-akce propagacniho charakteru pro vefejnost a prezentaci
v lokélni politice, 1 workshop pro dobrovolniky, zabezpeclujici ro€ni c¢innost,
1 vzdélavaci férum pro potencionalni trenéry, 1 vzdélavaci férum pro rodi¢e, minimalné
1 vikendova akce outdoorova, minimalné 1 vikendova akce inklusivni, minimalné jedna
ucast na sportovni soutézi narodniho charakteru, minimalné& ukoné&eni jedné Bc &i Mgr
prace ro¢né (za cely projekt) a minimalné 2 prezentace vefejného charakteru a 1 prace
védecké publikace €i ucasti na konferenci mezinarodniho charakteru za cely projekt.
Také screening musi obsahovat Setfeni ukazatell v urcitych oblastech, jako zdatnost,
zapojeni do pohybovych aktivit a sportu, ukazatele vyzivy a podpory zdravi. K tomuto
slouzi manual i zaznamové listy i stejny zplsob zpracovani, a to proto, aby mohla byt
podtrZzena specifika skupin, napf. osob Zijicich v chranéném bydleni ¢i v rodinach nebo
provozujicich urcity typ sportu. V tomto smyslu se pak pfedpokladaji komparace nejen
mezi Sesti lokalitami projektu ZAS, ale i komparace mezinarodni.

Z hlediska centralniho managementu je povinnosti kliCové osoby (Valkova)
kazdého patého dne v mésici odesilat na SOEE v Bruselu prabéznou zpravu, kazdy
meésic se uc€astnit mezinarodniho webminare. Cely organizacni $tab, tj. lidfi jednotek
ZAS a zastupci CHSO se schazeji dle potfeby v Praze. Informace o projektu, ale
i odpublikované vysledky, jsou pridbézné prezentovany na www.specialolympics.cz
/lzdravy atlet// ZAS.

Dil¢i vysledky ZAS

Stézejnim faktorem Uspéchu projektd predchozich, i sou¢asného projektu ZAS
jsou trenéfi ¢i vychovatelé v klubech SO ¢i jinych institucich, zajiStujicich vzdélavani ¢&i
sluzby pro osoby s MP. Ne vzdy maji podporu z vy$sich organa provadeéjicich inspekce
kvality socialnich sluzeb nebo procesu ,transformace®. Je tfeba vazit si téch, ktefi
pohybové aktivity a trénink ve smyslu zdravého zivotniho stylu dokazali do systému
socialnich sluzeb a aktiviza€nich €innosti prosadit. Pfes veskeré problémy ¢&i naro¢nost
prace v projektech HA je mozné formulovat néktera zjisténi:

1. Trenéfi maji o tématiku zajem, Skoleni se u€astni se svymi sportovci a pfimo tak
aplikuji typické pfistupy v inovacich zvySovani fitness. Ze zpétnych vazeb vyplyva, Ze si
uvédomuji fakt, ze zvySovani zdatnosti souvisi s adekvatni komunikaci, s motivaci
prostfednictvim dobré atmosféry, se soutéZemi a individudlnim hodnocenim, ale
i s drobnymi odménami. Prostfedkem nemusi byt trénink pouze daného sportu, ale
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modifikované pomucky. Vyznamnymi prostfedky jsou zakladni lokomoc¢ni pohybové
vzorce (chlize, béhani, skakani, hazeni, chytani), ale i hry s cilenim, hry ve vodg,
¢innosti turistického charakteru a je nutné podporovat oblibeny tanec.

2. Podstatnym zjisténim je, Zze sportujici populace v CHSO ,starne®, pfevahu maji
vékove kategorie nad 30 let, ale nad$ené trénuiji i ti, ktefi maji nad 40 let i 50 a dosahuji
udivitelnych vysledk(l ve srovnani s béZnou populaci a jejich Zivotnim stylem v daném
véku. Zapojovani mladeze s MP do 16 let do pohybovych aktivit je sou€¢asnou vyzvou
CHSO i vkontextu projektu HBSC (Health Behavior) a IASSIDD (International
Association for the Scientific Study of Intellectual and Developmental Disabilities).

3. S podporou projektu ZAS Golisano se podafilo vyvinout systém kdédovani dat tak,
aby je bylo mozné odesilat na e-mailovou adresu pfimého ucastnika.

4. Byl stabilizovan standardizovany koncept screeningu, a to jako ,sportovni viceboj*
s pfedavanim pamétnich odznak(l, s vyhlaSovanim vysledkd i udélovanim medaili
apod.

5. Dil&i vysledky jsou publikovany a prochazeji recenznim fizenim (profil sportovce
v béhu na lyzich a kasuistiky vyvoje ukazatell v béZzeckych disciplinach atletickych).
Riznorodost vysledkl je zna¢na, a to nejenom vzhledem k individualni diagnéze
sportujicich, ale pfedevSim vzhledem Kk jejich trénovanosti a participaci v tzv. méné
naroénych disciplinach (napf. 50 m chlize ¢i béh, skok do dalky z mista apod.) — zde
jsou vysledky velmi slabé, a to jak v danych sportovnich disciplinach, tak v ukazatelich
v béhu na lyzich, apod.) nalézame vysledky velmi dobré. Z toho vyplyva, Ze nelze
zjiSténa fakta absolutizovat, ale také nelze precenovat fakta z u€ebnic psychopedie
0 obezité, o nedokonalosti az nemohoucnosti osob s MP, o nutnosti pouze o né
.pecovat® i ,zajiStovat sluzby” (Valkova, 2015). Dilci vysledky Ize také sledovat na
www. specialolympics.cz.

6. V této souvislosti by se mély diskutovat i pfileZitosti a mozZnosti zapojovani do
pohybovych aktivit a sportu, ptipadné CHSO, v systému inkluzivniho vzdélavani &i
v systému socialnich sluzeb (aktivizacnich &innosti) a v systému chranéného bydleni,
coz presahuje ramec tohoto sdéleni. AvSak zapojeni do PA je vyznamnou oblasti pro
upevnovani zivotniho stylu a zdatnosti osob s MP.

Dopliikova Setreni

Prostfedi Specialnich olympiad je platformou i pro dalSi Setfeni, jehozZ vysledky praxe
potfebuje. Na vSech typech Setfeni se podileji studenti — dobrovolnici a néktera témata
byla zpracovana v Uspé&sné obhajenych Bc & Mgr pracich. Soupis téchto praci je
archivovan v databazi CHSO.

CHSO se soustfeduje na tfi stéZejni oblasti:

1. Setfeni objemu a intenzity pohybovych aktivit v prabéhu tydenniho reZimu. Toto
klasické Setfeni prostfednictvim Actigrafu je obohaceno o komparaci ukazatelu zatizeni
v prubéhu sportovné regeneraéniho tabora a v pribéhu bézného pracovniho tydne
a v pribéhu vikendové sportovni soutéze (Valkova, Lu Qu & Chmelik, 2014).
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PfedbéZzné vysledky opravuji néktera dfivéjSi tvrzeni, protoZze nami sledovana
populace, dokonce i ve véku nad 35 let, vykazovala objem a intenzitu PA srovnatelnou
s populaci bé&Znou, dokonce az 1,5 x vys8i nez populace bé&zna. Problém vidime
v pfileZitostech pro pohyb, v motivaci a sou¢asné personalni podpore.

2. Setfeni aktivity a kooperace mezi sportovci a partnery ve sjednocenych sportech,
konkrétné fotbalu o 5 hragich a narodnim sportu CHSO — pfehazované, a to ve
srovnani s vysledky v testech individualnich dovednosti (Cinnosti jednotlivce). Tato
Setfeni jsou podstatna pro verifikaci pravidla smyslupiného zaclenéni (inkluze)
v utkanich. Potvrzuje se, Ze kooperace mezi sportovci a partnery je nejen mozna, ale
také pfispiva kohezi malého tymu.

3. Setreni profilt sportovctl danych sportt na bazi tzv. ,malych* a ,velkych disciplin®
a pravidla maximalniho usili v kvalifikaci i finale (Valkova, 2014; 2015; 2016). Protoze
néktefi sportovci absolvovali opakovana Setfeni kazdy rok, néktefi i 2x ro€né pfi
soutéznich pfilezitostech, zpracovani individualnich trendd vyvoje je velkou vyzvou.

Zaveéry

Projekty Specialnich olympiad Zdravy sportovec (Healthy Athlete) i projekty dalSi maji
vyznam jak pro screening ukazateld zdravotné orientované zdatnosti a ukazatell
zivotniho stylu, tak pro prezentovani projektd SO na vefejnosti. | kdyz cile
i management projektu v jednotkach ZAS

je jiz stabilizovan, z kooperace nejsou vylou€eni jak dalSi zajemci o screening té&chto
ukazatell a jejich analyzu, tak o proSkoleni dobrovolnikli ze stfednich $kol, univerzit €i
vychovatelll a socidlnich pracovnik(i z praxe. ProSkoleni absolventi pak maji moznost
uchazet se o zapojeni do Setfeni v programech Zdravy sportovec (HA) v kontextu
narodnim i mezinarodnim. Zajemci se mohou kontaktovat na adresach:
valkova@fsps.muni.cz nebo office@specialolympics.cz. Vzdélavaci program CHSO
byl pro Ucely rozvoje Ci stabilizace zdravotni i vSeobecné zdatnosti vytvoren. Vysledky
jsou globalné prezentovany na www.special.olympics.cz // zdravy sportovec.
Individualni vysledky podléhaji ochrané& osobnich dat a jsou pfedavany pouze
relevantnim osobam. Ziskané ,tvrdé udaje“, které zde zatim nejsou prezentovany, by
meély poslouzit jako argumenty pro transformaci socialnich sluzeb nejen z hlediska typu
bydleni, ale i z hlediska zdravého Zivotniho stylu se zakomponovanim pohybovych
aktivit.
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Abstrakt

PFispévek se zabyva analyzou kvality Zivota seniorll na Svitavsku. Vyzkumu
se zucastnilo celkem 60 respondentll, Zijicich samostatné ve vlastnich domovech.
Setfeni je soudasti vétsiho vyzkumného projektu pracovisté. Cilem Setfeni bylo
obohatit poznatky o subjektivni kvalité Zivota seniord pomoci vystupl dotazniku
SQUALA a vyhodnotit vztah mezi vnimanou kvalitou Zivota a frekvenci provadéni
pohybové aktivity (PA) a s tim spojenym subjektivnim vnimanim zdravotniho stavu
respondentl. Vystupy byly dale porovnavany z hlediska pohlavi, véku a pracovniho
uplatnéni. Vysledky ukazaly, Ze doporuceni, podle kterych pohybové aktivity maji byt
provozovany minimalné 3x tydné, Iépe denné (napf. US Department of Health and
Human Services - USDHHS, 1996), splfiuje pouze 25 % respondentd. Témér totozné
mnozstvi, 16 osob (26,7 %), necvi€i vibec. V naSem souboru respondentli neméla
v8ak mira provozované pohybové aktivity vyznamny vliv na hodnoceni kvality Zivota
seniorll. Nejvétsi vliv mél subjektivné hodnoceny zdravotni stav.

Klicova slova: Seniofi, pohybové aktivity, aplikované pohybové aktivity, SQUALA,
nezavislost

Uvod

V poslednich letech existuji velmi presvédcivé diukazy o pozitivnim dopadu
pravidelné pohybové aktivity (dale PA) na zdravi a souvisejici vnimani kvality Zivota
(QOL) seniord. Bylo prokazano, ze pravidelné provozovana PA pomaha vést nezavisly
Zivot, snizuje riziko padd a zlomenin, dale snizuje vyskyt pfiznakd uzkosti a deprese
a celkové riziko pred¢asnych Umrti a zdravotnich omezeni v dusledku onemocnéni
srdce, cukrovky, osteoartrézy a nékterych typl rakoviny (Nelson et al., 2007; USDHHS,
1996). Navzdory témto skuteCnostem seniofi stale patfi k nejméné aktivni vékové
skupiné ve spolecnosti (Guthold, et al., 2008). Za hlavni atributy QOL jsou povazovany
rizné faktory, ale vétSina odborniki se shoduje na vyznamu autonomie ve stafi
a pokles QOL seniort je Casto spojen s jeji ztratou. Heun a kol. (1999) rozsifuji nalezy
o prediktory, které pozitivné ovliviiuji Uroven spokojenosti ve stafi. Patfi mezi né dobré
zdravi, absence deprese, manzelstvi, nezavisly Zivot, socialni zapojeni a absence
alkoholismu. PA je indikovana jako hlavni stimul pro zvySeni sobéstacnosti
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a autonomie seniorl. Vzhledem k témto poznatkim se predkladany pfispévek zabyva
hodnocenim QOL nezavisle Zijicich senior(i ve vztahu k frekvenci PA, véku, pohlavi
a dalSich proménnych. Dle naSich prozatimnich Setfeni (Wittmannova, 2016) pomoci
metody SQUALA (Dragomireckd et al., 2006) kvalitu Zivota ovliviiuji proménné jako typ
bydleni (zavislost/nezavislost), vék a v nékterych pfipadech pohlavi G€astnikl, nikoliv
informace o PA.

Pouziti metody SQUALA u seniort se zda byt vhodné, nicméné hledame dalsi
metody méfeni, které jsou v sou€asnosti vice celosvétové vyuZivany pro moznosti
dalSich komparaci. V sou€asnych vyzkumech pfevazuje vyuZiti nastroji vytvofenych
WHO (Svétovou zdravotnickou organizaci) jako WHOQOL-OLD a WHOQOL-BREF
(The WHOQOL Group, 1998; Dragomirecka & Bartofiova, 2006) nebo SF-36
(McHorney, Ware, & Raczek, 1993). Srovnani vysledki dotazniku SQUALA
a WHOQOL-BREF nebo OLD (Whogol Group, 1998) nejsou dostupna.

Ziskané informace tykajici se frekvence a urovné PA a jejich kvality pomoci
pouzitych technik dotazniku IPAQ - kratka verze (Craig et al., 2003) ¢&i anketnich otazek
nesplfiuji naSe oCekavani. Hledame jiné dotaznikové techniky k vyhodnoceni kvality
a kvantity provozovani PA u starSich osob. Jednim z ddvodl je i vék participantd,
protoZze dotaznik IPAQ je standardizovan ve stfedoevropskych podminkach pro
populaci 15 - 69 let (Sigmund, Sigmund, Mitas, Chmelik, Vasickova & Fromel, 2009).
Vyuziti u seniort je v tomto sméru pilotni, vystupy Ize komparovat pouze s védomim
daného omezeni. Sbér dat také ztéZuje porozumeéni terminim: ,... zda osoba
provadéla intenzivni Ci stfedn& zatézujici pohybové aktivity...“. Respondenti maji
problém vlastni PA zafadit pod konkrétni intenzitu provadéni. Zde se jako mozné
feSeni jevi vyplfiovani dotazniku s odbornou asistenci, kterda umozni pfresné&jSi popis
PA.

Metodika

Cilem Setfeni bylo obohatit poznatky o subjektivni kvalité Zivota senioru
pomoci vystupl dotazniku SQUALA a vyhodnotit vztah mezi vnimanou kvalitou Zivota
a frekvenci PA a s tim spojenym subjektivnim vnimanim svého zdravotniho stavu.
Vystupy byly dale porovnavany z hlediska pohlavi, véku, vzdélani, pracovniho
uplatnéni.
Vyzkumny soubor tvofilo celkem 60 osob seniorského véku pochazejicich z okresu
Svitavy, Zijicich stale samostatné ve svych bytech. DalSi charakteristiky a pocty
probandu v jednotlivych kategoriich naleznete v Tab. 1.
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Tabulka 1: Zastoupeni souboru v ¢etnosti a procentech (n = 60)

<. p
Pohlavi Muzi 22 36,67 %
60 - 74 let 68,33 %
Vék
90 a vice let (4 [667%
Prace ‘

Pracuje 33,33 %

Frekvence cvigeni | 1 tydné (9 [1500%

Subjektivné spise spokojeny/a 43,33 %
vnimany zdravotni ‘
stav spige nespokojeny/a 20,00 %

Dotaznik SQUALA. Francouzi Zannotti a Pringuey (1992) dali vzniknout
sebeposuzovacimu dotazniku SQUALA, ktery byl plvodné konstruovan jako specificky
nastroj méfeni QOL pro osoby s duSevnimi potizemi. Plvodni verze dotazniku
obsahovala 23 polozek, naSe administrace a vyhodnoceni hrubych dat vychazeji
z PFirucky pro uzivatele Ceské verze SQUALA (Dragomirecka et al., 2006), kde doslo
k redukci na 21 polozek (Tab. 2). Vysledky jednotlivych oblasti Ize vyjadfit tfemi
formami — parcidlnim a celkovym skére a pomoci skérd dimenzi. Parcialni skoér
jednotlivych oblasti je dan souc¢inem skoéru dllezZitosti, hodnocen na pétibodové Skale
od 0 = bezvyznamné po 4 = nezbytné a skéru spokojenosti, hodnoceno na stupnici 1 =
velmi zklaman po 5 = zcela spokojen. Celkovy skor je vyjadien souétem vSech
parcidlnich skorG. Hrubé skéry dimenzi SQUALA jsou: abstraktni hodnoty, zdravi,
blizké vztahy, volny €as a z&kladni potfeby. Tyto dimenze vychazeji z komparace
faktorovych analyz rGznych soubort. Z tabulky 2 je také patrna absence dvou polozek
dotazniku SQUALA (Prace a Déti), které byly na zakladé analyz Dragomerické et al.
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(2006) vyjmuty. Davodem byl €asty pocet chybéjicich hodnot v pfipadech bezdétnych
osob ¢i respondentl bez prace.

Tabulka 2: Prehled jednotlivych dimenzi a polozek SQUALA

Dimenze Polozky
SQUALA 1 (SQ1) Abstraktni Pocit bezpedi, spravedinost, svoboda, krasa
potieby a umeéni, pravda

Zdravi, fyzicka sobéstacnost, psychicka pohoda,

SQUALA 2 (SQ2) Zdravi -
péce o sebe sama

SQUALA 3 (SQ3) Blizké

Rodinné vztahy, laska, sexualni Zivot
vztahy

SQUALA 4 (SQ4) Volny cas Spanek, vztahy s lidmi, odpocinek, konicky

SQUALA 5 (SQ5) Zakladni

potreby Prostredi a bydleni, penize, jidlo

Doplnujici informace: Dotaznik SQUALA byl doplnén o osobni informace (vék,
pohlavi, zplUsob bydleni, nejvy$Si dosazené vzdélani, prace, spokojenost se
zdravotnim stavem a kvalitou Zivota) a dotazy na PA (pravidelna ucast na
organizovanych PA ¢i cvi€eni individualni).

Statisticka data byla zpracovana v programu Statistica 12.0. Vystupem dotazniku
SQUALA jsou hrubé skory jednotlivych dimenzi a celkové skére u celého souboru
probandu (n = 60). K porovnani statisticky vyznamnych rozdild na hladiné vyznamnosti
p < 0,05 u zakladnich parametr( vyuzivame Mann-Whitney U testu a Kruskall-Wallis
ANOVA test.

Vysledky

Subjektivni kvalita Zivota u celého souboru respondenti dle SQUALA
Subjektivni  kvalita Zivota je naobrazku 1 vyjadfena prdmérnymi, minimalnimi
a maximalnimi hodnotami hrubych skoért dimenzi u celého souboru probandi. Dimenzi
SQ2 zdravi respondenti hodnoti ze vSech dimenzi nejvySe. DalSi dimenzi, ktera byla
respondenty hodnocend také velmi dobfe, je SQ1 abstraktni hodnoty (pocit bezpedi,
spravedlnost, svoboda, krasa a uméni, pravda). Dale je v pofadi SQ4 volny Cas

a SQ5 zakladni potfeby.
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Maximalni 80 80 48 72 55

Pozn.: popis dimenzi SQUALA 1 - 5:

e SQL1 - abstraktni hodnoty (pocit bezpeénosti, spravedinosti, svoboda, krasa,
uméni a pravda)

o SQ2 - zdravi (zdravi, fyzicka sobéstacnost, psychicka pohoda, péce o sebe
sama)

e SQ3 - blizké vztahy (rodinné vztahy, laska, sexualni Zivot)

e SQ4 - volny ¢as (spanek, vztahy s ostatnimi lidmi, odpocinek, konicky)

e SQ5 - zakladni potfeby (prostredi, bydleni, penize a jidlo)

Obr. 1: Primérné, minimalni a maximalni hodnoty hrubych skérd dimenzi SQUALA
(SQ1-SQ3)

Vliv frekvence pohybové aktivity (PA) na vysledky dotazniku SQUALA

Vliv frekvence PA a sebehodnoceni zdravotniho stavu na hodnoceni kvality zivota
nas v nasi praci zajimal nejvice. Co se ty¢e PA, respondenti méli zodpovédét, kolikrat
tydné provozuji PA. Moznosti byly: 0x, 1x, 2x nebo 3x a vice. 20 respondentu
odpovédeélo, ze se PA zabyvaiji 2x tydné (33 %), pak 16 osob (27 %) PA neprovozuije,
15 osob cvi€i 3x a vice tydné a 9 osob 1x tydné (15 %).

Dle doporuceni ,Healthy People 2010“ (USDHHS, 2000), ve kterém je za
dostate¢nou miru povazovana chlze nebo stfedné zatéZujici PA provozovana nejméné
30 minut alespon 5x tydné, nebo intenzivni PA 20 minut alespon 3x tydné, jsme za
sportujici respondenty oznacili jedince s PA provozovanou =2x tydné (35,6 %) a za
nesportujici ty, ktefi cvi€i <2x tydné (25,4 %).
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Dle provedeného Kruskal-Wallis ANOVA testu jsme nenalezli statisticky
vyznamny rozdil mezi uvadénou frekvenci PA a subjektivné hodnocenou kvalitou Zivota
nap <0.05.

Vliv subjektivniho hodnoceni zdravotniho stavu na vysledky dotazniku SQUALA

Respondenti méli urit, jak vnimaji svlj zdravotni stav, jednalo se o otazku
subjektivniho charakteru. Z odpovédi mohli volit z moznosti: velmi spokojeny/a, spiSe
spokojeny/a, ani spokojeny/a — ani nespokojeny/a, spiSe nespokojeny/a, UpIné
nespokojeny/a. Ve vysledcich pfevazovaly kladné odpovédi velmi a spiSe spokojeny/a
u 28 respondentli (46 %), pak neutralni postoj ani spokojeny/a ani nespokojeny/a u 19
osob (32 %), spiSe nespokojenych se citilo 12 osob (20 %), jeden proband byl se svym
zdravotnim stavem Uplné nespokojeny (2 %).

2% 3%

M velmi spokojeny/a

M spise spokojeny/a
ani spokojeny/a — ani
nespokojeny/a

M spiSe nespokojeny/a

M Uplné nespokojeny/a

Obr. 2: Zdravotni stav respondentt

Dle provedeného Kruskal-Wallis ANOVA testu jsme nalezli statisticky vyznamny rozdil
mezi subjektivnim hodnocenim zdravotniho stavu a subjektivné hodnocenou kvalitou
Zivota na p < 0.05 v Celkovém skore dotazniku SQUALA (SUM_QLF) (p < 0.047),
u dimenze SQ2 zdravi (p < 0.006) a SQ4 volny €as (p < 0.048), viz boxplotové grafy
obr. 3, 4, 5. U hodnoceni zavislosti mezi jednotlivymi skupinami (Tab. 3), pak byl
potvrzen statisticky vyznamny rozdil na p < 0.05 pouze u SQ2 zdravi mezi skupinou
2 (spiSe spokojeny/d) a 3 a 4 (ani spokojeny/a, ani nespokojeny/a a spiSe
nespokojeny/a).
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Tab. 3:

Srovnani dle hodnoceni kvality Zivota zdravotniho stavu v dimenzi SQ2

Multiple Comparisons p values
Kruskal-Wallis test: H (3, N=59) =12,51710

i 020050
1 2 3 4
R:42,250 R:37,865 R:23,921 R:20,542
1 1,000000 0,906837 0,587737
2 1,000000 0,042878 0,023106
3 0,906837 0,042878 1,000000
4 0,587737 0,023106 1,000000

Viysvétlivky: 1- probandi velmi spokojeni se svym zdravotnim stavem, 2- spiSe
spokojeni se zdravotnim stavem, 3 -probandi ani spokojen, ani nespokojeni a 4-
probandi spiSe nespokojeni a nespokojeni.

Baxplot by Group
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Vysvétlivky: 1- probandi velmi spokojeni se svym zdravotnim stavem, 2 - spise
spokojeni se zdravotnim stavem, 3 -probandi ani spokojeni, ani nespokojeni a 4 -
probandi spiSe nespokojeni a nespokojeni. QOL_SUM je celkové skére dotazniku
SQUALA.

Obr. 3: Viiv subjektivniho hodnoceni zdravotniho stavu na kvalitu Zivota respondentt
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Viysvétlivky: 1- probandi velmi spokojeni se svym zdravotnim stavem, 2 - spiSe
spokojeni se zdravotnim stavem, 3 -probandi ani spokojeni — ani nespokojeni a 4 -
probandi spiSe nespokojeni a nespokojeni. SQ2 je dimenze zdravi dotazniku SQUALA.
Obr. 4: Viiv subjektivniho hodnoceni zdravotniho stavu respondent’ v dimenzi SQ2
zdravi

Bowplot by Group
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Vysvétlivky: 1- probandi velmi spokojeni se svym zdravotnim stavem, 2 - spise
spokojeni se zdravotnim stavem, 3 -probandi ani spokojeni, ani nespokojeni a 4 -
probandi spise nespokojeni a nespokojeni. SQ2 je dimenze zdravi dotazniku SQUALA.
Obr. 5: Vliv subjektivniho hodnoceni zdravotniho stavu respondent( v dimenzi SQ4
volny ¢as
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Subjektivni hodnoceni zdravotniho stavu ma vliv na vnimani kvality Zivota
daného jedince, coz potvrzuji i vysledky nasSeho Setfeni. Na obrazku 3 Ize vidét
posloupnost, &im lepsi zdravotni stav, tim lepSi hodnoceni QOL, respondenti, ktefi
hodnotili svdj zdravotni stav nejlépe (= 1), maji také nejvys$si hodnoceni QOL. DalSi
statisticky vyznamny rozdil byl u dimenze SQ2 zdravi (obr. 4). Zde byl vyznamny rozdil
v kvalité Zivota mezi respondenty ze skupin 1, 2 a ze skupin 3, 4. Na obrazku 5 Ize
vidét, Ze respondenti, ktefi hodnoti vySe dimenzi SQ4 volny €as, maji také vysSi
hodnoceni své QOL.

Vliv pohlavi na vysledky dotazniku SQUALA
Dals$i polozkou, kterd mohla ovlivnit vysledné hodnoceni kvality Zivota
respondentd, bylo pohlavi, nas soubor se skladal z 38 Zen (63 %) a 22 muzu (37 %).

Vliv pohlavi

60
50
40
30
20
10

0

sQ1 sQ2 sQ3 SQ4 SQ5
= MuZi 38 46 25 36 27
==7eny 43 50 29 41 28

Obr 6: Prumérné hodnoceni kvality Zivota dle pohlavi v dimenzich SQUALA

Na obrazku 6 je graficky znazornéno hodnoceni kvality zZivota u souboru
rozdéleného dle pohlavi. V hodnoceni jednotlivych dimenzi dotazniku SQUALA nebyl
mezi muzi a zenami zjistén statisticky vyznamny rozdil (p > 0,05). NejvySe hodnoti
muzi i Zeny dimenzi SQ2 zdravi a nejnize SQ3 blizké vztahy. Vysledek je v souladu se
zavéry predeslych praci s podobnou tématikou, které jsou spojeny v souborné studii
u 317 probandt, zde byl nalezen rozdil v hodnoceni kvality zivota pouze v dimenzi SQ1
abstraktni hodnoty, kdy muZzi hodnotili tuto dimenzi vySe nez Zeny (Wittmannova,
2016).
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Vliv véku na vysledky dotazniku SQUALA

Pro ucel nasi prace byl celkovy soubor rozdélen dle véku na 3 skupiny, a to od 60
do 74 let (41 osob, 68 %), od 75 do 89 let (15 osob, 25 %) a nad 90 let (4 osoby, 7 %).

Na obrazku 7 je znazornéno hodnoceni jednotlivych dimenzi dotazniku SQUALA
podle véku respondentd. Skupina seniort od 60 do 74 let hodnoti nejvySe dimenzi SQ2
zdravi a nejnize SQ5 zakladni potfeby. Od 75 do 89 let hodnotili respondenti také
nejvySe dimenzi SQ2, nejnize potom SQ3 blizké vztahy. Skupina seniorli nad 90 let
hodnoti nejvySe dimenzi SQ1 abstraktni hodnoty a nejnize dimenzi SQS3.

Vék
60
50 ~
f/\ A
30 e o —
20
10
0
SQ1 sQ2 sQ3 SQ4 SQ5
——60-74let| 3702 | 4812 | 2844 38 25,78
75-89 let 48,47 51,93 27,33 39,87 29,73
nad 90 let 53,5 40,5 24 43,75 37,75

Obr 7: Primérné hodnoceni kvality Zivota dle véku v dimenzich SQUALA

Nejnize hodnocenou polozkou u skupiny seniort od 60 do 74 let je dimenze SQ5
zakladni potfeby, mezi které se fadi bydleni, prostfedi, penize a jidlo. Druha skupina
(75 - 89 let) hodnotila nejlépe dimenzi SQ2 zdravi a nejméné spokojena byla s dimenzi
SQ3 blizké vztahy. V tomto véku si mohou pfipadat seniofi vice osaméli. Jiz vétSinou
nechodi do prace, nestykaji se denné s tolika lidmi a mohou pfichazet o své pratele
nebo partnery. Skupina seniord nad 90 let hodnoti nejvySe dimenzi SQ1 abstraktni
hodnoty - dokonce vySe, nez zbylé dvé skupiny. Na obrazku 8 jsou znazornéné
dosazené primérné hodnoty v dimenzi SQ1 u souboru rozdéleného dle vékovych
kategorii. Lze pozorovat, Ze s vékem roste bodové ohodnoceni dimenze SQ1
abstraktni hodnoty dotazniku SQUALA, rozdily v8ak nedosahuji statisticky vyznamnych
hodnot (p = 0.07).
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Boxplot by Group
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Obr. 8: Hodnoceni kvality Zivota v dimenzi SQ1 abstraktni hodnoty u probandi
rozdélenych dle véku (Pozn.: 74 = vékova kategorie 60-74 let; 80 = kategorie 75-89 let;

90 = kategorie 90 a vice let)

Vliv pracovniho poméru na vysledky dotazniku SQUALA

Dal$i polozkou slouzici k identifikaci respondentd bylo posouzeni vlivu pracovniho
poméru. Moznost odpovédi na otazku ztéto oblasti byly: pracuji - viadném i
¢astecném pracovnim Uvazku, pracuji a sou¢asné pobiram duchod (20, 33%), anebo
nepracuji — pobiram ddchod (40, 67%).

Pracovni uplatnéni
60
50
40
30
20
10
0 sQ1 5Q2 s5Q3 sQ4 5Q5
=== Pracuji 38,65 46,75 273 38 26,5
== Nepracuji 45,65 52,2 29 40,55 29,7

Obr. 9: Hodnoceni kvality Zivota dle prace v dimenzich SQUALA
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Nebyl zjistén vyznamny rozdil v jednotlivych dimenzich dotazniku mezi
respondenty, ktefi pracuji na plny nebo &asteény pracovni Uvazek a respondenty bez
pracovniho poméru (obr. 9).

Zavéry a diskuse

PFi vybéru respondentl jsme se zaméfili na osoby seniorského véku zijici
samostatné ve svych domacnostech. Pfi hodnoceni dosazenych hodnot v jednotlivych
dimenzich dotazniku SQULA se nasi respondenti v porovnani s normou pohybuji ve
velmi nizkych hodnotach, mimo SQ1 abstraktni hodnoty. Spojime-li primérné hodnoty
jednotlivych dimenzi SQUALA do kFivky, ktera znaci, kde respondenti vnimaji kvalitu
souboru pro CR 49 - 59 let (Dragomirecka, 2006, 27), tak souhrnnému Setfeni
Wittmannové (2016). Tzn. nejvySe hodnocena je dimenze SQ2 zdravi, pak SQ1
abstraktni hodnoty (u proband( 60+) a potom v podobnych hodnotach, okolo priméru
50.0 zbylé tfi dimenze — blizké vztahy (SQ3), volny ¢as (SQ4) a zakladni potfeby
(SQ5). U naseho souboru primérné hodnoty mnohem nizsi a to u SQ3 prumér 28.0,
u SQ4 pramér 39.0 a SQ5 primérna hodnota 20.0. Samostatné bydleni seniorll mlze
mit negativni vliv na dimenze SQ3 blizké vztahy (rodinné vztahy, laska, sexudlni zivot)
a SQ5 zakladni potieby (penize a prostiedi, bydleni, jidlo), seniofi zUstavaji sobéstaéni,
ale mohou se citit vice osaméli, ,odchazeji“ jim blizci nebo jsou bezradni pfi feSeni
situaci s rostoucimi naklady za bydleni, zdravotni péci, jidlo. Pravé posledné
jmenované starani se o zakladni potfeby v domovech pro seniory pocitové odpada.

Vysledky ukazaly, Ze obecna doporuceni (napf. USDHHS, 1996), podle
kterych ma byt PA provozovana minimalné 3x tydné, spliiuje pouze 15 respondent
(25%). Podobné hodnoty nalezneme i v dalSich pracich (Pelclova, VaSickova, Fromel,
Djordjevic et al., 2008; USDHHD, 2000). V nasem souboru se neprojevil vliv frekvence
PA (subjektivné vyjadifené na dotaz kolikrat tydné provozujete PA) na dosazené
hodnoty v jednotlivych Skalach dotazniku SQUALA. Co se ale jevi jako vyznamné, je
jednoducha odpovéd na dotaz ,jak vnimate svij zdravotni stav?“. Subjektivni
hodnoceni zdravotniho stavu v naSem S$etfeni ma vliv na QOL daného jedince, Ize
pozorovat, ¢im Iépe hodnoceny zdravotni stav, tim lepSi hodnoceni QOL (u SQ2 zdravi
a SQ4 volny &as). Nebyl potvrzen vliv véku na hodnoceni kvality Zivota v jednotlivych
Skalach dotazniku s jednou vyjimkou — Skaly SQ1 (abstraktni hodnoty).

Limitem prace mohou byt vyuzivané techniky sbéru dat. V oblasti hodnoceni
kvality Zivota se |ze inspirovat technikami Svétové zdravotnické organizace (WHO) jako
WHOQOL-OLD a WHOQOL-BREF (The WHOQOL Group, 1998; Dragomirecka
& Bartoriova, 2006) nebo SF-36 (McHorney, Ware, & Raczek, 1993). V oblasti sbéru
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dat o drovni PA Ize re-evaluovat vyuziti techniky IPAQ — kratka verze (Craig et al.,

2003).
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