Univerzita Palackého v Olomouci
Filozoficka fakulta

Rozhovor, pozorovani
a anamneéza

v dopravnepsychologickém
vysetreni

Lenka Sramkova, Matus Sucha (eds.)

Olomouc 2015



Recenzovali/Reviewers
PhDr. Roman Prochazka, Ph.D.
PhDr. Vlasta Rehnova

Autorsky kolektiv/Authors
PhDr. Lenka Sramkova
PhDr. Matus Sucha, Ph.D.
PhDr. Radko Obereignerd, Ph.D.
PhDr. Michal Walter
Magr. Libor Eliasek
Bc. Katefina Bohmova

~ o
*

‘x ** ﬁ:

. * * ° M

evropsky Fx® f H

socialni - MINISTERSTVO SKOLSTVI, 0P Vadélavani
¥ 4 fondvCR EVROPSKA UNIE  MLADEZE A TELOVYGHOVY  pro konkurenceschopnost

INVESTICE DO ROZVOJE VZDELAVANI
Publikace vznikla v rdmci projektu ESF ,Iniciace mezioborového potencialu
psychologie - inovace odborné ptipravy studentt UP pro praxi“.
(registraéni ¢islo: C2.1.07/2.2.00/28.0143)

Neopravnéné uZiti tohoto dila je porusenim autorskych prav a mlze zakladat
obc&anskopravni, spravnépravni, popf. trestnépravni odpovédnost.

Unauthorized use of the work is a breach of copyright and may be subject to civil,
administrative or criminal liability.

1. vydéni/First Edition

Illustrations © Martina Letochova, 2015

Cover Photo © Ondrej Svoboda, 2015

Translation © Helena Pekarovd, James Milne, 2015
Editors © Lenka Sramkova, Matug Sucha, 2015

© Univerzita Palackého v Olomouci, 2015

ISBN 978-80-244-4406-2



Obsah

Predmluva — Rozhovor, pozorovani a anamnéza v dopravnépsychologickém vysetieni
I/ Klinicky pfistup v ramci psychologické diagnostiky

Uvod

1Vymezeni klinickych metod

2 Historie klinickych metod

3 Klinické metody v psychologii

4 Rozhovor jako zakladni prvek diagnostickych systémd
5 Predpoklady pro vedeni klinického rozhovoru

6 Omezeni klinickych metod v DPV

7Vhodné dovednosti pro pozorovani a vedeni rozhovoru
Literatura

Il / Modely fidi¢ského chovani a moznosti posuzovani a ovlivnéni chovani pomoci

klinickych metod pfi dopravnépsychologickém vysetieni
Literatura

Il / Metoda rozhovoru, anamnézy a pozorovani v ramci DPV

Uvod

IV / Metoda rozhovoru v ramci dopravnépsychologického vysetfeni — vyzkum

Uvod

1 Teoretické zazemi rozhovoru v ramci DPV

2 Metoda rozhovoru v rdmci dopravnépsychologického vysetreni — vysledky vyzkumné studie
Shrnuti

Literatura

v/ Anamnesticky dotaznik v DPV

Uvod
1Vymezeni
2 Vlyzkum
Zavér
Literatura

VI / Specifika vedeni rozhovoru se somatickym pacientem (Specifika klinicky vyznamnych

somatickych, psychiatrickych a neurologickych poruch pii fizeni motorovych vozidel)
Uvod
1Zrakové poruchy
2 Diabetes mellitus
3 Epilepsie
4 Organické dusevni poruchy
5 Neurodegenerativni onemocnéni
6 Schizofrenie
Literatura
VII / Etické a pravni otazky DPV
Uvod
1 Etické principy
2 Ochrana osobnich Gdaju fidicd/klientd, ktefi se podrobuiji dopravnépsychologickému vyseteni
Shrnuti
Dalsi zdroje informaci



Preface — An interview, observation and case history of the Psychological Assessment
of Fitness to Drive
| / Exploration in the Framework of Psychological Diagnostics
Introduction
1 Definition of Exploration
2 History of Exploration
3 Exploration in Psychology
4 Interview as an Essential Element of Diagnostic Systems
5 Prerequisites for Conducting a Clinical Interview
6 The Limitations of Exploration in PAFTD
7 Suitable Skills for Conducting Interviews and Observations
Literature
Il / Models of Driving Behaviour and the Possibility of Assessing and Influencing Behaviour through
Exploration in Traffic Psychology
Literature
Il / Interview, case history assessment and observation methods in the framework of the psychological
assessment of fitness to drive
Introduction
IV / Interview method in the framework of psychological assessment of fitness to drive — research
Introduction
1 Theoretical background for the PAFTD interview
2 Interview method in the framework of psychological assessment of fitness to drive —
research study results
Summary
Literature
V / Anamnestic questionnaire of the PAFTD (PSYCHOLOGICAL ASSESSMENT OF FITNESS TO DRIVE)
Introduction
Definition
Research
Conclusion
Literature
VI / The specifics of the interview with a somatic patient
(Specifics of clinically significant somatic, psychiatric and neurological disorders when driving
motor vehicles)
Introduction
1Visual disorders
2 Diabetes mellitus
3 Epilepsy
4 Organic mental disorders
5 Neurodegenerative diseases
6 Schizophrenia
Literature
VII / Ethical and legal issues of the PAFTD
Introduction
1 Ethical principles
2 Protection of driver’s/client’s personal data who are undergoing Psychological Assessment
of Fitness to Drive
Conclusion
Other sources

Autofi/Authors

12

M4
122

123
123
132
132
133

137
151
151
152
152
153
159
162
162
164

164
164
165
169
170
173
178
182
183
187
187
188

189
191
192
193



Predmluva

Rozhovor, pozorovani a anamnéza
v dopravnépsychologickém vysetreni

V Ceské republice je dle § 87 zékona €. 361/2000 Sb. nékterym skupindm
fidich zakonem ustanovena povinnost podrobit se dopravnépsychologickému
vySetfeni. Tento zakon rovnéz stanovi, kdo je opravnén toto vysetieni provadét.
V soucasné dobé zakon ale nestanovuje, co ma byt obsahem tohoto vysetreni,
jaké metody jsou vhodné anebo jak dlouho ma vysetreni trvat. Ackoliv v pos-
ledni dobé je v ¢eské i zahranicni literatufe dopravnépsychologické diagnosti-
ce vénovan ¢im dal tim vétsi prostor, témér vyhradné se tento prostor tyka
testovych metod. Soucasti dopravnépsychologického vysetreni jsou ale i metody
klinické. Mezi né radime rozhovor, pozorovani a anamnézu. Tato publikace se
tak tyka praveé klinického pristupu v ramci psychologické diagnostiky a zaméreni
explorace pfi dopravnépsychologickém vysSetteni.

V Gvodni ¢asti publikace jsou predstaveny klinické metody a jsou popsany prin-
cipy jejich spravné aplikace, a to zejména v kontextu dopravnépsychologického
vysetreni. V nasledujici ¢asti je popsana aplikace klinickych metod (zejména
rozhovoru) a postupy, jak je provadét pfi dopravnépsychologickém vysetteni.
Pro ucely této publikace bylo provedeno Setieni sestavajici z rozhovoru s pat-
nacti dopravnimi psychology, ktefi odpovidali na otazky tykajici se jejich uzivani
klinickych metod. Vystupy tohoto vyzkumu jsou popsany ve Ctvrté kapitole.
Dalsi ¢ast publikace pojednava o vztahu mezi tim, co zjistujeme (resp. posu-
zujeme) v rdmci dopravnépsychologického vysetreni, a dopravnim chovanim
(resp. bezpecnosti silnicniho provozu). V zavéru publikace je pozornost vénovana
etickym a pravnim aspektlim. Soucasti knihy je formulace informovaného sou-
hlasu s nahravanim rozhovoru.

Autofi publikace dékuji dopravnim psychologlim za ochotu zapojit se do vyz-
kumu tykajiciho se provadéni dopravnépsychologického vysetieni, jehoz vystupy
jsou prezentovany v této knize.

Lenka Sréamkova, Matus Sucha
Olomouc, 2015






| / Klinicky pfistup v ramci
psychologické diagnostiky

Radko Obereigner(

Uvod

Klinické metody v obecné roviné povazujeme za nejlepsi kombinaci nastrojl
pro psychologickou diagnostiku. Pro nase tcely se termin klinicky mize zdat
zavadéjici, nebot v dopravnépsychologickém vysetfeni (DPV) nepfistupujeme
k liZku pacienta. Svou efektivitou a vytéznosti jsou klinické metody stéle hlavni-
mi nastroji v interpersonalnim kontaktu s druhym ¢lovékem, at uz se jedna
0 pacienta, uchazece o zaméstnani nebo fidice. Rozdéleni klinickych metod ma
predevsim svou didaktickou povahu. V ¢asovém sledu jsou metody aplikovany
paralelné a jsou vzajemné neoddélitelné. Charakter ziskanych informaci ma svou
jednotu v rovinach pouzitych metod (smyslové, sémantické), proto je dovednost
jejich pouzivani nékdy pfirovnavana k uméni (napf. uméni vést rozhovor). Nacvik
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klinického pfistupu je Casto otazkou postupné nabyvané zkusenosti ziskavané
pod odbornou supervizi. Pozorované fenomény ¢i informace ziskané rozho-
vorem maji vzdy $irsi kontext a supervizni vedeni je, nebo by alespofi mélo
byt, nedilnou soucasti vsech aplikovanych smér odborné psychologie, kam
provadéni dopravnépsychologického vysetreni spada.

1 Vymezeni klinickych metod

JeZek a kol. (2006, s. 6-7) definuji klinicky rozhovor jako ,specifickou formu
rozhovoru se standardizovanymi cili (napf. potvrzeni i vyvrdceni diagndzy), ale
pouze dstecné standardizovanym postupem. Cilem neni ziskat néjakou odpovéd’
dotazovaného, ale odpovédét s urcitou mirou jistoty na urcitou otdzku tykajici se
respondenta (napf. v klinickém, forenznim kontextu). Je ddn vychozi cil a reper-
todr otdzek, ale volba strategie zdleZi na odborném usudku tazatele. Rozhovor
se miiZe r(zné kosatit v mistech, kde vznikaji pochyby, zda dotazovany rozumi,
nebo se objevuji (z hlediska cile rozhovoru) rozporuplné odpovédi”.

Uvést mizeme i pfimou definici Keatse (2000, s. 1), Ze , interview je kont-
rolovand situace, v niZ jedna osoba, tazatel, poklddd fadu otdzek jiné osobé,
respondentovi”.

Do tfetice Ize klinicky rozhovor vymezit jako , interakci mezi nejméné dvéma
osobami. KaZdy zucastnény prispiva k procesu a zdroveri ovliviiuje druhé. Neni
zde definovdn proces samotny. Béznd konverzace je také interakci, ale interview
presahuje jeji ramec” (Trull, Phares, 2001).

Klinicky rozhovor je zaloZen na profesionalnim vztahu mezi tazatelem (psy-
chologem) a respondentem (klientem). Klient musi byt alespon minimalnim
zpusobem motivovan, aby se Ucastnil rozhovoru s psychologem. A v neposled-
ni fadé spoluprace klienta a psychologa ma vést k vysledku, v naSem pfipadé
k objektivnimu DPV, jehoZ vyznéni neni pfedem stanoveno. Roli zde hraji i etické
otazky, napfiklad kdo je zadavatelem DPV, kdo vySetieni hradi aj. Definovani
vysokych standard(i DPV je nezbytnym predpokladem pro predchazeni opako-
vanym vySetienim s odliSnymi vysledky.

2 Historie klinickych metod

Z pohledu psychologické diagnostiky a jejiho historického kontextu mizeme jako
jednotici funkci rozhovoru najit moznost vyuZiti rozhovoru ve snaze porozumét
osobnosti ¢lovéka. V kontextu medicinském byla primarni funkci rozhovoru
snaha o porozuméni medicinskym priznakdim a ziskani predstavy o jejich jednoté
i specifickych odlisSnostech. Snaha o pochopeni osobnosti ma své v pisemnictvi
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dochované kofeny v antickém Recku v souvislosti se snahou popsat a pochopit
vzajemnost dusevni a fyzické stranky Zivota.

3 Klinické metody v psychologii

Viyuziti klinickych metod je vazano na vSechny do soucasnosti rozvinuté teore-
tické sméry. Jejich vzajemnou odliSnosti je mira direktivity uZivana pfi pouZiti
klinickych metod, pfedevsim rozhovoru, a vzajemny pomér ve vyuziti infor-
maci z rozhovoru a z pozorovani. Nedirektivni pFistup je zalozen na vnimani
a poslouchani klientd, pocatky nalezneme v psychoanalyze a témér ve vSech
smérech, které v ni nalézaji své koteny. Patii sem predevsim pfistupy Karen
Horneyové, Aarona Becka, Alberta Ellise, Fredericka Perlse, Carla Rogerse,
Nancy Chodorowové a dalSich. Soucasny diskurz stira rozdily v ramci jednot-
livych smérd, respektive predstavuje vzajemnou integraci mnoha diagnostickych
a terapeutickych prvk( napfic¢ teoretickymi sméry. Prace s nimi vsak neni
totozna, ¢asto jsou ,,0bjevovany” nové moznosti diagnostickych a terapeutickych
manévrl v ramci odlisnych smérd.

4 Rozhovor jako zakladni prvek diagnostickych systému

V oblasti psychodiagnostickych metod v soucasné dobé prevlada jasna snaha
pracovat s metodami, které jsou podlozeny silnou teoretickou koncepci, maji
prislusné psychometrické parametry a v neposledni radé jsou v souladu s kon-
ceptem mediciny zaloZené na dikazech (evidence based medicine). Odtud ply-
nou dlouholeté snahy Svétové zdravotnické organizace (WHQO) a Amerického
narodniho institutu zdravi (NIH) vyvijet a standardizovat testové i klinické nést-
roje. Rozhovor, slouzici pro zjisténi aktualniho stavu clovéka a pritomnosti psy-
chopatologie, jiz neni volné pojatou metodou s vagné stanovenymi pravidly.
Obecnd uroven pravidel, zalozend na nejcastéjsim obecném rozdéleni rozhovoru
dle miry strukturovanosti, ale nevymezuijici zcela jednoznacna voditka pro stano-
veni diagnostickych vysledk(, je drovni, ktera poZzadavkiim moderni diagnostiky
nedostacuje.

V oblasti psychopatologie je patrny jasny ptiklon k metodologické exaktnosti,
jehoz vysledkem jsou metody vedeni rozhovoru pfimo navazujici na svétové
pouzivané klasifikacni systémy Mezinarodni klasifikaci nemoci (MKN-10)
a Diagnosticky a statisticky manual (DSM-V). Pfelomovym obdobim se stava
konec 19. a zacatek 20. stoleti souvisejici s vydanim pionyrskych klasifikaci
dusevnich nemoci. Jako prvni oficidlni klasifikacni systém je uvadéna klasifikace
pficin amrti Jacquese Bertillona z roku 1893. Dnes je povaZovana za prvni verzi
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Mezinarodni klasifikace nemoci. Bertillon byl nékolik desitek let, aZ do své smrti
v roce 1922, pfedsedou komise pro decenalni revizi klasifikace dusevnich ne-
moci. Do té doby bylo zvykem, Ze si |ékafi sestavovali viastni klasifikace, pficemz
metoda rozhovoru jako diagnostického nastroje v nich nebyla zahrnuta. Na vyz-
nam rozhovoru pro diagnostiku mél vliv rozvoj psychoanalytického hnuti a prace
jeho prednich pfedstaviteld (S. Freuda, C. G. Junga, S. Ferencziho aj.), u nichZ byl
rozhovor nejen diagnostickym ndstrojem, tedy cestou ke klasifikaci dusevniho
onemocnéni, ale také metodou lé¢ebnou.” Pro fadu psychiatri bylo obtizné
prijmout, respektive nechat se svazat pevné danymi klasifikacnimi pravidly. Ta
se ostatné objevila az v paté revizi MKN, kterd jako prvni obsahovala samostatny
oddil pro dusevni poruchy.

Pokracujici snahy operacionalizovat a standardizovat vySetfovaci pfistup
jsou spojeny s prislusnymi psychologickymi sméry. Za vSechny mGzeme zminit
psychodynamicky pohled, jehoZ predstavitelné dokazali dostatecné detailné
propracovat metody standardizovaného rozhovoru, sméfujiciho k diagndze
a zaroven zachycujiciho Sirsi souvislosti rozvoje i udrzovani dusevni nerovno-
vahy jedince. V historickém kontextu psychodynamiky Ize jmenovat Sullivanovo
,Psychiatrické interview” (1970), ,Uvodni rozhovor v psychiatrické praxi“ (Gill,
Newman, Redlich, 1954), ,Psychoterapeutické techniky v |ékafstvi“ manzeld
Balintovych (1961), ,Vstupni rozhovor v psychoanalyze” (Argelander, 1966), starsi
prace Kernbergovy (1981) i relativné novy , Strukturovany rozhovor organizace
osobnosti” (Stern a kol., 2010), publikaci ,,Operacionalizovand psychodiagnos-
tika“ (1996) nebo ,,Uvodni rozhovor v psychoanalyze a psychodynamické psy-
choterapii“ (Holub, Telerovsky, 2013). Obdobné jsou pro psychologickou diag-
nostiku cennd strukturovana interview, kterd pfimo kopiruji osy diagnostickych
systéml, jako je tomu v pfipadé publikaci ,Strukturovany diagnosticky rozhovor
DSM-IV“ (First a kol., 1996) nebo ,Mezindrodni rozhovor pro poruchy osobnosti”
(Loranger, 1999).

Propracovanost a strukturovanost klinickych psychodiagnostickych metod
dosahuje ¢asto Urovné, pro niz je potfeba postgradudlniho vzdélavani. Samotny
rozhovor mUze byt polostrukturované povahy, pficemz nasledné hodnoceni
a hledani kategorizacnich schémat je vyznamnym dilem psychologické prace,
¢asto zahrnujici zasazeni informaci a projevid chovani explorovaného do presné
vymezeného teoretického ramce. Dopravnépsychologicka diagnostika teoreticky
mUze ve své klinické ¢asti prevzit celou fadu prvkd, které v danych metodéch

1 Populdrné zpracovano v romanu Kerr, J. (1999). Nebezpecnd metoda. Praha: Prostor.
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nachazime. MlzZe se jednat o rozsifené hodnoceni funkéniho stavu jedince,
posouzeni jeho vnitfnich konfliktd, posouzeni jeho kognitivnich schopnosti
vnimani sebe i druhych, posouzeni schopnosti seberegulace a regulace objekt-
nich vztahli, hodnoceni emocionalnich schopnosti a schopnosti vazby s vnéjsimi
i vnitfnimi objekty. Integrace diagnostickych systém vsak vyZzaduje podrobné
ovéreni vyuzitelnosti jednotlivych prvkd. Rozsifovani standardniho postupu DPV
je sice zajimavou alternativou, ale v praxi by znamenalo neimérné prodlouzeni
celého DPV.

5 Predpoklady pro vedeni klinického rozhovoru

Na zékladé prace Sommers-Fanaganovych (Sommers-Flanagan a kol., 2003)
vymezujeme a upravujeme Ctyfi predpoklady na strané odbornik(, které jsou
vhodné pro spravné vedeni klinického rozhovoru:

1. Ovlddani technik vedeni klinického rozhovoru. Pfedpoklad zahrnu-
je znalost Siroké palety reakci vhodnych k ovlivnéni klienta. Jedna se
napfiklad o znalost pouzivani rdznych typl otazek a znalost toho, jak
na né klienti obvykle reaguji. DUleZita je také znalost vyuZiti pfimého
az direktivniho ziskavani informaci a odliSeni situace klinického rozho-
voru, ktery naopak vyZaduje otevieny, nedirektivni pfistup. K zakladlim
znalosti doporucéenych pro vedeni rozhovoru patfi také etické a profesni
standardy.

2. Druhym predpokladem je sebezkusenost, ktera zahrnuje znalost toho,
jak rozhovorem ovliviiujeme druhé, ale také to, jak jsme druhymi sami
ovliviiovani. Pfedpokladem je uvédomovani si vlastnich neverbalnich
projevl i vlastni zvysena Ci snizend reaktivita na neverbalni projevy
na strané klienta. K neverbalnim projeviim patfi prace s télesnymi signa-
ly, hlasem, o¢nim kontaktem, vzdalenosti mezi vami a klientem. Nezbytna
je také schopnost a ochota ménit sam sebe na zékladé zkusenosti, ucit se
a odborné rist, jen tak Ize prekonavat nedostatky, odstrafiovat opakova-
né chyby. V neposledni fadé je vyznamné i sebeuvédoméni si vlastniho
postaveni odborného, socioekonomického, kulturniho, které je v pozadi
procesl utvarejicich vasi osobnost. Takové povédomi umozZiuje vnimat
odli$nosti druhych, kulturni, tfidni a genderové rozdily, které ovliviuji
nebo brani efektivni komunikaci s klientem (Essandoh, 1996; Vontress
etal.,, 1999).

3. Klinicky rozhovor vyZaduje spojeni s dalsimi metodami, jako je pozoro-
vani, ale také se schopnosti vnimat a vcitit se do druhého. Nemyslime

n
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jen schopnost empatie, ale spiSe Sirsi schopnost odliseni sebe a druhych,
predvidani jejich reakci a jednani, uvédoméni si oboustranného vlivu,
tj. naSeho na klienta a klienta smérem k nam. Jedna se o strukturované
postupy vySetreni fady dusevnich stavid klienta. V oblasti klinické psy-
chologie jde napfiklad o posouzeni suicidalnich tendenci a myslenek,
posouzeni mentdlniho stavu a sebeuvédomovéni u onemocnéni spo-
jenych s Ubytkem kognitivnich schopnosti aj.

4. Ctvrtym predpokladem pro Uspésné pouzivani klinickych metod je réiz-
norodd praxe a shirani zkuSenosti i z pfidruZzenych oblasti aplikované
psychologie. Jako vhodna se jevi zkuSenost s vedenim rozhovoru v rdmci
rliznych psychologickych disciplin, jiny pFistup je v klinické oblasti, odlisny
v personalistce a v neposledni fadé méd své specifika vedeni rozhovoru
v DPV. Nacvik kontaktu s klientem pod supervizi ma byt nedilnou soucasti
pregradudlniho i postgradualniho vzdélavani. Umozriuje redukci chyb pfi
vedeni rozhovoru, snizuje nejistotu psychologa a soucasné zvySuje jeho
kompetence pro danou expertni ¢innost.

6 Omezeni klinickych metod v DPV

Vytéznost klinickych metod v fadé pfipadd narlista tmérné kontaktu s proban-
dem. Nejde jen o ¢asové hledisko, ale také o jeho kvalitativni aspekty. V prostredi
klinické psychologie jsou klinické metody nejlépe vyuzivany u hospitalizovanych
pacientd, které je mozné sledovat po dostatecné dlouhou dobu, v rliznych situ-
acich, od fungovani v bézném dennim rezimu oddéleni pfes komunitni aktivity az
po specifické situace skupinovych ¢i individudlnich psychoterapeutickych sezeni.
DPV neumoziuje klinické posuzovani v takto Sirokém poli. Obvykle se omezu-
je na jednordzové individualni ¢i skupinové setkani. V souladu s legislativnimi
pozadavky na DVP je narGst provedenych vysetieni nevyhnutelny a s timto fak-
tem jde ruku v ruce zvySujici se Sance na opakované posouzeni tého? klienta,
v idedlnim pfipadé na stejném dopravnépsychologickém pracovisti pfi posou-
zeni baterii testovych metod stejné specifikace. Opakované vysetieni vyrazné
zvysuje hodnotu vsech slozek DPV o dynamickou komponentu. Jsou vsak kla-
deny znaéné zvySené pozadavky na uniformitu klinickych metod. Podrobné;si
musi byt prislusné vystupy a zaznamy z pouzitych klinickych metod. Zaznam ma
obsahovat relevantni informace a dotykat se vymezenych okruh( jak v rdmci
pozorovani, tak rozhovoru. Jednoduse feceno, klinické metody jsou daleko vice
nachylné na schéma jejich pouziti a jazyk popisu. Re$enim je snaha o unifikaci
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schématu vysetreni, podloZena napfiklad strukturovanym rozhovorem, rozho-
vorovym listem apod.

7 Vhodné dovednosti pro pozorovani a vedeni rozhovoru

V ramci vyuziti klinickych metod Ize aplikovat fadu dovednosti, které, jsou-li vhod-
né zvoleny, pomahaji Iépe odhalit a pochopit chovani a motivaci vySetfovaného
jedince. Rada dovednosti je b&Zné pouzivana s ohledem na moznou néslednou
psychoterapeutickou praci s klientem. DPV je ve své podstaté omezeno na diag-
nostickou cinnost, jen v ojedinélych pfipadech muzZe vést k nasledné psychotera-
peutické péci.

Zameérené chovani

Termin zamérené chovani znaci pouzivani verbalniho i neverbalniho chovani,
které umoznuje klientovi poznat, Ze je mu plné naslouchano a Ze se snazime
pochopit jeho sdéleni. Zajem umozniuje klientovi pfistupovat k vysetfujicimu
s dlivérou, otevrit se a pustit se do explorace oblasti, které jsou pro vysetreni
relevantni. Verbalni slozka zaméreného chovéni se mize v minimalistickém po-
dani omezit jen na pfitakani (tzv. technika jednoduché akceptace), pfipadné
zahrnuje reflexi a shrnuti verbalnich informaci sdélenych klientem.

Neverbalni slozka zaméreného chovani zahrnuje prvky, jako je o¢ni kontakt,
orientace téla proti klientovi, postura, vyraz tvare, technika pomlk v rozhovoru
i to, jak vysettujici celkové vypada (vizaz, oble¢eni). Rada neverbalnich infor-
maci je obsaZzena v autonomnich télesnych reakcich (poceni, dechova frekvence,
zCervenani). Klient vidy reaguje na neverbalni projevy, a lze je proto vyuzit
pfi vytvareni a upeviovani vzéjemného vztahu. V ramci situace DPV nepatfi
k zakladnim prioritam vybudovat vztah, respektive pracovni spolecenstvi v ta-
kové mife, jako vyZaduje nasledna psychoterapeuticka prace. Rozhovory vede-
né u klientd, ktefi vstupuji do psychoterapeutického procesu, jsou primarné
zaméreny na vztah jako takovy neZ na ziskavani informaci. Funkce rozhovoru
jsou tedy diametrdlné odlisné.

Pokud neni verbalni a neverbalni slozka projevu ve vzajemném souladu,
klienti vice spoléhaji na neverbalni projevy. V pfipadé Gnavy, nudy ¢i mecha-
nického pristupu psychologa provadéjiciho DPV se klient neciti akceptovan,
poslouchan, celkové mize mit situace dopad na jeho motivaci pti vykonovych
testech.

Neverbalni zamérené chovéni ma svd kulturni a etnicka specifika. S ohle-
dem na mistni poméry nepredpokladdme nijak Sirokou varietu vysetfovanych
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klientl (Fidi¢a) co do jejich etnické pFislusnosti. V kontaktu vyuZijeme prvky
neverbalniho zaméreného chovani, které jsou typické pro ,,zapadni“ evropskou
kulturu. Jako ptiklad prvku neverbalniho zaméreného chovani mGzeme zminit
vyuziti ocniho kontaktu. O¢ni kontakt md naptic kulturami odliSnou vyzna-
movou funkci. V evropském i americkém pojeti je pfimy oéni kontakt znam-
kou aktivniho sledovani, kontaktu s druhym a znamkou respektu, v odliSnych
kulturach, ale i v rdmci nékterych etnickych skupin Zijicich v Evropé je pfimy
ocni kontakt znamkou agresivity. Odlisny vyznam neverbalnich signall se tak
snadno mdze stat skrytou bariérou v porozuméni druhému a znesnadnovat
vzajemnou komunikaci. Je nad rdmec této publikace zabyvat se interkulturnimi
rozdily, odkazujeme proto na rozsahlou oblast kulturni antropologie. Navic
ocekavame, Ze uvedené kulturni a etnické komunikacni rozdily jsou v rdmci
DPV marginalni.

Prace s neverbalnimi signaly se uplatiuje v kontaktu s klienty vedenymi psy-
choterapeuticky a u pacientd v ramci Siroké skaly psychopatologickych okruhd.
Mohou se objevit vyhrady i ze strany klienta, jenz muzZe vybrany prvek oznacovat
za nepfijemny, nezddouci. Z praxe lze uvést pfiklad pacienta s paranoidnim syn-
dromem, ktery si vykladal pfiméreny ocni kontakt jako upfené sledovani, nebo
pacientky po autonehodé s rozsahlym poskozenim frontalnich a temporalnich
oblasti, které bylo nepfijemné zabarveni hlasu. Na druhé strané mohou byt
neverbdlni signdly nepfijemné vysetfujicimu psychologovi. V daném pfipadé
Ize predpoklddat elementarni schopnosti vedeni rozhovoru a zvlddnuti kon-
taktu s klientem. Jako pfiklad Ize uvést reaktivitu klientl s vyraznou strukturou
osobnosti, v fadé pripadl aZ s osobnostni poruchou, ¢asto nediagnostikovanou.
Specifickym typem poruchy jsou osobnosti disocialni, zvlasté se subnormnimi
intelektovymi schopnostmi. Pro fadu z nich jsou fizeni motorového vozidla a si-
tuace, v nichZ se po dobu jizdy nachazeji, natolik protkdny podnéty spoustéjicimi
agresivni reakce nebo pfinejmensim reakce vedouci k drobnéjsimu i zdsadnimu
porusovani pravidel silniéniho provozu. Vratime-li se k neverbalnim signaltm,
pristup takto osobnostné disponovanych jedincd je v neverbalni roviné pozna-
menan prvky omezené spoluprace.

V piipadé situace obvyklého rozhovoru dvou lidi sledujeme vzajemné
zrcadleni neverbdlnich znakd. Zrcadleni znaki nam bézné pomaha k lep-
$imu pochopeni druhého. Uvedeny proces probiha na nevédomé urovni.
Psychologicky rozhovor je vSak expertni ¢innosti, ktera byva ¢asto trénovana
i za pouziti dostupnych metod videomonitoringu a supervize. Védomé zrcad-
leni je jiz technikou, kterd cilené slouzi k prohloubeni vciténi se do druhého,
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ale jeji vyuZiti narazi na tenkou hranici, kdy zrcadleni je protéjskem vnimano
jako posmésné. U kazdého klienta tedy hleddme optimalni hranici, jak modi-
fikovat vlastni neverbalni projevy. Pro ptipad DPV jsou duleZitym prvkem jen
takové neverbalni projevy ze strany psychologa provadéjiciho vySetreni, které
by u klienta mély vliv na jeho vykon.

Uvedeme Utrzek rozhovoru, ve kterém zrcadleni sehrava vyznamnou tlohu

pro ziskdni informaci o klientovi:

Psycholog: ,,Za co vam byly udéleny body?“ (neutralné)

Klient: ,Tak rlizné, znéte to, nemél jsem Stésti na policajty.” (pousmani na konci
véty)

Psycholog: (opétuje pousmani) ,To znamena...?“

Klient: (uvoliiuje svdj sed) ,Prosté pakdrna, asi dvakrat nebo tfikrat mé chytli
za rychlost, pak za parkovani...”

Psycholog: (pfitakava, pousméje se pri vyctu nékterych prestupkd)

Klient: (pokracuje v barvitém liceni prestupk(, z ¢asti na zakladé neverbalni
podpory)

Zvysend mira neverbalniho zrcadleni umoznuje klientdm ponechat stranou
autocenzuru pfitomnou u formalniho rozhovoru.

Klient ¢asto nepozna, Ze jeho neverbalni chovani prozrazuje dilezité momen-
ty. Neverbalni znaky jsou doprovodem pro myslenky a pocity a jen malo klientd
je dovede ovladat natolik, aby neprozrazovaly pravou podstatu myslenek, které
jsou jiz , pfeznackovany” (cognitive labelling).

Kladeni otazek

Jedna se patrné o nejvyznamnéjsi techniku ovliviujici rozhovor samotnou
charakteristikou otazek, nikoli jen jejich obsahem. Vyuzivdme tfi formy otazek
— uzaviené, oteviené a projektivni.

Otevrené otdzky

Otevrené otazky nepfimo vyzyvaji klienta, aby podal komplexnéjsi odpovédi,
umoziuji mu znaénou volnost pfi formulaci odpovédi i zahrnuti doplikovych
informaci, které znac¢né odpovéd obohacuji. Klient dostdva prilezitost vice
o odpovédi premyslet, rozvijet ji do SirSich souvislosti. Nevyhodou maze byt
vy$Si mira autocenzury. Oteviené otdzky jsou zakladem kazdého psychologické-
ho rozhovoru a diky nim ma rozhovor pfiméreny spad a nepodobd se ,vyslechu®,
jak by tomu bylo v pfipadé vyhradniho pouZivani uzavienych otazek. Oteviené
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otazky jsou uzitecné tam, kde vySetfujici sbira specifické utrzky informaci a skla-
dd si obraz o klientovi v celé informacni Sifi, ale nejsou jiz tolik uzitecné, pokud
vysetiujici potfebuje ziskat podrobné, ,hloubkové” informace. Vyse zminéné
verze strukturovanych a semistrukturovanych diagnostickych rozhovor( jsou
kombinaci otevienych a uzavienych otazek. Oteviené otazky jsou vsak voleny
z dlivodu jejich relevance, ¢asto jsou psychometricky ovéreny informace, které
jsou otevienou otazkou ziskdny.

Prikladem oteviené otazky mUlze byt nésledujici zjiSténi zabyvajici se uzi-
vanim alkoholu: ,Povézte mi, jakou roli hraje alkohol ve vasem Zivoté?”.
Otdzka dava klientovi vice mozZnosti, jak odpovidat. Pokud klient odpovida
velmi neurdité, napt.: ,,Alkohol si dam jen pfileZitostné o vikendech, abych si
odpocinul.”, Ize pouZit pfiméjsi otazku, kterd je vsak stéle otevieného typu: ,Jak
je to u vas s uzivanim alkoholu o vikendu? Co se stalo minulou sobotu, Ze jste
potieboval alkohol k odpocinku?”.

Na uvedenych prikladech je patrné, Ze vyuZivame dva typy otevienych ota-
zek, jedny se $irokou formulaci (,Reknéte mi néco o vasem Zivoté?“), druhé
piimé (,Reknéte mi, co jste délal minulou sobotu?*).

Uzavrené otdzky

Jde o typ otdzek pouzivany predevsim k ziskavani konkrétnich informaci.
Napfiklad pokud klient vypravi, jaky je jeho vztah k uzivani alkoholu, v urcitou
chvili je potieba zjistit, jaké mnozstvi alkoholu si dopreje, napt.: ,Reknéte mi, kolik
piva/vina jste si dal minulou sobotu?“. Otazka pomaha presné specifikovat, kolik
alkoholu si klient dava pfi urcitych prileZitostech. Objektivita poskytnutych infor-
maci pochopitelné neni zajisténa. Uzaviené otazky jsou vhodné u klientd, jejichz
styl vypravéni je pfilis detailni Ci zabihavy: ,V sobotu jsem mél na obéd kacenu
s knedlikem a zelim, poradné jsem se najed|, bylo to vyborné. Pak jsem si chvili
odpocinul, lehnul jsem si k televizi a dival se na Auto Moto Revue.” , Kolik alkoho-
lu jste vypil pfi sledovani Auto Moto Revue?“ PoloZena otazka je zamérena nikoli
na piti samotné, ale na jeho mnozstvi pfi specifické aktivité. Uvadéné sémantické
rozdily jsou relativné malé, presto disledna volba a promyslenost otazek mohou
pomoci lepsi informacni vytéznosti celého rozhovoru s klientem.

Projektivni otdzky

Jednd se o specificky typ otazek, které umoznuji klientim identifikovat, zfor-
mulovat, prozkoumat a objasnit nejasné konflikty, hodnoty, myslenky a pocity.
Viybizeji klienty ke spekulacim, tim odhaluji mozné skryté tendence k uréitému
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typu chovani. V oblasti dopravni psychologie jsou projektivni otazky smérovany
nejcastéji k moznému impulzivnimu, agresivnimu €i asocidlnimu chovani.

Komentovani procesu

Jednad se o dalsi cestu ziskdvani informaci. Komentovani procesu zaméfuje
pozornost klienta k vyznamnym myslenkam ¢i pocitlim, které se v pribéhu
rozhovoru objevi a které je vhodné déle rozvijet. Komentovani procesu slouzi
k ziskani komplexniho obrazu. Pouzivdme jej v momentech rozhovoru, kde kli-
entovo vypravéni neniv souladu s jeho neverbalnimi projevy ¢i emocemi, které
pozorujeme. Casto komentujeme emocni projevy, které u klienta vidime, ale
které nejsou integrovany s verbalnim projevem, pripadné tam, kde je pfitomno
vice emoci nebo se jedna o emoce ambivalentni. Komentovani procesu je vice
reflexi na pozorované jevy nez empatickym komentarem. Empatické komentare
jsou vyuZzivany v ramci terapeutickych rozhovord.

Shrnovani

MizZeme téZ pouZzit sumarizaci. VyuZivame ji predevsim ke shrnuti infor-
maci s dlirazem na oboustranné porozuméni tak, aby klient mohl jesté upresnit
pfipadnd nedorozuméni, ktera z rozhovoru vzejdou. Shrnovani dil¢ich &asti
rozhovoru napomaha kontaktu, resp. udrzovani raportu. Shrnovani vSak nez-
namena jen prosté opakovani toho, co klient fekl, coZ v rozhovoru plsobi spise
vysmésné vici klientovi. Shrnovani ma obsahovat jen klicové informace z kli-
entova vypravéni. Metodu mizeme vyuzit nejcastéji ctyfmi zplsoby: abychom
ukazali, Ze jsme klienta poslouchali, ke zdtraznéni klicovych bodd, pfi zméné
tematickych oblasti a ke snizeni emocniho napéti.

Druhy kontaktu
Kontaktem obvykle rozumime setkani dvou a vice jedinci a jejich vzajem-
nou vyménu informaci verbalni i neverbdlni cestou. Vymezeni druh( kontaktd
ma z vétsi ¢asti vyznam didakticky, nebot vymezované kategorie se mohou
do znacné miry prekryvat. Na rozdil od klasického déleni komunikace na int-
rapersonalni (napf. mezi pocitaCem a jeho uZivatelem), interpersondini (me-
zi dvéma a vice osobami) a hromadnou (masovou, napf. ctenaifem a tiskem)
je vymezeni a vyklad druhd kontaktt pfi komunikaci prehlednéjsi z hlediska
praktického uziti. Déleni a pfiklady uvadime s ohledem na situaci DPV.
1. osobni face-to-face, a to v podobé:
a) setkdni v ordinaci klinického psychologa — zde je vyhodou pruznost
vysetreni, nebot v pfipadé, Ze se vyskytnou znamky zavaznéjsi psycho-
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patologie, je klinicky psycholog obvykle dostate¢né vybaven jak po strance di-
agnostické, tak i co do moznosti nasledné péce o pacienta. Dle soucasné
legislativy klinicky psycholog DPV neprovadi, avsak fada privatnich
klinickych psychologi je soucasné pIné erudovanymi dopravnimi psy-
chology. Soubéh kvalifikaci umoZnuje detailni diagnostiku, zahrnujici
naptiklad Sirsi souvislosti s psychickymi a somatickymi potizemi, posou-
zeni osobnosti dle platnych klasifikaénich systémU popisujicich normu
a patologii;

b) setkdni ve specializované dopravnépsychologické laboratofi — jedna
se o dil¢i vysetteni, kde jsou k dispozici jen omezené informace a do-
kumentace, jejichZ rozsah nemusi byt dostatecné vypovidajici o SirSich
souvislostech a pfipadné psychopatologii vySetfovaného jedince. K vyho-
ddm specializovaného DPV bezesporu patfi technicky lepsi vybavenost
pracovisté, ¢asto prevysujici standardy pozadované legislativou dle
prislusnych vyhlasek. Vyznamni zadavatelé DPV jiZ nyni oceriuji moznost
dlouhodobého sledovani svych zaméstnancd a specializované DPV je pro
né jednim z vyznamnych ukazatelG pfi préci s tzv. , lidskymi zdroji“;

2. zprostfedkovany kontakt — ve vSech pfipadech se jedna o omezeny kon-
takt, kterému chybi slozka pfimého pozorovani a neverbalni komunikace.
Jedna se o kontakt telefonicky, ktery je vsak formalné velmi omezen,
v ramci DPV se na néj vztahuje zakonna ochrana osobnich udajl a po-
vinna micenlivost (napf. moznost informovat klienta, ktery si zadd sdéleni
vysledk( DPV telefonicky). Pisemny kontakt, kterym je nejcastéji zpra-
va o vysledcich DPV, pfinalezejici ze zakona klientovi, moznost jejiho
poskytnuti tfeti osobé musi byt dokumentovéna pisemnym souhlasem.
Pisemné dokumenty mohou obsahovat fadu informaci, které jsou laikdim
nesrozumitelné. Nepfimy kontakt se realizuje napf. prostiednictvim tisko-
vych mluvci organizaci.

Existuje celd fada dovednosti pro pozorovani a vedeni rozhovoru. Uvedli jsme
jen vybrané z nich, pfedevsim ty, které ve znacné omezeném poli pti provadéni
dopravnépsychologického vySetifeni maji své nezastupitiné misto a vyuzivaji
relativné nejvétsi ¢ast manévrovaciho prostoru pfi praci s klientem.
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Il / Modely Fidi¢ského chovani
a moznosti posuzovani a ovlivnéni
chovani pomoci klinickych metod
pfi dopravnépsychologickém vysetreni

Matus Sucha

Rizeni je velmi komplexni &innosti, ktera predpoklada celou fadu dovednosti,
zkuSenosti, osobnostnich a motivacnich predpokladi. A¢ pro spravné reseni
konkrétnich dopravnich situaci jsou nejdllezitéjsi zdkladni dovednosti ovlddat
vozidlo, vyzkum ukazal, Ze pro dlouhodobé bezpecné Fizeni pouze tyto
dovednosti nestaci. Toto zjisténi je v souladu s tvrzenim autord Naatdanen
a Summala (1974), ktefi zdGraznuji, Ze bezpecné fizeni je ¢innosti, ktera vy-
Zaduje zejména nahled a seberegulaci od fidice (v anglictiné je pouzivan termin
self-paced task). Je pIné na fidicovi (jeho rozhodnutich, chovani), jak bezpecny
styl fizeni zvoli.
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Moderni vyzkum v dopravni psychologii (Rothengatter, 1997) poukazuje
nejen na vykonové charakteristiky fidicu, ale pfedevsim na osobnostni charak-
teristiky a motivaéni faktory. Cili neposuzujeme pouze, ¢eho je fidi¢ schopen
(dovednosti), ale také co fidi¢ chce udélat (motivacni a osobnostni faktory).
Tento pristup ma v historii dopravni psychologie dlouhou tradici, mimo jiné se
objevuje i v klasické praci Reasona a kolegli (1990), ktefi rozliuji fidicské chy-
by (errors) a prestupky (violations). Prvni je pfisuzovano zejména nedostatku
vykonovych faktor( (nedostatek dovednosti), pripadné ¢aste¢né osobnostnim
faktorlim (napf. roztrzitost), druhé je prisuzovano zejména motivaénim faktorlim
(zdmérné poruseni pravidel).

Z pohledu klasickych Skol psychologie uvedeny pfistup popisujici lidské
chovani stavi zejména na kognitivni psychologii. Vnima ¢lovéka jako aktivni
prvek v systému, ktery voli své chovani na podkladé cill, kterych chce doséh-
nout, a to v konkrétnim prostfedi (v nasem pripadé v dopravnim prostiedi).
ZdUraznény jsou vnitini mentalni procesy jako ty, které jsou zodpovédné
za chovéni ¢lovéka. Pozorovatelné chovéni je pak pouze vysledkem dlouhého
mentdalniho procesu fidice. Tyto mentalni procesy vSak nejsou stalé nebo
nezménitelné — jsou ovlivnény informacemi, které fidi¢ ziskava z vnéjsiho
svéta (zejména jako reakci na své chovani). Tento proces miizeme popsat jako
neustalou interakci mezi cilem, kterého fidi¢ chce dosahnout, konkrétnim cho-
vanim (akce), které realizuje, a zpétnou vazbu od okoli, kterou na své chovani
dostava (Perdaho a kol., 2003).

Z pohledu dopravnépsychologického vysetfeni a konkrétné klinickych me-
tod mizeme ovlivnit celkovy mentalni proces na nékolika Urovnich: fidicské
cile — oblast motivace (poznani motivl, hodnot, norem, Zivotniho stylu
fidice), zpétna vazba — zejména edukacni ¢ast rozhovoru s fidicem, zvyseni
sebeuvédoméni a ndhledu. Uvedena zpétnd vazba od okoli, kterd umoiniuje
fidi¢im ménit jejich mentalni model (a nasledné chovéni), mlze plsobit jak
pozitivné, tak také negativné. Z toho dlvodu je naprosto nezbytné kazdou akci
zaméfenou na zvySeni bezpecnosti fizeni posuzovat velmi opatrné a predchazet
nezadoucim dopadim. Ptikladem pozitivniho ovlivnéni mlze byt motivaéni
rozhovor s mladym Fidi¢em, pfi kterém si uvédomi, Ze z bezpecnostniho hlediska
je lepsi predchdzet rizikovym situacim (napf. dodrZovat bezpecné rozestupy mezi
vozidly) neZ ,zkuSené” tyto rizikové situace fesit (napf. eliminace argumentu
Ljsem dobry fidic, proto mizu jet rychleji, nez je limit“). Prikladem negativniho
ovlivnéni maze byt zdokonaleni fidi¢skych dovednosti (napf. pfi tzv. ,Skole
smyku“), bez nasledného pochopeni toho, k ¢emu zlepseni dovednosti slouzi
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(¢ili posileni sebeddvéry, Ze lepsi dovednosti v oblasti ovladani vozidla formuji
lepSiho fidice a bezpecnéjsi styl jizdy).

Z pohledu modeld, které konceptualizuji vykonové faktory, osobnostni fak-
tory a motivacni faktory z pohledu lidského chovani, jsou nejcastéjsi mode-
ly hierarchické. V dopravni psychologii maji pomérné velkou tradici (Michon,
1989; Summala, 1985; Rasmussen, 1980). Tyto modely se zamérovaly zejména
na vykonové faktory (analyza fizeni z pohledu jednotlivych Ukon(, které fidi¢
musi vykonat), nicméné mGzeme je pouZit i na osobnostni a motivacni faktory.
Na podkladé uvedenych modell vytvoril Keskinen (1996) tzv. Gadget model,
ktery explicitné zahrnuje vSechny diskutované proménné (vykonové charakte-
ristiky, osobnostni charakteristiky a motivacni faktory). Tento model popiseme
nize (obr. 1).

Uroven 4

Uroven 3

Uroveri 2

Uroven 1

Obr. 1 Gadget model sestava ze 4 urovni (Keskinen, 1996)

Uroveii 4: Zivotni styl, hodnoty, normy a postoje k Zivotu

Tato Uroven ovliviiuje Urovné 1az 3 v modelu a neni specificka konkrétné
pro oblast dopravy a fizeni (z pohledu konkrétniho clovéka). Jednad se napriklad
o socialni dovednosti, zvyky, dlvéru, sebekontrolu, well-being, postoje k fizeni
a automobilu (napf. koniéek, zptsob dopravy aj.), celkové fyzické a mentalni
schopnosti.
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Uroveri 3: Cile Fidie a celkovy kontext v oblasti Fizeni

Jedna se o cile FidiCe a celkovy mentaIni kontext fidice ve smyslu Fizeni a do-
pravy obecné (Cili nikoli v konkrétni dopravni situaci). Obsahuje napf. celkové
rozhodnuti, jestli fidit nebo nefidit, celkovy Fidi¢sky styl, volbu okolnosti fizeni
(napf. plan pred cestou — volba cesty pfi nizsich intenzitach dopravy, volba
spolecnosti ve vozidle, dostatek spanku pred jizdou aj.).

Uroven 2: Zvladani dopravnich situaci

Uroveri zamétend na konkrétni dopravni situaci. Jednd se o schopnost apli-
kovat dovednosti z prvni Urovné na konkrétni dopravni situaci, ve které se fidic
nachdzi (napf. manévr predjizdéni v konkrétni situaci).

Uroven 1: Ovladani vozidla
Dovednosti spojené s ovladanim vozidla — zejména ovladani rychlosti, sméru,
fazeni rychlostnich stupid aj.

Na uvedeny model musime nahlizet v kontextu jiz zmifiované interakce mezi
cili fidice, konkrétnim chovanim (vedoucim k danému cili) a zpétné vazby
na toto chovani. Zakladnim predpokladem modelu je, Ze vyssi Urovné ovlivAuji
a kontroluji chovéni na nizsich drovnich. Nicméné do urcité miry plati i opacny
postup (napft. pfi nedostatecnych dovednostech ovladani vozidla Zivotni cile
podporujici bezpecné Fizeni nezaruci bezpeéné fizeni). Z pohledu dopravni
bezpecénosti, dopravni psychologie, dopravnépsychologického vysetreni a kli-
nickych metod v ramci dopravnépsychologického vysetreni je vsak klicové
ovlivnéni od vyssich vrstev k nizsim (opacny postup je dileZity napt. v oblasti
vyuky v autoskolach).

Dulezitost a fidici prvek nejvyssi irovné modelu (4) jsou dany tim, co bylo jiz
zminovéno vyse — rozdilem mezi tim, ¢eho je fidi¢ schopen (co dokaze; v modelu
zejména Urovné 1a 2), a tim, co chce (v modelu zejména Urovné 3 a 4). Nezélezi
na tom, jak dobfe fidi¢ umi ovladat vozidlo, jak umi tyto dovednosti aplikovat
v dané situaci nebo kolik m3 znalosti ohledné bezpecného Fizeni. Vliv téchto
dovednosti a znalosti na bezpecné Fizeni je dan ochotou pouZivat je pfi Fizeni.
Z tohoto divodu se nize budeme vice vénovat Ctvrté drovni.

Ctvrta Groveri modelu sestava hlavné z celkového Zivotniho stylu fidice, jeho
motivl, hodnot, postojl, ndzor(, norem a socialnich vztah(. Konkrétnéji se
jedna o napt. osobnostni vlastnosti jako sebekontrola, vyhledavani vzruseni,
postoj k autoritam a pravidlGm, vztah k fizeni a automobilu (z pohledu vlastniho
sebeobrazu a image), vztahy s vrstevniky, rodinou a celkové dalsi predpoklady,
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u kterych vyzkum prokazal vztah k bezpecnému Fidi¢skému chovéni (Berg,
1994; Gregersen & Berg, 1994; Hatakka, 1998; Jessor, 1987; Schultze, 1990).
DUlezZité je rovnéz zminit, Ze vSechny uvedené faktory jsou ovlivnény kulturou
a spolecnosti, ve které fidi¢ Zije. DlleZitym formujicim vlivem je proto mimo jiné
také rodina, pratelé a dalsi rolové modely. Z pohledu dopravnépsychologického
vySetieni jsou zde klicové informace z anamnézy nebo rozhovoru s fidicem.

Tato Uroven rovnéz popisuje celkové fyzické a mentalni kapacity fidi-
€e (napt. fyzicky handicap nebo snizeni kognitivnich funkci). Z pohledu do-
pravnépsychologického vysetreni k témto faktordm pristupujeme jako k danym,
bez zasadni moznosti ovlivnéni. Je vSak nutné brat je v Uvahu, protoZe samotné
uvédoméni si daného faktu mize mit vyznamny bezpeénostni benefit.

Dalsim dileZitym rozmérem je vyvojovy faktor. Vyzkum prokazal (napf.
Evans, 1991), Ze vék je vyznamnym determinantem stylu (bezpecnosti) fizeni.
Urcité vékové skupiny Fidicl (zejména mladi fidici) jsou vice rizikové neZ jiné
skupiny. Tento fakt neznamena, Ze mladi fidici jsou nutné horsimi nebo méné
zkusenymi fidici. SpiSe uvedeny styl fizeni (vice rizikovy) odrazi vyvojové potieby
daného véku. MlZeme ho tedy povaZzovat za funkéni.

Poslednim vyznamnym faktorem je Zivotni styl a hodnoty. Schulze (1990)
a Gregersen & Berg (1994) prokazali, Ze Zivotni styl fidi¢e Uzce souvisi s jeho
fidi¢skym chovanim — napf. Zivotni styl orientovany na automobilismus (napf.
tuning, automobilové zavody aj.) se jevi jako rizikovy pro bezpecné chovani
pfi Fizeni. Ukazuje se, Ze motivy, které jsou spojené s fizenim a potvrzenim
vlastni hodnoty, nebo seberealizace Fidice, jsou z pohledu bezpecného fizeni
spise rizikové (Perdaho a kol., 2003). Z pohledu klinickych metod v ramci
dopravnépsychologického vysetieni mizeme uvedené postihnout v rdmci rozho-
voru nebo anamnézy.

Treti troven modelu z pohledu dopravnépsychologického vysetieni,
a zejména klinickych metod v rdmci dopravnépsychologického vysetreni, je
méné klicova nez popisovana Ctvrtd Uroven. Zde jenom kratce zminime, Ze
faktory spadajici do tfeti rovné jsou z pohledu dopravnépsychologického
vysetieni duleZité zejména pro edukacni ¢ast rozhovoru, kde psycholog muze
pomoci fidi¢i zvysit uvédoméni a doporucit mu vhodnéjsi volby pfi planovani
cest (napf. u starsich Fidicad).

Model podle Michona (1989) popisuje Urovné rozhodovani fidice (z pohledu
Casu). Celkové rozlisuje 3 zakladni Urovné:
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1. Strategicka tGroven — jedna se o rozhodnuti pfed zapocetim jizdy (napf.
volba trasy nebo casu jizdy).

2. Takticka uroven — jedna se o anticipacni fidici manévry (napf. volba
rychlosti jizdy, jizdniho pruhu, odhad chovani ostatnich tcastnikd pro-
vozu, odstup od dalSich vozidel aj.).

3. Operacionalni uroven — jedna se o provadéni spontannich manévrd
k odvraceni nebezpeci (brzdéni, zména jizdniho pruhu, vyhybani se pre-
kazkam aj.).

Vlypovidaci hodnotu metod pouzitych pro posouzeni psychické zplisobilosti
fidice na jednotlivych Grovnich modelu mizZeme definovat nasledovné. Pro
posouzeni rozhodovani na strategické urovni se doporucuje vyuzit klinickych
metod, zejména rozhovoru, analyzy fidicské a osobni historie fidice (anamnéza)
a pozorovani. Dale pak ¢astecné metod zamérenych na posuzovani osobnosti
(napf. dotazniky, inventare, projektivni metody). Pro posouzeni rozhodovani
na taktické a operaciondlni Urovni se doporucuji vykonové testy a pozorovani
fidiCe pfi dopravnim chovani (pfi fizeni) — viz tabulka 1.

Rozhovor, Pozorovani | Osobnostni | Vykonové

anamnéza metody testy
1. Strategicka troven Vysoka Vysoka Stredni Mala
Rozhodovani pred jizdou | vypovédni vypovédni vypovédni vypovédni

hodnota hodnota hodnota hodnota
2. Takticka uroven Stredni Vysokd Vysokd Stredni
Rozhodovani o jizdnich vypovédni vypovédni vypovédni vypovédni
manévrech, anticipace hodnota hodnota hodnota hodnota
3. Operacionalni Uroveri | Mala Vysoka Stfedni Vysoka
Provedeni jizdniho vypovédni vypovédni vypovédni vypovédni
manévru v situaci hodnota hodnota hodnota hodnota
nebezpeci

Tab. 1 Michontv model

Pfi posuzovani psychické zpUsobilosti fidit vozidlo (v ramci dopravnépsy-
chologického vysetieni) je nutné brat v Gvahu, Ze fidi¢ské chovani je ovlivnéno
v zadsadé dvéma sadami faktor( — situacnimi faktory a faktory spojenymi
s fidicem samotnym (popsano v Gadget modelu vyse). Situacni faktory (ja-
ko napt. design dopravniho prostfedi, povétrnostni podminky aj.) nejsou zcela
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predvidatelné. Posuzujeme tedy u fidice faktory, které jsou spjaté s jeho oso-
bou (a tedy pomérné stalé), a predpokladame miru rizika, které muzZe nastat
ve spojeni s konkrétnimi situacnimi faktory (v dané konkrétni situaci). Z tohoto
dlivodu mluvime o predvidatelné mife rizika, nikoliv o riziku jako presné defi-
nované veliCiné.

Mezi faktory, které ovliviiuji fidicské chovani a jsou spjaty s osobou fidice,
patii zejména:

a) zdravotni stav fidice (somatické onemocnéni) — Uroven 4 Gadget modelu,

b) dusevni onemocnéni— troven 4 Gadget modelu,

c) osobnostni rysy — Urover 4 Gadget modelu,

d) vykonové charakteristiky fidice — Uroven 1a 2 Gadget modelu,

d) motivace, hodnoty, normy a Zivotni styl — Uroven 4 Gadget modelu,

e) aktualni emocni naladéni (ndlada, psychické rozpolozeni) — Groven 1a 2

Gadget modelu.

V ramci dopravnépsychologického vysetieni posuzujeme zejména osob-
nostni rysy, vykonové charakteristiky a motivaci, hodnoty, normy a Zivotni
styl. Pro posouzeni vykonovych charakteristik vyuZivame zejména testovych
baterii zamérenych na vykon (Casto pomoci pocitace a dalsich externalit — pe-
daly, specialni panely atd.), pro posouzeni osobnostnich rysi pouzivame zej-
ména osobnostni testy, dotazniky a inventare, ptipadné projektivni metody,
u kterych psycholog posuzuje reakce fidice na specificky podnétovy material.
Motivaci, hodnoty, normy a Zivotni styl posuzujeme zejména na podkladé
kvalitativni analyzy dostupnych dokumentt (napf. fidiéska historie), analyzy
anamnestickych dat, dat ziskanych v rdmci rozhovoru a na podkladé celkového
klinického dojmu (napf. pozorovani klienta).

Obecné plati, Ze pokud chceme vyloudit predvidatelné riziko v budoucim
fidicském chovani fidice, je nutné, aby vSechny uvedené posuzované charak-
teristiky (osobnost, vykon, motivace) byly dostatec¢né pritomné (nebo rozvi-
nuté). Z pohledu vykonovych charakteristik to znamen4, Ze fidi¢ dosahuje
pozadovaného vykonu (rychlost, pfesnost, vytrvalost), z pohledu osobnostnich
rysU to znamend, Ze dominantni rysy jsou v souladu s bezpecnym fidi¢skym cho-
vanim, a z pohledu motivace to znamena, Ze fidic je motivovan k bezpecnému
fidicskému chovani, ma zvnitfnéné hodnoty a normy, které podporuji bezpecné
chovani, a Zije Zivotnim stylem, ktery nepredstavuje riziko z pohledu expozice

26



Il / Modely fidiéského chovéani a moZnosti posuzovani a ovlivnéni chovani...

rizikovym situacim (napf. casté uzivani alkoholickych napoju, nedostatek spanku
aj.).

Z uvedeného plyne, Ze hlavnim cilem rozhovoru (a dalSich klinickych me-
tod) je (na podkladé informaci o vykonovych charakteristikdch a osobnostnich
rysti) posoudit fidice, jeho pfedpokladané fidi¢ské chovani a miru rizika pro
dopravni systém.

Zodpovidame tedy otdzku: Je pfitomno predvidatelné riziko, Ze klient
na podkladé svych predispozic — osobnostnich rysG, vykonovych charakte-
ristik a motivacnich faktor( (vCetné postojl a hodnot) — bude predstavovat
nepfimérené riziko v dopravnim systému (jeho chovani bude rizikové)?

Druhym aspektem rozhovoru s klientem je edukacni rozmeér. V ramci edukacni
Casti rozhovoru (ne ve vsech pripadech rozhovor v ramci dopravnépsychologického
vysetfeni edukacni ¢ast obsahuje) poskytujeme fidi¢i informace, které by mély
vést k zvySeni jeho uvédoméni sméfujiciho k bezpeénému fidi¢skému chovani,
resp. zlepseni nahledu na sebe samého a vlastni fidi¢ské chovani (napt. rizikovost
konkrétniho chovani). Mlze se jednat napf. o poskytnuti faktickych informaci
k fungovani organismu, dopaddm Zivotniho stylu (napt. uZivani alkoholu) na kog-
nitivni procesy, facilitaci osobniho rozvoje fidice.

Mezi dal$i edukacni cile mliZe patfit:

¢ pochopeni a ovlivnéni postoju s uvédomeénim si rizika,

¢ podpora ohleduplného chovani,

o uvédoméni si vyznamu prestupkd a pochopeni pricin vlastnich prestupka,
e uvédoméni si osobnich chybnych postojt,

e zlepSeni rozpoznani nebezpedi.

DGvodem, pro¢ rozhovor (a dalsi klinické metody) jsou Ustfedni ¢asti do-
pravnépsychologického vysetieni, je fakt, Ze pravé motivace, hodnoty, normy
a zivotni styl (Groven 4 Gadget modelu) jsou témi hlavnimi urcujicimi charak-
teristikami, které formuji konecné Fidi¢ské chovani. Jinak feceno, Fidi¢ muze
dosahovat dobrych vykonovych charakteristik (umi, ma schopnost), mit
vhodné osobnostni rysy (ma predpoklady), ale v konkrétni Fidicské situace
je nevyuiije, pfipadné je vyuZije zplsobem, ktery se neslucuje s bezpecnym
fidi¢skym chovanim. Hlavnim smyslem a Gcelem rozhovoru je tedy posoudit,
nakolik je fidi¢ motivovan k bezpecnému chovani, a to prostrednictvim zkoumani
motivace, norem, hodnot a Zivotniho stylu.
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Il / Metoda rozhovoru, anamnézy
a pozorovani v ramci DPV

Libor Elidasek, Michal Walter

Uvod

K posouzeni psychickych predpokladd pro fizeni motorovych vozidel je kromé
vysledk( standardizovanych metod nezbytny rozbor dostupnych informaci
o klientovi vztahujicich se k jeho Fidi¢ské historii a schopnosti bezpecné Fidit
motorové vozidlo. Jde o to posoudit klientovu zralost, posoudit, co a jak syti
klientovy kompetence k fizeni motorovych vozidel, dat do souvislosti dosazené
vysledky s ostatnimi dostupnymi daty. Informace, které Ize vyuzit pfi vedeni
rozhovoru a nasledném zavéru DPV, lze ziskat z rliznych fazi diagnostického
procesu a z rGznych podklad (viz obrazek 1).
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Vstupni : ozorovani - Ziviretny
razhovor razhovor

Obr. 1Schéma diagnostického procesu

Roz€lenime-li si DPV chronologicky, zacina individudlnim vstupnim rozho-
vorem. Zde ziskdme zakladni informace o klientovi:

zakladni osobni Gidaje (jméno, pfijmeni, datum narozeni, pfipadné rodné
¢islo, ovéeni totoznosti podle RP nebo OP),

co je dlivodem pozadavku na DPV,

kdo DPV vyZaduje,

predchozi zkuSenosti s DPV, pfipadné, kdy a kde je klient absolvoval a s ja-
kym zdvérem,

aktualni zdravotni a psychicky stav (omezeni, obavy, $patna zkusenost,
negativistické postoje atd.),

piehled klientova dopravniho chovani z vypisu z EKR (Evidenéni karta
fidice vydana na zZadost Fidice pfislusnym Gradem — obci s rozsifenou
plsobnosti).

Cilem vstupniho rozhovoru je kromé ziskani vyse uvedenych dat podat za-
kladni informace o DPV, motivovat klienta k optimalnimu vykonu, rozptylit jeho
obavy, vytvorit ovzdusi divéry a spoluprace.

Probiha-li DPV ve skuping, je vhodné podat zakladni informace vsem zucast-
nénym najednou formou skupinového rozhovoru. Informace by se mély tykat
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— struktury prdbéhu DPV (délka, pfestavky, moznost obcerstveni atd.),

— obsahu DPV (misto DPV v ramci posuzovani zdravotni zplsobilosti, co
je posuzovano, jakym zplsobem jsou administrovany testy, jakym zpd-
sobem budou vysledky testl posuzovany, ukonceni DPV zavérecnym
rozhovorem).

Pfi ivodnim rozhovoru je klientim predkladano k prostudovani a podepsani
prohlaseni o dlvérnosti ziskanych poznatkl v souladu s platnou legislativou
(zdkon o ochrané osobnich udajl) a o aktualnim zdravotnim a psychickém stavu
klienta, kde klient svym podpisem stvrdi,

— Zejevtakovém zdravotnim a dusevnim stavu, aby mohl DPV absolvovat,

— Ze souhlasi s vyuzitim a archivaci dat z DPV v souladu s platnou legisla-

tivou.

Takto vedeny rozhovor prispéje k adaptaci na prostiedi psychologického
pracovisté i na pfitomnost dalSich posuzovanych klient(. Postiehy téch, ktefi
jiz DPV absolvovali, mohou vést k uvolnéni a pfipadnému uklidnéni ostatnich
klientl. Nevyhodou takto vedeného vstupniho skupinového rozhovoru mohou
byt pfipadné rusivé nebo agresivni projevy nékterého z Ucastnikd. Pravé nazory
a zkuSenosti ostatnich ucastnikl DPV mohou tyto projevy eliminovat.

Ndmitky nékterych klienti se mohou tykat obsahu a rozsahu poZadovanych
citlivych anamnestickych dat. Zptisob formulace ndmitek mizZe upozornit na ur-
Cité klientovy rysy osobnosti, zvysenou miru podezrivavosti a agresivity v chovdni
probanda. Tyto poznatky je nutno verifikovat v zdvérecném rozhovoru. V nékte-
rych pfipadech mohou byt pochybnosti ze strany klienta pfimérené a mohou byt
ovlivnény negativni zkusenosti s nezdkonnym vyuZitim citlivych dat o klientovi.
Obecné Ize pouZit v téchto pripadech metodu aktivniho naslouchdni, kterd po-
mdadhd rozptylit klientovy pochyby. Je rovnéz nezbytné pfipomenout podminky
prdce se ziskanymi daty podle platné legislativy. Vyhodou byvd, kdyz se jiny klient
vyjadri pozitivné k této problematice.

Zdkladni myslenkou je v této fdzi fakt, Ze se klient podrobuje DPV dobrovolné
a z vlastni vile. Pokud odmitne prohldseni podepsat, nelze DPV provést. Jinymi
slovy, k DPV nelze klienta jakymkoliv zpiisobem nutit.

Dopravni psycholog by mél zvazit zplisob ziskani anamnestickych udajl
od fidiCe a v pfipadé potreby s nim provést individualni rozhovor, jehoz obsah
a struktura jsou do znacné miry totozné s obsahem anamnestického dotazniku.
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Vyhodou rozhovoru je moznost kladeni doplfiujicich a prohlubujicich otézek,
bezprostifedni kontakt s klientem.

Vedeni rozhovoru je ddleZitou dovednosti, kterou se dopravni psycholog
musi postupné naucit, aby ziskal od klienta relevantni idaje. Doporucuje se klast
prevainé oteviené otazky (co, kdy, kde, jak, kolik, kolikrat apod.), Vhodné jsou
i uzavirené otdzky vyZzadujici jednoznacnou odpovéd typu ano — ne.

Individualni strukturovany anamnesticky rozhovor je potfeba provést
predevsim s Fidici, ktefi se dopustili opakovanych a zavainych prestupkd
(pozivani ndvykovych latek pred jizdou a béhem jizdy, tézké dopravni nehody
se zranénim a Umrtim). Tento zplsob komunikace nelze nahradit vyplnénim
anamnestického dotazniku. Jeho nevyhodou mUze byt vétsi casova narocnost
a sloZitéjsi zplsob zaznamu rozhovoru. ldedlni je vyzadat si pfed provedenim
rozhovoru souhlas s jeho zvukovym nebo obrazovym zaznamem (diktafon, ka-
mera).

Po prfedani a ziskdni potiebnych informaci je pfistoupeno k administraci
standardizovanych psychologickych test(.

Cennym zdrojem dat je pozorovani klientl pfi samotném testovani. Je Ucel-
né zaznamenavat zejména:

— pochopeni instrukci,

— pribéh zacviku (opakovani chyb, zlepSovani vykonu),

— vznesené dotazy a miru jejich priléhavosti,

— reakce na upozornéni na chyby v zacviku,

— chovani v pribéhu testovani (adaptace, Unava, stres, verbdlni a never-
balni projevy atd.),

— Cit pro pfistroje a ovladaci panely (pfi testech administrovanych na pfi-
strojové technice),

— reakce na pfipadné uvédomélé chyby (sebekriticky nahled, zlehCovani,
vymlouvani se).

ViySe uvedené poznatky slouZi jako dalsi informace pro zavére¢nou syntézu
dat k vytvoreni obrazu o klientovi pro formulaci zavéru DPV.

Z poznatk( ziskanych pozorovanim Ize napr. usuzovat na miru sebeddvery
klienta ve své vlastni schopnosti, ochotu pfijmout kritiku a poucit se z vlast-
nich chyb. | u poznatki takto ziskanych je tieba ovérit, co bylo jejich pficinou.
Byl pricinou nervozity strach z DPV samotného nebo z jeho moZnych ndsledku
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v pfipadé nedoporuceni? Indikuje deklarovand ¢i pozorovand tunava o¢i moznost
nedostatecnosti pomlicek korekce zraku a nebyla pricinou zvysené chybovosti?
V praxi dopravnich psychologu jsou zaznamendny pfipady, i kdyz vyjimecné, kdy
zGtéZ pri DPV vedla ke ztraté védomi klienta z divodu zatajeni nedostatecného
odpocinku nebo zvysené konzumace alkoholickych ndpoji v pfedchozim dni,
k epileptickému nebo hysterickému zdchvatu (proto by mél byt dopravni psy-
cholog o této problematice dostatecné poucen).

Soucasti DPV je vyplnéni anamnestického dotazniku. Anamnesticky dotaz-
nik sloui jako podklad k pochopeni klientovy osobni i profesni historie. Udaje
z néj pomahaji pochopit osobnost klienta a jeji utvareni. Vyhodou pro znalce
grafologie je i psany projev klienta. Pro ty doporucujeme ¢ast textu na zvolené
téma nechat klienta zaznamenat na volny list nelinkovaného papiru.

Anamnesticky dotaznik (nebo individudini strukturovany anamnesticky

rozhovor by mél obsahovat:

uvodni ¢dst

— ujisténi o ddvérnosti dat uvedenych odpovédi, které slouzi pouze pro
Ucely DPV,

— prehled zakladnich Gdaju o klientovi (zde je potfeba zvazit nutnost dub-
lovani udajli z prohlaseni — neni potreba klienta zatéZovat opakovanym
vyplfiovanim osobnich udajl nékolikrat za sebou),

— jméno, pfijmeni, titul, datum narozeni, bydlisté, pfipadné telefonicky
kontakt atd.,

— soucasné pracovni zafazeni,

— vzdélani klienta — pfehled absolvovanych Skol a jejich zaméfeni,

— prehled zaméstnani (profese, délka staze, firma, kde praci vykonaval),

rodinnou anamnézu

— povolani rodica,

— pfipadné Umrti rodica,

— sourozenci a jejich vék a povoldni,

— socialni poméry,

— zdvaina onemocnéni v roding,

— Tidi¢ska opravnéni rodicl, automobil v roding,
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osobni anamnézu

socialni poméry v rodinég,

kdo se podilel na vychové klienta a jak,
zapojeni klienta do rodinného Zivota,
zavazna onemocnéni a Urazy klienta,

vztah ke skole, Skolni prospéch,

zajmy, zaliby, sportovni aktivity,

stav (svobodny, Zenaty/vdana, rozvedeny),
Udaje o vlastni rodiné (déti, socialni poméry, manzelka),
osobni cile,

vlastni charakteristika,

spokojenost a vztah k sou¢asnému povolani,

Fidicskou anamnézu

RP (datum ziskani, skupiny), profesni priikaz (datum ziskani, skupiny,
platnost),

vlastni motorovad vozidla a ucel jejich vyuziti,

druh motorového vozidla uzivané fidici z povolani,

ZRMV, dopravni nehody zavinéné i nezavinéné,

pocet najetych kilometr( (soukromé i pracovné),

aktualni naroky profese (délka pracovni doby, zatéz, ochota k prescastim),
vlastni fidi¢ské prednosti a nedostatky,

vyjddieni k aktudlnimu zdravotnimu stavu

nemoci a Urazy, pracovni neschopnost a jeji délka,
medikace,

nutnost vyhledani pomoci psychologa nebo psychiatra,
vztah k alkoholu a jinym navykovym latkam,

|é¢ba zavislosti,

moznosti odpocinku,

dosud absolvovana psychologicka vysetieni.

Anamnesticky dotaznik (nebo individudlni strukturovany rozhovor) by mél
obsahovat prostor pro dalsi dlleZita sdéleni k témat(im, ke kterym se klient chce
vyjadrit Sifeji, nebo k tématlim, ktera v dotazniku obsazena nejsou a klient je
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povazuje za dUleZita. Rovnéz by mél obsahovat dousku o pravdivosti uvedenych
informaci a moznych nasledcich, uvede-li klient nepravdivé udaje.

Z uvedenych odpovédi miZzeme usuzovat na to, jak probihala vychova klien-
ta, jak se utvdrel jeho vztah k pinéni povinnosti, jak se formoval vztah k ostatnim,
jak dokdzZe prejimat odpovédnost za druhé, jaky md vztah k autoritdm, jak je
ochoten se podridit pravidlim a normém.

Z anamnézy miZeme usuzovat na utvdreni vztahu k fizeni motorovych vo-
zidel vlivem rodiny v dobé pred pinoletosti klienta (dédéni profese z otce na sy-
na). DdleZitymi informacemi v anamnestickém dotazniku jsou tdaje o pribéhu
klientovy fidicské praxe, o jeho zkusenostech s rtiznymi druhy preprav, o délce
praxe, o poctu najetych kilometrd, o jeho celkové spokojenosti s podminkami
ridicské profese, pripadné o divodech casté fluktuace klienta. DileZité je po-
soudit redlnost klientovych pfedstav o profesi fidice, zejména tehdy, jednd-li se
o klienta pfed zahdjenim jeho fidicské kariéry.

Udaje uvedené v anamnestickém dotazniku jsou podkladem (stejné jako
poznatky z pozorovani, vysledky testd a objektivni data) k zavérecnému roz-
hovoru. Ten, stejné jako Gvodni rozhovor, probihd v prostiedi, kde psycholog
a klient nejsou ruseni tfeti osobou ani pfipadnymi telefonaty. Klient by se mél
pfi rozhovoru citit uvolnéné, bezpecné. Délka zavérecného rozhovoru je indi-
vidualni, méla by odpovidat narocnosti situace tak, aby bylo mozné klientovi
vénovat dostatek ¢asu. Je zapotrebi projit s klientem Udaje z anamnestického
dotazniku, vysledky test, postiehy z pozorovani a objektivni data (vypis z EKR),
ziskat dalsi informace o klientovi k pochopeni jeho osobnosti a chovani. Rovnéz
je tfeba posoudit klientlv nahled na sebe sama vzhledem k vysledkim DPV.
Cilem zavérecného rozhovoru je nachazet souvislosti mezi jednotlivymi poznatky
a vyuiit je pfitvorbé diagnostického zavéru. Zavérecny rozhovor by mél byt za-
hajen tak, aby prohloubil miru dlivéry mezi dopravnim psychologem a klientem.
Teprve pak Ize rozebirat poznatky z DPV a klientdiv nahled. Ucelné je postupovat
pfi kladeni dotaz(l od obecného ke konkrétnimu, vyhodné je nechat klientovi
dostatecny prostor pro jeho vyjadreni, tieba i nad ramec divodu vysetreni,
kdy Ize odhalit jiné kontraindikace k vykonu profese nebo ¢innosti. Jsou znamy
pfipady potvrzenych podezieni na zavazna psychicka onemocnéni (napf.
paranoidni schizofrenie), ktera zpravidla nemusi byt indikovana z vysledk( test(
administrovanych v priibéhu DPV.

DiileZitym podkladem k rozhovoru jsou objektivni Udaje (zejména vypis z EKR)
o dopravnim chovdni klienta, rozbor jeho pripadnych prestupkd, dopravnich
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nehod nebo ZRMV a klientiiv ndhled na takto zaznamenané uddlosti. V rozho-
voru posuzujeme miru pfijeti klientovy odpovédnosti za tyto uddlosti, pfipadné
miru jejich bagatelizace.

U profesiondlnich fidici jsou duleZité informace o jejich vztahu k vykondva-
né profesi, o mife zdatéze, sménnosti, o unavitelnosti pfi jejim vykonu. U Fidicu
ndkladni dopravy je dilezZité zamérit se zejména na schopnost vyrovnat se
se zatézi pramenici z poZadavku na rychlost prepravy (¢as naloZeni a vyloZeni
zdsilky) ve vztahu k dodrZovdni pravidel (AETR — Evropskd dohoda o prd-
ci osddek vozidel v mezindrodni silnicni dopravé) a poZadavkim a prikazim
zaméstnavatele.

U fidi¢i MHD je nutné posoudit predpoklady zviddat zatéZ vyplyvajici nejen
Z neustdlého pohybu v rusném a hustém provozu v méstské dopravé, ale zej-
ména z pfimého styku se zdkazniky, ktery klade zvysené ndroky na schopnost
feseni konfliktd s cestujicimi a feseni jejich poZadavkd (at uZ oprdvnénych nebo
neoprdvnénych). Je dileZité posoudit jejich vztah k cestujicim a uvédoméni si
charakteru jejich profese jako nabizené sluzby pro cestujici vefejnost (tikolem
fidice neni pouze fizeni dopravniho prostfedku, ale napriklad i poskytovadni in-
formaci a prodej jizdenek). U starsich fidici MHD je tcelné posoudit pfitomnost
symptomdi vyhoreni. Obecné dlleZitymi udaji jsou informace o zdravotnim stavu
a prodélanych chorobdch. Vhodné je ovérit diagndzu ADHD a specifickych poruch
uceni v détstvi.

Vystupem z DPV by mélo byt v dialogu:

— posouzeni klientovych psychickych pfedpoklad(l k vykonu fidi¢ské praxe;

— uvédomeéni si vlastnich rezerv klienta a rozbor a navrzeni moznosti dal-
S$iho osobniho rozvoje;

— navrh Upravy denniho rezimu ve smyslu dodrZovani zasad spravné Zivoto-
spravy, zpUsoby relaxace a odreagovani se od zatéze vyplyvajici z narokd
na fizeni motorovych vozidel;

— potvrzeni klientovych prednosti;

— vedeni klienta k tomu, aby sam ohodnotil na zdkladé poznatki z DPV své
psychické predpoklady k vykonu profese nebo Cinnosti a ziskal rediny
nahled;

— jednoznacny zavér DPV ve smyslu, ma-li klient psychické predpoklady
k fizeni motorovych vozidel pfislusnych skupin, pripadné za jakych ome-
zujicich podminek (uvedeni harmonizacnich kod).
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Poznamka: V této souvislosti je vhodné zminit moznosti pofizeni zaznamu z pri-
béhu zavérecného rozhovoru. Lze uvaZovat o moznosti psaného zaznamu, audio
nebo videozdznamu tak, aby bylo mozno v pfipadé potreby prokazat klientovy
nazory a postoje, miru ztotoznéni se se zavéry DPV. DGvodem k tomuto tkonu
je, Ze klient mlze po ukonceni psychologického vysetieni s pro néj s nepfiznivym
vysledkem napadnout pribéh DPV, negovat sva stanoviska a postoje. V této sou-
vislosti je vhodné zminit ptipady zpochybnéni neptiznivého zavéru DPV, dokonce
i napadenim dopravniho psychologa formou obvinéni ze sexudlniho obtézovani.
Tato problematika souvisi s etickymi otdzkami DPV.
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IV / Metoda rozhovoru v ramci
dopravnépsychologického vysetreni - vyzkum

Katefina Bohmova, Lenka Sramkova

Uvod

Rozhovor v ramci DPV je metodou, kterd nema standardizovanou formu. Kazdy
dopravni psycholog muze pokladat jiné otazky, coz mize zplsobit komplikace.
MiZe se také stat, Ze posouzeni fidice dvéma psychology se bude lisit pravé jen
na zakladé zavérd zjisténych rozhovorem.
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Byl proveden vyzkum v podobé popisné studie s cilem popsat, jak rozhovor
v ramci DPV probiha v Ceské republice. PFedeviim bylo zjitovano, jaké otazky
jsou kladeny, jakou maji formu a jak moc se mezi sebou jednotlivi dopravni
psychologové v rozhovoru lisi. Déle byly hledany charakteristické znaky rozho-
voru a vzajemné se porovnavaly. Literarni kryti je pfevzato prevazné ze zdrojl
obecné, klinické, poradenské psychologie a psychologie prace, a to z dvodu,
Ze problematika zacilena na rozhovor ptimo v ramci DPV je dosud vyzkumné
neprobadanym tématem nejen v Ceské republice, ale i v zahranici.

1 Teoretické zazemi rozhovoru v ramci DPV

Na téma zpulsobilosti je dostupnych mnoho studii zabyvajicich se prevainé
zpUsobilosti v ramci vybéru zaméstnancl, nikoliv v ramci DPV. Je mozné se o tyto
poznatky lehce opfit a inspirovat se jejich zavéry, avsak DPV je velmi specifickym
vySetfenim, proto je nutné tuto inspiraci pojimat velmi opatrné. Stejné jako v rdm-
ci vybéru zaméstnancd, tak i v ramci DPV vysetieni mlze probihat jak individualng,
tak skupinové. V nasledujicim textu je zminéno par prikladd vysledkd rliznych
studii prevazné z oblasti vySetieni zplsobilosti uchazecl pfi vybérovych fizenich,
které mohou byt oporou pfi vysvétlovani postupti v ramci DPV.

Rozhovor je nedilnou soucasti posuzovani zpUsobilosti, coZ je zfejmé hned
z nékolika studii. Rozhovor je jmenovén jako jedno z kritérii individudiniho vysetient,
spolu s nazorem, Ze by bylo vhodné rozhovor vyucovat v rdmci vysokoskolského
vzdélani ¢i absolventskych kurz(, aby vichni praktici na tomto poli méli stejné
znalosti. Rovnéz by nemél nikdy chybét ve vysetfeni, protoZe bez rozhovoru by ne-
bylo mozné zjistit dulezZité informace o klientovi z pohledu jeho osobnosti, chovani
a interakce. Ukazalo se, Ze pfi hodnoceni jednoho klienta rliznymi tazateli se obje-
vuji rozdily, i kdyz tazatelé jako metodu poutzili strukturovany rozhovor. V ramci stu-
dii bylo zjisténo, Ze presnéji vedou rozhovor ti tazatelé, ktefi maji delsi praxi, oproti
tazatellim s praxi Casové kratsi (Silzer & Jeanneret, 2011; Ryan & Sacketta, 1987,
1992, in Morris, Kwaske a Daisley, 2011; Groth-Marnat, 2003; Van Iddeking, Sager,
Burnfield & Heffner, 2006). Na zdkladé téchto tvrzeni by se dalo predpokladat, Ze
na spravné vedeni a vyhodnoceni metody rozhovoru je zapotiebi dostate¢na praxe.
Silzer a Jeanneret (2011) se ve své praci zabyvali zakladnimi charakteristikami indivi-
dudlniho psychologického vysetieni. Vymezili je takto: zaméreni tazatele musi byt
pouze na jednoho respondenta, se kterym je zapotiebi udrzovani stalého kontaktu
skrze rozhovor za vyuziti rozmanitych metod k posuzovani. Existuji vyrazné rozdily
mezi tazateli, néktefi se vyznacuji tzv. mechanickym typem fidicim se pouze podle
stanovenych tabulek, jini vySetfeni nepfrikladaji moc velky vyznam a provadéji jej
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nepresné. Dle zmifované studie byl vyzkum provadén na doktorandech studia psy-
chologie univerzity Baruch College. Pfedpoklddalo se, Ze doktorandi budou v rdmci
svého studia proskoleni v oblasti psychologického vysetieni a vedeni rozhovoru.
Jedna skupina doktorandd provadéla psychologické vySetreni bez predchazejiciho
Skoleni, druha skupina byla proskolena. Doktorandi v proskolené skupiné se citili
schopné;jsi nékoho posoudit nez doktorandi ve skupiné bez Skoleni. Studentlim
Skoleni prineslo praktické poznani dané problematiky a lepsi adaptaci na ni, které
doktorandlim bez skoleni chybélo. Z tohoto vyzkumu vyplynula nutnost vytvoreni
kurzu, kde by se studenti naudili veskeré vySetfovaci metody a techniky, jejich
nastroje, jak spravné vyhodnocovat testy, jak pozorovat a vést rozhovor tak, aby
byly vyvozeny spravné zavéry. Dle autor( by méla byt pfitomna predevsim vyuka
teorie psychometrie a méfeni, vedeni lidi, socialni psychologie, pracovni analyza
Ci teorie osobnosti. VSe by mélo byt zakonceno licenci na psychologické vysetreni,
a to po 6-12mésicnim superviznim dohledu absolvent( kurzu. Aby nedochazelo
k rozdilnym vysledkdim v ramci vysetfeni v psychologii, autofi navrhli nékolik bodd
spravného vedeni psychologického vysetieni: jasné objektivni vysledky hodno-
ceni; vyborna znalost pozice, ktera je obsazovana, pro porozuméni pozadavkim
a naroklim; znat stafi pouzivanych metod a brat v potaz pouze ty validni; splnit
predem stanovena kritéria; pfipravit si jiné strukturované nastroje, napt. rozhovor
¢i osobnostni skaly, které napomohou k presnéjsimu rozhodovani; uvédomovat si
mozné pochybeni a umét je pfipadné obhdjit; pfi hodnoceni doporuceni se spise
zaméfit na celkovou strukturu vySetreni; vidy umoznit nahlédnuti vysledk( i celého
procesu jinym hodnotitellim, aby byla poskytnuta kvalitni zpétna vazba jak pro
klienta, tak pro tazatele.

I v jinych studiich na podobné téma se objevila dllezitd fakta o celkovém
psychologickém vysetieni, pfevainé zaméreném na vedeni rozhovoru. Ve stu-
dii Van Iddekingeho, Sagera, Burnfielda & Heffnera (2006) se rozdily objevily
v ramci hodnoceni klient( vicero tazateli bez poufZiti standardizace pfi vedeni
rozhovoru. Jejich otdzka znéla, zda by se takové rozdily objevily i v pfipadé, kdy
by byla zvolena metoda rozhovoru strukturovanou formou. Rozhovory byly ve-
deny s 946 armadnimi poddUstojniky. Respondenty tvofili muZi-juniofi. Tazateli
byli muZi-seniofi. Kazdy z tazatel( musel jiz provést v prdmeéru 29,4 rozhovord
a nesmél byt s témito rozhovory nijak seznamen. K tomu byl vyhrazen 3hodi-
novy trénink s vyzkumnikem. Otazky byly pro vSechny stejné a rozhovor zabral
20 minut. Na konci rozhovoru kazdy z tazatell musel zapsat zavér, vysledky
vysetfeni a ohodnotit sdm sebe a danou pfipravu na rozhovor. Prvni otdzkou
bylo, zda se lisi rozhovory vedené strukturovanou formou po tréninku tazateld
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oproti nestrukturovanym rozhovoriim vedenym tazateli bez tréninku. Rozdily
nalezeny byly, proto museli byt vsichni tazatelé podrobeni stejnému tréninku
vedeni rozhovoru. Druhd otazka byla zamérena na platnost tazani v zavislosti
na kritériich vysetfeni, tedy na typu obsazované pozice a jejim obsahu. Ve vys-
ledku bylo poukazano na to, Ze rozdilnd hodnoceni zévisela na zplsobu kla-
deni otazek respondentlm a jejich vlastniho prezentovani odpovédi. Ukazalo
se, Ze tazatel(iv spravny Usudek je zavisly na schopnosti vlastniho sebepoznani
a naslouchani druhému. Autofi popsali nékolik faktor(, které mohou tazatele
ve vysledku velmi ovlivnit: kognitivni schopnosti, osobnost, zkuSenosti; prototyp
idealniho kandiddta; vedeni rozhovoru a jeho kontext. Vyznamnou roli tedy
hraje zkuSenost tazatele s vedenim rozhovoru. Ti, co prosli delSi praxi ve ve-
deni rozhovoru, hodnotili presnéji, porozuméli Iépe dané problematice jedince
a zvolili lepsi design rozhovoru (tedy design standardizovany/strukturovany).
Pribéh strukturovaného rozhovoru, ktery jej ucini cilenéjsim, uspokojivéjsim
a efektivné;jSim, popisuje tab. 1:

1. | Pfiprava na rozhovor | Napf. podklady, mistnost, zasedaci poradek, pozvani atd.

2. | Otevreni rozhovoru | Podle situace rozhovoru: napf. pozdrav, podékovani.
3. | Podnét k rozhovoru | Proc a s jakym cilem mluvime nyni v tomto kruhu o tomto.
4. | Spolecny plan a) Shromazdovani problémovych okruhd, stézejnich akold,
rozhovoru (faze detailnich aspektd.
strukturovani

rozhovoru b) Event. vymezeni tématu, pfip. jeho omezeni.

c) Stanoveni sledu problémovych okruhd, myslenkovy postup.

5. | Pribéh rozhovoru | a) Podnét k rozhovoru; ten prinese do rozhovoru prvni prob-
Iémovy okruh (stanoveny v ramci bodu 4).

b) Diskuze o prvnim problémovém okruhu.

c) Priibézné shrnuti prvniho problémového okruhu; prvni
diléi vysledky.

d) Otdzka, zda tim Ize uzavfit prvni problémovy okruh:
a) —b) - ¢) - d) v ramci druhého problémového okruhu;
a) —b) —c) - d) v ramci tfetiho problémového okruhu atd.,
vidy podle komplexnosti tématu, tzn. podle poctu rliznych
problémovych okruhd.

6. | Ukonceni rozhovoru | Podle situace rozhovoru; napf. zakotveni vysledkd,
zavérecné shrnuti, schvaleni, pracovni zapis.

Tab. 1 Pribéh strukturovaného rozhovoru, diskuze (Allhoff & Alhoff, 2008, 111)
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Bylo prokdzano, Ze pfi standardizovaném rozhovoru jsou vysledky validné;si
nez pfi rozhovoru nestandardizovaném. Vyznamnou roli hraje mnoho faktord
na strané tazatele i respondenta, jako jsou vék, rasa, psychicky stav, vzdélani
a zpétna vazba, zdjem o prdci a plany do budoucna, psychické charakteristi-
ky inteligence a motivace. Oproti tomu hodnoceni v rdmci nestrukturované-
ho rozhovoru maji validitu velmi nizkou, je u nich velmi ¢asta rlizna véznost
odpovédi, které tazatelé nemohou porovnat, maji nizkou reliabilitu i dislednost
a v neposledni fadé u nestrukturovanych rozhovori ¢asto dochazi ke zkresleni
odpovédi, a to jak zapisem, tak velmi rychlymi zavéry tazatele. Diagnosticky
rozhovor je zcela ovlivnén formulaci otazek, na které chceme znat odpovédi.
Jednotlivé otazky by mély byt formulovany a kladeny srozumitelné s podtextem
podnitit klienta k odpovédi (Arvey & Campion, 1982; Stancdak, 1982).

Rozhovor nékdy mlze byt mylné zaménovan s pojmem konverzace, avsak
rozhovor na rozdil od konverzace ma jasné stanovené sekvence a je organizo-
van kolem konkrétniho tématu. Tazatel v rdmci rozhovoru musi nejen dobfe
vést a kontrolovat interakci, ale i znat dané téma, které nasledné rozvadi
(Groth-Marnat, 2003). K otdzce zaznamu rozhovoru se vyjadfuje ve své kni-
ze Pauknerova (2012) a doporucuje, Ze tazatel by si mél rozhovor zaznamena-
vat, a to bud formou pisemnou, anebo formou nahravky, avsak dfive musi byt
zajistén souhlas se zaznamem podepsan vysetfovanou osobou. (Navrhu znéni
tohoto souhlasu se vénujeme v kapitole 7.) Bastecka (2011) konstatuje, Ze rozho-
vor by mél byt veden navazujicimi kroky, kterymi dospéje ke stavu podobnému
pfirozené formé komunikace mezi lidmi. Jak vySe zminéné kratké teoretické
zakotveni napovidd, rozhovor je zakladnim prvkem vysetieni v psychologii, tedy
i vySetieni v oblasti dopravy. Ackoliv je DPV upravovano zdkonem, legislativa jiz
neupravuje jednotlivé ¢asti DPV. Zdkon pouze stanovuje, pro koho je DPV uréeno
a kdo jej mlZe vykonavat. Dopravni psychologové maji k dispozici starsi i novéjsi
verzi metodiky, ktera podava oporu pfi vybéru testovych metod, rozhovor ale
jako metoda v rdmci DPV neni nikde popsan a neexistuje jeho standardizo-
vana podoba. CoZ s sebou nese potencial k nejednotnosti a ztéZuje i moznost
pripadnych konzultaci na toto téma. Prozatim je v ramci DPV rozhovor psycho-
logy pouzivan v nestandardizované formé, ktera, jak jiz bylo popsano vyse, ma
sva Uskali. Proto vyvstal podnét k zmapovani situace vedeni rozhovoru v ramci
DPV na tzemi Ceské republiky, aby mohl byt tento nedostatek napraven a mohly
se ucinit mozné zmény v podobé vedeni tohoto rozhovoru.
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2 Metoda rozhovoru v ramci dopravnépsychologického vysetieni
- vysledky vyzkumné studie

Pro ucely popisné studie byli osloveni dopravni psychologové s prosbou o pos-
kytnuti informaci o provadéni rozhovoru, pozorovani a anamnézy v ramci svych
dopravnépsychologickych vySetfeni. Vyzkumu se nakonec zucastnilo 15 do-
pravnich psychologd, ktefi maji akreditaci MDCR, a jejich odpovédi sumarizujeme
a se svolenim citujeme v této kapitole. Podrobné vysledky vyzkumu jsou k dis-
pozici v bakalarské praci, Metoda rozhovoru v ramci dopravnépsychologického
vySetieni”, kterd byla obhdjena v ¢ervnu 2014 na Katedre psychologie FF UP
v Olomouci. Vsem Gcastnikdm vyzkumu dékujeme.

2.1 Popis vyzkumné studie

Setteni bylo zaméfeno na dopravni psychology a jejich styl vedeni rozhovoru
v rdmci DPV s cilem popsat a zanalyzovat formu vedeni rozhovoru. Respondenti
museli mit v sou¢asné dobé aktivni praxi v DPV. Stanoveno bylo pét zakladnich
otazek:

1. Jaké jsou spole¢né proménné vedeni rozhovoru v ramci DPV?

2. Jaké jsou postupy vedeni rozhovoru v rdmci DPV po formalni strance?

3. Jaké jsou postupy vedeni rozhovoru v ramci DPV po obsahové strance?

4. Jaky je smysl vedeni rozhovoru v ramci DPV?

5. Jaka jsou primarni témata rozhovoru v ramci DPV?

2.2 Vysledky vyzkumné studie

1. Jaké jsou spole¢né proménné vedeni rozhovoru v ramci DPV?

Hlavnimi spole¢nymi proménnymi vedeni rozhovoru byly shledany smysl
rozhovoru z pohledu ziskani dalSich informaci o klientovi a jeho duleZitost z poh-
ledu rozhovoru jako nenahraditelného zdroje informaci.

2. Jaké jsou postupy vedeni rozhovoru v ramci DPV po formalni strance?

Formalni stranka rozhovoru je u respondentl vyrazné rozdilnd, avsak spo-
lecné prvky lze najit v podobé rozdéleni rozhovoru na fazi vodni a zavérecnou.
Pro formalni stranku je také dllezZité déleni na individualni a skupinovou ver-
zi rozhovoru. Zatimco Uvodni rozhovor se mUze vést jak individualné, tak
skupinové, rozhovor zavérecny je vidy pouze individualni. Formalné Ize rozhovor
rozdélit na ¢ast informacni a na ¢ast edukacni. Néktefi respondenti edukacni
Cast rozhovoru zafazuji do zavérecné faze. Se zarazenim edukacni Césti se také
liSi délka rozhovoru. Rozhovor Gvodni bez edukaéni ¢asti trva kratsi dobu neZ
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s jejim zafazenim, totéZ plati v pfipadé edukacni ¢asti u zavérecného rozho-
voru. | u respondentd, ktefi edukacni ¢ast viibec nezafazuji, obvykle Gvodni
rozhovor trva krat$i dobu nez rozhovor zavérecny. Ostatni formalni aspekty
rozhovoru se pravé kvili nestandardizované formé stavaji velmi neprehlednymi
a rdznorodymi.

3. Jaké jsou postupy vedeni rozhovoru v rdmci DPV po obsahové strance?

Po obsahové strance se mnoho rozhovort shoduje v oblasti zafazeni otazek
o minulosti, pfitomnosti i budoucnosti, také se objevila shoda v obsahu ¢3sti
Uvodniho rozhovoru, kterd ma funkci privitani klienta a jeho pripadné uklidnéni
a zmirnéni tenze. V obsahu zédvére¢ného rozhovoru se opét objevila shoda,
a to v ukolu klienta lépe poznat, ovéfit si data, ktera byla ziskana v testovych
metodach, a ucinit zavér, ktery je klientovi nasledné sdélen.

Jednim z rdznorodych aspektt rozhovoru v ramci DPV je jeho délka, ktera
s obsahem velmi souvisi.

Jak jeden respondent uvedl: , Pfi tuvodnim rozhovoru, ktery je pfevdziné
obecny a informativni, tak tam je kritériem asi mnoZstvi klientd. Jestli je to sku-
pina, anebo samotny klient. Pfi zdvérecném rozhovoru zdlezi hlavné na vysledku.
Kdyz je vysledek z testové baterie kladny, zavérecny rozhovor je hlavné informa-
tivniho charakteru. Kdy? je vSak vysledek z testové baterie nedostatecny, nevyho-
vujici, zavérecny rozhovor jde vice do hloubky, snaZime se objasnit klientovi, kde
jsou jeho nedostatky. KdyZ se nedostatky objevi v jeho strukture osobnosti, tak
mu to nefikdm, ale spiSe si tento vysledek podporim napriklad nedostatecnym
vykonem ve vykonnostnim testu. Informace ziskané jednim zplsobem si vsak
vZdy ovérim druhym zplsobem. Proto je rozhovor dileZity, néco se s nim muze
objevit (napr. paranoickd porucha). U seniort hraje roli jejich nadhled. KdyZ
nemaji nadhled, tak je to Spatné. Bagatelizuji, svadi vinu na jiné. Je zde rozdil
mezi fidici kolem 25 let a fidici nad 50 let. Mladsi fidi¢ vam tvrdi, Ze si napfiklad
tu nehodu nepamatuje. Naopak starsi fidic vam ji popise do posledniho detailu.
Kritériem tedy je mit nadhled. KdyZ jej nemd a bagatelizuje, spise se prikldnim
k ,nevyhovél’.” Takovéto otdzky o klientech mnohé prozradi: ,Jd kladu hlavné
diraz na jeho fidicskou historii. My jsme se s nim sesli proto, Ze jd posuzuju
jeho psychickou zpusobilost k fizeni motorového vozidla, tak ja se tam hodné
,otd¢im’ na jeho Fidi¢ské historii. Ptdm se ho na problémové chovdni, jaké mél
nehody, za jakych okolnosti, kdy je mél, proc se to stalo, jestli si mysli, Ze na tom
mél vinu, nemél vinu. Hodné mé zajimd, jestli ma néjakou sebereflexi. Jak se
chovd na silnici, jak fidi, jaky md styl jizdy, jak hodnoti ty své prestupky. Tohle
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mé zajimd ze vSeho nejvic. Ale i rodinnd historie je velmi ddleZita. Ti lidé si prosli
vsim moznym. Tim je samoziejmé neomlouvdm, jen se snaZim vysvétlit, pro¢
k tomu u nich doslo, pro¢ maji osobnostni rysy takové a takové, jak jim vysly. Ale
i ta Skolni historie, kdyZ vidite, Ze nékoho vyhodili ze skoly, protoZe se nedokdzal
pfizpusobit tomu reZimu a pravidlim, tak pravdépodobné se neprizptsobuje
ani tomu reZimu na té silnici. Veskerd pravidla jsou pro néj k tomu, aby se
porusovala. CoZ je varovny signdl.” Jiny z respondentd klade diiraz na vse: , Kladu
na vsechno. KdyZ mdm v ruce vypis z karty fidice, ptdm se na minulost. KdyZ mad
fidi¢ uvedeny alkohol nebo zdvaznéjsi prestupky, tak tam kladu hodné oteviené
otdzky, abych zjistila co nejvice informaci. Napr.: Zkuste mi o tomto néco fict?
Co to pro vds prineslo? Jak jste se v té chvili citil? Apod. Pak se ptdm hodné
i na pfitomnost, ve smyslu: kam nejCastéji jezdite, jestli i do zahranici. KdyZ jste
pfisel o fidicdk, jak jste to resil tu situaci, to zasahuje i do pfitomnosti. A kdy?Z je
to budoucnost, tam se zeptdm, jestli se néco zménilo od té doby, co nemdte ten
fidicak? Zménilo se néco? Mdte jiny ndzor? Pokldddm vsechny druhy otdzek.”

4. Jaky je smysl vedeni rozhovoru v ramci DPV?

Respondenti povaZuji rozhovor za kralovskou disciplinu, bez které by celko-
vé DPV nemélo Zzadny smysl. Diky nému si mohou ovéfit, zda je klient opravdu
zplsobily, ¢i nikoliv, zda neprokazuje podezielé chovani a zda néco nezamicel.
Pro nékteré je smyslem hlavné moznost klienta edukovat o jeho nedostatcich
a tzv. mu otevfit o€i.

,Napriklad, kdyZ se rozhoduji podle vysledki a pribéhu, Ze nevim, jestli mu
dat zpasobily nebo nezpusobily, tak zvolim doplriujici uzsi rozhovor. Na jeho
zdkladé se ndsledné rozhodnu, zda je fidic zpGsobily nebo ne. Priklad: fidic byl
vyrazné agresivni, avsak testy to nepotvrdily, psycholog ale pri rozhovoru odhalil,
Ze néco neni v porddku. Priklonil se tedy k diikladnéjsimu rozhovoru a nakonec
klienta propustil s vysledkem nezptsobilym.” Smyslem rozhovoru je i odhaleni
pfipadnych trestnich ¢in(, které by psycholog mél nahlasit. Otazkou je, zda ma
komu. Jeden z respondent(l vyzkumu se k tomuto tématu vyjadril takto: , Myslim
si, Ze vysledky v rozhovoru mohou ovlivnit celkovy vysledek, ale kdyz vam res-
pondent rekne, Ze bere drogy, tak vy ddte, nebo byste méla dat impuls lékari,
aby to provéfil. Ja mdm tuto informaci a je mym ukolem informovat Iékare.
Problematictéjsi jsou ale drogy nez alkohol. Mlady ridic prijde a fekne, Ze brat
drogy je prece normdini. Odpovéd od nich je vétsinou: ,Beru drogy asi tak jako
kazdy.” Stdle je to ale o tom, jestli mu vérim, co fikd, nebo ne. ZdleZi na duvére.
Urcité podezieni mit mohu, a kdyZ je vdzné, tak na to upozornim lékare. Avsak
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ne kaZdého lékare mohu kontaktovat, protoZe ne kaZdy fidic nam sdéli jméno
svého lékare. Mohu to vSak napsat do zdvérecné zprdvy k divodu nezpisobilosti
anebo jako doporuceni pro dalsi vySetieni.”

Naopak jiny respondent vidi problematictéjsi otdzku v odkryti néjaké nehody
nez v alkoholu: ,,Alkohol neni problém. Problém byvd odkryti néjaké nehody.
Treba kdy? ten ridic mél néjakou téZsi dopravni nehodu, pfi které zahynuli jini li-
dé, nebo zpusobil néco zdavazného, i treba velkou skodu, kaZdy md jinou toleranci.
Tak se jim o tom tézko mluvi. TakZe tam hodné je potieba nastolit tu individudini
atmosféru. Pak ke mné prisla pani, kterd byla vybodovand a byla hodné psychi-
cky labilni. Tam nejde ani o to, tam jsem vidéla, Ze Spatné vysledky plynou z toho,
Ze je Spatné rozladénd, neni schopnd se poprat se stresujici situaci. Nemd tedy
smysl to DPV dokoncovat, vzala jsem si ji vedle, vysvétlila ji co a jak, Ze si o tom
popoviddme. Stalo se mi, Ze pani se mi otevrela, pfisla za pal roku, udélaly jsme
sivySetfeni a dopadlo dobre. Vlyhledala pomoc, pomohla jsem ji s kontakty. Tato
prdce je i o tom odhadnout, co ten ¢lovék potrebuje. Ten alkohol problematicky
neni.”,Diky rozhovoru vidite, jaky klient je. MiZete ho lépe poznat. Vidite, jak
reaguje. Vidite, jak komunikuje, jak voli slova, odhadem pozndte, i jak je inte-
ligentni. Je tam ten osobni kontakt z oci do oci, to je opravdu nenahraditelnd
véc. Kdo ten rozhovor nedéld, tak nemuze ani pofddné udélat celé DPV. Prijde
o velké mnozZstvi informaci, které se jinak ani ziskat nedaji.”

5. Jakd jsou primarni témata rozhovoru v rdmci DPV?

Mezi primarni témata rozhovoru patii veskeré anamnestické Gdaje a udaje
spojené s dlivodem, pro¢ na DPV klienti pfichazeji.

Jak jiZ bylo vySe zminéno, respondenti vyzkumu vnimali i tzv. primarni té-
mata rozhovoru v rdmci DPV odlisné. Napf. jeden respondent u vybodovanych
fidica rika: , Jedna z dileZitych otdzek u vybodovanych ridic je, jestli vi, jaké jsou
prestupky. To oni hodné komentuji. A také otdzka, v jaké skupiné maji fidicské
oprdvnéni, oni nevédi a vzpominaji, je to pro néj problém. Vzpomenout si rok,
kdy ziskal RO. A dalsi otdzka, aby vypsali jméno osetfujiciho lékare. Nemohou si
vzpomenout. Pak hlavné starsi rocniky si nepamatuji rodné Cislo. Kdyz nékoho
posle pani doktorka, kdyz je starsi, tak selhdvaji v determinacnim testu. StéZejni
je také, kdyz maji néco napsat o své rodiné. Zacnou vzpominat. Jakmile je to
hodné osobni, tak tam zacnou hodné pfemyslet a piSou krdtce. Nechtéji to ro-
zepsat. Pak se s nimi o tomto bavim, neni to moc pfijemné.”

Z vysledkl vyplyva, Ze rozhovor jako samostatna klinicka metoda je vel-
mi dleZity i pfi vztaZeni k discipliné dopravni psychologie. Je jednou z metod,
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na jejimz zakladé je rozhodovano o zpUlsobilosti ¢i nezplsobilosti k fizeni moto-
rového vozidla, coz je pro mnohé klienty DPV Zivotni otazkou. Celkové vysetteni
v dopravé by mélo byt velmi precizni a nemélo by obsahovat zadné chyby, kvdli
kterym by mohli byt fidi¢i Spatné ohodnoceni. Nestandardizovana forma ve-
deni rozhovoru v sobé nese riziko nespravného hodnoceni. Vysledky vyzkumu
popsané v této kapitole nastinily, jakym zpGsobem se v CR rozhovor v ramci
DPV provadi. V odpovédi na kazdou ze stanovenych otazek jsou néjaké rozpory
dané pravé nejednotnosti vedeni rozhovoru. Z hlediska formy jsou nesrovnalos-
ti v ¢asovém rozmezi rozhovoru a jeho rozdéleni. Z hlediska obsahu jsou to
nesrovnalosti v otazce, zda zahrnovat do rozhovoru i edukacni ¢ast, ¢i nikoliv.
Z hlediska smyslu rozhovoru, zda se zaméfit za kazdou cenu na ziskani vicera
informaci od klienta, anebo si spiSe potvrdit Ci vyvratit informace z testovych
metod. A v neposledni fadé z hlediska presahu, zda si maji respondenti vytycit
dileZitd témata v rdmci rozhovoru a na ta se v zasadé vyptavat nejvice, anebo
se drzet témat obecnéjsich, na kterych je Iépe patrno, zda ma klient na sebe
naptiklad nahled nebo je schopen sebereflexe.

2.3 Témata k diskuzi aneb nesrovnalosti a otazniky rozhovoru v ramci DPV

Kromé vySe zminénych odpovédi na stanovené otazky se béhem vyzkumnych
rozhovor( oteviela dalsi témata a Uvahy, jejichz prehled uvadime nize:

— DUVERA NA UKOR ZKRESLENI{? U béZného DPV se nestava, 7e by danému
vysetieni, konkrétné zavérecné vyhodnocovaci fazi, byl pfitomen jesté
nékdo jiny neZ pouze klient a dopravni psycholog, jak tomu muze byt
u vySetfovani napriklad v ramci vybérového fizeni. Individudlni pfistup
dopravniho psychologa ke klientovi v rdmci rozhovoru ma za nasledek,
Ze data jsou velmi ddvérna a nesifi se dal. Neexistuje ani zadna interni
databdze pro dopravni psychology, ktera by umozriovala si o klientovi zjis-
tit, zda jiz néjaké DPV podstoupil, Ci nikoliv. Tyto skutecnosti sice mohou
pomoci k atmosfére dlivéry, na druhou stranu maji za nasledek potencial
ke zkresleni a chybnému hodnoceni.

Ukdzka nékolika souvisejicich odpovédi respondenta: Jak velkou vahu ma pro
vas rozhovor pfi konecném posuzovani klienta? ,No md velkou vahu, nicméné,
je dilezité ziskat souhlas toho klienta, ndhled ¢lovéka sama na sebe. Také se
déje, Ze pri odvoldni k psychologickému vysetfeni neni pozvdn psycholog, ktery
vysetreni délal. Nezajimad je obsah rozhovoru, ale vyZddaji si pouze formular
z néjakého testu, a na zdkladé toho udélaji zaver. Je tam spise otdzka toho, jakym
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zplisobem zaznamenat pribéh rozhovoru. Klienti jsou vsak opatrnéjsi a citlivéjsi,
co se tyce svych osobnich tdaja. Je vice neZ pravdépodobné, Ze vétsina klient(
by souhlas k nahrdvani rozhovoru nedala. Tam je tedy otdzka k té prikaznosti.”
Stalo se vam nékdy, Ze byl klient v testech zpUsobily, ale v rozhovoru selhal?
,Ano. Konkrétné jedna fidicka, nakonec se z ni vyklubala paranoidni schizofre-
nie. Ale vétsinou, co mdm zkusSenost, uZ i v téch testech se néco projevi, projevi
se to zpravidla i v rozhovoru.” Jaké oblasti otazek jsou problematické pokryt
v ramci rozhovoru? Jak k nim pristupujete? ,Otdzky které souvisi s drogovymi
zavislostmi a zdvislostmi obecné, zde citim rezervy. Tady bych se rdd jesté néco
dozvédél. Tohle je oblast, kterd se otvird.” Myslite, na jaké otdzky se ptat? ,Ano,
urcité, zde citim rezervy ze své zkusenosti.” Jiny respondent vnima situaci takto:
,DileZité je, aby psycholog kladl otdzky takové, aby klient viceméné, anizZ by
si to uvédomoval, hodnotil sim sebe. Samozrejmé ten ndhled na sebe sama
musi mit raciondlni logiku. KdyZ mi nékdo tady vyklddd, Ze jako Fidic z povoldni
neudéld sem tam néjaky prestupek, tak mi IZe. Musime uvaZovat filozoficky,
a ne inZenyrsky.”

- NEJEDNOTNOST ROZHOVORU JAKO KLAD, Cl ZAPOR? Rozhovor v rémci
DPV nema standardizovanou formu a nejsou k nému dohledatelné zadné
materidly. Ukazalo se, Ze neni samoziejmosti délat si z rozhovoru zépis
¢i ho néjakym zplsobem zaznamenavat. Pfi poloZeni doplriujici otaz-
ky, zda respondenti sdéluji zavér vysledkl vysetfeni jiz pfi zavérecném
rozhovoru, se ukdzalo, Ze respondenti sdélujici vysledek hned si zapis
z rozhovoru nedélaji, naopak ti, ktefi si nechavaji na vyhodnocovani ¢as
a sdéli vysledek s odstupem i nékolika dni, si v zasadé zépis z rozhovoru
délaji. Obecné se doporucuje spise zapis provadét, a to pravé z ddvodu
moznosti pozdéjsiho porovnani vysledkd a nachazeni spolecnych ¢i roz-
dilnych pasézi, se kterymi by bylo moZzno déle pracovat.

Dle jednoho z respondentl: , To neni jenom o otdzkdch. Je nutné, aby byla
predepsand pro psychology nejenom metodika, ale vSechno, jak se md délat.
Proto musi byt pfedepsdno pfesné, co a jak se mad délat, véetné tvodniho po-
hovoru. Bylo by to zdsluzné, kdyby se udélala néjakd kostra, jak by mél vypadat
uvodni a jak zdavérecny pohovor.”

V opozici k druhému nazoru: ,Nékdy je problematické spise udrzZet profesi-
ondlni vztah. To si myslim, Ze je nékdy velky problém, protoZe ta tenze u nékterych
lidi, zvlast v zdtézi, potom byvd dosti znacnd, ale osobné se domnivam, Ze by
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pro nds nemélo byt nic problematické, protoZe pokud se budeme chovat pro-
fesiondlné, pak bychom asi tuhle tu zdleZitost méli zviadnout bez toho, Ze by
néco bylo profesné problematické. TéZsi ano, uZ jsem se zminil, tézké je nékdy
sdélit ¢lovéku, Ze za penize nedosdhl toho, co Cekal, to znamend, Ze si koupil

s

vlastné zdpornou odpovéd.

- JAKA JE SPRAVNA DELKA ROZHOVORU? Ve vysledcich vyzkumné studie
se objevily nesrovnalosti v podobé jak formalni, tak obsahové stranky
rozhovoru. U formalnich zaleZitosti se respondenti vzajemné neshodovali
v piedstavé o spravné délce rozhovoru. Dle Svobody (2013) by tazatel
nemél prekrocit 30 % ¢asu celkového vedeni rozhovoru, vice ¢asu by mél
hovofit klient. S tim souvisi celkova délka rozhovoru, kdy jednim z krité-
rii je také vyfecnost klienta. Otazka délky rozhovoru se zda byt jednim
z bod{, které by bylo zdhodno vice rozvést, prodiskutovat a pfipadné
navrhnout doporucené rozmezi. V pfipadé pevnéjsiho stanoveni ¢asu
pro rozhovor by se dala |épe strukturovat forma rozhovoru, ktera by
vedla k jednotnéjsim vysledkdm. Na druhou stranu, rozhovor je me-
toda, ktera je velmi ¢asové flexibilni a jeji forma také zélezi na mnoha
externich kritériich, jako jsou napfiklad osobnostni vlastnosti klienta,
jeho osobni tempo, vyrecnost, schopnost reflexe apod. ProtoZe tato kri-
téria jsou velmi individudlni a v pfipadé zavedeni striktniho ¢asového
rozmezi pro rozhovor by se mohlo stat, Ze bude klient omezen a tazatel
pfijde o cenna data, kterd by neomezenym rozhovorem mohl ziskat,
neni vhodné dobu pro rozhovor ohranicovat pfilis pevné. Pro mnoho
respondentll vyvstal zavér, Ze délat opravdu kvalitni rozhovor, pfi kterém
by se odhalily vSechny, pfipadné stéZejni informace napfiklad o abuzu
alkoholu, je v omezeném ¢ase nemoiné a v ,neomezeném Case” velmi
¢asové narocné.

,Délka rozhovoru zavisi také na sdéleni vysledkd. Klientovi by se vZdy podle
mé mély dat vysledky ustné, ale radéji je neinterpretovat, pouze vydat vysvétleni.
Pfi interpretaci vysledek budto neberou, anebo ho zkresli a zapoji do néj jiné
oblasti (rodina apod.). Je zapotiebi véZit slova a Setfit sama sebe, myslet na psy-
chohygienu. Neni stanovena |hita na vyjddreni, pfi individudinim vysetreni to
muZe byt hned. Pri skupinovém vysetieni klidné za tyden.”

— ZARAZOVAT EDUKACNI CAST? Rovné? zaFazeni edukaéni ¢asti rozhovoru
s sebou nese pozadavek na Cas. Je-li zahrnuta edukaéni ¢ast, rozhovor
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se protahne az o zhruba 60 minut, coZ je v rozporu s nazorem jinych
dopravnich psychologt, kterym pfislo dllezité, aby rozhovor nezabral
vice nez 30 minut, protoZe pro klienta je primarnim motivem znat svij
vysledek. Dopravni psycholog se muZe setkat i s negativni odezvou
na edukacni ¢ast v tom smyslu, Ze klient je nerad poucovan. Ti respon-
denti, ktefi ale v rdmci rozhovoru klienty uréitym zplsobem edukuiji, si
tak prodIluzuji ¢as rozhovoru a mohou mit vyhodu del$iho kontaktu s kli-
entem, co? vede také k dal$im uZite¢nym informacim. Casem rozhovoru
se pak natahuje i délka celkového DPV, pficemz i jeho idealni délku kazdy
z respondenttd vnima odlisné.

Na otdzku ,V rdmci zavérecného rozhovoru mate néco jako edukacni ¢ast pro
fidi¢e?” jeden z respondentd odpovédél: ,Ano, na konci, kdy s klienty prochdzim
zpétnou vazbu, jak jsou na tom v porovndni s podobnou populaci Fidi¢d nebo
obecnou populaci. Nebo prochdzime informace, které se tykaji néceho jiného.
Je to hlavné o normdch chovani fidice. Sem tam se snazime bavit o tom, jaké je
jejich chovani, jaci jsou, nakolik vnimaji své klady a zdpory, nakolik je vnima jejich
okoli, nakolik tim svym dopravnim chovdnim ovlivnili Zivot rodiny, jaky dopad to
ma na otce, matku, manZelku, na déti. Pfevdzna cast tohoto zavérecného rozho-
voru je tedy poddvdni zpétné vazby a snaha pfipadné korigovat chovdni jedince.”

Pfiklad obsahu edukacni ¢asti jiného z respondent(: ,V edukacni cdsti
se s klienty bavime na téma: co je to bezpecny odstup, co jsou to prestdvky
na odpocinek, proc je dodrZovat, z jakych ddvodd, proc se pdsat v automobi-
lu, jaky je minimdini odstup pfi jizdé za vozem, proc¢ dodrZovat néjakou kons-
tantni rychlost, telefonovdni za jizdy, jaky je rozdil mezi pouZivdni handsfree,
nepouZivani, proc viibec telefonovat nebo netelefonovat, takové ty véci, které
se budou v budoucnu objevovat v dopravé, na které fidici nemusi byt zvykli
nebo pripraveni. To znamend blikajici zelend, odpocitdvand Cervend, nékteré
zmény v legislativé.”

— ROZLISOVANI KLIENTU? Sméfovani rozhovoru je samoziejmé vedeno
divodem vysetreni, tedy tim, proc¢ klient na DPV pfisel. Jestlize klient
prisel z dGvodu pravidelného profesniho vysetfeni, rozhovor se zaméruje
spise na fidi¢skou anamnézu. Pokud pfisel kv(li tzv. vybodovéani nebo
zadrzeni fidicského opravnéni kvdli jizdé pod vlivem drog, zaméfuje se

rozhovor podrobnéji na souvislosti a priciny, které takovému jednani
mohou predchdzet. Tento fakt koresponduje se zjisténim, ze dopravni
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psychologové povazuji za velmi podstatné otazky pravé na zmirovany al-
kohol a drogy.

Pfiklad: ,,U korpordtni klientely se hodné zamérujeme na otdzky vénované
vykonu té profese nebo pro profesiondlni fidice na otdzky, které se tykaji tfeba
hodnoceni prdce, spokojenost v prdci, prdce prescas, popsat své silné a slabé
strdnky. U téch klientd, ktefi prichdzi z divodu odebrani fidicského priikazu, je
tam vice otdzek vénovdno tomu, proc to udélali, jaky maji ndhled na pripadny
trestny Cin, ktery se stal, jak se s tim da smifit, jak uvaZuji dél ve své budoucnosti,
nakolik jsou schopni pfiznat svoji vinu, jak se sami vnimaji jako Fidici.”

- STUKTUROVANE, NEBO NE? V ramci DPV je tedy rozhovor veden for-
mou nestrukturovanou. Velkou nevyhodou je nizka spolehlivost, kdy
se psycholog musi opirat pouze o odpovédi klient(i na oteviené otaz-
ky, kdy klient mGze odpovéd zkreslit ¢i podle svého uvazeni pozménit,
a tazatel nema prostfedky na to zjistit, zda je tvrzeni pravdivé, €i nikoli.
Kdyby byl pouzit rozhovor strukturovany, klient by hlife své odpovédi
odklanél ¢i se otdzkdm vyhybal. Velkou nevyhodou nestrukturované-
ho rozhovoru je také to, Ze odpovédi maji pro rlizné tazatele rliznou
vahu a neni mozné porovnat vysledky dvou tazateld u jednoho klienta.
Striktni stanoveni struktury rozhovoru ovsem nikdy nemUze postihnout
vSechny interindividudlné variabilni proménné klienta, a tak v urcitém
slova smyslu pfedem dana struktura rozhovoru spise $kodi. V pfipadé
dané struktury maze byt pro klienta také snadné;jsi se k otazkam pred
samotnym vySetfenim dostat a pfipravit se na né. | v pfipadé, Ze by klienti
tyto otazky znali, je v roli psychologa dlleZité umét si poradit s odpovédi,
kterou znalost otazky nepozméni.

- SKUPINOVE, NEBO INDIVIDUALNE? Pii skupinovém vysetfeni se Gvodni
rozhovor vede skupinové se viemi Ucastniky zaroven, avsak zdvérecny
rozhovor je vidy pouze individudlni. Uvodni rozhovor vedeny skupinové
ma své vyhody i nevyhody. K vyhodam napfiklad patfi fakt, Ze jestlize je
ve skupiné nékdo, kdo jiz DPV podstoupil, mGze svymi zkusenostmi, které
sdéli, ostatni ucastniky uklidnit. V té samé situaci to vSak mGze pUsobit
i kontraproduktivné. Také se pfi skupinovém rozhovoru mize stat, Ze
néktery z klient( bude tak hlu¢ny, vyrecny ¢i jinak extravertovany, Ze
bude narusovat celkovou harmonii a klid, ktery se Gvodnim rozhovorem
snazi dopravni psycholog také nastolit.
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Dle jednoho z respondentd: ,,Radéji vysetruji individudiné, a pokud si zvu
fidice na skupinové vysetreni, coZ se nékdy miiZe stdt kvali uspore casu, tak to
délam tfeba po 3 fidicich, ale s tim, Ze testové metody jim zaddvdm ve stejné
mistnosti, zaddvdm jim to skupinové, ale potom na ty projektivni metody si je
beru individudIné a na ty rozhovory si je také beru individudiné, takzZe tim se to
Casové prodlouzi. Vim, Ze to neni moc komfortni pro ty fidice, takZe za urcitych
okolnosti to nékdy pouZiju, ale jsem radsi, kdyZ mi jeden fidic pfijde a odejde
a jde dalsi. A kdyZ to neni pro mé Casové az tak efektivni, stfiddm to, podle okol-
nosti, nemiZu fict, Ze by byl jeden nebo druhy postup preferované;si.”

Ukézka z rozhovoru: ,Rozhovor je tuvodni a zdvéreény. Uvodni rozhovor je
hned na pocdtku vysetieni. Klient donese papiry, tak se poptdm, co to je (prvni
informace). Podle toho usoudim, jestli mdm ndhled do problematiky, nebo
nemdm. KdyZ to chtéji okomentovat, coZ obvykle chtéji, tak je vyslechnu, a tim
se mi prvni informace jesté rozsifi. Tento uvodni rozhovor je hlavné zaméren
na ocekdvani a na zjisténi, co je klient zac. Diky tomuto rozhovoru muiZe psy-
cholog zménit pfipravenou testovou baterii. Je hodné pruZny, takZe je lepsi
ho provddét individudiné. Jinak tomu je pfi skupinovém vysetreni, kde uvodni
rozhovor md spise informativni funkci, uvitdni, uvedeni do problematiky. Existuji
dva typy klientd, 1) mazdci, ktefi strasi ostatni, a 2) ti mladsi, ktefi jsou poprvé
a nevédi, jak to chodi. U tuvodniho rozhovoru jde tedy i o uklidnéni, sniZeni tenze,
o informace. U skupiny zdleZi také na ucelu, jak se sejde. Také se na tvod musi
zddraznit a pfipomenout, jestli jsou ve stavu fyzickém i psychickém, jak by méli
byt (tuto informaci na pocdtku také podepisuji). V tvodu je také nutné fict, co
mohou pouZivat za pomiicky (tuZky apod.), jde o technické zdleZitosti celého
DPV. Je vsak na individudlnich zkusenostech psychologa, jak tvodni rozhovor
pojme. | ve skupinovém vysetreni je nutné ventilovat, jestli si jsou Fidici védomi,
pro€ jej musi podstoupit. KdyZ nejsou, musime jim podat vysvétleni. UZ jen to,
jak chdpou instrukci, kdo se ptd, jak se ptd — vsechno jsou to duleZité indikdtory,
které si psycholog zapisuje do pozndmek. Problematické je také opisovdni. Pri
opisovdni si vzdy vezmu klienta pak bokem a vedu s nim rozhovor, proc opisoval.
Tato informace mda velikou vdhu. PFi vyrusovdni ¢lenem skupiny jej vétsinou
usmérni samotnd skupina anebo zakroci psycholog.”

— IDEALNI OBSAH? Co se tyka obsahové stranky rozhovord, shoda je v té-
to oblasti velmi mald. Pri¢inou mGze byt rlznda délka praxe dopravnich
psychologi v tomto oboru, protoZe v ramci vedeni rozhovoru vychaze-
ji ze svych zkuSenostni a disledkem absence jakékoliv strukturované
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formy okruhi otazek prizplsobuji obsah svému stylu a dané indivi-
dualni situaci ve vztahu ke klientovi. V ramci obsahu je nejvice rozdill
patrno v hlubsich anamnestickych otdzkach orientovanych na rodinu,
zaméstnani, Zivotospravu, Ci fidic¢skou historii. Neni samoziejmosti se
na tyto otazky ptét vSech klient, respondenti postupuji podle pravidla
,CO zrovna vycitim, Ze je potieba, na to se zeptam®“. To s sebou vSak nese
riziko subjektivniho hodnoceni a riziko opomenuti nékteré z oblasti.

Obsah a délka je dle jednoho z respondentt: ,Velmi individudini. Podle toho,
kdo proti mné sedi a s jakym problémem prisel. Opravdu se to lisi. U problémovych
fidict rozhovor muZe byt podstatné delsi oproti bezproblémovym ridicam. U ta-
kovychto pripadi se nespokojim se standardnim rozhovorem, ktery délam pri
vysSetfeni profesiondlniho fidice, avSak jdu nad ramec, nespokojim se s odpovédi
,alkohol piji obcas’, ale jdu do hloubky ,co pro vds znamend termin obéas?’ a téma
ddle rozebiram. Obsah se odviji od toho, co fidice na vysetfeni privedlo, jaky pro-
blém ma a jak se jevi v pribéhu celého vysetieni. Zavérecné rozhovory pak byvaji
hodné dlouhé. Jednim z diivodu dlouhého rozhovoru je také to, Ze napfiklad lékari
ke mné na vysetieni posilaji seniory ocividné jiz nezplsobilé k fizeni, a v pfipadg,
kdy zjistim, Ze senior uZ ani s harmonizacnimi kédy opravdu neni zpGsobili k fizeni,
tak mi samotni Iékari sdéli, Ze jd mdm byt poslem Spatnych zprdv. Brdni se argu-
menty, Ze oni v zdjmu toho, Ze maji mit s tim pacientem kontakt ddl, protoZe ho
Ié¢i, nechtéji byt ti, ktefi mu seberou fidi¢sky prikaz. Proto rozhovor se seniory
v tomto pripadé trvd opravdu déle, aby sami pochopili, proc jsou nezplsobili,
a nebyla to pro né takovad rdna. Podobd se dosti ndhodné psychoterapii, ve které
se je snazim dovést ke smifeni s touto situaci.”

Jiny z respondentd: ,Jd k vysetrovani fidica pristupuji tak, Ze kdyZ mém po-
chybnosti, vZdycky se klonim k tomu byt pfisnéjsi, protoZe si fikam, Ze po té cesté
chodi i moje déti, a nerada bych, abych si jednou vycitala, Ze se néco stalo. A ja
jsem toho pana Vidhala méla a rozhodla jsem se byt mirnd, a pak to Spatné do-
padlo. A protoZe to takhle déldm, i v tom rozhovoru, kdyZ narazime na néjaké
téma, podtéma nebo okruh, ktery mi nesedi, se snazim vZdycky zareagovat tak,
jak to situace vyZaduje, doptat se na to, co mi pfijde podezrelé, a urcité nemdm
ten rozhovor rigidné strnuly, Ze nepokldddm ty stejné otdzky, reaguji vzhledem
k tomu, jak to ta situace vyZaduje, a fidim se tim, Ze to chci délat dobfe a chci to
délat tak, abych méla Cisté svédomi viici spolecnosti, ale i viici tomu fidici. TakZe
nevim, jestli to mdm dobre nastaveno, ale jd se prosté snazim.”
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STANOVOVAT OKRUHY OTAZEK? Mnoho respondentd se pfiznalo, e
rozhovor berou jako automatickou véc, nad kterou se timto zplsobem
nikdy nezamysleli, avSak uznavaji, Ze by bylo dobré s touto oblasti dale
pracovat. Respondenti studie by byli pro, aby byly stanoveny alespon
okruhy otazek, které by mély byt pro viechny dopravni psychology stej-
né a na kterych by se pak mohlo individudlné stavét dal. Také by uvita-
li hromadné skoleni na téma vedeni rozhovoru. Byt vichni vychazeji
z praxe, uvédomuiji si, Ze jim nikdo zadné instrukce k vedeni rozhovoru
nedal, a i pfi presvédceni, ze rozhovor vedou dobre, je zde moznost se
v této oblasti vzdélavat ddl. Je zde i poZzadavek znat doporuceny postup
pfi sdélovani negativnich vysledk( z oblasti intelektu pfimo klientovi.
Stanovené zdvazné okruhy otdzek jsou rovnéz povazovany za dobré pfi
vyuce a zaucovani mladych kolegd.

Shrnuti

Jako hlavni spole¢né proménné vedeni rozhovoru byly shledany smysl
rozhovoru z pohledu ziskani dalsich informaci o klientovi a jeho dileZitost
z pohledu rozhovoru jako nenahraditelného zdroje informaci.

Formalni stranka rozhovoru je u respondentl rozdilna, avsak spolecné
prvky se nachdzeji v podobé rozdéleni rozhovoru na fazi uvodni a za-
vérecnou.

Po formalni strance se rozhovor lisi v tom, je-li veden skupinové nebo
individualné. Skupinové se rozhovor muze vést pouze v Gvodni ¢asti,
zavérecny rozhovor je vidy pouze individualni.

Uvodni rozhovor Ize rozdélit na ¢ast informaéni a na edukaéni. Nékte
respondenti edukacni ¢ast rozhovoru zafazuji do zavérecné faze, nékte
jej nezarazuji viibec. Zarazenim edukacni ¢asti se lisi délka rozhovoru.
Formalni stranka rozhovoru je kvili nestandardizované formé velmi rdz-
noroda.

Po obsahové strance se rozhovory shoduji v oblasti zafazeni otdzek
o minulosti, pfitomnosti i budoucnosti. Také se objevila shoda v ob-
sahu rozhovoru v Uvodni ¢asti, kterd ma funkci pfivitani klienta a jeho
pripadného uklidnéni ¢i zmirnéni jeho tenze. A v obsahu zavére¢ného
rozhovoru, ktery ve své podstaté ma za ukol klienta jesté 1épe poznat,
ovérit si data, ktera vysla v testovych metodach, a udinit zavér, ktery je
klientovi nasledné sdélen.

fi
i
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— Dopravnimi psychology je rozhovor povazovan za kralovskou disciplinu,
bez které by celkové DPV nemélo zadny smysl. Diky nému si mohou
oVéfit, zda je klient zpUsobily, Ci nikoliv, zda neprokazuje podezielé cho-
vani a zda néco nezamicel. Pro nékteré je smyslem hlavné moznost kli-
enta edukovat o jeho nedostatcich a tzv. mu otevfit oci.

— Mezi primarni témata rozhovoru patfi veskeré anamnestické udaje a uda-
je spojené s divodem, pro¢ na DPV klienti pfichazej.
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V / Anamnesticky dotaznik v DPV

Katefina B6hmova, Lenka Sramkova

Uvod

Snazime-li se zménit chovani fidi¢l na silnici, musime pochopit jejich vnimani
situace za volantem, tj. vnimani jizdy, vlastnich schopnosti, dovednosti, sebere-
flexe Ci sebenadhledu. Existuji urcité vykladové modely vzniku a zmény chovani,
jako je napftiklad klasicky i operantni model podmiriovdni a jiné modely be-
havioralnich zmén. Je zasadni poloZit si otazku, proc lidé konaji véci, o kterych
védi, Ze jsou nespravné? Odpovédi na tuto otdzku neni lehké najit, clovék ja-
ko komplexni individudIni bytost je ovliviovan mnoha faktory, které je nut-
né rozklicovat, aby bylo mozné provést pozadované zmény chovani. Jednou
z moznosti, jak rozklicovat tyto faktory u dopravnépsychologického vysetieni,
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je vyplnéni anamnestického dotazniku (dale jen AD). Anamnéza je oproti se-
beposuzovéni bréna jako objektivni zdroj informaci, ackoliv se ani v anamnéze
nevyhneme zamérnému zkresleni informaci. AD v rdmci DPV Urovnim zpravidla
sklada z téchto asti:

¢ 1. Osobni anamnéza/Rodinnd anamnéza

e 2. Zdravotni anamnéza

3. Adiktologickd anamnéza
4. Ridi¢ska anamnéza

e 5. Ostatni (volny Cas, zkusenosti s DPV aj.)

V této kapitole budou tyto ¢asti blize popsany. Zavér vénujeme vysledkdim
vyzkumu citovaného v kapitole 4, resp. téch zjisténi, ktera se tykaji zjistovani
anamnézy.

1 Vymezeni

Chovani na silnici se v mnoha pripadech da vyvodit z chovani v bézném Zivoté.
Zvysené riskantni chovani u Fidicd je spojeno s jejich Zivotnim stylem, ktery se
v fizeni odrazi. Napfriklad fidici, ktefi vykazuji antisocialni chovani a agresi, jezdi
riskantnéji nez fidici vykazujici empatii. Netyka se to pouze chovani nynéjsiho,
i antisocialni chovani v détstvi mlze mit za pricinu riskantni chovani za volantem
(Beirness et al., 1991; Machin & Sankey, 2007; Mgller & Gregersen, 2007; Vassall,
2007). Pro lepsi pochopeni fidi¢ského chovani nutné hloubéji prozkoumat mo-
tivaci a Zivotni styl fidi¢Q, cemuz dopomdize vyplnéni AD v ramci DPV.

1.1 Osobni a rodinnd anamnéza

Osobni anamnéza zpravidla obsahuje dotaz na zakladni sociodemografické
Udaje, tj. vék, pohlavi, rodinny stav, nejvyssi dosazené vzdélani, socialni poméry
atd. Vidy s ucelem zjistit o klientovi zakladni informace, které nam napomo-
hou vytvofit si prvotni obrazek o jeho Zivoté, postojich ¢i hodnotach. Veskeré
otazky, které jsou klientovi skrze AD poloZeny, by mély byt formulovany tak,
aby psycholog, ktery data vyhodnocuje, jasné védél, proc byla otdzka polozena
a jaky zavér z ni mGze vyplynout. Jinymi slovy, napfiklad otazkou na vék a s tim
souvisejici otazkou na pohlavi zjistime nejen Cistou vécnou informaci, avsak
mUzeme klienta zafadit do vékového intervalu castych dopravnich nehod, které
dle statistik Ministerstva dopravy CR ukazuji, 7e Fidi¢i-muzi ve véku 25 let jsou
nejcastéjsimi ucastniky dopravnich nehod. K vysokému véku je nutné v ramci
DPV ovéfovat dal3i velmi dile7ita fakta. Ridi¢i ve véku nad 65 let jsou obvyk-
le na automobilu zvisli, a to ze dvou ddvodd: Rizeni automobilu je pro né
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hlavnim prostfedkem prepravy, diky némuz se mohou vénovat i povinnostem
¢i zabavé mimo domov, coZ obohacuje jejich Zivot. S tim souvisi druhy dlivod,
kterym je udrZovani spolecenskych vztaht mimo domov. Diky automobilu mo-
hou navstévovat své zndmé, a tim si také udrZovat urcité spolecenské postaveni.
Proto je velmi dileZité u ridic této vékové skupiny zhodnotit, zda pfipadné
navrzeni nezpUsobilosti k Fizeni nezplsobi vazné problémy v ramci jejich
Zivotni spokojenosti a s ni spojeného zdravi (Lee, Steinman & Tan, 2011; Liddley,
Gustafsson, Bartlett & McKenna, 2011). Nejen samotny vék ovliviiuje bezpecné
fizeni, je to predevsim doba zkuSenosti s fizenim. Dle Maycocka (1991) riskantni
chovani zapficinuje v prvnich letech fizeni z 59 % zkuSenost z fizeni, 31 % vék
fidice a 10 % jiné faktory. Je tedy dllezité ptat se na délku zkusenosti s fizenim.
Stejné tak otdzky na rodinny stav, rodinu a déti maji své odpodstatnéni. Rodiny
niho chovani nez rodiny s nizsim poctem clenl. Dlvodem nemusi byt jen pocit
zvySené zodpovédnosti, ale i vyssi spotieba financi v roding, a tim padem nizsi
socialni status. Lidé s nizSim socialnim statusem a financnim pfijmem se chovaji
obecné bezpecnéji a Uspornéji nez lidé s vyssimi prijmy a statusem, a to z mnoha
zjisténych dlivodd. Kolize stoji penize, proto se jim snaZi vyhybat (Cutter, 2009;
Siagian, Purhadi, Suhartono, Ritong, 2013). Otdzky o Skolnim prospéchu by se
mohly zdat irelevantni, avSak také mohou utvofit urcity obrazek o klientovi, a to
hlavné z pozice jeho chovéni, smyslu pro zodpovédnost. Zafazeni jednotlivych
otazek je tedy zcela v kompetenci dopravniho psychologa a slouzi mu také jako
podklad pro rozhovor. Zavérem je tieba uvést, Ze AD je Casto predkladan dotaz-
nikovou formou a psycholog po klientovi pozaduje stvrzeni spravnosti zadanych
Udaju. Aby bylo prohlaseni o spravnosti pravné platné, musi dokument obsaho-
vat jméno, prijmeni, datum narozeni a bydlisté podepsaného. | tyto polozky tedy
byvaji soucasti Gvodni ¢asti AD.

1.2 Zdravotni anamnéza

Pro fizeni motorového vozidla musi byt fidi¢ zdravotné zp(lsobily. Tuto
zpUsobilost by mél odhalit oSetfujici I1ékaF dle vyhlasky Ministerstva zdravot-
nictvi ¢. 277/2004 Sh., o stanoveni zdravotni zplsobilosti k Fizeni motoro-
vych vozidel, zdravotni zpUsobilosti k fizeni motorovych vozidel s podminkou
a naleZitosti lékarského potvrzeni osvédcujiciho zdravotni dGvody, pro néz se
za jizdy nelze na sedadle motorového vozidla pfipoutat bezpecnostnim pasem
(vyhlaska o zdravotni zplsobilosti k fizeni motorovych vozidel) ve znéni vyhlasek
¢.253/2007 Sh. a ¢. 72/2011 Sh. Tyto informace se vsak dopravnimu psychologovi
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do ruky nedostanou, vyzadat si je od klienta sice mUze, avsak klient neni povinen
je sdélit. Proto mnoho dopravnich psychologtli otazku zdravotniho stavu do AD
zarazuje. Objevuji se otazky na uzivani 1ék(, aby byl odhalen jejich pripadny vliv
na kognitivni funkce nezbytné pro fizeni. Dale jsou zafazeny otdzky na fyzické Ci
psychické onemocnéni, télesné vady, které by mohly byt neslucitelné s fizenim
motorového vozidla. Napfiklad, jak uvadéji ve své studii Kernbach-Wighton,
Sprung a Piischelb (2001), hypoglykemicky Sok, ktery je velmi nebezpecny
ve spojitosti s fizenim motorového vozidla. Mdze byt spustén napt. fyzickym
Ci psychickym stresem, nespravnym Zivotnim stylem, postalkoholovym syndro-
mem, onemocnénim jater, nespavosti apod. Nikdy vSak dopravni psycholog
neziska jistotu o pravdivosti zjiSténych informaci, pokud nebude klient povinen
predloZit zdravotni zplsobilost.

1.3 Adiktologicka anamnéza

Jak bylo zminéno vySe, mnoho informaci dopravni psycholog ziskava pouze
z AD, protoze nema pfistup k objektivnéjsim zdrojim dat. Stejné jako si nemuze
vyzadat zdravotni kartu fidice, nemdze jej nutit ani do toxikologického vysetreni.
Drogova zavislost u Fidic¢d je ¢im dal ¢astéjsi. Statistiky Policie CR za rok 2013
ukazuji, Ze 4 686 nehod bylo zavinéno pod vlivem alkoholu (tj. 6,1 % z celkové-
ho poctu), eviduji p¥i nich 52 usmrcenych osob (tj. 8,97 % z celkového poctu)
a dalsich 2 306 osob bylo pfi téchto nehodach zranéno. A v ramci pozitivity na ji-
né drogy nez alkohol statistiky ukazuji 213 pozitivnich vysledkd, pfi kterych bylo
10 osob usmrceno a 102 zranéno. Kvli vzristajicimu poctu dopravnich nehod
zplsobenych pod vlivem alkoholu nebo jiné navykové latky Policie CR zptisiiuje
kontroly a vybavuje se moderné;jsSimi prostredky pro odhaleni drog. V rdmci DPV
je rovnéz nutné pritomnost alkoholu ¢i drog zkoumat, avSak prozatim k tomu
nejsou potrebné prostiedky. Zjistujeme nejen uzivani drog v minulosti, klient
rovnéz prohlasuje, Ze neni pod vlivem alkoholu ¢i jinych navykovych latek pfi
pravé probihajicim vysetreni. Toto ma ale spiSe pravni dlivody, protoZe dro-
gy maji vliv na kognitivni funkce clovéka a v pfipadé, ze by byl klient v dobé
vysetfeni pod jejich vlivem, nebylo by toto vysetreni pravné platné. V ramci AD
pak objevuji otazky typu, jestli fidici pozivaji alkohol ¢i jiné drogy a jak Casto.
Moznosti k otazkam ,kolik?” a ,jak ¢asto?“ musi byt formulovany presné, nebot
pod vagnim ,,obcas”, ,nékdy“ a ,prilezitostné” si kazdy predstavi jiné mnoZzstvi
a Cetnost. Dlvody téchto otdzek jsou zfejmé, avsak pravdivost odpovédi by
zarucil opét pouze povinny doklad toxikologického ¢i jaterniho vysetreni. V této
sekci polozek se objevuji i otazky na piti kdvy nebo koureni cigaret, a to z toho
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dlivodu, Ze i tyto polozky ukazuji na sklon k zavislostem, coZ potvrzuje studie
Seabrook House (2011).

1.4 Ridi¢ska anamnéza

Jednim z nejdlezitéjsich okruht AD v ramci dopravnépsychologického
vySetfeni je samoziejmé fidi¢ska anamnéza. Dopravni psycholog diky ni zjistuje,
jaké ma fidic zkuSenosti s fizenim, kolik kilometr( jiz najel, jaké ptihody se
mu za dobu jeho fidi¢ské historie udaly, kolik mél nehod, jaké to byly nehody
apod. Jedna se o data, na kterych nejvice stoji zavérecny individualni rozhovor
v ramci DPV mezi psychologem a klientem. Psycholog v ramci odpovédi mapuje
pripadné zvlastnosti a doptava se ¢i patra po relevantnich informacich. V ramci
ridicské anamnézy chceme kromé objektivnich dat (pocet najetych km, pocet
nehod, nejcasté;jsi prestupky aj.) zjistit, jaky vztah ma fidic k fizeni. Je pro néj
fizeni dllezité, a pokud ano, proc? Alver, Demirel a Mutlub (2014) potvrdili, Ze
se ridiCi bez zkuSenosti anebo velmi mladi fidi¢i dopoustéji vice chyb za volan-
tem, a tudiz se stavaji Castéji viniky nebo Gcastniky nehod nez fidici zkuseni/
starsi. Potvrdil se jak rozdil mezi pohlavim a vnimanim rizika za volantem, tak
Castéjsi zapojeni mladych/nezkusenych Fidict do dopravnich prestupkd, jako je
projeti na ¢ervenou, jizda pod vlivem alkoholu/drog, jizda bez bezpec¢nostnich
pasil a prekroceni rychlostniho limitu. Ridi¢ska anamnéza v ramci AD by se
tedy méla skladat z otazek, které poskytnou odpovéd na mnozstvi kolizi ¢i dop-
ravnich nehod za délku celkové praxe. Nejen to, dopravni psycholog by mél také
zjistovat fidicskou aktivitu v pfitomném Case. Pta se na pocet najetych kilometr(
za posledni pdl rok ¢i rok. Velmi nizké hodnoty mohou poukazovat na moznou
patologii klienta, jako je napfriklad strach z fizeni, paranoia apod. Pfi zjiSténi dané
patologie psycholog obvykle doporuci jiného kompetentniho kolegu, terapii ¢i
kurz, kam se klient mdze obratit o pomoc.

Z vyzkumu rozhovoru v ramci DPV (kapitola 4) vyplynulo jedno z mnoha
feSeni takovéto situace: ,Stane se, Ze vysledky DPV md dany klient teoreticky
v poradku, ale prakticky je to patologickd osobnost. Vyfeseno to bylo tak, Ze kli-
entovi bylo feceno, Ze to nemohu uzavrit. Pak bylo zavoldno klinickému psycho-
logovi, ten udélal potfebnou diagndzu, kterd v ramci DPV nemohla byt zjisténa,
a klient zacal s lé¢bou.”

Dalsi polozky objevuijici se v fidi¢ské anamnéze jsou orientovany na verejné
minéni. Klientovi jsou kladeny otédzky, jaké charakteristiky podle néj ma pro-
blémovy/nebezpecny fidi¢, co je podle néj dopravni prestupek. U nékterych
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byla zaznamenana otazka, co si klient mysli o Fidici, ktery na prazdné kfizovatce
projede pres svételné semafory na Cervenou.

Z vyzkumu u jednoho z respondentd vyplynulo: ,Pokldddam otdzku, co si
mysli o bodovém hodnoceni, dd se tu poznat ndhled. Dd se tu odvodit vztah
k pravidliim, nékdo si toho védomy je, nékdo to smete. To jsou vétsinou ti, co
povazuji celé DPV za formalitu, pfisli si jen pro néjakou cdrku.”

| z téchto otazek se da usuzovat, jak se klienti stavi k prestupkim, co pro
né znamenaji. Otdzky jsou zdmérné kladeny o tfeti osobé, aby klient nemél
pocit vyslechu, ale pouze projevi sv(j nazor. Dle Mikulastika (2010) maji takové
otazky vécny charakter, ktery slouzi k ziskani informaci o vefejném minéni, a tim
padem projikuji postoje, ndzory, pocity dotazovaného, protoze se jimi prezen-
tuje jeho vlastni ja. Ridici, ostatné nejen oni, maji tendenci jevit se v lepsim
svétle. Nékteré otazky pro né viak nejsou zcela Citelné, coz je pro psychology
to nejcenné;si, co mohou ziskat.

vevs

hodné oteviené otdzky, abych Zjistila co nejvice informaci. Napf.: Zkuste mi
o tomto néco Fict? Co to pro vds pfineslo? Jak jste se v té chvili citil? Apod.
Pak se ptam hodné i na pfitomnost, ve smyslu: Kam nejcastéji jezdite? Jezdite
i do zahranici? Kdyz jste prisel o fidicsky prikaz, jak jste tuto situaci fesil? Co se
ve vasem Zivoté zménilo a jak jste to nesl? Jak tuto situaci nesla vase rodina?
Zménilo se v dnesni dobé néco? Madte jiny ndzor na sebrdni vaseho ridicského
oprdvnéni?”

1.5 Ostatni

Subjektivni postoje k fizeni, volnocasové aktivity

Jak bylo jiz naznaceno, Fidici do své praxe promitaji své postoje, nazory i po-
city, které nemusi pramenit pouze z fizeni. Dle Mgllera a Sigurdarddttira (2009),
vénujicim se bezpecnosti silni¢niho provozu, sice k néjakému zlepseni v ramci
této problematiky doslo, avSak mladi nezkuseni Fidici jsou stale v hojném poctu
zapojeni do dopravnich nehod. V jejich vyzkumu byl zkouman rozdil ve stylu
jizdy mladych nezkusenych fidi¢h a fidic zkusenych, starsich. Zkoumala se Uz-
kost a vztek v ramci volnoéasovych aktivit ve spojitosti se stylem fizeni. Pfes
mnoho rozdilG byl nalezen vztah mezi volnocasovymi aktivitami a nebezpecnym
chovanim za volantem, a to pfedevsim u polozek vzruseni a hnév. Objevila
se zajimavost, Ze i starsi respondenti, ktefi vSak ve své volnocasové aktivité
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projevovali nesourodost s prateli, byli vice spojovani s problémovym chovanim.
Vysledky ukazuji, Ze je tfeba véasné intervence takovych fidi¢h, ¢imz by se elimi-
novalo nebezpedi na silnicich i v Zivoté. Je tedy vhodné zafazovat do AD otazky
na volnocasové aktivity. Otazkou je, jakym zplsobem je dopravni psycholog
schopen z odpovédi vyvodit, zda je ta ¢i ona volnoCasova aktivita ,,nebezpecnd”,
¢ine.

Zkusenosti s DPV

V rdmci DPV se klient setkd s mnoha vySetrenimi. Jak jiz bylo zminéno v ka-
pitole 4 o rozhovoru v rdmci DPV, nezplsobily klient mlzZe prochazet DPV tak
dlouho po sobé, dokud neuspéje (legislativa tento krok dovoluje). Takovyto
klient jiz ma urcité povédomi o tom, co ho Cekd a jak se vyhnout pripadnému
problému tim, Ze svoji odpovéd pozméni ve sv(ij vlastni prospéch. Ponévadz AD
neni standardizovanou metodou, kazdy dopravni psycholog jej ma stanoveny
odlisné,v jadru je vSak u vétsiny stejny. Klienti, ktefi jiz nékolikrat AD vyplriovali,
védi, jak odpovidat. Proto je vidy dllezZita zpétnd vazba formou zavérecného
rozhovoru, kde veskeré informace z AD psycholog s klientem projde a hloubégji
se nad nimi pozastavi.

2 Vyzkum

Data vychazeji z vyzkumu na téma Metoda rozhovoru v ramci DPV (viz kapi-
tola 4), kterého se zlcastnilo 15 dopravnich psychologd, 13 z nich poskytlo
pro Ucely vyzkumu vlastni AD, ktery predkladaji v tvodu DPV svym klientim
na vyplnéni. Téchto 13 AD bylo podrobeno klastrové analyze poloZek. Nize shr-

vvvvvv

Nejéastéji se opakujici okruhy AD od 13 respondentl v rdmci jejich DPV:
e QOsobnianamnéza
e Rodinna anamnéza
e Zdravotni anamnéza
¢ Adiktologickd anamnéza
* Ridi¢ska anamnéza
e QOstatni otazky:
= Porusovani pravidel/zékona
= Volny Cas
= ZkuSenosti s DPV
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Priklady nejfrekventovanéjsich otazek v ramci DPV dle okruh(:

Jméno a pfijmeni, titul

Datum a misto narozeni

Bydlisté trvalé

Pocet déti a jejich vék

VasSe vzdélani (i nedokoncené):

Jaké kategorie je vas dnesni fidi¢sky prikaz?

Mél jste jiz dopravni nehodu — véetné nehod se soukromym vozidlem —

pfi které doslo ke Skodé, ke zranéni nebo ktera byla vySetfovana policii?
ANO NE

Mél jste v poslednich dvou letech néjaké dopravni prestupky? ANO NE
Jaké jste prodélal vaznéjsi nemoci, operace, Urazy, l[éCeni v nemocnici?
Byl jste nékdy vySetien nebo lécen:

= na protialkoholnim oddéleni? Kdy?

= na psychiatrickém oddéleni? Kdy?

= na neurologickém oddéleni? Kdy?

Mate v soucasné dobé néjaké zdravotni obtize? Lécite je? Nelécite?
UzZivate néjaké Iéky? Jaké? Jak ¢asto?

Otazky, které byly velice individudlni, néktefi respondenti je oznacovali
za zasadni, jini za nedllezité:

DUvod psychologického vysetreni?

Byl jste béhem vojenské sluzby zafazen jako fidic? Pokud ANO, tak typ
vozidla?

Které Skoly jste absolvoval, pfip. co v soucasné dobé studujete?

Vase vSechna predchozi zaméstndni?

Vas soucasny zaméstnavatel?

Pracovni pozice, od roku?

Dalsi vzdélani, kurzy, Skoleni?

Méte vlastni automobil nebo motocykl?

Pokud jste fidi¢ z povolani, tak co vds ve vasi praci tési?

Co vam ve vasi prdci vadi?

Byl jste vychovavén rodici, pfibuznymi nebo v détském domové?
Manzelstvi vasich rodicti bylo spiSe harmonické, bézné (normaini) nebo
spise konfliktni?
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V ptipadé, Ze vam nékdo z rodi¢l zemrel nebo Ze se rodice rozvedli, vy-
piSte podrobnéji a uvedte, kolik vam tehdy bylo let?

Byl jste v poslednich dvou letech po del$i dobu nepfitomen v zaméstnani
z dlivodu nemoci?

Pijete Cernou kavu? Kolik $alkd v priméru denné?

Které udalosti na vas ve vasem Zivoté velmi zapUsobily a pfipadné ovliv-
nily vas dalsi Zivot?

Co povazujete ve svém dosavadnim Zivoté za nejvyznamnéjsi Uspéchy?
V pfipadg, Ze jste Zenaty (rozvedeny, ovdovély) podruhé, pfipadné po-
treti, uvedte blizsi okolnosti.

Jaké zaméstnani ma vase manzelka?

Jste-li FidiCem z povolani, pro¢ a za jakych okolnosti jste se pro tuto praci
rozhodl?

Jaky je vas postoj k Fidi¢skému povolani, jaky k nému mate vztah?
Kolik hodin pracujete mésicné prescas?

Jakou méte predstavu o prdmérném mésicnim pfijmu?

Jak snasite zvySené pracovni zatizeni?

Pracujete-li jako Fidi¢ z povolani vice nez 5 let, pozorujete za ta léta u sebe
néjaké (i mensi) zmény?

V pfipadé, Ze sportujete, preferujete individualni &i skupinovou aktivitu?
Byl/a jste nékdy dlouhodobé nebo vainéji nemocen/nemocna?
Utrpél/a jste nékdy v minulosti néjaky uraz, zejména hlavy?

Mate v soucasné dobé néjaké starosti?

Jste se svoji soucasnou rodinnou situaci spokojen/a?

Jaké jsou vase bytové poméry?

Jméno vaseho obvodniho Iékare?

Co reknete o fidici, ktery jede pomalu pfed vami, dodrzZuje povolenou
rychlost, ale neni mozné ho predjet?

Jaké dopravni prestupky povazZujete za nejvice nebezpecné?

Jaké dopravni prestupky povaZujete za nejméné nebezpecné?

Jaky typ fidice nemate rad/a?

Jaké zvite je vdm nejsympaticté;jsi?

Profesionalni fidiCi x vybodovani Fidi€i (rozdilny dotaznik):

Mivéte z technického hlediska vzdy vozidlo v naprostém poradku?
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.....

e Mate radéji rychlejsi jizdu?
e Co povazujete pro Uspésny vykon prace fidice za nejduleZitéjsi? Uvedte
to, co sami mizete ovlivnit.

Zavér
V ramci DPV bychom méli mit na paméti, Ze je to vySetfeni velmi individudlni,
a tim padem problematicky obecné uchopitelné. Pfipadd potieby DPV pribyva,
avsak kvalitni popis a doporuceny postup vsech metod vySetreni stale chybi. Tato
kapitola se zaméfila na problematiku AD. Dle vyzkumu se ukazalo, Ze cely vyz-
kumny vzorek dopravnich psychologt AD vyuziva, avsak kazdy dle svého. Neni
univerzalni formule AD, pfesto jej vichni vyzaduji a z velké ¢asti z ného vychazeji
pfi vedeni rozhovoru v ramci DPV. AD jsou velmi rdznorodé, kazdy dopravni
psycholog povaZuje za podstatné jiné otdzky. Existuje shoda pouze v nékolika
z nich. Co odpovédi na otdzky o klientovi vypovidaji? Pro€ jsou pokladany?
Je opravdu nutné ptat se na zaméstnani manzelky/manzela? Nejsou nékteré
otazky nadbytecné (klienta poskozujici — otazka etiky)? Neni praveé rlznorodost
AD pri¢inou odlisnych informaci od klientd, a tim padem i pfic¢inou rozdilnych
vysledk celkovych DPV v ramci jednoho klienta? Je nutné se zamyslet, zda by
neméla byt zaméfena pozornost i timto smérem, nejen smérem diagnostickym,
ale i smérem kvalitativnim, tedy k rozhovoru a AD, ze kterych nejsou dostup-
na zadnd data pro kontrolu, Zaddné vystupy. VSe je shrnuto pouze do zdvéru
vySetieni v podobé zplsobilosti/nezpUsobilosti.
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VI / Specifika vedeni rozhovoru
se somatickym pacientem

(Specifika klinicky vyznamnych somatickych,
psychiatrickych a neurologickych poruch
pri fizeni motorovych vozidel)

Radko Obereigner(

Uvod
Rada somatickych onemocnéni je pfekazkou pro fizeni MV. Specifické skupiny

tvori psychiatrické a neurologické poruchy, zvlasté ty, které jsou zminény jako
prekazka fizeni MV v pfislusnych zakonech a vyhlaskach. Predevsim se jedna
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o vyhlasku ¢. 72/2011 Sh., kterou se méni vyhlaska ¢. 277/2004 Sh., o stano-
veni zdravotni zpUsobilosti k fizeni motorovych vozidel, zdravotni zplsobilosti
k fizeni motorovych vozidel s podminkou a nélezitosti Iékarského potvrzeni
osvédcujiciho zdravotni divody, pro néz se za jizdy nelze na sedadle motorové-
ho vozidla pfipoutat bezpeénostnim pasem (vyhlaska o zdravotni zpusobilosti
k fizeni motorovych vozidel), ve znéni vyhlasky ¢. 253/2007 Sh. V nasledujici
kapitole se vénujeme porucham, u kterych je jiz v klinické oblasti psycholo-
gické vysetreniindikovano jako jeden z ukazatell vysledné diagndzy. V prehledu
deficitd, které se dotykaji psychologické roviny, povazujeme za dlleZité po-
zorovat a v anamnestickém rozhovoru zjistovat nejzavaznéjsi potize jedince
s danym onemocnénim. Viybirdme poruchy a onemocnéni, u kterych je zvysené
riziko pfitomnosti psychické poruchy, pfipadné jde o zakladni symptomatiku
uvedeného onemocnéni. Uvadime ve struc¢né formé klinicky obraz, etiologii
onemocnéni a dominujici ptiznaky v psychické oblasti. Orientacni posouzeni
je mozné na zakladé klinického, pfipadné testového pristupu, ktery se vSak
uzitymi metodami podstatné odliSuje od metod zahrnutych v DPV a je reali-
zovan klinickym psychologem. Uvedeny strucny popis problematiky, ktera je
znacné rozsdhla a presahuje ramec predkladané publikace, ma pomoci sledovat
nejvyznamnéjsi symptomy pomoci klinickych metod, pozorovanim, rozhovorem
a shiranim anamnestickych Gdajad.

1 Zrakové poruchy

Nejprve uvadime obecnou kategorii zrakovych poruch. Vysetfeni zraku je
provadéno lékafem s pfislusnou specializaci. Nemoci, vady nebo stavy zraku
vyluéujici nebo podmiriujici zdravotni zplsobilost k Fizeni MV jsou specifikovany
vyhlaskou ¢. 72/2011 Sh. ve znéni pozdéjsich predpist. Jednd se o posouzeni
zrakové ostrosti, definovana je minimalni zrakova ostrost i v pfipadé pouziti
korektivnich ¢ocek a bryli. Déle je zminéno Casové hledisko funkéni ztréty zra-
ku, rozsah horizontalniho i vertikdlniho zorného pole a rozsah zmén v cen-
tralnim zrakovém poli. V anamnestickém rozhovoru doporuéujeme soustredit
se na pristup fidice k pouzivani korektivnich pomucek.

V oblasti psychologické diagnostiky v fadé pripadl také vySetfujeme zrak.
Mluvime vSak o vySetfeni zrakového vnimani neboli vizualni percepce. Nelze
vzdy odlisit testovani jen jednoho ze systémd, ktery ndm zprostredkovava
vnimani. | zrakové funkce se neobejdou bez pozornosti, pfi ¢teni se ke zrako-
vému zpracovani pismen, slov a vét pfidavaji oblasti zodpovidajici za fec, které
nam rozsifruji znaky a tomu, co vidime, davaji smysl. Pro fidice MV je nezbytnd
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také zachovala schopnost spravné dekddovat znaky (piktogramy) s urcitym vyz-
namem. Zakladni sadou piktogram je dopravni znadeni. V pfipadé poruchy
mluvime o asymbolii.

1.1 Agnozie

Problematika poruch zraku je spojena s agnézii. Agnozii definujeme jako
,poruchu poznavani predmétl a dalsich prvkd zevniho prostfedi nebo vlast-
niho téla, kterd nemdze byt pFifcena smyslové ¢i fecové poruse nebo globalni
kognitivni dysfunkci” (Ambler a kol., 2004, s. 475). Porucha obvykle postihuje
jednu smyslovou modalitu. Agndzie tudiz klasifikujeme jako zrakové, sluchové,
taktilni, ¢ichové a samostatné vymezujeme komplexni agnostické syndromy
(anozogndzie, hemiasomatognozie, autotopagndzie, makro- a mikrosomato-
gndzie, syndrom fantomové koncetiny). Predpokladame, Ze agnostické syndro-
my jsou obvykle vylouceny pti somatickém (neurologickém) vysetreni. Klinicka
psychologie pFinasi fadu testovych metod na diagnostiku agnostickych poruch.
Prehled agnostickych poruch vsech modalit uvddime v nasledujici tabulce
(tab. 1) (Obereigner(, 2013, s. 208).

Zrakova agndzie je také oznacCovana jako vizudlni ¢i opticka. Pacient nor-
malné vidi, ale postiZena je schopnost poznat (identifikovat a pojmenovat)
vidéné predméty, barvy, obliceje i déje, které zrakem vnima. Predpokladem
je neporusena funkce zrakového systému (optického, napt. zachovani rozsahu
a ostrosti zorného pole) a prenosu informaci do primarni zrakové klry okcipi-
talnich lalokd. Pacient neni schopen poznat predmét, pokud se na néj pouze
diva, ale spravné jej identifikuje, pokud se dozvi informace o jeho podstatnych
vlastnostech jinou smyslovou modalitou, napf. zvonecek pozna podle zacinkani.
Na zakladé drovné zpracovani zrakovych informaci rozlisil Lissauer (1890) aper-
ceptivni a asociativni vizualni agndzii. Aperceptivni vizualni agndzie objekt
se zaklada na neschopnosti rozpoznat objekty z dlvodu nestabilniho formo-
vani jejich reprezentace nebo percepce zrakového stimulu. Jedna se tedy o ne-
schopnost integrovat jednotlivé slozky zrakového podnétu, narusen je proces
percepcniho zpracovani. Porucha se nejcastéji vyskytuje u pacientl po cévni
mozkové prihodé. K diagnostice Ize vyuzit rozpoznavani degradovanych objekta,
jako je tomu v pfipadé Gollinova testu nekompletnich figur (Gollin, 1960),
zalozeného na rozpoznavani objektd, které jsou Castecné zobrazeny a lisi se
pravé urovni kresebné degradace.

69



Rozhovor, pozorovani a anamnéza v dopravnépsychologickém vysetreni

Popis agnostickych syndrom( (Obereigner(, 2013, s. 208)

Agnostické syndromy

Strucny popis

opticka (vizualni)
agnozie

ztrata nebo porucha schopnosti identifikovat predméty,
objekty, obliceje, barvy a déje vnimané zrakem pfi zacho-
vaném optickém vnimani

prozopagnozie

porucha schopnosti identifikovat predevsim obliceje

akusticka (auditivni)
agnozie

porucha poznavani sloZitych akustickych viem(
pfi relativné zachovaném sluchovém vnimani

taktilni (hapticka)
agnozie

neschopnost rozpozndvat objekty hmatem

cichova (olfaktoricka)
agnozie

somatogndzie

porucha vnimani, poznavani, identifikace, pojmenovani
a uvédomovani si jednotlivych télovych segmentd, ¢asto
pfi poruse orientace téla v prostoru

Gerstmanntiv syndrom

agnozie prstl ruky a porucha pravo-levé orientace
(+ agrafie, akalkulie)

neglect syndrom,
hemiasomatognézie

neuvédomovani, opomijeni poloviny téla nebo prostoru,
¢asto s vypadem poloviny zorného pole, doprovazeno
hemiplegii

anozognozie

porucha télesného schématu, neschopnost uvédomit si
vlastni onemocnéni, schazi predstava o funkci zdravého
téla

autotopagndzie
(bilateralni
asomatognozie)

neschopnost rozeznat Casti vlastniho téla, napt. agnozie
prstd, na rozdil od hemiasomatogndzie je porucha Casto
uvédomovana

amuzie

porucha rozlisovani hudebnich zvukl

fantomova koncetina

klamna percepce amputované koncetiny nebo jeji ¢asti

simultanni agnazie

zachovald identifikace pro jednotlivé predméty (obrazce,
barvy, pismena, Cislice), ale neschopnost poznat slozitéjsi
celky ¢i graficky znazornéné déje; selhdva integrace
soucasnych optickych vjemu

Tab. 1 Pfehled agnostickych poruch
V pfipadé asociativni vizualni agnézie se jedna o poruchu vazby integrova-

ného podnétu s jeho vyznamem. Porucha je zplsobena narusenym pfistupem
k pamétnim obsahdm pfi neporusené percepci. Integrace vizualnich podnétd
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do koherentni strukturdini reprezentace objektu narusena neni. Chybi tedy
pristup ke znalostem o objektu, které jsou uloZeny v sémantické paméti. Objekt
neni rozpoznan a nemize byt spravné pojmenovan. Chyby v pojmenovani ¢asto
ukazuji vyznamovou souvislost s cilovym objektem, ktery ale vizualné neodpo-
vida tomu, co pacient pojmenoval, napfiklad vrtulnik je oznacen jako letadlo.

Uvdadime jen zékladni déleni vizudlni agndzie, které je v praxi Casto vyuzivano.
Soucasné koncepce se opiraji o kontinuum poruchy pfi poskozeném procesu
rozpoznavani jednotlivych ¢sti na jedné strané kontinua a poskozeni celostniho
procesu rozpozndavani na opacném polu (Farah, 1991).

Existuje celd fada testovych psychodiagnostickych metod, na jejich prehled
odkazujeme na pfislusnou literaturu (Obereignerd, 2013). Z dostupnych
metod, které jsou k dispozici v CR, doporucujeme Baterii testdl vizualniho
vnimani pfedmétl a prostoru (VOSP, Visual Object and Space Perception
Battery, Warrington, James, 1991). Testova baterie je uréena pro vySetieni
schopnosti vnimat prostor a predméty. Zaméruje se na jedince ve vékovém
rozmezi 20-84 let. Sklada se z osmi subtestl posuzujicich, které schopnosti jsou
naruseny u pacientd s pravostrannym poskozenim mozku (obr. 1). Warrington
predpokladal, Ze objekty a vnimani prostoru jsou funkéné nezavislé domény,
které mohou byt disociovany u pacientd s poskozenim mozku a souviset s roz-
dilnymi anatomickymi lokalitami. Na daném predpokladu jsou zaloZeny prvni
CtyFi subtesty tykajici se vnimani objektd:

1. Nekompletni pismena

2. Siluety

3. Uréovani objektl

4. Proménlivé (progresivni) siluety

Dalsi Ctyri subtesty jsou zaméreny na vnimani prostoru:
5. Pocitani bodu (tecek)

6. RozliSovani pozice

7. Lokalizace Cisel

8. Analyza krychle

Jako Uvodni je zafazen subtest zrakové detekce tvard, ktery poméhd odhalit,
zda neni naruseno senzorické zrakové vnimani. Jednotlivé subtesty byly vybrany
s ohledem na jejich selektivitu a senzitivitu k pravohemisferalnimu poskozeni.
Navic byly vytvoreny tak, aby odpovéd byla co nejjednodussi, takze nevyzaduje
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schopnosti praxie (jako je kopirovani predloh & konstrukéni schopnosti). Ulohy
nejsou ¢asové limitovany.

Y |
Skrininkovy Nekompletni .
test detekce pismena Siluety

tvart

AR .
BY S———

Uréovani Proménlivé o
objektd (progresivni) siluety Pocitanibod
‘12 5
34 34 2
1 6 T
b [-]
o ° 8
vy
L ]
- - I
RozliSovani pozice Lokalizace &isel Analyza kostek

Obr. 1 Ukazka jednotlivych Gkoll v Baterii testG vizualniho vniméni predmétd a prostoru
(Visual Object and Space Perception Battery, VOSP; Warrington, James, 1991)

2 Diabetes mellitus

Jedna se o skupinu chronickych onemocnéni, ktera se projevuji poruchou me-
tabolismu sacharid(l. RozliSuji se dva zakladni typy:

e diabetes I. typu (pfi absolutnim nedostatku inzulinu),

e diabetes Il. typu (pfi relativnim nedostatku inzulinu).
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Onemocnéni je rizikové predevsim stran vzniku hypoglykemie, coz je stav,
ktery se mUze projevovat odstuprfiovanymi ptiznaky, napft. snizenou psychickou
vykonnosti, slabosti, bolestmi hlavy, pocity hladu. Kriticka pro hypoglykemicky
stav pfi fizeni MV je porucha jemné motoriky, pfipadné kiece aZ bezvédomi.
Pfi diabetu je ohroZujici pfedevsim stav hypoglykemie, ktery neni pacient scho-
pen samostatné zvladnout a je nutny zasah druhé osoby, déle pak hypoglyke-
micky stav, ktery se vyskytne bez varovnych priznakd, pfipadné si je pacient
neuvédomuje. Pfi radné 1écbé a absenci hypoglykemie s nutnym zasahem
druhé osoby neni obvykle fizeni MV omezeno. V klinickém rozhovoru je mozné
posoudit, zda si pacient uvédomuije rizika jak na obecné urovni, tak Ze rozu-
mi specifikim vlastniho onemocnéni. Zjistujeme, zda si pfiznaky uvédomuije,
vyznamnym pfinosem je kvalitni verbalni popis ptiznakd. Déle zjistujeme, jak
pfistupuje k samotné [écbé onemocnéni.

Vlyznamna omezeni mohou pfinaset pozdni komplikace onemocnéni, me-
zi které fadime zvysenou genezi aterosklerotickych platl vlivem oxidacniho
stresu a s tim spojené vyssi riziko poskozeni céy, riziko cévni mozkové prihody,
diabetickou retinopatii (tj. poskozeni cév vyZivujicich sitnici oka), diabetick-
ou neuropatii (tj. poskozeni funkce viech druhl nervi. Diabeticka neuropa-
tie zpUsobuje poruchy vnimani bolesti dolnich koncetin. | drobny traz dolni
koncetiny, ktery neni brzy rozpoznan a lé¢en diabetikem, mUze vést k rozvoji
gangrény, v nejhorsim pripadé i k amputaci dolni koncetiny, téZ znamé jako
syndrom diabetické nohy). Kognitivni deficity se objevuji aZ pfi pozdnich kompli-
kacich diabetu. Nejcastéji jsou deficity shodné s obrazem vaskularniho deficitu
kognitivnich funkci. K zdkladnim Iécebnym krokim patfi ddsledné dodrzovani
specifickych nutri¢nich opatteni, pravidelné méfeni glykemie. Nedodrzovani
Zivotospravy, neznalost zakladnich mechanism( onemocnéni jsou vyznamné
rizikové faktory pro fizeni MV. Lékarskd kontrola stran fizeni MV pro pacienty
s diabetem je zdkonem stanovena v intervalu tfi let.

3 Epilepsie

Epilepsie je fazena mezi nemoci, vady nebo stavy nervové soustavy, kte-
ré ovliviuji bezpe¢nost provozu na pozemnich komunikacich a u kterych Ize
Zadatele nebo Ffidice uznat za zdravotné zpUsobilé k fizeni motorového vozidla
pouze na zakladé zavéru odborného vysetfeni. Pro epilepsii je charakteristicka
zachvatovita aktivita, zplisobend opakovanymi abnormnimi excesivnimi vyboji
nervovych bunék v mozkové kiire. Epilepsii s opakovanymi zachvaty trpi 0,5-1%
populace. Ojedinély epilepticky zachvat pak prodéla 5-10 % populace bez dalich
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projevli onemocnéni. Izolovany epilepticky zachvat neni sdm o sobé nozolo-
gickou jednotkou.

Vymezujeme vice faktor(, které se podileji na vzniku epileptického zachvatu.
Za epileptické loZisko povazujeme shluk patologickych neuronl v mozkové kire,
které produkuji synchronni abnormni vyboje. Druhym faktorem je pohotovost
mozku k zachvatu, ktera je vysoce individualni, ale mize byt vyrazné posilena
Unavou, psychickou zatézi, nedostatkem spanku, hormondlnimi poruchami aj.
Tretim faktorem jsou epileptogenni podnéty. Jedna se o provokaéni momenty
spoustéjici nékteré zachvaty. K provoka¢nim moment(m radime alkohol, stro-
boskopické svétlo, hyperventilaci.

Epilepsie délime na idiopatické (primarni), které jsou vrozené, s genetickou
predispozici, bez strukturalni ¢i metabolické abnormity, symptomatické (se-
kundarni), kdy je pri¢ina znama, obvykle se jedna o strukturalni léze (nadory,
zanéty mozku, traumata), pfic¢iny metabolické a toxické (alkoholismus, poskozeni
mozku pfi selhdvani jater Ci ledvin), a epilepsie tzv. kryptogenni, u kterych se
predpokladd organicky podklad, ale strukturalni abnormita je sou¢asnymi zob-
razovacimi metodami obtizné odhalitelna.

Klinicky obraz epilepsie je zna¢né variabilni, hlavnimi pfiznaky jsou:

e poruchy védomi — kvantitativni ¢i kvalitativni,

e motorické — kiece, snizeni nebo ztrata svalového tonusu, automatismy
Ci prechodné obrny,

¢ somatosenzorické — parestézie, Cichové, sluchové nebo zrakové senzace
rdzného druhu,

e vegetativni —zménéna reakce zornic, zmény barvy kiZe, zvlasté v obliceji,
nevolnost, zvraceni, poceni, bolesti hlavy, zavraté,

e psychické — nejrliznéjsi subjektivni proZitky zpravidla spojené s kvalita-
tivni poruchou védomi, stavy pred zachvatem jsou oznacovany takeé jako
tzv. aura.

Zachvaty maji také svou specifickou charakteristiku. Pokud zacinaji stereo-
typné v kare jedné mozkové hemisféry, tak je oznacujeme jako parcialni (fo-
kalni). U parcidlnich zachvat( hraje v jejich charakteristice roli umisténi v ramci
kdry mozkovych lalok(. Zachvaty celniho laloku se projevuji nejcastéji kiecemi
koncetin na kontralateralni poloviné téla. Casta je lokalizace v precentralnim gy-
ru, kde nejvétsi korovou prezentaci maji oblicej a horni koncetina. Kfece obliceje
a hornich koncetin jsou zde nejcastéjsi.
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Charakteristika zachvatu:

1.

Parcialni (fokalni) zachvaty maji stereotypni zacatek v korové oblasti
jedné z hemisfér. Jako parcialni jednoduchy zéchvat oznacujeme takovy
zachvat, pfi kterém nedochdzi ke ztraté védomi. Pfi ztraté védomi se
jedna o parcialni komplexni zachvat. Zachvaty dle lokalizace loZiska
v kiife mozkovych lalokd Ize klinicky odlisit. V tabulce 2 uvadime struény
prehled moznych klinickych projevl zachvatu v zavislosti na lokalizaci
loZiska:

Viybrané klinické projevy epileptickych zachvat( v zavislosti na lokalizaci loZiska

Mozkovy lalok

Mozné klinické projevy

Frontalni lalok

Krece koncetin kontralateralné k loZisku; tonické krece s delsim
propnutim, klonické krece s pravidelnymi zaskuby postizené
¢asti téla, tonicko-klonické kiece jako jejich kombinace.
Nejcastéji krece obliceje a horni koncetiny. Zachovano védomi.
Mozny vyskyt pozachvatové parézy v délce nékolika hodin.

Temporalni lalok

Parcidlni zachvaty s komplexni symptomatologii. Vidy pfitomna
porucha védomi. Nasledna amnézie. Zacatek zachvatu casto

s tzv. aurou charakteru Cichovych vjem( (Casto nepfijemnych),
iluzi, stavi depersonalizace a derealizace, pfipadné vegetativ-
nich projevl (bolesti bficha, na hrudi). Pfi rozvinuti zachvatu
plsobi pacient zmatené, nereaguje, objevuji se automatismy —
jednoduché i komplexni ¢innosti (opakované oblékani a sviékani
¢asti odévu, bezlcelné cestovani).

Parietalni lalok

PFevazuji senzitivni pfiznaky, pocity brnéni a mravenceni v ur¢ité
Casti kontralaterdlni poloviny téla. Védomi je pIné zachovano.

Okcipitalni lalok

Casté jsou zrakové fenomény jednoduché (zablesky, jiskieni)
aZz po komplexni (zrakové halucinace), pfipadné vypadky zraku,
docCasna slepota.

Tab. 2 Epilepsie

2. Primarné generalizované zachvaty jsou od pocatku oboustranné, obje-

vuje se nahld porucha védomi. Patfi sem generalizovany tonicko-klonicky
zachvat (velky, grand mal), manifestujici se nahlou ztratou védomi s pa-
dem na zem, kfeCemi celého téla, bezdesim. Trvani zachvatu obvykle 1-3
minuty. K védomi se pacient probird po 10 az 15 minutach a ma amnézii
na zachvat. K dal$im primarné generalizovanym zachvatlim patfi absence
(malé zachvaty, petit mal — stavy zahledéni, zaraz v ¢innosti), myoklonické
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zachvaty (rychlé svalové zaskuby jednostranné Ci oboustranné, bez ztraty
védomi), tonické a klonické zachvaty, atonické zachvaty (nahlé pady).

Neurologickd diagnostika se opird o EEG vySetieni, které ma vsak nevyhodu
v nizké senzitivité. VySetreni zobrazovacimi metodami (CT, MRI) pomaha odhalit

v

pripadnou strukturaini pficinu epilepsie.

V klinickém rozhovoru nesmi chybét podrobna anamnéza, za nejspolehlivéjsi
vSak povazujeme objektivni popis. Pfi zvy$ené motivaci k ziskani/znovuziskani
fidi¢ského opravnéni existuje vyssi riziko nepfesnych informaci ze strany paci-
enta. Charakter zachvati jsou schopni popsat jen pacienti, u kterych nedoslo
ke ztraté védomi. Pri zachvatech se ztratou védomi je objektivni anamnéza nez-
bytna. Soustfedime se na popis zachvatovitého stavu. Vyznamnym faktorem
pro zkresleni odpovédi je profesni motivace znovuziskani fidi¢ského opravnéni.

4 Organické dusevni poruchy

Jedna se o heterogenni skupinu poruch v rdmci MKN-10. Uvedend kategorie
pracuje se syndromem demence v ramci odlisnych skupin onemocnéni, véetné
onemocnéni neurodegenerativnich, kterd jsou demenci myslena nejéastéji. Pro
prehlednost uvddime nejcastéjsi neurodegenerativni onemocnéni samostatné
s ohledem na specifika jejich kognitivnich, behavioralnich a funkénich poruch.
Demence je pomérné rozsahly syndrom slozeny z deficitd zahrnujicich na-
ruSeni a progresivni deterioraci kognitivnich a symbolickych funkci. Casto se
jedna o globdlni Ubytek kognitivnich schopnosti. V rdmci klasifikace nemoci
je primadrnim znakem porucha paméti a nejméné jedna z kognitivnich poruch:
o afédzie (ztrata symbolické funkce reci vztahuijici se k chapani a vyjadiovani
myslenek prostfednictvim slov),
e apraxie (neschopnost provadét motorické aktivity navzdory neporusenym
motorickym funkcim),
e agnozie (neschopnost rozpoznavat nebo identifikovat véci navzdory
neposkozenym senzorickym funkcim),
¢ naruseni exekutivnich funkci (napt. planovani, organizovani, udrzeni
a presun mentdlniho nastaveni).

Etiologie je ddna onemocnénim, Grazem nebo jinym poskozenim mozku.
Demence mize vzniknout nejdfive po vytvoreni zakladu kognitivnich funkci,
po vrcholu synaptogeneze, tj. nejdtive po druhém roce Zivota. Ubytek kogni-
tivnich funkci musi byt podstatny od premorbidni kapacity. Za podstatny Gbytek
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povazujeme zménu, kterou mizZeme kvalitativné vyjadfit snizenim o 1,5 stan-
dardni odchylky ve vétsiné testovych psychodiagnostickych metod. V diferenci-
alni diagndze je nutné vyloucit depresi nebo delirium. Demence rozdélujeme na:
e primarné degenerativni (atroficko-degenerativni) demence,
¢ ischemicko-vaskularni demence (demence vznikajici jako dUsledek cév-
nich postizeni mozku),
o dalsi symptomatické (sekundarni) demence. Tyto demence jsou projevy
postizeni mozkovych funkci. Jsou zplsobené jinymi chorobami (napf.
infekénimi), zranénimi mozku, intoxikacemi apod.

Klinicko-psychologicka diagnostika demenci je vidy zalozena na tiech pilifich,
a to poruchach kognitivnich funkci, behavioralnich a psychologickych pfiznacich
demence a poruchdch aktivit denniho Zivota.

Viyhlaska €. 277/2004 Sh. ve znéni pozdéjsich predpisd upravuje poruchy
vylucujici zpUsobilost k fizeni MV a definuje je jako nemoci nebo stavy, které
zpUsobuji takové zdravotni komplikace nebo odchylky, které jsou nebezpeéné
pro provoz na pozemnich komunikacich, a to zejména organické dusevni poruchy
projevujici se demenci (demence u Alzheimerovy choroby, vaskularni demence,
demence u chorob klasifikovanych jinde, nespecifikované demence).’

Soucasné medicinské vySetiovaci postupy vyZaduji ke stanoveni typu de-
mence fadu dalSich somatickych a laboratornich vysetfeni, jako je provedeni
laboratorniho screeningu (krevni obraz, hladina glykemie, jaterni testy, hormony
Stitné Zlazy a dalsi). K zobrazeni strukturalnich zmén CNS je pouzivano zobrazo-
vacich metod (CT nebo MR mozku) pfinasejicich informaci o typickém ubytku
urcitych c¢asti mozkové kiry a vylouceni jiné pri¢iny demenci. Pfi podezfeni
na neuroinfekci je provadéno likvorologické vysetfeni (lumbaini punkce).

Pfi podezieni na vyznamny ubytek kognitivnich funkci je mozné vyuzit pfi
DPV nékteré screeningové metody. K tzv. ,zlatému standardu” radime Klinické
hodnoceni demence (CDR, Clinical Dementia Rating, Morris, 1993). Jedna se
o0 specializované posouzeni formou klinického rozhovoru, ktery vsak probiha

1 Uvedeny bod vyhlasky 277/2004 Sb. ve znéni pozdéjsich predpist déle zahrnuje
organicky amnesticky syndrom, organicky podminéné poruchy osobnosti a poruchy
chovani, nespecifické organické nebo symptomatické dusevni poruchy, schizofrenii,
schizotypni poruchu, akutni a prechodné psychotické poruchy, schizoafektivni poru-
chy, trvalou dusevni poruchu s bludy, indukovanou poruchu s bludy, jiné neorganické
psychotické poruchy ve stadiu akutnim, pfi znovuobjeveni pfiznaku této nemoci a pfi
jejich pretrvavani, mentalni retardaci a pervazivni vyvojové poruchy.
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nejen s pacientem, ale i s jeho pecovatelem, pfipadné blizkou osobou, ktera
mUZe objektivné posoudit nékteré zmény v oblasti kognice a chovani pacienta.
Pacient je hodnocen podle Grovné postizeni v $esti riznych doménach (pamét,
orientace, Usudek a feSeni problémd, spolecensky Zivot, domov a konicky, péce
o sebe). Jedna se o standardizovany rozhovor, jehoz ¢asova narocnost adminis-
trace se pohybuje v rozmezi 40-50 minut. Hodnoceni je zaloZeno na Ctyrech ka-
tegorickych skorech (0 bodt = porucha nepfitomna, 0,5 bodu = porucha sporna,
1bod = mirna porucha, 2 body = stfedni porucha, 3 body = zdvaina porucha).
Patrné dostupnéjsi je Addenbrooksky kognitivni test (ACE-R, Mioshi a kol.,
2006; Raisova a kol., 2011; Bartos a kol., 2011). Jednd se o screeningovy ndst-
roj, ktery posuzuje Sest odli$nych oblasti (orientaci, pozornost, pamét, verbalni
fluenci, jazyk, zrakové prostorové schopnosti). Vysledkem jsou hodnotici skory,
z nichZ lIze sestavit profil kognitivnich funkci. V Ceské standardizované adaptaci
jsou orientace a pozornost shrnuty pod jednim subskérem. Test obsahuje také
hodnoceni mentalniho statutu (MMSE, Kratky test mentalniho stavu, Folstein
a kol., 1975), ktery se podili svymi 30 body na celkovém maximalné 100bodovém
skoru. Soucdsti je také test hodin (Clock Test, Hendriksen a kol., 1993), orientacni
metoda pro odhaleni hrubého naruseni vizuoprostorovych a exekutivnich funkci.
Celkovy skor dosahuje maximalni hodnoty 100 bodd, je-li nizsi nez 88 bodi,
je senzitivita pro demenci 94 % a specifita 89 %. Podilem subtestd, které jsou
z podstaty onemocnéni obtiiné pro pacienty s frontotemporalni demenci (ver-
balni fluence a jazyk) a subtestl typicky obtiznych pro pacienty s Alzheimerovou
nemoci, Ize vypoditat orientacni index (VLOM) rozlisujici mezi témito dvéma
skupinami demenci. Je-li skdr mensi nez hodnota 2,2, je pravdépodobna ,fron-
totemporalni“ demence. Je-li skdr vyssi nez 3,2, je vétsi pravdépodobnost
Alzheimerovy demence. Index ma praktické omezeni, je nedostatecny pro
diskriminaci v oblasti frontotemporalnich lobarnich degeneraci. K pfednostem
testu fadime skutecnost, Ze podstatnym zplsobem rozsifuje samotné moznosti
MMSE. Je zkonstruovan tak, aby byl vice senzitivni k amnestickému syndromu,
izolovanym frontalnim a lingvistickym deficitim. ACE-R ma mnoho podobnosti
s Kvantitativnim testem mentélniho stavu (QMSE — Quantitative Mental Status
Examination, Mahler a kol., 1989), ktery se vSak nikdy vyraznéji nerozsifil.

Oblasti posuzované ACE-R:
e Orientace a pozornost: 10 bodi orientace, polozky z MMSE, 3 body za-
pamatovani, 5 bodl pozornost a pocty.

78



VI / Specifika vedeni rozhovoru se somatickym pacientem

¢ Epizodicka a sémanticka pamét: celkem 35 bodd, zahrnuje vybaveni t¥i
slov po distraktoru, uceni adrese ze sedmi informaci béhem tfi pokusd,
vybaveni sedmi elementu adresy po péti minutach, vyjmenovani ¢tyr
obecné znamych faktd, coz zahrnuje retrogradni pamét.

e Verbalni fluence: jmenovani slov, tj. fonemickd verbalni fluence, jmeno-
vani slov z kategorie zvifata, tj. sémanticka verbalni fluence.

e Jazyk: celkem 28 bodd, jmenovani 12 kreseb, porozuméni trem jedno-
duchym instrukcim (dvé mluvené, jedna psana), dva komplexni tkoly,
jeden tfistupriovy prikaz, opakovani slov a frazi, ¢teni, psani.

o \/izuoprostorové schopnosti: obkreslovani prekryvajicich se pétiihelnik
a krychle, kresleni hodin s ¢asem 5 hodin a 10 minut.

Cas potfebny k administraci je 15-20 minut. Cut-off skor 88 bod(i byl zvolen,
protoZe jde o hodnotu, kterd je o dvé standardni odchylky od kontrolni skupiny.
Test tak odhaluje 98 % pacient(l s velmi mirnymi pfiznaky demence (v porovnani
s Klinickym posouzenim demence CDR=1) a 100 % pacient( se stfredné tézkou
a zavaznéjsi demenci. Pfi zvoleném cut-off skoru 83 bodd jsou vysledky jesté
presvédcivéjsi, senzitivita je 82 % a specificita 96 %. Cesky prevod je standar-
dizovan na nasi populaci.

Urcitou hranici pro posuzovani kognitivni vykonnosti je mirna kognitivni
porucha (MCI). Jedna se o syndrom, ktery se vyznacuje postizenim alespor jedné
slozky kognice, nicméné u téchto pacientl jesté nedochazi k ovlivnéni béznych
aktivit kazdodenniho Zivota (ADL) — nejedna se tedy o demenci. Prevalence MCI
je uvadéna od 3 do 19 % v populaci nad 65 let (Gauthier a kol., 2006). Kritéria
MCI zahrnuji (Petersen, 1999):

e subjektivni stiznosti na pamét,

e vysledky testl paméti mimo normu pro vék a vzdélani,

e celkovy kognitivni vykon v rdmci normy,

e normalni aktivity béZzného denniho Zivota (ADL),

e klinicky bez znamek demence.

Mirna kognitivni porucha je nékdy povaZovana za hranicni stav mezi nor-
malnim stdrnutim a demenci. Neni viak zakonité dano, Ze by kazdy pacient
s MCI mél po ¢ase dosdahnout stadia demence. Uvadény pomér dosazeni de-
mence (Alzheimerova typu) je 80 % do Sesti let od stanoveni MCI (Kral a kol.,
2013). Vyznamnou Ulohu pfi posouzeni hraje neuropsychologicka diagnostika.
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Zaméfeni vySetiovacich algoritm( ma zohlednovat kardinalni pfiznak, tj. poru-
chu paméti. Metodami neuropsychologického vysetieni pro jednotlivé kognitivni
domény jsou:
e exekutivni funkce — StroopUv test, Wisconsinsky test tfidéni karet, Test
Hanojské véze, Test cesty (Cast B),
e pozornost — Test cesty, d2, vyuziti pfistrojovych metod v DPV,
e pamét — Wechslerovy pamétové skaly (WMS-I1I, WMS-Illa), Pamétovy
test uceni,
¢ inteligence — Wechslerova inteligenéni skala (WAIS-1I1), Kratky test
vieobecné inteligence (KAl),
e feC - Testy verbalni fluence, Bostonsky test pojmenovani.

CDR=1

CDR=2
nebo 3

MMSE < 10

(mirna demence)
Nebo
18 < MMSE < 23

CDR neni k
dispozici

11 < MMSE <
17

tabiln
obraz
kogn.
vykonnost
i

Funkéni
deteriorace

Specializovani Periodicka
dopravné

psychol. vysetieni

Zakaz

v/ , kontrola
rizeni

Obr. 2 Hranice posuzovani vykonnosti — vyuZiti metod ,zlatého standardu” pro posu-
zovani demenci (CDR, ACE-R), doporuceni Svédské asociace silni¢ni dopravy; Lundberg,
C., Johannson, K., Rizzo, M., et al. (1997). Dementia in driving: An attempt at consensus.
Alzheim Dis Assoc Disord 11: 28-37.

Obdobné lze vyuZzit i specializované baterie pro posouzeni demence,
napt. Skalu celkové deteriorace (GDS, Global Deterioration Scale, Reisberg,
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1982). Uvedend metoda poprvé uvadi termin MCI. Vysledkem posouzeni je
sedmistupriova skala:
1. Z4dné stiznosti
2. Subjektivni stiznosti na pamét
3. lzolované deficity (vybavovani jmen a slov, prostorové obtize, obtize
s novopaméti) — pfi dosazeni uvedeného stupné je jiz nezbytné posou-
zeni schopnosti fizeni MV
4. Zrejmé deficity (porucha paméti, pozornosti, obtize v bézném Zivoté) —
pokud jsou pritomny zfejmé deficity, pak je vyzadovan zdkaz fizeni MV
5. Obtize fungovat bez pomoci (dezorientace casem a mistem)
6. Nutnd pomoc pfi béznych aktivitach a sebeobsluze
7. Ztrata recovych schopnosti, volni motoriky, chlize

Problematiku demenci v ramci DPV Ize shrnout tak, Ze jen ¢ast pacientd
v mirném stadiu demence je schopna bezpecné fidit. Za zlomovou povazujeme
hranici mirného kognitivniho deficitu a demence. Pokud jiz bézné klinické zhod-
noceni, zakladni rozhovor v DPV budi podezieni na deficit v nékteré oblasti kog-
nice, pak je na misté vyuzit alespon screeningové testové posouzeni. Podrobna,
standardizovana a postupné aktualizovand diagnosticka kritéria demenci jsou
vydavana Americkou psychiatrickou asociaci a Narodnim institutem pro neurolo-
gické poruchy, poruchy komunikace a cévni mozkovou prihodu (CMP) a Asociaci
pro Alzheimerovu nemoc a souvisejici poruchy (NINCDS/ADRDA; McKhann
a kol., 1994).

5 Neurodegenerativni onemocnéni

Neurodegenerativni onemocnéni tvofi zdanlivé heterogenni skupinu. Zahrnuji
specifickd onemocnéni, kterd i pres svou klinickou odliSnost maji néktera
spolecné vlastnosti, jako jsou patogenetické vlivy (apoptdza neurond, tvorba
abnormadlnich patologickych bilkovinnych agregat(i, produkce mitochondridlnich
volnych kyslikovych radikal(i, postizeni genomu aj.), které ve findle poskozuiji
mozkovou tkan.

5.1 Alzheimerova nemoc

Alzheimerova nemoc je atroficko-degenerativni onemocnéni mozku, jehoz
prdvodnim znakem je postupny rozvoj demence. Tvofi asi 60 % vSech demen-
ci. Mozkova tkan se vyznacuje histologickymi zménami (plaky, neurofibrilarni
klubka, GUbytek neuron(l). Nejvice zasazeny byvaji spankové laloky a medidlni
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tempordlni struktury limbického systému (Braak a kol., 1991). V pocatku one-
mocnéni je redukovan objem hippokampu. Pribéh onemocnéni je dlouhodoby
a progresivni, prdmérna délka trvani je 8 az 10 let. P¥i klinickém posouzeni
sledujeme také komplikace, jako jsou poruchy chovani a nalady (deprese,
podrazdénost, poruchy spanku). Porucha paméti, naruseni symbolickych funkci,
zmény psychomotorického tempa €i behavioralni zmény maji byt pfi klinickém
posouzeni dostateCnym varovnym signalem pro bezodkladné posouzeni scho-
pnosti fidit MV. Uvedené skutecnosti jsou zavazné z ddvodu ztraty nahledu
pacienta na své potize.

5.2 Parkinsonova nemoc

Parkinsonova nemoc je chronické progresivni onemocnéni nervové soustavy,
projevujici se typickou poruchou hybnosti, tzv. extrapyramidovym hypokine-
ticko-rigidnim syndromem. Toto postizeni vznika na podkladé degenerativniho
zaniku neurond substancia nigra, ¢imz dochazi k poruse nigrostriatalniho dopa-
minergniho prenosu (Ambler a kol., 2004). Etiologie nemoci neni dosud presné
zndma. Je to komplexni, multifaktoridlni syndrom neznamé etiologie, pficemz
environmentadlni a genetické faktory interaguji zatim neznamym zplsobem
(Kollarova a kol., 2007).

Jiz v roce 1817 James Parkinson definoval parkinsonismus jako symptomovy
komplex rlizné kombinace Sesti kardinalnich ptiznakd: klidovy tremor, rigidita,
bradykinezie-hypokinezie, flekéni postura téla, posturalni instabilita a fenomén
freezingu. Klinickd manifestace je zjevna az po ubytku vice nez 60 % dopa-
minergnich neuron(. Idiopatickd Parkinsonova nemoc je nejcastéjsi pricinou
parkinsonismu. Po Alzheimerové demenci se jedna o druhé nejcastéjsi neu-
rodegenerativni onemocnéni (Fahn a kol., 2010). Klinicky obraz kromé kar-
dindlnich motorickych pfiznak( charakterizuje i cela fada tzv. nonmotorickych
projevd. Patfi sem osobnostni zmény, emocni poruchy, poruchy exekutivnich
funkci, poruchy spanku, autonomni dysfunkce, Unava a senzorické sympto-
my. Nonmotorické ptiznaky jako porucha Cichu, abnormalini chovani v REM
spanku, deprese a senzorické symptomy (parestézie, bolest) ¢asto motorické
pfiznaky i o nékolik let predchdzeji (Bednafik a kol., 2010; Fahn a kol., 2010).
Neuropsychiatrické poruchy obecné zahrnuji snizenou pozornost, poruchu
zrakové-prostorovych schopnosti. Zmény osobnosti zahrnuji ztratu spontaneity,
rozvoj zavislosti na druhych, nerozhodnost a pasivitu.

Pfitomna je tzv. exekutivni porucha pameéti, souvisejici s prefrontalni dys-
funkci. Pacienti maji potiZe s pfepinanim pozornosti a udrzenim mentalniho
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nastaveni, dale i pfi iniciaci odpovédi, pfi planovani strategii. Narusena je také
adaptace na nové situace, pfi fizeni MV pacient pfi kompenzaci motorického
deficitu zvlada jen dobfe znamé dopravni situace, v novych neni schopen se
adekvatné adaptovat a orientovat. Celkové jsou pacienti kognitivné zpomaleni,
maji obecné pokles produktivity. Pacienti s pfevahou bradykinézy a rigidity vy-
kazuji vyraznéjsi kognitivni deficit neZ pacienti s tremor dominantni formou
nemoci, u kterych byvé obecné mirnéjsi, nebo dokonce Zadny.

Jednim z orientacnich voditek pfi klinickém posouzeni stavu pacienta v pre-
klinické nebo ¢asné fazi Parkinsonovy nemoci je verbalni fluence, jak spon-
tanni, tak fonemicka a kategorialni, jejiz snizeny vykon je rizikovym ukazatelem
pro rozvoj demence v pozdéjSich stadiich onemocnéni. Pokles vykonu ver-
balni fluence ma pfimou souvislost s hladinou dopaminu (Lezak a kol., 2004).
Poruchy verbalni fluence jsou povaZzovany za jeden z ukazatell exekutivni dys-
funkce, kterou sledujeme bézné dostupnymi psychodiagnostickymi metodami
(Wisconsinsky test tfidéni karet, lowsky herni test, Stroopdv test, Test Londynské
véze, Test Hanojské véze aj.). Vyzkumy pfinaseji podrobny pohled na strukturu
a tizi naruseni exekutivnich funkci (Obereigner(, 2012).

Prohlubujici se kognitivni deficit s sebou nese zvysené riziko psychotickych
projevl a deliria, Casty vyskyt psychotickych jevi souvisi s dopaminergni farma-
koterapii. Psychotické projevy maji ¢asto paranoidni zabarveni, pocity ohroZeni,
sledovani, okraddni druhymi, pfitomnost cizich osob v blizkosti pacienta mimo
jeho zorné pole. Mohou mit jen pfechodny charakter. Znacna ¢ast pacient vy-
kazuje depresivni symptomatiku, je pfitomna u 40-60 % pacientl (Cummings,
1992).

5.3 Vaskularni demence

Do skupiny vaskuldrnich demenci jsou fazeny poruchy, které splniuji
obecna kritéria pro demence a vznikaji na zakladé cévniho poskozeni mozku
(onemocnéni velkych i malych tepen, multiinfarktova etiologie). Vaskularni de-
mence tvori 15-20 % vSech demenci (Kral a kol., 2013). Na pocatku byva cévni
mozkova prihoda. Naruseny jsou kognitivni (symbolické a exekutivni) funkce
souvisejici s lokalizaci poskozeni. Priibéh je Casto skokovy, jednim ze znakd,
patrnym pfi administraci vykonovych psychodiagnostickych metod, je vyrazné
kolisani vykonu. Ke kognitivnim deficitdm patfi poruchy pamétovych funkci,
vazne vybavnost, specifickou problematiku tvofi afazie. Pro podrobny prehled
odkazujeme na prislusnou literaturu (Obereignerd, 2013). Ke klinickému obrazu
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dale patfi emocni labilita (Castd inkontinence emoci) a rozvoj deprese (25-79 %).
V pfipadé vaskularni demence je nahled pomérné dlouho zachovan.

5.4 Roztrousena skleréza

Jedna se o chronické autoimunitni onemocnéni CNS, kombinaci zanétlivého
a neurodegenerativniho procesu. Kral a kol. (2013) uvadéji, zZe roztrousena
sklerdza mozkomisni je po traumatech nejcasté;si pricinou invalidizace pacientd
v mladém véku. Podstatou je tvorba mnohocetnych zanétlivych demyelinizacnich
loZisek v typické lokalizaci na mozku i miSe. Postupné vsak dochazi k axonalni
ztraté a k neurodegeneraci, kterd v pokrocilejsich stadiich nemoci dominuje,
coz je pricinou narlstu neurologického deficitu, a k jiz zminované invalidizaci
pacientd.

Onemocnéni se vyznacuje ménlivym neurologickym deficitem v zavis-
losti na formé onemocnéni, které probiha v atakach a remisich. Jednim z nej-
CastéjSich prvnich projevii nemoci je zanét ocniho nervu (retrobulbarni neuri-
tida). Projevuje se subakutnim rozvojem poruchy ostrosti vizu nebo i barvocitu,
v doprovodu retrobulbarni bolesti. Dalsim moznym o¢nim projevem je dvo-
jité vidéni (Kral a kol., 2013). Vizualni agndzii se vénujeme v Uvodu kapitoly.
U pacientd s roztrousenou sklerézou mozkomisni se vizudlni poruchy objevuji az
v 65 % pripadd. Onemocnéni s sebou nese pestry obraz kognitivnich a behavi-
orélnich poruch, které se vyskytuji ve 40-60 % pfipadd. K primarnim pfiznaklm
fadime depresi (25 %) a bipolarni afektivni poruchu, ¢asté jsou zmény nalad,
podrazdénost, rozladénost, ale také je mozny vyskyt euforie (Galeazzi, 2005).
Panicka porucha se vyskytuje v 10 %, obsedantné-kompulzivni porucha v 8,6 %
a generalizovand Uzkostna porucha v 18,6 % ptipadu. Deprese a Uzkost jsou aso-
ciované s aktivitou nemoci (Sa, 2008). Zakladnimi neurologickymi priznaky jsou
poruchy motoriky (80-90 %). Samotnd roztrousena skleréza neni ve vyhlasce
zminéna, spada vsak pod Prilohu 3, bod VI., odst. 2a vyhlasky ¢. 277 z roku 2004
ve znéni pozdéjsich predpisd, kterd ji zafazuje pod neurologické poruchy spojené
s nemocemi nebo chirurgickymi zakroky, které ovliviuji centralni nebo periferni
nervovy systém a zpUsobuji psychické, smyslové nebo motorické poruchy a maji
vliv na rovnovahu a koordinaci.

6 Schizofrenie

Schizofrenie je zdvainé dusevni onemocnéni, které mize ovlivnit kognitivni
funkce pacienta ve smyslu kognitivnich deficit(i. Negativné ovlivnény byvaiji zej-
ména pozornost, pamét, exekutivni funkce, inteligence a rec. Nejcastéji byvaji

84



VI / Specifika vedeni rozhovoru se somatickym pacientem

ohroZeni pacienti s dlouhodobé nepfiznivou odpovédi na Iécbu nebo chronicky
nemocni. Role kognitivnich deficitl u schizofrenie je zkoumdna fadou autord
(Neuchterlein a kol., 2010; Crow, 2010; Keefe a kol., 2006; Fuller a kol., 2002;
Saykin a kol., 1994). Kognitivni postiZeni se u schizofrennich pacientd lisi for-
mou, zavaznosti a prlibéhem onemocnéni. Svou roli sehravaji také adaptacni
schopnosti pacienta v pribéhu celého Zivota. Nejvyraznéjsi deficity nachazi-
me u pacientd s dlouhodobé nepfiznivou odpovédi na Iécbu a pfi chronickém
pribéhu onemocnéni. Neexistuje specificky profil kognitivnich funkci, sife
deficitd je variabilni od izolovanych az po globalni poskozeni, ktera naplnuji
kritéria pro demenci.

Hodnoceni kognitivnich deficitl se opira o vykon pacientt v prislusnych
neuropsychologickych testech. Z definice kognitivnich deficitli jsou vyjmuta ta-
symptomy nebo psychofarmakologickou medikaci. Zmény v oblasti kognitivnich
funkci se u pacient( se schizofrenii formuji jiz v ramci premorbidniho vyvoje.

Kognitivni poruchy mizeme vyjadrit kvalitativné (dle specifickych fenomén(
vyskytujicich se v rdmci pouzitého testu) i kvantitativné, kde jsou vysledky
srovnavany se statistickou normou. Obvykle mirnému poskozeni odpovida-
ji vykony kolem —-0,5 smérodatné odchylky (SD), stfedné tézkému poskozeni
odpovida rozmezi —0,5 az —1,5 SD a tézké poskozeni vice jak —1,5 SD (Harvey
a kol., 2009). Pacienti se schizofrenii vykazuji v neurokognitivnich testech po-
kles 01,5 az 2 standardni odchylky oproti zdravym kontroldm (Keefe, 2008).
Zavainost tohoto naruseni je nejvyssi v doménach paméti, pozornosti, pracovni
paméti, feSeni problémd, rychlosti zpracovani a socialnich kognici (Nuechterlein
a kol., 2004). Bohuzel, i kdyz v diagnostickych manudlech DSM-IV-TR a MKN-10
jsou uvedeny odkazy na kognitivni naruseni, Zzadné z diagnostickych kritérii ani
subtypU schizofrenie nezahrnuje poZzadavek zjisténi kognitivni dysfunkce.

Bleulerem pozorované deficity v oblasti pozornosti a zpracovani informaci
byly pfipisovény snizené schopnosti filtrace irelevantnich stimul(i. PGvodni teorie
byla pozdéji rozsifena a doplnéna tak, Ze pacienti se schizofrenii nejsou schopni
vyloucit irelevantni stimuly ze smyslovych organ(, coz zpusobuje jejich utrpeni
(McGhie a kol., 1961). Pfesyceni informacemi ze smyslovych organt vede k cel-
kové fragmentaci kognitivnich procest a nasledné pak k poruchdm mysleni.
Zékladem pro deficity pozornosti a zpracovani informaci je poruseni funkce
okruh frontélnich lalok( (kortikostriatalni-palidotalamicky, dorzolateralni pre-
frontalni okruh, laterdlni orbitofrontalni, mediofrontalni) (Miller a kol., 2007).
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NezaleZi vSak na tom, ve kterém misté k naruseni okruhu dochazi. U pacientd
pozorujeme stejné deficity (Cummings a kol., 1992).

Mahurin a kol. (1998) studovali vztah exekutivnich schopnosti a typ schizo-
frenie. Vychazeli z Liddlova faktorové analytického zpracovani BPRS rozdélujiciho
pacienty se schizofrenii na tfi skupiny podle prevahy symptomd (s prevahou
psychomotorického Utlumu, tj. pacienti stazeni — zpomaleni, syndrom dezorga-
nizace, tj. s konceptualni dezorganizaci, a syndrom zkresleni skutecnosti, tj. pa-
cienti s vyraznym narusenim reality). Pacienti s pfevahou psychomotorického
Utlumu podavali nejslabsi vysledky napfi¢ vsemi pouzitymi testy exekutivnich
funkci. K dal$im exekutivnim deficitim patfi naruseni abstrakce a schopnosti
fesit problémy (Palmer a kol., in Grant a kol., 2009).

Schizofrenie je spolu s dal$imi onemocnénimi daného nozologického okruhu
vyhlaskou €. 277/2004 Sb., ve znéni pozdéjsich pfedpisU, fazena v Pfiloze 3,
bod VII, tj. duSevni poruchy, které ovliviiuji bezpecnost provozu na pozem-
nich komunikacich a u kterych lze Zadatele nebo fidi¢e uznat za zdravotné
zpUsobilého k Fizeni motorového vozidla pouze na zakladé zavéru odborného
vysetieni. Do daného okruhu jsou vyjma schizofrenie dale fazeny schizotypni
porucha, akutni a pfechodné psychotické poruchy, schizoafektivni poruchy, trva-
|a dusevni porucha s bludy, indukovana porucha s bludy nebo jiné neorganické
psychotické poruchy, a to v anamnéze.
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Michal Walter, Lenka Sramkova

Uvod

Stejné jako ostatnich ¢asti dopravnépsychologického vySetreni i ¢asti rozhovoru,
pozorovani a anamnézy se tykaji zakladni etické principy. Jak bylo rozvinuto
v pfedchozich kapitolach, rozhovor je diagnostickou metodou, na zakladé niz
dopravni psycholog pfi vySetfeni tvofi svij usudek. Oproti jinym (testovym)
diagnostickym metoddm ma fadu vyhod, ale i omezeni. Jedna z véci, na kterou
by se mélo urcité predem pomyslet, je vypovédni hodnota zavérd z rozhovoru
vyplyvajicich.
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Aby byla vypovédni hodnota klinickych metod podloZena, je nezbytné pofridit
si jejich zdznam — audio- ¢i videonahravku nebo alespon zapis. Pokud je v ramci
vysetreni provadén jakykoliv zaznam, je nutné myslet na etické a také pravni
otazky tohoto aktu.

V této kapitole bude nastinén obecny eticky rdmec provédéni rozhovoru
v rdmci dopravnépsychologického vySetieni s dlirazem na pofizovani zéznamu
z rozhovoru a ochranu osobnich dat. Dale budou popsany praktické zkusenosti
a doporuceni a na zavér bude diskutovédno znéni pisemného informovaného
souhlasu s pofizenim nahravky rozhovoru.

1 Etické principy

Dopravnépsychologické vysetreni je posouzenim psychické zpUsobilosti konkrét-
niho Fidice k fizeni motorového vozidla pfislusné skupiny/skupin.

Jedna se o specifickou odbornou aktivitu, pfi které psycholog pouzitim pes-
tré Skaly psychodiagnostickych metod (strukturovany rozhovor, anamnesticky
dotaznik, pozorovani, standardizované metody — vykonové testy, osobnostni do-
tazniky, pfipadné dalsi) ovéfuje miru psychické zpUsobilosti konkrétniho fidice.

Dopravni psycholog je odbornikem, ktery by mél pfi své praci respektovat
zasady etického chovani, je? jsou zakotveny v Etickém kodexu Ceskomoravské
psychologické spolecnosti. Tento kodex vychazi z Etického kodexu EFPA — Meta-
Code of Ethics (European Federation of Psychologists’Associations) pfijatého
Valnym shromazdénim EFPA v roce 1995 v Granadé.

Eticky kodex CMPS je zavazny pro viechny ¢leny CMPS, je viak doporucenou
normou pro vsechny psychology. Jeho vymahatelnost je v praxi problematicka,
ale dodrZovani zasad etického chovani by mélo byt pro kazdého psychologa
standardem.

Problematika etického chovani psychologt je intenzivné diskutovana jak
v evropském prostiedi (v ramci EFPA), tak v podminkéch Ceské republiky (Unie
psychologickych asociaci Ceské republiky).

Soucasti podminek udéleni Evropského certifikdtu Europsycholog je podpis
Zadatele pod Eticky metakodex EFPA.

V budoucnosti se jevi vhodnym FeSeni schvéleni zakona o psychologické
¢innosti a zakona o psychologické komore Ceské republiky, kde bude eticka
problematika zafazena véetné potencidlnich sankci za porusovani etickych zasad.
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2 Ochrana osobnich tdaju Fidict/klientd, ktefi se podrobuji do-
pravnépsychologickému vysetreni
Kazdy dopravni psycholog by si mél podrobné prostudovat zakon ¢.101/2000 Sh.,
o ochrané osobnich udajd (ucinné znéni).
Pokud zpracovava osobni nebo citlivé udaje (naklada s nimi —viz § 4), ma
za povinnost registrovat se v databézi Uradu na ochranu osobnich tdajd. Registraci
je mozno provést on-line vyplnénim formulare na strankach Gradu www.uoou.cz.

§4
Vymezeni pojmii
Pro ucely tohoto zdkona se rozumi

a) osobnim Udajem jakdkoliv informace tykajici se urceného nebo urci-
telného subjektu Gdajd. Subjekt Gdajl se povaZzuje za uréeny nebo
urcitelny, jestlize Ize subjekt Gdajli pfimo ¢i neptimo identifikovat zej-
ména na zakladé cisla, kddu nebo jednoho ¢i vice prvki, specifickych
pro jeho fyzickou, fyziologickou, psychickou, ekonomickou, kulturni nebo
socialni identitu,

b) citlivym Udajem osobni Udaj vypovidajici o narodnostnim, rasovém nebo
etnickém plvodu, politickych postojich, ¢lenstvi v odborovych organi-
zacich, naboZenstvi a filozofickém presvédceni, odsouzeni za trestny Cin,
zdravotnim stavu a sexualnim Zivoté subjektu Udajd a geneticky Udaj
subjektu udaju; citlivym Gdajem je také biometricky udaj, ktery umozniuje
primou identifikaci nebo autentizaci subjektu udajd.

Navrh znéni informovaného souhlasu s nahravkou rozhovoru

Znéni informovaného souhlasu by mél formulovat pravnik spolecné s psycho-
logem tak, aby vidy ptfimo sedél presné na oblasti, které psycholog potrebuje.
Veskrze Ize informovany souhlas formulovat dvéma zpdsoby.

Tzv. smluvni souhlas nese charakteristiky pravni smlouvy a je ve spravném
znéni nenapadnutelny. Tato verze musi obsahovat celé jméno, datum narozeni
a bydlisté obou smluvnich stran (klienta i psychologa) a musi byt explicitné
stanoveno, Ze klient souhlasi s nahravkou/zapisem, jejich archivaci a vyuZitim
v pIném rozsahu.

Mnohdy muize byt sloZité od klienta tento souhlas ziskat, proto je mozné
pristoupit na klasickou verzi informovaného souhlasu, ktery uz nenese charak-
teristiky smlouvy, ale je jen formou vyslovného souhlasu s ¢innosti, v tomto
pripadé se zaznamem rozhovoru. Mezi klady této verze patii bezesporu Castéjsi
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prijeti klientem, mezi zdpory pak moznd napadnutelnost, napf. v pfipadé soud-
niho sporu. | do ,klasické” verze informovaného souhlasu je vidy vhodné vepsat
co nejvice Gidajd o pacientovi, aby na jejich zakladé byl urcité identifikovatelny,
protoZe pravé v identifikovatelnosti spociva pravni (ne)napadnutelnost.

Alibi psychologovi zajistuje i otazka na souhlas pfimo v nahravce, jinymi
slovy, doporucuje se zeptat se pacienta na jeho souhlas, tedy na to, co podepi-
soval, pfimo do nahravky.

Ptiklad smluvni verze informovaného souhlasu:

SOUHLAS S POUZITIM OBSAHU ROZHOVORU

J4, nize podepsany/y (jméno klienta, jeho datum narozeni
a trvalé bydlisté) timto vyslovné prohlasuji, Ze souhlasim s tim, aby obsah rozho-
voru, ktery dnesniho dne poskytuji (jméno dopravniho psycho-

loga, jeho datum narozeni a trvalé bydlisté) za Gcelem dopravnépsychologického
vysetreni byl pouZit pro toto vySetteni, archivovan a spravovan v plném rozsahu.

v (meésto) dne (datum)

podpis klienta) (podpis psychologa)
Tento spis je sepsan ve 2 vyhotovenich po jednom pro kazdou ze stran.

Priklad klasické verze informovaného souhlasu:

SOUHLAS S POUZITIM OBSAHU ROZHOVORU

J4, nize podepsany/y (jméno klienta) timto vyslovné
prohlasuji, Ze souhlasim s tim, aby obsah rozhovoru, ktery dnesniho dne poskytuji
(jméno dopravniho psychologa) za G¢elem dopravné-
psychologického vySetieni byl pouzit pro toto vySetieni, archivovan a spravovan
v plném rozsahu.

v (mésto) dne (datum)

(podpis klienta)

Pokud je dopravni psycholog zaroven lektorem dopravni psychologie, napt.

v postgradualnim kurzu, ¢i na zakladé své Cinnosti zavéry z praxe aktivné publikuje,

doporucuje se informovany souhlas rozsifit o nékteré véty a slovni spojeni. Napf.:

»-.pro ucely dopravnépsychologického vysetieni, ale téZ pro jiné védecké
Cinnosti jako konference a odborné publikace.”
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— ,Beru na védomi, Ze s obsahem mé nahrdvky budou sezndmeny téz jiné
osoby z védeckého kolektivu (ndzev instituce, kde dopravni
psycholog publikuje), které jsou rovnéZ oprdvnény informace obsaZené
v nahrdvce/zdpisu pouZit pro svou védeckou a odbornou cinnost."

Ve zkratce feceno, v souhlasu by mélo byt predem explicitné uréeno vse, co
se s nahravkou/zapisem bude v budoucnosti dit.

Shrnuti

V rdmci dopravnépsychologického vysetfeni musi psycholog pamatovat na
zakladni etické principy, které jsou spole¢né veSkerému psychologickému vy-
Setfovani. Patii mezi né predevsim kompetence k vykonu profese, respekt k pra-
vim klienta a spolecnosti, profesni a osobni zodpovédnost, relevantnost pokla-
danych otazek, mozZnost klienta dotazovat se a diskutovat, archivace ziskanych
Udajd, pravo klienta na sdéleni vysledku aj.

Co se tykd samotného testovani, pofizuje-li dopravni psycholog jakykoliv zdznam
vySetieni, napf. klinickych metod, je nutné mit k tomuto zéznamu pfedem souhlas
klienta ve formé informovaného souhlasu, nejlépe formulovaného pravnikem.

ProtoZe zaznam z vysetfeni obsahuje osobni a citlivé informace, musi pfi
archivaci psycholog dbat na to, aby jednal dle zakona ¢. 101/2000 Sb., o ochrané
osobnich udajl (Gc¢inné znéni).

Dalsi zdroje informaci:

Evropsky metakodex etiky a Carta Ethica

Zdroj: http://psych.upol.cz/wp-content/uploads/2013/08/ekefpad51.pdf
Ethical Principles of Psychologists and code of conduct

Zdroj: http://www.apa.org/ethics/code/principles.pdf

The Universal Declaration of Ethical Principles for Psychologists

Zdroj: http://www.sagepub.com/cac6study/pdf/UniversalDeclaration.pdf

Ferjencik, J. (2000). Uvod do metodologie psychologického vyzkumu: jak zkoumat lid-
skou dusi. Praha: Portal.

Miovsky, M. (2006). Kvalitativni pristup a metody v psychologickém vyzkumu. Praha: Grada.
Weiss, P. (Ed.). (2011). Etické otdzky v psychologii. Praha: Portal.

Zakon ¢.101/2000 Sh., o ochrané osobnich Gdajh

www.efpa.eu

WWW.Upacr.cz

WWW.europsy.cz

http://cmps.ecn.cz/?page=onas
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Preface

An interview, observation and case history
of the Psychological Assessment of Fitness to Drive

Respective to §87 law 361/2000 Coll, some groups of drivers have a legal-provi-
ded duty to undergo a Psychological Assessment of Fitness to Drive (PAFTD). It is
also prescribed by law, who is entitled to carry out such assessment. However,
current laws do not prescribe what has to be included in such assessment, what
methods are appropriate or the amount of time dedicated to the assessment.
Even though in the Czech Republic, as well as in international topical literature,
there is an increasing trend to dedicate more space to the traffic psychologi-
cal diagnostics, this space is almost exclusively concerning with test methods.
Though, the exploration also constitutes a vital component of Psychological
Assessment of Fitness to Drive (PAFTD). This includes such methods as; inter-
view, observation and case history. This publication is specifically concerned
with providing an exploration of the framework of psychological diagnostics and
from this a focus on the questioning used during a Psychological Assessment
of Fitness to Drive (PAFTD).

The introduction, presents the methods of exploration and their application,
which in turn support an agreed set principles, particularly the Psychological
Assessment of Fitness to Drive. In the subsequent sections we further describe
the application of exploration, especially interviews, and procedures used in
the implementation of the Psychological Assessment of Fitness to Drive. In the
course of preparing and publishing this monograph we carried out an investi-
gation which involved interviews with 15 traffic psychologists who responded
to questions on their use of exploration. The outcome of this research is de-
scribed in Chapter 4. The subsequent sections discuss relationships detected
or assessed in the framework of Psychological Assessment of Fitness to Drive
and that of traffic behaviour (or traffic safety, respectively). Our conclusions are
focused on the ethical and legal aspects of this issue. The exact wording used to
construct the informed consent for the recorded interview, is also an important
part of this monograph.

The authors of the monograph would wish to acknowledge and show their
appreciation to the participants’ who willingly contributed to this research,

97



An interview, observation and case history of the Psychological Assessment of Fitness to Drive

which dealt with their implementation of the Psychological Assessment of
Fitness to Drive (PAFTD), parts of which are presented in this book.

Lenka Srdmkova, Matus Sucha
Olomouc 2015

”

Author’s note: In this book we use the terms “anamnestic questionnaire
and “anamnestic data”. They refer to a specific questionnaire and the data from
the questionnaire, where drivers answer questions about their history (“case
history”), about how they drive (“self-reported behaviour”) or about how they
have been driving, what sort of journey they take, what offences they have
committed etc. (so called “demographics”).

98



| / Exploration in the Framework
of Psychological Diagnostics

Radko Obereigner(

Introduction

Exploration is, on a general level, regarded as the best combination of psycho-
logical tools for psychological diagnostics. When we examine our research, the
term “clinical” may sound somewhat misleading in the sense that when con-
ducting the Psychological Assessment of Fitness to Drive, we never approach
a patient in a clinical bed or in a clinical environment. Because of its effective-
ness and output, exploration remains the main tool of interpersonal contact
with others, be it a patient, a job applicant, or a driver. The nature of division of
clinical exploration is mostly didactic. In terms of time, the methods of explora-
tion are applied concurrently and inseparably from each other. The character of
the acquired information retains its unity based on the levels and the methods
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used (sensational, semantic) and therefore the skills involved are sometimes
compared to art (e.g. art of leading an interview or conversation). The training
in clinical approach is frequently a matter of experience gradually acquired
under expert supervision. The observed phenomena or information gained in
an interview always forms part of a broader context. The supervision-based
leadership is, or at least should be, an inseparable part of all fields of applied
psychology, including the area of traffic psychological assessments.

1 Definition of Exploration

Jeiek and coll. (2006, p. 6-7) define a clinical interview as “a specific variety
of interview with standardised goals (e.g. to prove or disprove a diagnosis) but
with a partly standardised procedure. Its goal is not to acquire a respondent’s
answer, but rather, responding with a definite level of certainty to a question
concerning the respondent (e.g. in clinical, forensic context). The initial goal and
questions repertoire are given, however, the choice of strategy depends on the
expert judgment of the interviewer. The interview may branch into unrelated
areas, and it is doubtful the respondent will have understood everything, since
inconsistent answers (from the interviewer’s goal perspective) do occur.

We can refer to a direct definition by Keats (2001, p. 1) stating that “an
interview is a controlled situation where one person, the interviewer, presents
a series of questions to another person, the respondent.”

Thirdly, the clinical interview can be defined as “an interaction between at
least two people”.

Every participant contributes to the process and at the same time influences
other people. What remains undefined is the process itself. Everyday conversa-
tions are also a sort of interaction, but an interview transcends its frame.”(Trull,
Phares, 2001)

A clinical interview is based on a professional relationship between the ques-
tioner (psychologist) and the respondent (client). The client has to be motivated
at least to the level to want to take part in the interview with a psychologist.
Last but not least, the client-psychologist cooperation should lead to a result, in
this case to an objective traffic-psychological assessment, whose wording is not
predetermined. What is also important is the question of ethics, e.g. who is the
contractor of the PAFTD, who reimburses the cost of assessment etc. Defining
high standards of a PAFTD is a prerequisite for averting possible repeated with
different results.

100



1 / Exploration in the Framework of Psychological Diagnostics

2 History of Exploration

From the perspective of psychological diagnostics and its historical context and
in our search for a unifying meaning of an interview, we can find the use of an
interview as a pursuit of understanding human personality. In a medical context,
the primary function of an interview was the pursuit of understanding medical
symptoms and trying to gain an idea of both their unity and specific differen-
ces. The endeavour to understand human personality can be traced back to its
roots in ancient Greece, which are connected with the pursuit of describing and
understanding the mutuality of psychical and physical sides of life.

3 Exploration in Psychology

The use of exploration has a connection to all theoretical movements developed
to date. The differences reside in the amount of directivity applied when using
methods of exploration, (primarily the interview) and in features of their mutual
relationship; regarding the use of information gained during the interview and
observation.

The non-directive approach is based on listening to and reception of the pa-
tients. Its origins can be found in psychoanalysis and in almost every movement
owing to this initial discipline. Including, the approaches of Karen Horney, Aaron
Beck, Albert Ellis, Frederick Perls, Carl Rogers, Nancy Chodorow and others.
Current discourse is erasing the differences within the scope of individual mo-
vements, or, if you like, represents mutual integration of many diagnostic and
therapeutic elements across the theoretical movements. However, working
with these is not always the same, as new possibilities of diagnostic and the-
rapeutic techniques are often “discovered” within the framework of different
movements of this science.

4 Interview as an Essential Element of Diagnostic Systems

In the field of psycho-diagnostic methods there is a clear prevailing tendency
to work with methods that are preceded with strong theoretical conception,
have proper psychometric parameters and, last but not least, are in accord with
the current evidence-based medicine. As a result, there is a long-term attempt
by the World Health Organization (WHO) and of the American National Health
Institute (NIH) to develop and standardize test and clinical tools. The interview,
serves to ascertain the current health state of an individual in the presence of
elements of psychopathology, which is not a loosely-defined discipline with
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a vague set of rules. The general level of rules based on the most frequent ge-
neric division of interviews according to the level of structure but not delimiting
some unambiguous criteria for evaluating the diagnostic results, this level is
insufficient in meeting the requirements set by modern diagnostics.

The area of psychopathology has seen a clear inclination towards metho-
dological exactness, resulting in interviewing methods that are directly linked
to globally used classification systems such as; International Classification (ICD)
and Diagnostics and Statistics Manual (DSM). This was perceived as a pivotal
time as we nearer the end of the 20th century, when pioneering manuals for
classification of mental ilinesses were published. The first official classification
system, we could mention is the 1893 “Classification of Causes of Death” by
Jacques Bertillon. This document is regarded as the very first version of the
International Classification of Diseases. Bertillon remained for two decades, until
his death, the chairman of Commission for Decennial Revision of Classification of
Mental llinesses. Until then, the practiced routine was for doctors to assemble
their own classifications without regard to or inclusion of the interview method
as a diagnostic tool. The increasing importance of an interview in diagnostics
could be attributed to the development of the psychoanalysis movement and to
the work of its leading representatives (i.e. S. Freud, C. G. Jung, S. Ferenczi). For
these scientists, the interview was not only a diagnostic tool, therefore and an
approach to classification a mental disorder, but also a method of treatment?.
For a number of psychiatrists it was difficult to accept or to be tied to those
rigidly set rules of classification. Besides, these rules appeared right after the
5th revision of the ICD, which for the first time featured a section dedicated to
mental illnesses.

The ongoing endeavours to operationalise and standardise the assessment
approach are connected to corresponding movements of psychology. Regarding
the perspective of psychodynamics, it is a discipline whose representatives were
able to accurately elaborate on the methods of standardised interview into
proper details. This interview was aiming at providing diagnosis and simulta-
neously able to capture a wider context of development and maintenance of
mental instability in individuals. In a historical context we could mention the
following works: “Psychiatric Review” (Sullivan, 1970), “Introductory Interview
in Psychiatric Practice”; “The Initial Review in Psychiatric Practice (Gill, Newman,
Redlich, 1954), “The Psychoanalytic Initial Interview”, (Argelander, 1966). Czech

3 Popularly adapted by Kerr, J. (1999). A Most Dangerous Method. Praha: Prostor.
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resources would include: “Uvodni rozhovor v psychoanalyze a psychodynamické
psychoterapii” (Introductory Interview in Psychoanalysis and Psychodynamic
Therapy, by Holub, Telerovsky, 2013). In psychological diagnostics, similar worth
is attributed to structured interviews, which mirror or match the diagnosti-
cal problems as in “Strukturovany diagnosticky rozhovor DSM-IV”(Structured
Diagnostic Interview) (First and coll., 1996) or “Mezindrodni rozhovor pro poru-
chy osobnosti” (International Interview for Personality Disorders) (Loranger,
1999).

The sophisticated structure of methods used in clinical psychodiagnostics
frequently reaches the level where postgraduate or postdoctoral education
is required. The interview itself can be half-structured in nature, whereas the
following evaluation and search for categorisation topics is an important part
of psychological work, often encompassing the contextualization of information
and displayed behaviour and its exploration in an accurately defined theoretical
framework. The traffic-psychological diagnostics, in its clinical part, can theo-
retically adopt an entire series of elements commonly found in given methods.
These may entail extended evaluation of the functional state of the individual,
assessment of their inner conflicts, assessing of their cognitive abilities of self-
perception and perceiving others, assessing the ability of self-regulation and
regulation of object relationships, evaluation of emotional skills and of the abi-
lity to relate to both internal and external objects. Nevertheless, the integration
of diagnostic systems also requires detailed verification of the use-ability of
individual elements. Extending the standard procedure of the PAFTD is on one
hand an interesting alternative, but on the other, would also mean extreme
prolongation of PAFTD time.

5 Prerequisites for Conducting a Clinical Interview

Based on the work of Sommers-Flanagan and coll. (2003), we can delimit and
amend four expert prerequisites that are appropriate for helping to adequately
conduct the clinical interview:

1. Mastering the techniques of the clinical interview. This prerequisite en-
tails sufficient knowledge of a wide spectrum of reactions, suitable for
asserting influence over a client. Typically, it is having knowledge of, and
the use of various types of questions and an awareness of typical clients’
reactions. Next, in terms of importance, is having knowledge of the use
of direct or even directive questioning, as distinguished from the situa-
tion of a clinical interview which requires the opposite —an approach of
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great openness and no directivity. There is also a necessity for some basic
knowledge alongside an identified skills level for conducting interviews,
and in matching the required ethical and professional standards.

. The second prerequisite is self-experience. It entails knowledge on how
we influence others in an interview and also how others influence us.
This represents an awareness of one’s own nonverbal communication as
well as one’s own increased or reduced reactivity to a patient’s nonver-
bal communication. Nonverbal communication includes; bodily signals,
voice, eye contact, and the proximity between the therapist and client.
A necessary trait is also being able and willing to change oneself based
on experience, together with the ability and a determination to learn
and develop. Only in this way can the failures and repeated mistakes can
be remedied. Last but not least, we should note the significance of one’s
own professional, socioeconomic and cultural standing that underpin
our personality. Such awareness allows us to perceive others and their
differences in terms of culture, class and gender, as all may influence or
hamper effective communication with client (Essandoh, 1996; Vontress
et al., 1999).

. Aclinical interview not only requires interconnection with other me-
thods such as observation but also ability of perception and empathy.
We do not regard it just as our ability to empathise, but also the wider
skills of distinguishing oneself and others, predicting their reactions and
conduct, and having an awareness of mutual bilateral influence, i.e. our
ability to influence the patient and the patient to influence us. These
are structured procedures for examining the succession of a client’s
mental state. In clinical psychology, this entails assessing suicidal ten-
dencies and thoughts, assessment of mental state and a self-reflection
of self-awareness of illnesses with symptoms of declining cognitive
abilities.

. The fourth prerequisites for successful implementation of exploration,
is ensuring you have a varied practice and that you are gathering the
required information also that you have experience of disciplines bor-
dering applied psychology. However, we may perceive the experience of
conducting interviews within the framework of different categories of
psychology as inappropriate, as the approach differs in areas of clinical
practice, personnel management, and last but not least, it possesses
certain specifics for leading interviews in the PAFTD. Interviewing face to
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face with the client, should be seen as an integral part of postgraduate
and postdoctoral training. It reduces the number of errors in leading
interviews; it also lowers the psychologist’s doubts and at the same time
increases their competency and areas of expertise.

6 The Limitations of Exploration in PAFTD

The success of exploration in many cases increases proportionately to the con-
tact with the proband. Not only from a time perspective, but also its qualitative
aspect should be taken into account. As to the environment of clinical psycholo-
gy, exploration is best used by inpatients, who can be observed over a sufficient
period of time, in different situations starting with their behaviour in ordinary
daily routine of the department, secondly observing some of the community
activities and finishing with specific situations of group or individual psycho-
therapeutic sessions. However, the PAFTD does not enable a broad assessment
of this field. It is usually limited to non-recurring individual or group meeting.
In accordance with the legislative demands put on these, the increase in
number of assessments executed is inevitable, and this fact goes hand in hand
with the ever-increasing chance of repeating an assessment of the same client,
which in an ideal world should happen at the same traffic-psychology workplace
as the assessment of test methods bands of the same specification. Repeated
assessments induce significant increases in the value of each of the PAFTD’s
components. However, demands on uniformity of exploration are greatly incre-
ased. Therefore further attention has to be paid to the corresponding output
and to records of exploration. The recording has to include relevant information
on the eligible areas within the framework of both the observation and inter-
views. Simply said, exploration is far more liable to personal preferences and to
descriptive language. A suitable solution would be to confirm the amalgamation
of the assessment scheme, e.g. with structured interviews, interview sheets etc.

7 Suitable Skills for Conducting Interviews and Observations

A number of skills can be applied within the framework of exploration, if well
chosen, they can be beneficial to the discovery and understanding of behaviour
patterns and what really motivates the clients. A series of skills are commonly
applied with regard to possibly subsequent psychotherapeutic work with a cli-
ent. The PAFTD is principally limited to a diagnostic activity; only in special cases
can it lead to subsequent psychotherapeutic care.
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Focused Behaviour

This term signifies the use of both verbal and nonverbal behavior, which
allows the client to discern that they are fully listened to and that we seek to
understand their message. Our interest allows us to approach the client with
confidence and openness and to initiate a conversation on areas relevant to
the assessment. The verbal element of focused behaviour can, in its minimali-
stic form, be limited to nodding (so-called technique of simple acceptance) or
perhaps can involve a reflection and summarisation of the information spoken
by a client.

Non-verbal elements of focused behaviour are represented by things such as
is the eye-contact, client-therapist body orientation, posture, facial expression,
use of breaks in dialogues and also the examiner’s overall appearance (visage,
clothing). Much of nonverbal information is also stored in autonomous physical
reactions (perspiration, breathing frequency, blushing). Client always reacts to
nonverbal manifestations, which is why these can be used for securing the trust
of clients and building mutual relationships. Within the framework of the PAFTD,
basic priorities do not involve building a relationship or working community to
such an extent as the subsequent psychotherapeutic work requires. Interviews
conducted with clients entering the psychotherapeutic process are principally
focused on the relationship itself, rather than on the acquisition of data. We
imply that the functions of the interview are diametrically opposed to these.

If the verbal and nonverbal manifestations disagree, then the clients tend
to rely more on nonverbal ones. In cases of boredom, fatigue or a mechanical
approach from the psychologist’s side, the client examined in the PAFTD will
feel rejection and helplessness, which in general might affect their motivation
to complete the output tests.

Nonverbal focused behaviour has a culture and ethnological background of
its own. With regard to local conditions, we do not expect a wide spectrum of
examined clients (drivers) in terms of their ethnic groups.

The interaction will use elements of nonverbally focused behaviour typical
of “Western European” culture. The use of eye contact is one of the examples of
such behaviour. Eye contact performs different semantic functions across cultu-
res. In American as well as early European society; direct eye contact was a sign
of active perception, maintaining contact with others and a respecting of them.
However, in other cultures but also within some European ethnic groups, direct
eye contact is perceived as a sign of aggression. The differences in nonverbal
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signals can easily create a barrier to understanding one’s counterpart, a barrier
hampering mutual communication. It is not within the scope of this monograph
to address intercultural differences and that is why we refer simply to the broad
field of cultural anthropology. In addition, within the scope of the PAFTD, we
expect the listed cultural and ethnological communication differences to be
peripheral.

Non-verbal signals can be used when in communication with clients who
were treated psycho-therapeutically, and by patients within the broad scale of
psychopathology areas. Even then, client misgivings may occur, as the client
may label any chosen element as undesirable or disagreeable. We can illustra-
te this issue with real cases: a client with paranoid syndrome interpreted the
therapist’s maintaining appropriate eye contact as being stared at, or a female
patient who, after a car accident causing extensive damage to her frontal and
temporal areas (of her brain), found a therapist’s voice unpleasant. On the
other hand, the examining psychologist can perceive some nonverbal signals as
unpleasant. In any given case we can assume some elementary skills of leading
interviews and managing contacts with client. An example would be to serve the
reactivity of clients with markedly structured personality, in many cases near to
a personality disorder, often or are likely to go undiagnosed.

A specific type of disorder could be represented by dissocial personalities,
often with substandard intellectual abilities. For number of these, driving a mo-
tor vehicle and experiencing re-occurring situations that are interwoven with
aggression-starting stimuli to such extent that they trigger reactions leading to
both petty and gross violation of traffic regulations. If we return to nonverbal
signals, then we could conclude that when approaching personalities with such
a disposition, is at the very least, especially at a nonverbal level, bound to prove
non-cooperation. In examining a typical, normal conversation between two
people, we will observe mutual mirroring of nonverbal signs. The mirroring
technique facilitates a clearer understanding of the counterpart. The process
mentioned takes place at a subconscious level. A psychological interview is
however a skillful procedure that is often practiced beforehand with the use of
video-monitoring and supervision. Conscious mirroring is a focused technique,
which serves to deepen empathy, however, by using it we run the risk of crossing
the fine line where our actions are perceived as derision. Therefore, it is im-
portant to find an optimal position for each client, and as way of modifying our
own nonverbal behaviour. In the case of the PAFTD, only those manifestations
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of nonverbal communication regarded as significant, have the possibility of
influencing an examiner’s performance or good standing in their client’s eyes.

Let us read an extract from a therapeutic interview:
Psychologist: (in neutral manner) What have you been given penalty points for?
Client: “Lot of different stuff, you know, a had some bad luck with the cops...”
(Little smile at the end of the sentence).
Psychologist: (repays smile) “Which means...?”
Client: (relaxing his posture) “Mostly little things, I've been fined for speeding
three times or so, than for bad parking...”
Psychologist (nodding, smiling at the list of some of the offenses)
Client: (continues in word-painting the list of offenses, partly thanks to non-
verbal support)

A higher degree of nonverbal mirroring allows clients to set aside their self-
censorship character for a formal interview. The client is often unable to re-
cognise how much his nonverbal behaviour reveals. Nonverbal signals (signs)
do accompany a client’s thoughts and feelings and only a few can control them,
so these signs do not reveal the true nature of clients’ ideas that have already
been “cognitively labeled”.

Interview Questions

Asking questions is apparently the most influential interview technique. This
is achieved not only by the question itself, but also the nature of the question.
We define and make use of 3 types of questions: open, closed and projective.

Open Questions

These questions are indirect requests to a client to provide more complex
answers; they give them some freedom in phrasing the answer and in some
cases include; complementary information, which could greatly enrich the
answers. The client is given an opportunity to fully consider their answer and
to elaborate if necessary, therefore providing a broader perspective. A higher
degree of self-censorship may be one of its disadvantages. Open questions
provide the foundation for psychological interviews and it is thanks to them,
the interviews maintain a reasonable order and help prevent it bordering on
an “interrogation” as would be the case of exclusive use closed questions.
Open-ended questions are useful where the examiner collects specific pieces
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of information and assembles a wider picture of the client. Unfortunately, the-
se questions are not as useful when the examiner needs information that is
focused more on the details, more in-depth. The aforementioned versions of
structured and semi-structured diagnostic interviews are a combination of open
and closed questions. Open-ended questions however, are selected because of
their relevance — we often use psychometrically validated information that is
obtained by asking an open question.

Examples of open-ended questions may be following findings dealing with
alcohol abuse: “Could you tell me, what role alcohol plays in your life?” This
type of question gives the client more options on how to respond. If the client’s
response is vague, for example; “I just drink occasionally at weekends to relax
a little.” In this case, you can use a more direct but still open question: “How
about the alcohol at the weekends? What happened last Saturday that you
needed alcohol to relax? “ In all of these examples, it is obvious that we can use
two types of open-ended questions, some with broad wording (“What can you
tell me about your life?”), The second more direct (“Could you tell me, what
you did last Saturday?”).

Closed questions

This type of questions is directly targeted to particular data, mostly on so
called hard data (i.e. age, education, sex). Closed questions allow minimal space
only for a spontaneous verbal description. Often, answers to those questions
are just declaring agreement or disagreement. This is the type of question used
primarily for obtaining specific information. For example, if a client says, what
is their relationship to alcohol use, at some point you need to determine how
much alcohol they indulge in, by asking the question; “Tell me, how much beer/
wine you had last Saturday?” The question helps to specify exactly how much
alcohol the client consumes on certain occasions. Objectivity of the informa-
tion provided, of course, cannot be ensured. Closed questions are suitable for
clients whose narrative style is too detailed or excursive: “On Saturday | ate
a duck with dumplings and cabbage, that was some portion, it was delicious.
Then | took a short rest, | lay down on couch in front of the TV and | watched
the auto-moto-revue.” Follow-up question: ’"How much alcohol did you drink
while watching the auto-moto-revue?” The question focuses not on the drin-
king itself, but on its quantity when accompanying a specific activity. Reported
semantic differences are relatively small, yet a consistent and sophisticated
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choice of questions may help us obtain better information and outcomes over
the entirety of the interview.

Projective Questions

These could be determined as a specific type of questions, which allow the
client to identify, formulate, explore and clarify vague conflicts, values, thoughts
and feelings. These questions urge the client to speculate and therefore exp-
lain possible hidden feelings to specific type of behaviour. In the field of Traffic
Psychology, projective questions are mostly concerned with detecting possible
impetuous, aggressive or asocial forms of behaviour.

Commentary on the Process

This is another way of information gathering. Commented process can focus
a client’s attention on significant ideas or feelings that may have appeared du-
ring the interview and, which would be suitable for further analysis. Commented
process serves to acquire a more complex picture of the case. This technique
is used in situations in which, the client’s narrative seems to be in contrast
with their nonverbal communication or observed emotions. We often com-
ment on the manifestations of emotions which are observable, but which are
not integrated with their verbal communication, or where multiple emotions
are expressed, possibly being of an ambivalent nature. Commentaries on the
processes are more of a reflection on the phenomena observed than an ex-
ample of empathic commentary. Empathic commentaries are often used during
therapeutic interviews.

Recapping

Another term used would be summarisation. This technique is used typically
for summing up, with emphasis on building a mutual understanding, allowing
the client to clarify possible misunderstandings that arising from the interviews.
Summarising of sub-segments of the interview may encourage the maintenance
of contact or, more specifically, the rapport. However, summarisation does not
represent only mere reiteration of the client’s positions, which, if used in the in-
terview, might appear rather derisive in the client’s eyes. Summarisation should
only include key information gathered from client’s narrative. This approach
would be best used: to show that we have listened to the client, to emphasise
key points, when changes of topical areas occur, and for reducing emotional
tension.
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Types of Contact

Under this term, we usually understand a meeting of two or more individu-
als and ongoing mutual exchange of both verbal and nonverbal information.
Defining the types of contacts is generally of didactic value as the bordering
categories may overlap to a great extent. As opposed to the classical division
of communication to intrapersonal (e.g. between a PC and user), interpersonal
(between two or more people) and mass communication (such as the reader-
press communication), the definition and interpretation of types of contact in
communication is much more transparent in terms of practical use.

Types and examples are listed with regard to the situation in the PAFTD.

1. face to face or personal contact in form of:

a; A meeting in a consulting room of a clinical psychologist — the ad-
vantage is in the flexibility of assessment, since in the case of occurring
symptoms of a more serious psychopathology, the clinical psychologist
is usually sufficiently well-versed in diagnostics and well equipped for
taking care of the patient. With regard to current legislature, the PAFTD
is not and cannot be administered by a clinical psychologist; nonetheless,
numerous private clinical psychologists are simultaneously fully trained
traffic psychologists. The synergy of qualifications allows detailed dia-
gnostics, which includes; a broader context and establishing common
grounds with psychosocial and somatic difficulties, and assessing per-
sonality in compliance with valid classification systems describing states
of norm and pathology.

b; meeting in a specialised traffic psychology laboratory — the section
of the assessment with only a limited amount of information and do-
cumentation available, and who's scope does not necessarily have to
be predicative about a wider context and potential psychopathological
traits of the individual examined. In terms of the advantages of a spe-
cialised PAFTD, better technical equipment in the work place should be
mentioned as it frequently exceeds the legislatively standards required.
Significant PAFTD contractors have already started to appreciate the pos-
sibility of long-term observation of their employees, and a specialised
PAFTD is one of the important indicative techniques used in the area of
Human Resources Management.
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2. Mediated Contact — in all cases it is limited because the segment on
the direct observation and nonverbal communication is missing. This
contact is conducted over the phone and therefore the results are li-
mited. During the PAFTD, it is subject to law, that the privacy policy on
personal data — and medical confidentiality is upheld. (E.g. including
possible ways of informing the client who requested results over the
phone) A written contact, most frequently in the form of a report and
based on the results of the PAFTD and being lawfully pertinent to the
client, can be shared with a third-party; this fact must be confirmed by
written consent. Written documents can contain information which is
incomprehensible for members of the general public. Indirect contact is
made for instance with the aid of press agents or spokespersons of the
organisations.

There is an entire scale of skills needed for observing and leading an interview.
We have listed only a selection of these, primarily those having a distinctive
position in the very limited field of Psychological Assessment of Fitness to Drive
and those of greatest significance in working with clients, particularly with re-
gard to the use space and time.
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Il / Models of Driving Behaviour
and the Possibility of Assessing
and Influencing Behaviour through
Exploration in Traffic Psychology

Matus$ Sucha

Driving is a complex activity that assumes a range of skills, experience, per-
sonality prerequisites and motivational traits. Although the most appropriate
solution for specific traffic situations is the possession of basic vehicle control
skills, research has shown that for long-term safe management that having
only those skills is not enough. This finding is consistent with the statement of
the authors Summala and Naatanen (1974), who emphasize that safe driving is
an activity that requires particular insight and self-regulation by the driver —
driving is a “self-paced task”. It is up to the driver (his decisions, behaviour) to
choose a safe driving style.

Modern research in traffic psychology (Rothengatter, 1997) refers not on-
ly to the performance characteristics of drivers, but also to their personal

14



1l / Models of Driving Behaviour and the Possibility of Assessing and Influencing Behaviour...

characteristics and motivational factors. So what is assessed is not only what
the driver is able to do (skills), but also what the driver intends to do (moti-
vation and personality factors). This approach has had a long history in traffic
psychology, and among others, it also appears in the classic work of Reason
et al. (1990) who distinguishes flawed driving errors and violations. The first
is mainly attributed to the lack of performance factors (lack of skills), or some
personality factors (e.g. Distractibility), whereas the latter is mainly attributed
to motivational factors (intentional violations).

From the perspective of classical schools of psychology, this approach to de-
scribing human behaviour builds mainly on cognitive psychology. Man is percei-
ved as an active element in a system that selects its behaviour on the basis of
goals they wants to achieve in a particular environment (in our case in traffic).
Emphasis is put on the internal mental processes as being the ones responsible
for human behaviour. Observable behaviour is then seen only as a result of a long-
term mental process of a driver. These mental processes, however, are not fixed
or immutable —they are affected by the information that the driver receives from
the outside world (especially as a response to their behaviour). This process can
be described as a continual interaction among the many goals the driver wants
to achieve, particular behaviour (actions) he or she entertains, and feedback on
his behaviour received from the environment (Perdaho et al., 2003).

From the perspective of the psychology assessment of fitness to drive and
methods of exploration in particular, we can affect the overall mental processes
on several levels: starting with the driver’s goals — area of motivation (know-
ledge of motives, values, norms, and lifestyle of the driver), feedback — espe-
cially the educational part of the interview with the driver, increase in self-
awareness and concluding on driver’s insight. The explicit feedback from their
particular surroundings, which allow drivers to change their mental models and
subsequent behaviour, may have positive as well as negative effects.

For this reason, it is imperative to any action aimed at improving driving
safety to be assessed very carefully in order to prevent adverse impacts. An
example of positive influencing can be a motivational interview with a young
driver, where they realizes that from a safety perspective, it is better to prevent
risky situations (e.g. to maintain safe distances between vehicles) than to solve
these risky situations “expertly” (e.g. the elimination of the argument ,| am
a good driver, so | can exceed the speed limit“). An example of a negative influ-
ence may be an improvement of driving skills (e.g. the ,Skid“ training), without
subsequent realization of what that improvement should serve (or boosting
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self-confidence with the idea that better skills of vehicle control shape one’s
better and safer driving style).

In terms of models that conceptualize performance factors, seeing perso-
nality factors and motivation factors from the perspective of human behavi-
our, the most common hierarchical models. In traffic psychology these have
had relatively a long tradition (Michon, 1989; Summala, 1985; Rasmussen,
1980). These models have been mainly focusing on performance factors (dri-
ving analysis in terms of individual acts that the driver has to accomplish),
while they can also be applied to personal and motivational factors. Based
on the above models Keskinen (1996) created the so called “Gadget model”,
which explicitly includes all variables discussed (performance and personality
characteristics and motivational factors). Its description is to be found below
(Figure 1).

Level 4

Level 3

Level 2

Levell

Fig. 1 Gadget model consists of 4 levels (Keskinen, 1996)

Level 4: Life style, values, norms and life attitudes

This level affects levels 1to 3 of the model. It does not apply solely to the
area of traffic and vehicle control (from the perspective of a particular person).
It includes social skills, habits, confidence, self-control, wellbeing, and attitudes
towards driving a vehicle (e.g. driving as a hobby, mode of transport, etc.). Last
but not least, it also takes into account overall physical and mental abilities.
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Level 3: The driver and the overall context of driving

These are the goals of the driver and the driver’s overall mental context
in terms of traffic and driving in general (i.e. not under specific traffic circum-
stances). It encompasses the overall decision whether to drive or not, general
driving style, the choice of circumstances of driving (like pre-planning the trip
—the choice of routes with lower traffic intensity, the choice of passengers to
keep in the vehicle, sufficient sleep before driving etc.)

Level 2: Managing traffic situations

This level is focused on specific traffic situations. It is the ability to apply skills
from the first level to the specific transport situation in which the driver find
themselves (e.g. an overtaking maneuver in a particular situation).

Level 1: Vehicle Control

Skills associated with the operation of vehicles — especially controlling speed,
direction, shifting gears and others.

This model should be seen in the context of the aforementioned interaction
between the driver’s objectives, specific behaviour (leading to a given objecti-
ve) and feedback on this behaviour. The basic assumption of the model is that
higher levels do influence and control behaviour at lower levels. However, to
some extent, the inverse task is applied as well (e.g. when lacking sufficient
skills in vehicle control, even the principal objective — to drive safely — will not
guarantee safety).

From the perspective of traffic safety, traffic psychology, psychological as-
sessment of fitness to drive and exploration in its context, however, the key
influence proceeds from higher layers to lower (the bottom-up approach is
important e.g. while teaching driving in schools).

The importance and dominant function of the top element (l. 4) is given
by what has already been mentioned above — by the difference between the
driver’s abilities (skills, especially in the model levels 1and 2) and intentions (in
particular levels 3 and 4 of the model). This is the case regardless of how well
the driver can control the vehicle, how well they can apply these skills in a given
situation or how much the driver knows about safe driving. The effect of these
skills and knowledge of safe driving is given by a willingness to use them while
driving. For this reason, the following will focus more on the fourth level.

The fourth level model deals mainly with the overall lifestyle of the driver
as well as with his motives, values, attitudes, beliefs, with norms and social
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relations. More specifically, it entails personality traits such as self-control, need
of excitement, attitude to authorities and rules; and attitude to car driving (in
terms of image and self-image). Further points to consider are relationships
with peers and family; and other general assumptions that research has shown
to be connected to safe driving behaviour (Berg, 1994; Gregersen & Berg, 1994;
Hatakka 1998; Jessore, 1987, Schultz, 1990).

It is also important to mention that all these factors are influenced by the
culture and society the driver’s country of origin. Important structuring factors
would therefore be, e.g. family, friends and other role models. From the per-
spective of the Psychological Assessment of Fitness to Drive, the key information
is obtained from a personal medical history or from an interview with the driver.

This level also describes the overall physical and mental capacity of the
driver (like physical disability or cognitive impairment). From the perspective of
Psychological Assessment of Fitness to Drive, these factors are seen as given and
basically irreversible. However, it is necessary that these are taken into account
since the actual realization of the fact may have significant safety benefits.

Another important dimension is the factor of development. Research has shown
(e.g. Evans, 1991), that age is an important determinant of a safe driving manage-
ment style. Certain age groups of drivers (especially young drivers) are more at risk
than others. This fact does not necessarily imply that young drivers are worse dri-
vers or less experienced. It is more likely that this style of driving (a more risky one)
reflects the developmental needs of age. It can therefore be considered functional.

The final important factors are the driver’s lifestyle and values. Schulze
(1990) and Gregersen & Berg (1994) pointed out that lifestyle is closely related to
a driver’s behaviour — e.g., that automotive-oriented lifestyle (tuning, car racing,
etc.) appears to be a hazardous factor, counter to safe driving behaviour. It appears
that the motives associated with driving and confirmation of a driver’s self-worth
or self-fulfillment could be seen as riskier for safe driving (Perdaho et al., 2003).
From the viewpoint of exploration within the psychology assessment of fitness
to drive, these issues can be addressed within an interview or medical history.

Level 3 of the model, seem from perspective of the PAFTD and especially
with its exploration, is of lesser importance than level 4. Let us briefly mention
that the factors included in Level 3 are from the perspective of the PAFTD es-
pecially important in the educational part of the interview in which the psycho-
logist can help the driver increase his awareness and recommend some more
suitable choices of trip planning (e.g. to older drivers).
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Michon’s model (1989) describes the levels of a driver’s decision-making (in

terms of time). At large, he distinguishes three of them:

1. Strategic level —it is a decision made before the journey (e.g. choice of
route or time of travel).

2. Tactical level — these are anticipatory driving moves (the choice of dri-
ving speed, traffic lane, estimation of the behaviour of other road users,
distance kept from other vehicles, etc.).

3. Operational level —these are spontaneous manoeuvers applied to avert
a threat (braking, lane changes, obstacle avoidance, etc.).

The value of relevance of methods used to assess a driver’s mental ability at
each level of the model can be defined as follows. To assess the decision-making
at the strategic level, it is recommended to use exploration; especially interview,
analysis of personal and driving history of the driver (case history), and obser-
vation. Furthermore, some methods related to the assessment of personality
can be used in part (e.g. questionnaires, inventories, projective methods). For
the assessment of decision-making at operational and tactical levels, we recom-
mend undertaking performance tests and observing a driver’s behaviour in any
given driving situation (while driving) — see Chart 1.

Interview Observation | Personality | Power Tests
Case history psychology | (perform.)
methods
1. Strategic level High predic- | High predic- | Medium Low predic-
Decision-making before | tive value tive value predictive tive value
driving value
2. Tactical Level Medium High predic- | High predic- | Medium
Decisions on driving ma- | predictive tive value tive value predictive
noeuvers, anticipation value value
3. Operational level Low predic- | High predic- | Medium High predic-
Execution of driving tive value tive value predictive tive value
maneuvers in value
a dangerous situation

Chart 1 Michon’s model
When assessing the mental competence to drive a vehicle (within the

PAFTD), it is also to be taken into account that driving behaviour is essentially
influenced by two sets of factors — situational factors and factors associated
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with the driver himself (as described in the Gadget model above). Situational
factors (the design of the traffic environment, weather conditions, etc.) are
not entirely predictable. Therefore the driver should be assessed only on the
factors that are associated with them (and thus being comparably stable). We
should also estimate the amount of risk that may arise in connection with spe-
cific situational factors (under given circumstances). For this reason, we should
discuss the risk as a predictable, not as a precisely defined value.

Factors that influence driving behaviour and are associated with the persona-
lity of the driver, are:
a) the medical condition of the driver (somatic diseases) — level 4 of Gadget
model
b) mentalillness — level 4 Gadget model
) personality traits — level 4 Gadget model
) performance characteristics of the driver —level 1and 2 of Gadget Model
d) motivation, values, norms and lifestyle — level 4 Gadget model
) current emotional state (mood, state of mind) — level 1and 2 of Gadget
model

Within the PAFTD, we shall put emphasis on assessing personality traits,
motivation and performance characteristics, values, norms and lifestyle. To
assess the performance characteristics, we mainly use performance-focused
batteries of psychological tests (often using computers and other peripherals
— pedals, special panels etc.). In comparison, to assess personality traits, we
mainly use personality tests, questionnaires and inventories, or appropriate
projective methods, where the psychologist can assess the response of the
driver to specific stimuli. Motivation, values, norms and lifestyle are assessed
primarily based on qualitative analysis of available documents (e.g. driving
history), anamnestic data analysis, data obtained in the interview and on the
basis of overall exploration (such as observation of the client).

Generally said, if we want to exclude foreseeable risk at the future driving
behaviour of the driver, it is necessary that all assessed characteristics menti-
oned (personality, performance, motivation) were sufficiently present (or de-
veloped). From the viewpoint of performance characteristics, this means that
the driver achieves the desired performance (in speed, accuracy, endurance),
which, in terms of personality traits, means that the dominant features are con-
sistent with the safe driving behaviour. From the perspective of motivation, this
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means that the driver is motivated to behave safely on the road, that they have
internalized the values and norms that promote safe behaviour, and that they
are living a lifestyle that is risk free in terms of exposure to hazardous situations
(such as a frequent use of alcohol, lack of sleep, etc.).

It can be implied that the main objective of the interview (and other me-
thods of exploration) is (based on information on the performance characte-
ristics and personality traits) to assess the driver’s behaviour and the expected
level of risk they represent to the transport system.

Thus, we try to answer the question: Is there an expectable chance that the
client, on the basis of their predispositions — personality traits, performance
characteristics and motivational factors (including attitudes and values) — will
pose an unreasonable risk to the transport system (because their behaviour
will be hazardous or risky)?

The second aspect of the interview with the client is of an educational
nature. Within the educational part of the interview (not always included in
interview within the PAFTD) the driver is provided with information that the
process should lead to an increase in awareness leading to adopting a safe dri-
ving behaviour, or, if you like, an insight into their personality and their driving
behaviour should be enhanced or corrected (such as a particularly risky behavi-
our). This could be for instance by providing the driver with factual information
on bodily functions and their impact on lifestyle (like alcohol abuse) on cognitive
processes. To sum up, it should facilitate the personal development of the driver.

Other educational objectives may include the following:
e Understanding and influencing attitudes with risk awareness
e Encouraging considerate behaviour

¢ Awareness of the importance of understanding the causes of one's of-
fenses and misdemeanors

e Awareness of correct and incorrect personal attitudes
e Improving the recognition of potential danger

The reason why the interview (along with other methods of exploration)
is a central part of the PAFTD, is the very fact that motivation, values, norms
and lifestyle (level 4 of Gadget model) are the major identifying characteristics
that ultimately shape driving behaviour. In other words, the driver can possess
good performance characteristics (they have the ability to) and appropriate
personality traits (has potential), but in specific driving situations, these driver
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characteristics are either not used or used in a way incompatible with safe
driving behaviour. Therefore, the main aim and purpose of the interview is to
assess the extent to which the driver is motivated to follow the patterns of safe
behaviour, and this is done by exploring a driver’s motivations, norms, values
and lifestyle.
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Il / Interview, case history assessment and
observation methods in the framework of the
psychological assessment of fitness to drive

Libor Elidasek, Michal Walter

Introduction

Through the analysis of data held on a client that deals with Driver’s case history
(which includes: health status, family history, social conditions, driving experi-
ence, etc.) and their ability to drive safely as well as the use of standardised me-
thods, it is possible to assess the client’s psychological prerequisites for driving
a vehicle. This assessment is aimed at assessing the maturity of clients, their
motives and driving competences and to put such assessment into context with
all other relevant available data. Data for the interview and for the conclusion
of the psychological assessment of fitness to drive (hereinafter referred to as
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the PAFTD) can be obtained from the various phases of the diagnosis process
and from various other sources (see model 1.)

Final
interview

Model 1 Phases of the diagnostic process

If we examine the PAFTD chronologically, we can see that the first step is
the entry interview with individual client. During this interview we will obtain
basic information about our client

— basic personal information (name, surname, date of birth, personal

identification number, client’s identity verification according to driving
licence of identification card)

— the reasons for the PAFTD request

— who requested the PAFTD

— any prior experience with PAFTD and, if appropriate, information on

when, where and with what results the client underwent the PAFTD

— current health and psychological condition of the client (restrictions,

fears, prior bad experiences, negative attitudes etc.)

— overview of client’s or driver’s case history acquired from the driver’s

evidentiary file (available at request from competent authority — muni-
cipalities with extended competency)
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The goal of the entry interview is not only to gather the above mentioned
information, but also to provide basic information about the PAFTD, motivate
the client to achieve an optimal performance, deal with client’s fears and to
create a friendly atmosphere and trust.

Should the PAFTD be carried out in a group, then it is appropriate to provide
some basic information to all the participants at the same time by means of
a group interview. This information should include

— PAFTD process (time duration, breaks, refreshment possibilities etc.)

— PAFTD content (where does the PAFTD stand in the framework of medical

assessment, what is being assessed, how are the tests distributed, how
are the tests evaluated, concluded by the final PAFTD interview)

During the entry interview the client is asked to read and sign a privacy
statement on the confidentiality of gathered information in accordance with
applicable legislation (Law on the Protection of Personal Data) and on the cur-
rent health and psychological condition of the client. By signing this document,
the client confirms that

— their health and psychological condition is suitable for undergoing the

PAFTD

— they agree with the storage and use of data collected during the PAFTD

in accordance with applicable legislation

Such an interview will contribute to client’s adaptation to the psychologi-
cal environment and to acceptance of the presence of other assessed clients.
Comments by clients, who have already taken part in previous PAFTD may help,
put at ease and possibly in some situations help calm other participants. On
the other hand, negative comments or the aggressive behaviour of any of the
participants during group entry interview represent could cause an insurmoun-
table problem. Therefore the opinions and experiences of other participants
can help eliminate such displays.

Client’s objections may concern the content and scope of the required
Personal case history/ data. Client’s phrasing of such objections may point out
certain aspects of his or her personality traits, namely a higher degree of sus-
picions and aggression. These observations must be verified during the final
interview. In some cases, client’s objections may be justified and may be influ-
enced by their previous negative experience with illegal use of their personal
data. In such cases the active listening method should be used because it helps
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to disperse client’s doubts. Also, it is necessary to mention the conditions under
which it is possible to use and handle the gathered data according to relevant
legislation. The advantage is when another client expresses positive comments
regarding this issue.

The basic premise is the fact that the client voluntarily participates in the
PAFTD and, that it is seen as an act of free will. If the client refuses to sign the
privacy statement, the PAFTD cannot be carried out. In other words: It is not
possible to pressure the client into participating in the PAFTD.

Traffic psychologist should carefully consider the method used for gathering
the driver’s case history data and, if required, should carry out an individual
interview with a similar structure and content as the anamnestic questionnaire.
The benefits of such an interview are the possibility of asking follow-up ques-
tions and having direct contact with the client.

The management of an interview is an important skill that the traffic psy-
chologist has to learn over time in order to be able to obtain the relevant data
from the client. It is recommended that they ask open questions (what, when,
where, how, how much etc.). Closed questions requiring yes-no answer are
also suitable.

An individually structured case history interview should be carried out main-
ly with drivers who repeatedly commit serious traffic offence (consumption of
addictive substances before and during driving, traffic accidents with injuries
and deaths).This way of communication cannot be replaced by the completi-
on of an anamnestic questionnaire. Disadvantages of such interviews are the
fact that it is more time-consuming and a complicated way of recording the
interview. It is preferred to ask beforehand for permission to record (audio
recorder, video camera) such an interview. The next step, after the collection
and handover of necessary information, is the undertaking of the standardised
psychological tests.

Observing the clients during testing is a valuable source of data. It is useful
to note the following
understanding of instructions
course of training (repeated errors, performance improvement)
questions raised and their range
response to the acknowledgement of errors during training
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— behaviour during the testing (adaptation, fatigue, stress, verbal and non-
verbal behaviour etc.)

— feel for the instruments and control panels (when using instruments for
testing)

— reactions to conscious mistake (self-critical view, detraction, making ex-
cuses)

The above mentioned can be used as another piece of information in the fi-
nal synthesis of data when creating a client’s profile for a final PAFTD evaluation.

Data collected during this observing can show, for example, the level of self-
confidence of a client, the willingness to accept criticism and to learn from one’s
own mistakes. Such data also needs to be verified and the reasons for these
must be found. Was the reason for being nervous the fear of the PAFTD or the
fear of possible consequences of failing the PAFTD? Is the stated or observed eye
tiredness the consequence of inadequately prescribed spectacles and was this
the reason for an increased rate of mistakes? There are cases, although rare, in
traffic psychology when the pressure of the PAFTD led to the loss of conscious-
ness of the client because the client concealed information about insufficient
rest or increased alcohol consumption during the previous day or to epileptic
seizure or hysteria (therefore the traffic psychologist should be adequately in-
formed about this issue).

The completion of an anamnestic questionnaire (this is commonly referred
to as a case history) is an important part of the PAFTD. This questionnaire is used
as a basis for understanding the client’s personal and professional history. The
collected data helps to better understand client’s personality and its formation.

People who are familiar with graphology can also use the written manifes-
tation of their client.

In such cases we recommend asking the client to write a piece of text on
a given topic on a sheet of unlined paper.

The anamnestic questionnaire (or individually structured medical history
interview) should contain

Introductory part
— assurance on the confidentiality of the data and answers (these are used
only for the PAFTD evaluation)
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overview of client’s basic data (one should consider the need for duplica-
tion of already stated data; it is not necessary to re state personal data)
first name, surname, academic degree, date of birth, home address,
telephone etc.

current occupation

client’s education — graduated schools

work experience (jobs, internships, companies, places of work)

Family case history

occupation of parents

deaths of parents (when applicable)

age and occupation of siblings

social status

serious illnesses in the family

driving licences of parents, cars in the family

Personal case history

social conditions in the family

who and how they participated in the upbringing of the client
client’s involvement in family life

serious illnesses and injuries of the client

school results and attitude towards school

interests, hobbies, sports activities

status (single, married, divorced)

data about their own family (children, social relationships, wife)
personal goals

client’s own characteristics

satisfaction and relationship to the current occupation

Driver’s case history

Driver’s licence (date acquired, restrictions), professional driver’s license
(date acquired, restrictions, validity)

client’s motor vehicles and the purpose for their use

type of vehicle used by professional drivers

driving ban, accidents by own mistake and mistake by others
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— mileage (including driving for work reasons)

— demands of current occupation (working times, stress, willingness to
work overtime)

— strengths and weaknesses of client’s driving skills

Client’s observations on their current state of health
— illnesses and injuries, sick leave and its length

— illness treatment

— need for a psychologist or psychiatrist

— use of alcohol and other addictive substances

— treatment of addictions

— ability to rest

— previously attended psychological assessments

The anamnestic questionnaire (or individually structured interview) should
allow the client to express their views on important statement connected with
topics, or with topics not included in the questionnaire and which the client
considers to be important. It should also contain a clause stating the potential
consequences if the client provides false information. From the specified in-
formation we can presume such things as; how a client was brought up , their
ability to do their job, how well they get on with others, their ability to manage
for others, their relationship towards authority and to what extent they are
willing to follow rules and norms.

The anamnestic questionnaire allows us to presume the shaping of the cli-
ent’s view of driving through the influence of a family before their lawful age
(passing of an occupation from father to son). The anamnestic questionnaire
contains important information concerning the client’s driving experience, their
experience with various forms of transport, the length of experience, mileage,
their overall satisfaction with their job and, if applicable, the reasons for their
variation. It is important to assess the client’s view of a professional driver occu-
pation, principally where the client is only starting their professional career as
adriver.

The information stated in anamnestic questionnaire is the basis (as well
as the information gathered during the observation, test results and objective
data) for the final interview. The Final interview, as well as the entry interview,
should take place in an environment where the psychologist and client are not
disturbed by any third party or by telephone calls. The client should feel relaxed

129



An interview, observation and case history of the Psychological Assessment of Fitness to Drive

and safe during the interview. The duration of final interview is unique, and
therefore the individual decides, and this should reflect the difficulty of a given
situation and provide sufficient time to every client. It will be necessary and
important to go through the data from anamnestic questionnaire, test results,
observation results, objective data (driver’s evidentiary file excerpt) with the
client and to gather more information about the client in order to help under-
stand client’s personality and behaviour. It will also be necessary to review the
client’s opinion on their responses to the PAFTD results. The goal of the final
interview is to find a connection between individual findings and their use in
creating a diagnostic conclusion. The final interview should commence in such
a way so as to help deepen the level of trust between the traffic psychologist
and the client. Only then will it be possible to discuss the PAFTD results and the
client’s point of view. When asking questions, one should go from general to
factual or specific. It is recommended to allow the client sufficient time to for-
mulate their statements of response, even if the answers go beyond the reasons
for the given assessment. This can reveal other contradictions in the exercise
of a profession or activity. There are cases where a suspicion was confirmed of
a serious mental illness (e.g. paranoid schizophrenia) which may not have been
indicated in the PAFTD test results.

A presumption for interview is the objective data (mainly the driver’s eviden-
tiary file excerpt) on their driving behaviour, analysis of possible traffic offences,
accidents or driving bans and the client’s opinion on these cases. During the
interview we assess the client’s acceptance of responsibility for these cases or
their level of disparagement. When dealing with professional drivers, the most
important things to know include; their relationship to their job, level of stress,
shift working and possible levels of tiredness during their work. When dealing
with freight (truck/van) drivers, it is important to focus on their ability to cope
with the stress arising from the journey time (loading and delivery times) and
their regard for rules and regulations (AETR -European Agreement Concerning
the Work of Crews of Vehicles Engaged in International Road Transport) in con-
trast with the requirements and directions of their employer.

When dealing with public transport drivers, it is necessary to evaluate the
prerequisites for coping with the stress of not only constant driving in busy and
congested traffic in urban areas, but principally with the stress of direct contact
with customers which puts increased demands on their ability to resolve conflicts
with passengers and addressing their demands (whether justified or unjustified).
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It is important to assess their relationship to passengers and a realisation of
their profession’s characteristics, meaning offering service to general public (the
driver’s task is not only to drive a vehicle but also e.g. providing information
and ticket sale). When dealing with older public transport drivers it is appropri-
ate to assess the possible occurrence of burnout syndrome. Important general
information deals with their health and previous illnesses. It is appropriate to
check records for a diagnosis of ADHD as well as any specific learning disabilities
during childhood.

The output of PAFTD should be a dialogue that includes:

— assessment of a client’s psychological ability for driving type occupation

— awareness of client’s suggestions for improvement

— suggestion for changes in their daily regime; i.e. the principles of proper
diet, ways to relax and de-stress from the stress arising from driving
a motor vehicle

— confirmation of client’s strengths

— client’s guidance on their self-assessment of the psychological prerequi-
sites needed to perform their given occupation or activity based on the
PAFTD results and helping the client to gain a real insight

— exact conclusion of the PAFTD, meaning if the client has psychological
requirements for driving a given vehicle or statement of any constraints
(providing the harmonisation codes)

Note: It is appropriate to mention the possibility of making a record of the
final interview. Such a record can be written, audio or a video recording so that,
if needed, it would be possible to prove the client’s familiarity with the process
and from this their opinions, views on the results of the PAFTD. Because the
client may, on completion the PAFTD and given the possibility of unfavourable
results, challenge the PAFTD process and reject their opinions and views. It is
appropriate to mention at this juncture, that there have been cases where the
PAFTD results were challenged and, for example, even where the traffic psy-
chologist was accused of sexual harassment.

This issue is related to ethical questions of the PAFTD.
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of psychological assessment
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Katefina Bohmova, Lenka Sramkova

Introduction

The interview in the context of the psychological assessment of fitness to drive
(hereinafter referred to as the PAFTD), is a method without standardised. Every
traffic psychologist can ask different questions which may lead to complications.
A driver’s assessment, carried out by two separate psychologists, may also vary
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due solely to the interview findings. A descriptive study was commissioned in
the Czech Republic; its goal being to help establish how the PAFTD was carried
out. The research focused mainly on what questions were asked, the form of
the questions and on the different methods used by the individual traffic psy-
chologists during the interview.

The research also focused on finding the characteristics of the interview
and their comparison. The research theory is based on publications dealing
with general, clinical, counselling and work psychology. This is due to the fact
that the field of the PAFTD interview is, so far, largely unexplored in the Czech
Republic as well as abroad.

1Theoretical background for the PAFTD interview

There are many studies on the topic of eligibility, which deal principally with
eligibility during the selection of employees but not during the PAFTD. We can
use these findings for inspiration but the PAFTD is a very specific assessment
and therefore it is important and advisable to demonstrate caution. As in the
selection procedure of employees and in the DPV, testing can be carried out
both individually and in groups. Examples of the research findings are menti-
oned below. These are mainly from work eligibility assessments as these may
help provide some evidence on clarifying the PAFTD processes.

The fact that the interview is an integral part of the eligibility assessment
is obvious from a number of studies. The interview is established as one of the
criteria for assessment of an individual. It goes hand in hand with the opinion
that it would be appropriate to teach interview techniques as part of a university
education or courses, so that everyone working in this field would have a similar
level of knowledge. The interview should never be omitted during any assess-
ment because it helps to find important information about the clients and their
behaviour and interactions. It has been proven that if various interviewers eva-
luate one client then there are differences in their evaluation even though the
same method of structured interview was used. A number of studies have con-
cluded that the interviewers with greater experience in the field perform a more
exact interview than interviewers with limited experience (Silzer & Jeanneret,
2011; Ryan & Sacketta, 1987, 1992 in Morris, Kwaske and Daisley, 2011; Groth-
Marnat, 2003; Van Iddeking, Sager, Burnfield & Heffner, 2006). Based on this
conclusion we can assume that a sufficient amount of experience is necessary
for the performance and evaluation of an interview. Silzer and Jeanneret (2011)
identified the basic characteristics of an individual psychological assessment
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in their work. They defined this as follows: The interviewer must focus on one
client only and they must have continual contact throughout interview, using
various assessment methods. There are significant differences between intervie-
wers. Some can be considered as the, so called, mechanical type, precisely fol-
lowing the guidelines; others regard the interview as unimportant and perform
itincorrectly. The research was carried out on doctorate psychology students of
the Baruch College. It was assumed that the doctorate students would already
be trained (proficient) in the field of psychological assessment and interview
management. One group of students performed the interview without prior
training and the other group received training. Participants from the group
that undertook prior training felt more competent to perform an assessment
than the other participants. The students gained a practical insight and a better
understanding on how to adapt to this field of study, and from this, students
gained a research base, which was lacking from their doctoral programmes. This
research demonstrates the need for the creation of a training programme where
students could learn the methods and techniques of assessment, its devices,
proper test evaluation and how to observe and lead an interview in order to
derive the correct conclusions. We consider that the theory of psychometrics
and measurement, people management, social psychology, occupation analysis
or theories of personality should be included in the curriculum. Such education
should be completed after six to twelve months through observation of course
graduates by their supervisor and by gaining a licence to perform a psycholo-
gical evaluation. To help avoid innumerable conclusions of the psychological
assessment, and in order to perform the psychological evaluation correctly,
practitioners should be guided by the following: Clear and objective results of
the evaluation; excellent knowledge of the clients occupation in order to under-
stand its demands and requirements; know which methods are out-dated and
use only the valid ones; compliance with the predefined criteria; preparation
of other structured devices, such as interview or personality type scale, which
help support accurate decision-making; awareness of possible mistakes and the
ability to justify these (if needed); target the overall structure of the assessment
during its evaluation; permit assessment of the process and its results to other
examiners, in order to receive high quality feedback for the client as well as for
the examiner.

Other research that dealt with these issues presented some important facts
about the psychological assessment, dealing mainly with interview manage-
ment. Research by Van Iddekingeho, Sagera, Burnfielda & Heffnera (2006) show
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differences in the evaluation of one client by a number of interviewers which
occurred because a non-standardised interview management process was used.
They asked whether such differences would appear even if the interview had
been managed in a standardised way. The interviews were performed on 946
army non-commissioned officers. Junior men acted as respondents, senior men
as interviewers. Every interviewer had to complete 29.4 interviews on average
and they were unfamiliar with this type of interview. A 3-hour training session
was provided by a trainer for this purpose. The questions were similar and the
interview took 20 minutes. At the end of the interview every interviewer had
to write down a conclusion, assessment results and had to evaluate themsel-
ves and the preparation for an interview. The first question was whether or
not the interview was different when managed in a structured way after the
interviewer’s training, as opposed to unstructured management before the trai-
ning. Some differences were found, so all interviewers had to undertake the
same interview management training. The second question was aimed at the
validity of questions depending on the assessment criteria, i.e. on the type and
content of eligible occupation. As a result, it was suggested that different evalu-
ations depended on the way the interviewer asked the questions and similarly
on the respondent’s answers. It was proven that the interviewer’s judgment
depended on one’s own self-knowledge and the ability to listen to others. The
researcher describes several factors that can influence the interviewer: cognitive
abilities, personality and experience, an image of the ideal candidate, interview
context and management. Therefore the interviewer’s experience with mana-
ging an interview is very important. Those with greater experience in interview
management, carried out a more precise evaluation, better understood the
issues of an individual and created a better interview design (i.e. standardised/
structured design). The process of a structured interview, making it more spe-
cific, satisfactory and effective, is described in table no. 1:
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1. | Interview preparation | E.g. source materials, room, seating plan, invitations etc.

2. | Interview introduction | According to the situation; e.g. greetings, thank the
participants, pointing out the reporters etc.

3. | Interview stimulus Why is the interview happening here, in this group and
about.

4. | Mutual interview plan | a) Gathering of problematic issues and/or main goals.

(preparation of the - 5 — .
details of the interview) | P) Alternatively: Topic definition or its limitations.

c) Determination of a sequence of dealing with proble-
matic. issues, thought process.

5. | During the interview | a) Interview initiative; introducing the first issue (deter-
mined during the fourth point).

b) Discussion of the first issue.

c) Summary of the first issue; first partial results.

d) Finding out if the first issue can be concluded:
a) —b) - c) - d) on the second issue;
a) —b) - c) - d) on the third issue etc.; depending on
the complexity of the topic, i.e. on the number of is-
sues.

6. | Interview conclusion According to the interview situation; e.g. final summary,
confirmation, protocol creation.

Chart 1 “The process of a structured interview or discussion” (Allhoff & Alhoff, 2008, 111)

It was proven that the results of standardised interview are more precise
than the results of non-standardised interview. There are many factors that play
an important role, be it on the side of interviewer or respondent. These are, for
example: age, race, mental condition, education and feedback, interest in the
occupation, plans for the future, psychological intelligence characteristic and
motivation. The evaluation of non-structured interview has very low validity. The
answers given are vague and cannot be compared by the interviewer, they are
unreliable and, when dealing with the non-structured interview, we can see an
answer bias due to the recording, as well as to the speed of evaluation by the
interviewer. A diagnostic interview is affected by the wording of the questions.
Individual questions should be asked clearly with an incentive to prompt the
client to answer. (Arvey, & Campion, 1982; Stancak, 1982).

The interview can sometimes be confused with conversation; however the
interview has a clearly defined sequence that deals with a specific topic. The
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interviewer has to control and maintain the interaction and must have a good
knowledge of a given topic under discussion. (Groth-Marnat, 2003) Pauknerova
(2012) tackles the issue of recording the interview and suggests that the inter-
viewer should make a record either in writing or as a recording. The client’s con-
sent for such must be obtained prior to any recording (we suggest the consent
draft in chapter 7). Bastecka (2011) states that the interview should be guided
in such a way that the stages are connected and that it leads to a situation si-
milar to a natural conversation between people. As the presented theoretical
background suggests, the interview is a basic element of psychological assess-
ment, i.e. even of a psychological assessment of fitness to drive. Even though
the PAFTD is regulated by law, the legislation does not regulate the individual
stages of the PAFTD. The law only states who can perform the PAFTD and for
whom the PAFTD is intended for. Traffic psychologists have both, old as well as
new methodology available to them, which provides support while choosing
the test methods. On the other hand the interview, as a part of the PAFTD, is
not described anywhere and a standardised format does not exist. This leads to
non-uniformity and even makes any possible consultations on this topic more
difficult. The interview in its non-standardised form is, for now, used during the
PAFTD. This leads to several problems that were described above and to an initi-
ative to describe the current situation of the PAFTD interview management pro-
cess in the Czech Republic, which will hopefully improve the current situation.

2 Interview method in the framework of psychological assessment
of fitness to drive — research study results

For the purpose of this research study, traffic psychologists were asked to pro-
vide information on interview management, observation and the medical eva-
luation that they perform during the PAFTD. Fifteen traffic psychologists who
have accreditation issued by the Czech Ministry of Transport participated in
this research and their answers are presented in this chapter. Detailed research
results can be found in the , Interview method in Psychological Assessment of
Fitness to Drive” a bachelor thesis which was successfully approved in June 2014
at the Psychology Department of Palacky University in Olomouc. We thank all
participants who took part the research.

2.1 Research study description

The research was aimed at traffic psychology, in particular at the style of
interview management during the PAFTD. The aim was to analyse the method
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of interview management. All the respondents were working as traffic psycho-
logists at the time of the research. Five basic questions were asked:
1. What are the mutual aspects of interview management during the PAFTD?
2. What are the formal aspects of interview management during the PAFTD?
3. What are the content aspects of interview management during the PAFTD?
4. What is the purpose of interview management in the PAFTD framework?
5. What are the main topics of the interview in the PAFTD framework?

2.2 Research study results
1. What are the mutual aspects of interview management during the
PAFTD?
The purpose of the interview, i.e. gathering of information about the client
and its importance as an irreplaceable source of information was regarded as
the main mutual aspects of the interview management.

2. What are the formal aspects of interview management during the
PAFTD?

The formal aspects of the interview differ significantly among the respon-
dents. But a mutual aspect can be found —the differentiation between the initial
and final phase of the interview. The differentiation between individual and
group interview is also an important formal aspect. While the initial interview
can be individual or group, the final interview is always only individual. The
interview can be divided into an informational and educational part. Several
respondents regard the educational part as a part of the final interview. The
interview duration varies according to the inclusion of the educational part. The
initial interview without the educational part is shorter, and the same goes for
the final interview. The initial interview is usually shorter than the final inter-
view, even among the respondents who do not include the educational part.
Other formal aspects of the interview, thanks to its non-standardised form, are
very diverse and confusing.

3. What are the content aspects of interview management during the
PAFTD?

With regard to the interview content, we can see that mutually included
questions are aimed at the past, present and future. The content of the initial
part of the interview also has similar aspects, such as greeting the clients and
their reassurance. The content of the final interview also shows similarities.

138



IV / Interview method in the framework of psychological assessment of fitness to drive — research

These are: the objective to get to know the client better, verify collected data
and to prepare a conclusion that will be presented to the client.

One of the differentiating aspects of the PAFTD interview, which is closely
connected with its content, is its duration.

As one respondent (psychologist) stated, , During the initial interview, which
consisted mainly in gathering general information; the number of clients in-
volved is one of the main criteria. (For measuring time) Whether it is a group
interview or an individual client, as opposed to the final interview where the
results are the most important thing. If the test results are positive then the
final interview usually has an informative nature. On the other hand, if the test
results are insufficient or unsatisfactory then the final interview is more complex
with the aim of explaining to the client his shortcomings. If the shortcomings are
manifested in client’s personality, then | do not tell him but rather | try to support
this claim, for example a poor performance during the test. | always verify the
collected information in a different way from which | obtained this informati-
on. That is why the interview is important. It can show something hidden, for
example the symptoms of paranoid personality disorder. When dealing with
elderly people, their point of view is very important. It is bad if they do not have
any opinion. They are trying to tone down their mistakes or blame someone else.
There is a difference between drivers of approximately 25 years of age and those
who are older than 50. The younger driver will say that he, for example, does not
remember the accident. But the older driver will describe the accident in detail.
So the criterion is having an opinion. If one does not have an opinion and just
disparages everything then | favour a ,,did not pass” evaluation.” These ques-
tions can show much about the client: ,,/ mainly emphasize the client’s driving
history. | am here to assess his psychical competence for driving motor vehicles,
so | am really concerned about his driving history. | ask him about problematic
behaviour, about his traffic accidents and their circumstances, when and why
the accident happened, if he thinks that he is to blame or not. | am really inte-
rested in his ability of self-evaluation, in his driving habits and in his evaluation
of his traffic offences. This is what interests me most. But the family history is
also very important. These people have been through a lot. Not to say that I find
excuses for them, | merely try to explain why such thing happened to them, why
they have certain personality traits. Even the educational history of the client is
relevant. If you see that somebody has been kicked out of the school because
he was not able to comply with the rules, then it is most likely that he probably
does not comply with traffic rules either. For such a person, all the rules are
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here to be broken. And that is a warning signal.” Other respondent emphasizes
everything: ,/ am concerned with everything. If | see the driver’s evidentiary file
| ask about his past. If | see that the driver has traffic offences due to alcohol
consumption or other serious offences, | ask more opened questions in order to
gather more information. For example: Can you tell me more about it? What did
you gained from it? How did you feel at that moment? Etc. Then | also ask a lot
of questions about the present: What is your most frequent destination, are you
also driving abroad? When was your driver’s licence confiscated? How did you
solve this situation? Is this situation still relevant? When concerned about the
future, | ask questions such as: has anything changed since your driver’s licence
was confiscated? Do you have a different opinion? | ask all sorts of questions.”

4. What is the purpose of interview management in the PAFTD framework?
The respondents see the interview as the ultimate crown jewel without
which the PAFTD would make no sense. It is thanks to the interview that they
can verify that the client is eligible, if the client does not show any suspicious
behaviour and if they are concealing something. For some its main purpose is
to educate the client about their shortcomings and, as they say, open their eyes.

Jf, for example, | am hesitant on whether the result should be passed or
failed, then | can choose to do an additional interview with a narrower scope.
And | will then decide on the basis of that interview. For example: A driver was
aggressive but nothing has been proven by the tests. The psychologist, fortuna-
tely, discovered the truth during the interview. So the psychologist decided for
a thorough interview and the final result was ineligibility to drive. The purpose
of the interview is to also discover any potential offences which the psychologist
should report. The question is whether there is someone to report such fin-
dings to. One of the respondents said the following on this topic: , The interview
results can, in my opinion, influence the overall result but when the client tells
you that he is using drugs then you should report this to a doctor. | have this
information and my duty is to inform the doctor. But drugs are more problematic
than alcohol. A young driver will come and say that using drugs is, of course,
normal. The answer | usually get is: | take drugs and so does everyone else.”
But the question is whether | believe him. It depends on our mutual trust. | can
be suspicious and if my suspicions achieve a certain level, | can report this to
a doctor. But | cannot always contact a doctor because not every client tells me
his doctor’s name. In such cases | can state this in my final report as a part of
the reason for being ineligible or as a recommendation for further assessment.”
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Another respondent sees the discovery of a traffic accident as a more serious
issue than alcohol: ,Alcohol is not the problem. The problem is to talk about any
serious traffic accident. If, for example, the driver was responsible for a serious
accident during which other people died or if he committed a serious traffic
offence. Everyone can bear a different amount of pressure. And then it is very
difficult to talk about such things. That is when the most important thing is to
set the right atmosphere. There was this woman who lost her driver’s licence due
to having too many points and she was very mentally unstable. Here | was able
to see that the reason for the poor results was her bad mood and the fact that
she was not able to cope with a stressful situation. | saw no reason to finish the
PAFTD so | took that woman to a different room and explained to her what was
going on and said to her that we will talk about it. The woman opened up to me
and when she returned half a year later, she successfully passed the assessment.
She sought help and I helped her with contacting the doctors. In this work, one
also needs to guess what the client needs. So alcohol is not an issue. Thanks to
the interview, you see a client’s personality. You can get to know them better.
You can observe their reactions, how they communicate, their choice of words
and you can guess how intelligent they are. There is this face to face personal
contact which is an irreplaceable tool. If someone chooses not to perform an
interview then they are not able to perform the whole PAFTD properly. You just
loose so much information that you cannot gain in any other way.”

5. What are the main topics of the interview in the PAFTD framework?

One of the main topics of the interview is the medical history data and the
reasons for the client’s need for the PAFTD.

As stated above, the respondents also differentiated on the question of the
main interview topic in the PAFTD framework. For example, one of the respon-
dents addresses the issue of drivers with too many driving points: ,,One of the
main questions, when dealing with drivers with too many points, is if they are
aware of the existing possible offences. That is what they comment on a lot.
The question about their driver’s licence restriction is also important. Sometimes
they even have trouble remembering. Even remembering the year when they
received the driver’s licence is sometimes problematic. Another question | ask is
the name of their physician and they cannot remember. The elderly sometimes
even cannot remember their personal identification number. If a doctor sends
an elderly client then he sometimes has trouble passing the determination test.
Another important aspect is when the clients have to write something about
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their families. They start to remember and if something really personal appears
then they take a long time to think about it and then write briefly. They do not
want to elaborate on the subject. And then | have to talk about it with them,
which is unpleasant.”

The results show that the interview is, as an individual exploration, very
important even in the field of traffic psychology. It is one of the methods for
deciding on the PAFTD result which is, for most of the clients, a very serious
issue. The overall psychological assessment of fitness to drive should be precise
and should not contain any mistakes which would lead to an incorrect evalua-
tion of the client. The non-standardised form of the interview poses a risk for
an inaccurate evaluation. The research results presented in this chapter show
how the PAFTD interview is performed in the Czech Republic. The differences in
individual answers are due to a non-uniformity of the interview management.
Concerning the form of the interview, the differences are interview duration
and in its differentiation. Regarding content, the principal issue is whether the
interview should contain an educational part. Concerning purpose, the question
is whether to always aim to obtain more information about the client or rather
to verify or disprove the information obtained from the test methods. And last
but not least, concerns the overlapping of the interview. The question is if the
respondents should identify the important topics and discuss these, or if they
should stick to self- general topics from which the psychologist can see if the
client has an opinion and is able to perform evaluation.

2.3 Topics for discussion and inconsistencies of the PAFTD interview

Beyond the abovementioned answers we discovered other topics and con-
siderations during our research interviews. These are presented below:

— TRUST AT THE EXPENSE OF DISTORTION? During a regular PAFTD, and
in particular during the final evaluation, there are usually only two par-
ties: the client and the traffic psychologist. An individual approach to
the client during an interview produces of personal and confidential
information. There is no database where a psychologist would be able
to check whether the client has already undergone a PAFTD. This may
lead to the building of confidence between the two parties but, on the
other hand, it may also lead to distorted and incorrect results.

Here are some examples of answers provided by respondents concerning
this issue: What significance do you attribute to the interview during the final
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evaluation of a client? It is very significant but it is also important to get an
agreement from your client and his opinion about himself. And it also someti-
mes happens that when there is an appeal, a second psychologist, not the one
who performed the PAFTD evaluation, is asked to deal with it. This psychologist
does not know what happened during the previous interview. He only asks for
the test results and makes a conclusion based on them. The question is how
to record the interview as the clients are cautious about their personal data.
It is likely that most clients would not give consent for recording the interview.
And there lies the question of conclusiveness.” Has it ever happen to you that
the client passed all the tests but failed the interview? ,Yes, it has. One driver
in particular that turned out to have paranoid schizophrenia. But mostly in my
experience if something shows up during the tests, it will also show up during
the interview.” What topics are problematic to discuss during the interview?
How do you handle such topics? ,The questions concerned with drug use or any
addiction. These are topics | need to improve on. | would like to know more about
these topics.” Do you mean what questions to ask? ,Exactly, | feel that I still have
to gain more experience in discussing these.” Another respondent says: , The
psychologist must ask questions in such a manner that the client will evaluate
himself without even noticing it. Of course the self-evaluation has to be rational.
If someone tells me that he, as a professional driver, has never committed any
offence, | know he is lying. We have to think philosophically, not like engineers.”

— IS THE NON-UNIFORMITY OF INTERVIEWS GOOD OR BAD? The PAFTD
interview does not have a standardised form and no source materials
regarding this issue are available. It appears that it is common not to ma-
ke a record of the PAFTD interview. When the respondents were asked
whether they deliver the assessment results already during the final
interview, we found that those who do so, do not record the interview
and, on the other hand, those who take time for evaluation and deliver
the results only after a few days do record the interview. Overall, it is
recommended to create a record because it allows comparison of the
results at a later stage and similar or different points can be identified
and used later.

One of the respondents said: ,It’s not all about the questions. It is essential
to create not only the methodology for psychologists but also the overall guide-
lines. The guidelines should explicitly describe what to do and how, including the
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initial interview. It would be useful to create a framework for the management
of the initial and final interview.”

As opposed to another opinion: ,Sometimes it is difficult to remain professio-
nal. This is sometimes a huge problem because the tension | see in some people,
mainly in those under a lot of pressure, is overwhelming. But we should work to
overcome this because if we remain professional then it should not be difficult
to deal with such an issue on a professional level. But yes, it will be harder than
usual because, as | already stated, sometime it is difficult to say to a client that
he essentially paid for a negative result.”

— WHAT IS THE CORRECT DURATION OF THE INTERVIEW? The research stu-
dy results showed marginal differences in both, the formal and content
aspects of the interview. The respondents did not agree, when examining
the formal aspects, on the correct duration of the interview. As Svoboda
(2013) says, the interviewer should not talk for more than 30% of the
interview. The rest of the time should be allocated to the client. This is
closely connected with the interview duration because one of its criteria
is how eloquent the client is. The issue of interview duration seems to be
a topic that should be elaborated and if possible, recommendations for
its duration be suggested. If the duration was more precisely specified
then the interview structure could be better prepared and this would
lead to more uniform results. The interview is, on the other hand, flexi-
ble on time and its form depends a lot on external factors, such as the
client’s personality, client’s tempo, client’s eloquence and the ability of
self-evaluation. These criteria are distinct and should a strict interview
time frame be established, then it might lead to a situation when the
client does not have enough time to say everything and so the intervie-
wer will lose valuable data, which he would not happen, if the interview
duration was longer. Most respondents agree that performing a really
useful interview during which all important information is revealed (e.g.
alcohol abuse) would be impossible when restricted on time but having
an ,unlimited time” would be time consuming.

“The interview duration also depends on the delivery of results. The results
should, in my opinion, always be communicated to the client orally and only
with a simple explanation. Because when you try to explain the results in de-
tail, they usually do not want to understand your reasoning or they try to find
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excuses from other areas (such as family etc.). It is necessary to carefully select
your words and bear in mind your own mental health. There is no set deadline
for the delivery of results. If you deal with the assessment of an individual you
can present it immediately. If, on the other hand, you deal with a group assess-
ment, the results can be presented, for example, in a week.”

— SHOULD THE EDUCATIONAL PART BE INCLUDED? Inclusion of the edu-
cational part also requires time. If the educational part is included, the
interview duration can increase by up to 60 minutes. This is in direct
contrast to the opinion of other traffic psychologists who say that the
interview duration should not exceed 30 minutes because the client’s
primary motive is to know the result. Also, when the educational part
is included, the clients may respond in a negative way in the sense that
they do not like being lectured. Those respondents who lecture the client
in some way during the interview gain more time for their contact with
the client which leads to obtaining additional information. The PAFTD
duration is therefore directly proportional to the interview duration and
every client perceives the ideal duration of the PAFTD differently.

To a question ,,Do you have something like an educational part for drivers
during your final interview?“ one respondent answered the following: ,Yes, I in-
clude that during the final interview when | present my feedback to the clients
and when | compare their results with the results of other drivers or the general
public, or when we discuss something else. It is mainly about the client’s beha-
viour standards. Sometimes we even try to talk about their behaviour, to what
extend they understand their strengths and weaknesses, how they are perceived
by people around them, to what extend did their driving behaviour influenced
the life of their families and its influence on their mothers, fathers, spouse and
children. So the greater part of this final interview deals with feedback and with
an endeavour to correct their behaviour if it is needed.”

Example of the educational content of another respondent: ,During the edu-
cational part we deal with topics such as: What is the safe distance, what are
the rest breaks and why to have them, why to use seatbelts, what is the mini-
mal safe distance when driving behind another vehicle, why to keep a constant
speed, what is the difference between using and not using the hands-free set,
should you use your phone at all and other topics that will have an impact on
the driving habits of the client and to which the client may not be used to. That
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means a flashing a green light, a red light and its countdown or other legisla-
tion changes.”

— DIFFERENTIATION OF THE CLIENTS? The choice of questions during the
interview depends on the purpose of the assessment, i.e. on the reason
why the client needs the PAFTD. If the client needs the PAFTD as a part
of their routine professional assessment, the interview is more concer-
ned with their driving history. If the client needs the PAFTD because
they have too many penalty points or due to the fact that their driver’s
licence was suspended, when driving under the influence of drugs then
the interview questions are concerned with the context and reasons that
can prevent such behaviour in the future. This supports the fact that the
traffic psychologists see the questions about alcohol and drugs as very
important.

Example: ,We focus our questions on a given profession when dealing with
clients who need the PAFTD for that purpose or, when dealing with professio-
nal drivers, we focus on questions dealing with their evaluation of their work,
satisfaction, working overtime and with their strength and weaknesses. When
dealing with clients whose driver’s licence was confiscated we include more
questions aimed at the reason why they committed the traffic offence(s), what
is their opinion on that (possible) criminal offence, how can they deal with it,
what do they think about their future, if they are able to admit their guilt and
how they perceive themselves as drivers.”

— SHOULD THE INTERVIEW BE STRUCTURED? The PAFTD interview does
not have a structured form. A huge downside of this is a low reliability of
client’s answers because the client can change the answers according to
their discretion and the psychologist does not have the means to find out
whether the answers are true or false. If the interview was structured,
the client would find it more difficult to distort the answers or avoid
the questions. Another downside of non-structure interview is the fact
that the answers are seen differently by various interviewers and it is
not possible to compare the results of two psychologists evaluating the
same client. But a rigorous interview structure can never cover all the
inter-individual variables of the client and thus a predetermined inter-
view structure can, in a sense, be detrimental. Also, it would be easier
for the client to get the questions and prepare the answers in advance
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should there be a predetermined interview structure. But even if the
clients would know the questions, it is up to the psychologist to correctly
understand and evaluate the client’s answers.

— GROUP OR INDIVIDUAL INTERVIEW? During a group assessment the initi-
al interview is performed with all the participants but the final interview
is always individual. The initial group interview has its pros and cons. One
of the advantages is the fact that if there is someone in the group who
has already completed a PAFTD, they can talk about their experience and
by doing so calms the other participants. But this situation can be also
counterproductive. Alternatively during the group interview a participant
could be noisy, chatty or extravagant which will affect the overall harm-
ony and peace of the interview that the traffic psychologist is trying to
establish.

According to one respondent, ,/ prefer individual assessment. And when
| invite drivers for a group assessment, which | do sometimes to save time, | in-
vite about three drivers. But what | usually do is that | explain the test methods
in a group and then, for the projective methods and for the interviews, | call
them individually to a different room which increases the overall time duration.
| know that it is not the best solution for those drivers so | do it only in certain
situations because | prefer when drivers come one by one. | cannot say which
method | use more. It really depends on various circumstances.”

Example of the interview, ,There are two interviews, initial and final. The
initial interview is at the beginning of the assessment. The client brings his
documents so | ask what that this is (first information). After that, | evaluate
if I have an insight into the issue or not. If the client wants to comment on this
issue, which they usually do, I listen to them and this adds to the information.
This initial interview is mainly focused on the expectations of the client and
on determining what the client is like. Then the psychologist can adjust the
prepared test methods according to the outcome of the initial interview. The
interview is flexible so it is better to do it individually. The initial interview for
a group assessment is different because it usually more informative (greeting,
topic introduction). There are two types of clients: 1) those who already have
experience with the PAFTD and who scare the others and 2) novices who are
here for the first time. So the initial interview is there to calm them and present
them with general information. When dealing with a group, their objective
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is also important. At the start, it is necessary to ask the clients if they are in
a good physical and mental condition. They should be (this is confirmed by
their signature). It is also important to mention what tools they can use (pen
etc.). This concerns the technical requirements of the whole PAFTD. But it is up
to the psychologist how to progress the initial interview. Even during a group
assessment it is important to ask if the clients know why they must undergo the
PAFTD. And if they do not know then it is important to explain it. Even the under-
standing of instructions (and who and how is asking) is an important indicator
for the psychologist that should be written down. Copying from others is also
a problematic issue. If a client tries to copy from others, | usually take him to
another room and ask him why he did so. And the answer is a very important
piece of information. If one client is disturbing others, the rest will usually calm
him down and if not then the psychologist will do so.”

— |IDEAL CONTENT OF THE INTERVIEW? There is very little agreement on
the content of the interview between respondents. The reasons for this
might the length of the traffic psychologist’s work experience as they will
use their own experience during the interview and without any structu-
red form of topics they adjust the interview style according to their style
and according to the individual situation or client. The biggest difference
can be seen questions that deal more deeply with personal history (e.g.
questions about family, occupation, lifestyle or driving history). It is not
usual to ask all of the clients these questions. The respondents usually
go with their gut feeling. But this poses a risk of subjective evaluation
and the omission of certain topics.

The duration and content of the interview is, according to one respondent,
,Very individual. It depends on the client and on their problems. It really varies.
The interview can be quite long when dealing with problematic drivers as op-
posed to non-problematic drivers. In such cases | require more than a standard
interview, which | use when dealing with professional drivers. | am not content
with answers like ,,| occasionally drink alcohol,” | dig deeper and ask ,What
do you mean by occasionally,” and | discuss the topic further. The content de-
pends on the reason why the driver needs the assessment, on their problems and
on their behaviour during the assessment. So, the final interview usually takes
quite a while. One of the reasons for a long interview is, for example, the fact
that elderly people who are obviously not eligible to drive a vehicle are sent to
me by doctors for assessment and when | discover that they cannot drive even
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with the help of various tools (e.g. glasses) then | am told by the doctors that
| have to give this news to that elderly person. They say that it is in the best
interest of their patient as they need to stay in contact with them, they provide
them with medical assistance and so they do not want to be the ones who take
away their driving licence. That is why the interview with elderly people takes
much longer. They need to understand why they are not eligible for a driving
licence. The interview resembles a random psychotherapy when | try to make
them understand and come to terms with this information.”

Another respondent stated: ,When | have doubts about the client | always
tent to be stricter because | think of my kids walking the streets and | do not
want to have regrets one day if something should happen to them. | have per-
formed an assessment of MrVéhal, | was less strict with him and it ended badly.
And that is why | do it the way | do.”

“When | touch on a topic that | feel is wrong, | always try to react accordingly,
| ask follow-up questions and | am sure that | do not always ask the same questi-
ons. | adapt to every situation and | follow my motivation to do an outstanding
job and to a have clear consciousness not only with regards to society but also
with regards to the driver. So | cannot really say whether my interview is 100%
correct but | try my best.»

— SHOULD THE QUESTION TOPICS BE DESIGNATED? Most of the respon-
dents said that they see the interview as an independent entity and they
never thought about it but they agree that it would be helpful to elabora-
te on this issue. The respondents are in favour of designating at the very
least a set of questions that would be similar for every traffic psycho-
logist and which would serve as a basis for the creation of other topics
according to the individual needs of every psychologist. They would also
welcome collective training on the issue of interview management. Even
though they all have some work experience they understand that no one
has given them any instructions on how to manage an interview and
even though they are confident that they manage their interviews well
they still felt a need for improvement. There was also a request to get
to know the recommended procedure on reporting negative results in
the field of intelligence directly to the client. A designed set of questions
topics would also be helpful when teaching younger colleges.
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Summary

— Gathering of information about the client and its importance as an ir-
replaceable source of information were identified as the main mutual

aspects of interview management.

— The formal aspects of the interview differ significantly among the respon-
dents. But a mutual aspect can be found — the differentiation between

the initial and final phase of the interview.

— The formal aspects of the interview differ in the number of participants
seen, i.e. if it is an individual or group interview. The group interview can
happen only during the initial phase of the PAFTD, the final interview is

always individual.

— Theinitial interview can be divided into informational and educational
parts. Some respondents include the educational part in the final phase;
some do not include it at all. The interview duration varies according to

the possible inclusion of the educational part.

— The formal aspects of the interview are, thanks to its non-standardised

form, very diverse.

— When dealing with the content aspects of the interview, the respondents
agree that it should include questions about past, present and future.
They also agreed on the content of the initial interview which should
include the greeting and reassurance of the clients. The content of the
final interview should include these goals: get to know the client even
better, verify data collected during test methods and prepare a conclu-

sion that will be presented to the client.

— The traffic psychologists regard the interview as the most important part
of the PAFTD without which the PAFTD would not make any sense. It is
thanks to the interview that they can verify if the client is eligible or not,
if the client does not show any suspicious behaviour and if the client has
concealed something. For some its main purpose is to educate the client

about his shortcomings and, as they say, open their eyes.

— One of the main topics of the interview is the medical history data and

the client’s need for the PAFTD.
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V / Anamnestic questionnaire of the PAFTD
(PSYCHOLOGICAL ASSESSMENT
OF FITNESS TO DRIVE)

Katefina B6hmova, Lenka Sramkova

Introduction

If we try to change a driver’s behaviour, we must first fully understand their
perception of the situation from behind the steering wheel, e.g. driving per-
ception, their own abilities, skills, self-reflection or self-image. There are certain
interpretation models of origin and change of behaviour, for example classical
or operant model of conditioning and other models of behaviour change. It is
essential to ask the question, why do people carry out actions which they are
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clearly aware of as being wrong? Answers to these types of questions are not
easy to find. A human being is a complex individual, influenced by many factors,
which are necessary to be deciphered in order to be able to make the desired
behaviour changes. The only possible way to decipher these factors during
a Psychological Assessment of Fitness to Drive is to complete an anamnestic
questionnaire (this is commonly referred to as a case history) (hereinafter AQ).

A Case history serves as a comparison to self-evaluation, in that; it is an ob-
jective information source, even though we will be unable to avoid intentional
misinterpretation. AQ within the PAFTD usually comprises the following parts:

e 1. Personal case history/Family case history

e 2. Medical case history

3. Addictological case history

e 4. Driver’s case history

5. Others (leisure time, experience with PAFTD and others)

The above will be described in more details in the following chapter. The
end of this article will be devoted to the results of the survey cited in chapter
4; respectively these findings are related to our detection of a case history.

1 Definition

Our behaviour on the road can be, in many cases deduced from everyday life
behaviour. Driver’s increased risk behaviour is directly linked to their life sty-
le, which is reflected in their driving behaviour. For example, drivers who are
more inclined to anti-social behaviour and aggression, drive more aggressively
than drivers showing empathy. This not only concerns current behaviour, but
also anti-social behaviour in childhood that can lead to risky driving behaviour
(Beirness et al., 1991; Machin & Sankey, 2007; Mgller & Gregersen, 2007; Vassall,
2007). For a better understanding of driver’s behaviour, we should thoroughly
examine a driver’s motivation and lifestyle. For this purpose filling in AQ during
PAFTD will contribute this comprehension.

1.1 Personal and family case history

A personal case history usually includes a series of questions related to basic
socio-demographic data e.g. age, gender, marital status, highest educational
attainment, social relationship etc. The aim is to find out about the clients’
basic information, which will help us to create a primal picture of their life,
standpoints or values. All of the questions the client is asked by the AQ should
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be formulated, so that the psychologist, who evaluates the data, clearly knows
why the question was asked and what conclusion it provides. For example, such
questions about the age and gender of the person, will not only inform us about
factual information, but it will also help to group the client into the age range of
frequent traffic accidents. Statistics produced by the Czech Ministry of Transport
shows that male drivers aged 25 are the age group most commonly involved
in traffic accident. It is necessary to verify other very important facts within
a PAFTD related to the elderly. Drivers aged over 65 are usually dependent on
a car for two reasons: driving a car is their main means of transportation owing
to which they can devote not only to their independence but also to entertain-
ment outside their home which therefore enriches their life. This is related to
the second reason, which is maintaining social relationships outside their home.
A car enables them to visit their acquaintances and thus also allows them to
maintain a certain social status. Therefore, it is essential with drivers 65 and
over to assess whether there would be a serious difficulty in their lifestyle and
its associated health state if they were ineligible to drive. (Lee, Steinman & Tan,
2011; Liddle, Gustafsson, Bartlett & McKenna, 2011). It is not only a person’s age
that affects safe driving; it is primarily linked to the length of the driving expe-
rience. According to Maycock (1991) in the first years of driving, risk behaviour
was caused by; 59% from driving experience, 31% from the driver’s age and
10% by other factors. Therefore it is important to question the length of driving
experience. Also the questions about marital status, family and children are
justifiable. Families with a higher number of family members, mainly children,
show lower risk behaviour rates than families with a lower number of family
members. The reason may not only be a feeling of increased responsibility but
also increased cost resulting in lower social status. People with lower social
status and financial income generally behave more safely and economically
than people with higher income and that of many profit-seeking reasons. Traffic
accidents cost money, therefore they try to avoid them (Cutter, 2009; Siagian,
Purhadi, Suhartono a Ritong, 2013). Questions about school results might seem
irrelevant; however, they can account for a client’s description of their behaviour
and a sense of responsibility point of view. Therefore the inclusion of a parti-
cular question is entirely the responsibility of the traffic psychologist and they
also serve as data for interview. Finally it should be noted that the AQ is often
presented as a questionnaire and the client is asked to confirm the accuracy
of the data by the psychologist. The declaration of accuracy is legally valid only
when the document is signed by client and contains their full name, date of
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birth and place of residence. Therefore these items are also included in the
introductory part of AQ.

1.2 Medical case history

A driver must demonstrate medical fitness in order to drive a motor vehic-
le. This fitness should be assessed by an attending physician according to the
Regulation of Ministry of Health Care No. 277/2004 Coll. , Determination of
medical fitness to drive a motor vehicle, medical fitness to drive a motor vehicle
with exception and a medical certificate stating the health reason, why it is not
possible for a driver to fasten their seatbelt (Regulation of medical fitness to
drive motor vehicle) as amended by act No. 253/2007 Coll. and No. 72/2011
Coll.“ However, this information is not given to psychologist directly. They can
request this data from the client but the client is not obliged to inform them.
Therefore is the question about the state of health included in the AQ presented
by many traffic psychologists? The questions about the use of medication are
included to help establish its possible effect on cognitive function, which is es-
sential for driving. Subsequently, there could be questions on physical or mental
iliness, physical disability, which might be incompatible with driving a motor
vehicle. For example as stated in the study by Kernbach-Wighton, Sprung and
Plschelb (2001) on hypoglycaemic shock that poses extreme danger to motor
vehicle driving. The hypoglycaemic shock can be triggered by e.g. physical or
psychical stress, improper lifestyle, post-alcoholic syndrome, liver disease, in-
somnia etc. Traffic psychologist can never be certain of the veracity of obtained
information unless the client is obliged to produce a medical fitness report.

1.3 Addictological case history

As mentioned above, traffic psychologists obtain their information only from
the AQ, due to the limited access to more objective data sources. Just as they
cannot request a driver’s medical report, they cannot force them to undergo
toxicological test. Drug addiction among drivers is on the increase. According to
the Czech Republic Police statistics for 2013, 4686 traffic accidents were caused
by drivers under the influence of alcohol (i.e. 6.1% of total), which recorded 52
fatalities (i.e. 8.97% of the total) and a further 2306 people were injured in
these accidents. And within positive drug results, apart from alcohol, statistics
revealed, 213 positive results, in which 10 people were killed and 102 injured.

Due to the growing number of traffic accident, caused while under the in-
fluence of alcohol or other addictive substance the police in the Czech Republic
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have tightened controls and equipped themselves with modern drug detection
devices. As part of the PAFTD it is also necessary to test for a presence of alcohol
or drugs, however, currently there are no devices available. We need to know
not only about drug usage in the past, but also the client needs to declare that
they are not currently under the influence of alcohol or other addictive sub-
stances during their assessment. The enquiry is done more for legal reasons,
as drugs have an effect on human cognitive function and should the client be
under their influence during the assessment, it would not be legally binding.
Within the AQ, there can be questions on whether or not the drivers use alco-
hol or other drugs and how frequently. The choice of answers, to the specific
questions, ,How much? And ,,How frequently?“ must be worded precisely, since
the meaning of the words ,,from time to time*“, ,,sometimes” and “occasionally”
can be assumed vague and every individual can perceive different quantities
and frequencies. The reasons for these questions are obvious; however, the
veracity of the questions could only be guaranteed, with support from manda-
tory documents on toxicological or liver tests. The question of coffee drinking
or cigarette smoking also occurs in this section. Based on the findings it would
seem these items also show a predisposition to addiction as confirmed by the
study of Seabrook House (2011).

1.4 Driver’s case history

A driver’s case history accounts for one of the main items of the AQ within
a Psychological Assessment of Fitness to Drive. A traffic psychologist determi-
nes the driver’s experience with driving, driver’s mileage, also any incidents
during their driving history, the number and types of traffic accidents and other
related incidents. This data provides the basis for the final individual interview
within the PAFTD between the psychologist and client. The Psychologist will
undertake an analysis of the information provided by the AQ and from this
conclude whether or not the data is accurate and consistent with the relevant
information. Beside objective data (driver’s mileage, number of traffic accidents,
repeat offences, and others), we intend to establish the client’s relationship
with driving. Is driving important to them, if so, why? Alver, Demirel and Mutlub
(2014) confirmed that drivers with limited experience or very young drivers
commit more driving errors, therefore become more likely to be the driver at
fault or party at fault when involved in accident than experienced/older drivers.
Differences between gender, risk perception behind the steering wheel and mo-
re frequent involvement of young/inexperienced drivers with traffic offences,
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such as; passing through a red light, driving under the influence of alcohol/
drugs, driving without seat belt and speeding were confirmed. A driver’s case
history within the AQ should therefore consist of questions that give an answer
to; the number of collisions or traffic accidents occurring over the lifetime of
experience of driving. Not only this, the traffic psychologist should also identify
the driver’s current activity. They question the driver’s mileage over the last six
months or year. Very low mileage may indicate possible client pathology, such
as a driving phobia, paranoia etc. In the case where the psychologist determines
a particular pathology, they usually recommend the support of a competent
colleague, therapy or training course, where the client can turn for assistance.

A research interview within the PAFTD (Chapter 4) showed one of the many
solutions given situation: It can be the case where, the client’s PAFTD results
are correct in theory; however they show signs of pathological personality. It
was concluded, that the client be informed of the problem and that a specialist
help was required. Then a clinical psychologist was called in to carry out the
necessary diagnosis within the boundaries of the PAFTD and from this the client
began with treatment. “

Other items included in the driver’s case history refer to an opinion poll.
Clients are asked to give their opinion on the characteristic of problematic/
dangerous driver that qualify as driving offences in their opinion. Some clients
were asked to give their opinion on a driver who jumped a red light at a vacant
crossroad.

Research on one of the respondent revealed: ,/ ask a question on what they
think about the penalty points system, and from this | can identify their level of
awareness. We can link the relationship to rules. Some are aware of it, others
disregard it. These clients are mostly those who consider the whole PAFTD as
a formality, they only came to comply with an order. “

These questions are worded in such way from which, it is possible to deduct
the client’s attitude towards offenses. The questions are deliberately asked in
the third person so the client does not have a feeling of interrogation but only
expresses their opinion. According to Mikulastik (2010), these questions are
of a factual nature, which serves to obtain information about an opinion poll
and consequently, a project respondent’s attitude, opinion, and feelings and
this represents their self-identity. Drivers, moreover, tend to put themselves in
a better light. Some of the questions are perceived as vague or unclear, which
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the drivers find difficult to answer, this presents the psychologist with the most
valuable and beneficial information.

,When a driver has reported alcohol use or a more serious offence, then | ask
as many as possible open questions in order to find out as much information
as I can. E.g.: Could you tell me anything about it? What have you gained from
this? How did you feel at that moment? Etc. Then | ask them about the present
time, such as: Where do you drive the most frequently? Do you also go abroad?
How did you solve the situation after having your driving license revoked? What
has changed in your life since then and how have you get on with it? How has
your family taken to the given situation? Has anything been changed presently?
Do you have a different opinion on revoking your driving license? ”

1.5 Other

Subjective attitudes to driving, leisure activities

As has already been indicated, a drivers’ practice reflects their attitudes;
opinion and feeling and these factors do not necessarily need to result from
driving itself. Mgller and Sigurdardéttir (2009) who dedicated in their study on
road safety came to the conclusion that there has been improvement within this
issue; however, significant numbers of inexperienced drivers are still involved
in traffic accident. Their study examined the differences in driving between
young inexperienced and experienced older drivers. Anxiety and anger engaged
in their leisure time was examined with regard to their driving style. Despite
the many differences, the relationship between leisure time and dangerous
behaviour behind the steering wheel was found to exist, especially with regard
to the issues of excitement and anger. There have been some interesting fin-
dings that suggest that older respondents, who showed a disparity with their
friends involved in similar leisure activities, were more likely to be associated
with problematic behaviour. As indicated by the results, early intervention in
dealing or helping with such drivers is necessary in order to eliminate dangerous
road activity and also in their life. Therefore it is appropriate to include this in
the AQ questions on leisure activities. The question is how is the traffic psy-
chologist able to deduce from the answers whether or not the leisure activity
is considered to be dangerous.

Experience with PAFTD

The client experiences many assessments as a part of the PAFTD. As alrea-
dy mentioned in Chapter 4 in the interview within the PAFTD, unfit client can
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undergo a PAFTD until they successfully pass the assessment (legislation is al-
lowing this). Such clients anticipate the questions and they know how to avoid
any possible problems with their answer. Since the AQ is not a standardised
method, every traffic psychologist has it formed differently; however the core
is the same. Clients, who have already completed the AQ several times, know
how to respond. Therefore the final interview that serves as feedback is crucial.
Psychologist runs through all the data received from the AQ and scrutinise it.

2 Research
Data is based on the research obtained from Interview Method within the PAFTD
(see Chapter 4).

In total, fifteen (15) traffic psychologists participated in the research. Thir-
teen (13) provided their own AQ, which they presented to their clients at the
beginning of the PAFTD to complete. These thirteen (13) AQ’s were subjected to
a cluster analysis (of) items. The key findings are summarised below:

The most frequent AQ topics of the thirteen (13) respondents within (inclu-
ded) in their PAFTD were:

e Personal case history

¢ Family case history

¢ Medical case history

¢ Addictological case history

e Driver’s case history

e QOther questions:
= Violations of the rules/law
 Leisure time
= Experience with PAFTD

Examples of the most frequent questions within PAFTD according to hea-
dings:

e First Name and Surname, Academic Degree

e Date and Place of Birth

e Permanent address

¢ Number of children and their age

e Educational Attainment (also incomplete):

e Category of your current driving license?
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Have you been involved in any traffic accident — including accidents with
private car —in which the damage or injury occurred or that was inves-
tigated by the police? YES NO

Have you committed any traffic offences during the last two years? YES
NO

Have you ever had any serious illness surgery, hospital treatment?
Have you ever been examined or treated:

= At an alcohol detoxification unit? When?

= At a psychiatric unit? When?

= At a neurological unit? When?

Do you have any current health problems? Are they being treated? — YES
NO

Do you take any medication? What type? How often?

Some respondents considered questions of personal character as funda-
mental others as irrelevant:

Reason of psychological treatment?

Did you serve as a driver during your military service? If so, what was
the type of vehicle?

What type of school did you graduate from or what are you currently
studying?

Can you state all your previous jobs?

Your current employer?

How long have you been in your current job position?

Have you completed any further education courses or training courses?
Are you a car or a motorcycle owner?

If you are a driver by profession, what is it you enjoy about your work?
What do you dislike about your job?

Were you raised by parents, relatives or in foster institution?

Do you find the marriage of your parents as rather harmonious, common
(ordinary) or rather quarrelsome?

In case one of your parents passed away or divorced, specify more details
and note what your age was at the time of divorce?

Have you been on long-term sick leave during the last two years?
Do you drink black coffee? How many cups per day on average?
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¢ Which life events have had an impact on your life and or else affect your
future life?

¢ What do you considered to be your greatest life success so far?

¢ In case where you are married (divorced, widowed) for the second or
three times, please specify further circumstances?

e What is your wife's job?

e If you are a driver by profession, please specify why did you decide to
do this job?

e What is your attitude and relation to a driving job?

¢ How many hours of overtime do you do per month?

e What is your idea of average monthly income?

e How do you cope with more demanding occupational load?

¢ If you have been working as a driver by profession for more than 5 years,
have you noticed any changes (even minor) in your person?

e |f you do any exercise, do you prefer individual to group activity?

e Have you ever been long-term or more seriously ill?

¢ Have you ever suffered from any injury, especially head-injury?

e Have you recently experienced any worries?

e Are you satisfied with your current family situation?

e What are your housing conditions?

¢ What is the name of your general practitioner?

¢ What do you say about drivers who go slowly in front of you, keep the
speed limit and where it is impossible to overtake them?

e What traffic offense do you consider as the most dangerous?

¢ What traffic offences do you consider as the least dangerous?

e What types of drivers do you dislike?

¢ What animal do you like the most?

¢ Drivers by profession versus suspended drivers (different questionnaire)

¢ Do you maintain your car in perfect condition at all times?

¢ Do you enjoy fast driving?

e What do you consider as the most important aspect for a driver to per-
form the job successfully? Please note, what you can affect?
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Conclusion

As a part of the PAFTD we should bear in mind that the assessment is highly
individualistic and therefore this issue is generally problematic. There is an in-
crease in the number of instances where a PAFTD is required; however, there
is a lack of qualitative description and recommended techniques of all the as-
sessment methods. This chapter focused particularly on the issue of the AQ.
Research revealed that all participating traffic psychologist make use of the
AQ; however in different ways. Despite the lack of a universal AQ formula, it is
still required and therefore it serves as a major base for interview within the
PAFTD. AQ's are very diverse; each traffic psychologist considers their questions
as essential. There is only concordance in a few of the questions. What do the
clients’ answers reveal about them? Why are the questions asked? Is it really
necessary to enquire about wife’s / husband’s job? Aren’t any of the questions
redundant? (Damaging client — a question of ethic) Isn’t it the diversity of the
AQ, that is the root cause of the different pieces of information received from
the clients and therefore, at the same time the cause of the divergent results
of the PAFTD for the same client. It is necessary to consider whether attention
should be targeted in this direction, not only towards diagnostic but also in the
qualitative direction, i.e. towards the interview and the AQ which, produce
neither any data for inspection or data output. Results of the assessment are
summarised into two output words — eligible/ineligible driver.
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VI / The specifics of the interview
with a somatic patient

(Specifics of clinically significant somatic, psychiatric and
neurological disorders when driving motor vehicles)

Radko Obereigner(

Introduction

A number of somatic diseases pose a barrier to driving MVs. Specific groups
form psychiatric and neurological disorders, especially those mentioned in the
relevant Acts and Regulations are seen as barriers to driving MVs. Primarily,
Regulation No. 72/2011 Coll. that modifies Regulation No. 277/2004 Coll. on
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determining a person’s health, this includes their; fitness to drive motor ve-
hicles, fitness to drive motor vehicles with a condition, and health certificate
requirements verifying the health reasons on why it is impossible to use a seat
belt on the motor vehicle seat (Regulation on health fitness to drive motor
vehicles) as specified by Regulation No. 253/2007 Coll. The following chapter is
committed to disorders, which the psychological assessment is already denoted
in the clinical area, as one of the indicators of the final diagnosis. In an overview
of disorders on a psychological level, we consider it important to observe and
during the anamnestic interview determine the most serious problems that an
individual has with the disease. Such disorders and diseases are chosen because
there exists a high mental disorder risk, or it is a basic symptom of the menti-
oned disease. There is a brief introduced on the clinical image, disease etiology
and its dominant mental symptoms. An orientational assessment is possible
on the basis of a clinical — possibly testing — approach, which, however, differs
in its applied methods from that of the method used by the TPA, and which is
carried out by a clinical psychologist. This problem is significantly extensive and
is far beyond the scope of this publication which is principally to help to follow
the most serious symptoms through, exploration, observation, interview, and
anamnestic data collection.

1 Visual disorders

First, it is important to describe the general category of visual disorders. Eye
examinations are carried out by an authorised physician. There are diseases,
visual disorders or states excluding or conditioning someone’s health and there-
fore their fitness to driving a MV as specified in Regulation No. 72/2011 Coll. as
amended. Visual acuity is important. A minimal visual acuity is defined even
when using corrective lenses and glasses. There is also a time element, in rela-
tion to; a loss of functional vision, horizontal and vertical visual field scope, and
the scope of changes in central visual field. During the anamnestic interview it
is recommended some attention is given to the driver’s approach to and the
use of corrective measures.

In the field of psychological diagnostics, vision is also examined in number
of cases. In these cases we talk about a visual perception examination. It is not
always possible to distinguish testing of only one of the systems that mediates
perception. Even visual functions need attention, especially when reading the
visual processing of letters, words and sentences that are accompanied by an
activation of areas of the brain that are responsible for speaking which decode
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the signs and make sense of what we see. It is essential for MV drivers to pre-
serve an ability to correctly decode signs (pictograms) with specific meaning.
The basic batteries of pictographs are recognised as traffic signs. The disorder
in this case is called asymbolia.

1.1 Agnosia

Problems with visual disorders are connected with agnosia. Agnosia is defi-
ned as a , disorder of objects, other external features or a person’s recognition
that cannot be associated with a sensory or speech disorder or with a global
cognitive dysfunction” (Ambler et al., 2004, p. 475). The disorder often affects
one’s sensory modality. So, agnosia is classified as a; visual, auditory, tactile,
olfactory disorder, and therefore can be defined as set of complex agnostic
syndromes (anosognosia, hemiasomatognosia, autotopagnosia, macro- and
microsomatognosia, and phantom limb syndrome). It is assumed that agnostic
syndromes are excluded during the somatic (neurological) examination. Many
testing methods for agnostic disorder diagnostics are used in clinical psychology.

Visual agnosia is also known as optic agnosia. A patient can see normally,
but the ability to recognise (identify and name) seen objects, colours, faces
and sight perceived actions is affected. The condition is an unimpaired func-
tion of visual system (optic, e.g. preserved scope and acuity of visual field) and
information transfer to primary visual cortex in the occipital lobe. A Patient is
unable to identify an object simply by looking at it. But they are able to identify
it after being given information about its fundamental qualities mediated by
other sense modality, e.g. is able to recognize a bell by the tinkling. Based on the
level of processing visual information, Lissauer (1890) distinguished two types
of visual agnosia, apperceptive and associative. Apperceptive visual agnosia
of objects is based on the inability to recognize objects because of unstable
shaping of their image or visual stimulus perception. The issue concerns the
inability to integrate individual visual stimulus constituents; where the process
of visual processing is disturbed. The disorder occurs most often with brain
stroke patients. Recognition of degraded objects can be used for diagnosis,
e.g. Gollin test of incomplete figures (Gollin, 1960), which is based on identifi-
cation of objects that are only partly displayed and differentiated on the level
of drawing degradation.

An overview of all agnostic disorders is presented in a following table (tab. 1)
(Obereigner(, 2013, p. 208).
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Agnostic syndromes description (Obereignert, 2013, p. 208)

Agnostic syndromes

Short description

optical (visual) agnosia

Loss or disorder of the ability to recognise objects, build-
ings, faces, colours and actions perceived by vision while
preserving optical perception

prosopagnosia

disorder of the ability to identify faces

acoustic (auditive)
agnosia

complex acoustical sounds recognition disorder while
preserving partial auditory perception

tactile (haptic) agnosia

inability to recognise objects by the sense of touch

olfactory agnosia

somatognosia

disorders of perception, cognition, identification, naming
and awareness of individual body parts, often accompa-
nied by space orientation disorder

Gerstmann syndrome

finger agnosia and right-left orientation disorder
(+ agraphia, acalculia)

neglect syndrome,
hemiasomatognosia

oblivious, neglecting of half of the body or space, often
accompanied by loss of half of the visual field and
hemiplegia

anosognosia

bodily scheme disorder, inability to realise own disease,
lacks the notion of healthy body function

autotopagnosia
(bilateral
asomatognosia)

inability to recognise own body parts, e.g. finger agnosia,
unlike hemiasomatognosia patients are aware of this
disorder

amusia

music sounds recognition disorder

phantom limb

deceptive perception of amputated limb or its part

simultaneous agnosia

preserved ability to recognize individual objects (dia-
grams, colours, letters, figures), however, inability to iden-
tify more complex units or graphically depicted actions.
Malfunction of simultaneous optical percept integration

Chart 1 The overview of agnostic disorders

In case of associative visual agnosia the connection between integrated
stimulus and its meaning is interrupted. The disorder is caused by interrup-
ted access to memory contents while the perception is unimpaired. The visual
stimuli integration into coherent structural object image is not disrupted. The
access to knowledge about the object, which is stored in semantic memory, is
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missing. The object is not identified and cannot be named correctly. Naming
errors often demonstrate a semantic connection with the target object, which,
does not visually correspond with the named object (e.g. a helicopter is iden-
tified as a plane).

There is often only a basic visual agnosia division used in practice. The cur-
rent approaches are based on a range of disorders, with a damaged process
of recognition of individual parts on one side of the continuum and holistic
recognition process damage at the opposite extreme (Farah, 1991).

There is a whole range of psycho-diagnostic test methods, for an overview,
see the relevant sources (Obereigner(, 2013). Among the methods available in
the Czech Republic, the Visual Object and Space Perception Battery (Warrington,
James, 1991) is recommended. The test battery is intended for space and object
perception ability examination. The examination is focused on individuals bet-
ween the ages of 20-84. It consists of eight subtests that assess which abilities
of the patients with right-sided brain damage are disrupted (img. 1). Warrington
assumed that objects and space perception are functionally independent do-
mains that can be dissociated by brain damaged patients and can be related to
different anatomic localities.

This assumption is based on four subtests concerning object perception:

1. Incomplete letters

2. Silhouettes

3. Object decision

4. Progressive silhouettes

Followed by a further four subtests, focusing on space perception:
5. Dot counting

6. Position discrimination

7. Number location

8. Cube analysis

The first listed is a subtest of visual shape detection, that helps to detect
sensory visual perception disruptions. Individual subtests were selected with
regard to their selectivity and sensitivity towards right hemisphere damage.
Moreover, they are constructed in such a way that encourages the simplest
possible answer so practical abilities (such as template copying or structural
abilities) are not required. Tasks are not limited by time.
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Img. 1 Example of individual tasks in Visual Object and Space Perception Battery (VOSP)
(Warrington, James, 1991)

2 Diabetes mellitus
This is a group of chronic diseases is manifested in saccharide metabolism dis-
order. There are two main types:

e Type |. diabetes (absolute lack of insulin)

o Type ll. diabetes (relative lack of insulin)

The disease is dangerous especially because of the emergence of hypo-
glycaemia. That is a state that can be manifested by gradatory symptoms, e.g.
decreased mental performance, asthenia, headaches, sense of hunger. What is
critical for the hypoglycaemic state is the loss of fine motor skills or convulsions
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that can possibly lead up to unconsciousness. The most threatening in the case
of diabetes is the state in which the patient is unable to manage on their own
and the support of another is needed. Another dangerous hypoglycaemic sta-
te is the one that happens without prior warning symptoms or the patient is
unaware of them. When the disease is treated and the hypoglycaemia does not
require intervention of a second person, then driving of MVs is usually allowed.
During a clinical interview it is possible to assess whether or not the patient is
aware of the risk on a general level as well as of the specifics of their disease.
It is assessed, whether the patient is aware of the symptoms, significant asset
to the interview is the good verbal description of symptom:s.

It is also important to assess, how a patient deals with the disease itself.
Significant restrictions can be introduced resulting from successive disease com-
plications. Among which we rank increased genesis of atherosclerotic plaques
caused by oxidative stress, which results in an increase in the risk of vessel
damage, cerebrovascular accident and diabetic retinopathy (i.e. damage to
vessels that sustain the eye retina), diabetic neuropathy (i.e. damage to the
function of all types of nerves). Diabetic neuropathy causes some damage to
the perception of pain in the lower limbs. Even a case of a light injury of the
lower extremity, which is not diagnosed and treated by the diabetic, can lead to
the development of gangrene and in the worst case scenario to lower extremity
amputation, also known as diabetic foot syndrome. Cognitive deficit does not
appear until the later stages of diabetes complications. Most often the deficits
are the same as the vascular deficits of the cognitive functions. Basic treatment
include; strict adherence to specific nutritional measures and regular blood
glucose checks. Non-compliance with diet, lack of knowledge of the basic me-
chanisms of disease mechanisms represents important risk factors for driving
MVs. Medical check for the driving MVs by patients with diabetes is set by the
law to every three years.

3 Epilepsy

Epilepsy belongs among diseases, disorders or states of the nervous system,
which influence decisions on whether an applicant or the driver can be assumed
medically fit to drive a MV. This is based on a professional examination. Epilepsy
is a paroxysmal activity caused by repeated abnormal, excessive discharges of
cerebral cortex nerve cells. Between 0.5-1% of the population suffer from epi-
lepsy with frequent seizures. Around 5-10% of the population suffers from an
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isolated epileptic seizure without further manifestation of the disease. Isolated
epileptic seizure should not be considered on its own as a nosologic unit.

There are more factors that take part in the development of epileptic sei-
zure. A cluster of pathological neurons in the cerebral cortex that produce syn-
chronous abnormal discharge is considered to be an epileptic focus. The second
factor is the brain readiness to a seizure that is highly individual, but can be
greatly enhanced by fatigue, mental stress, lack of sleep, hormonal disorders
and other. The third factor is the epileptogenic stimuli. These are the provoca-
tive moments triggering some seizures. Among the provocative moments are
alcohol, stroboscopic light, and hyperventilation.

The most common types of epilepsy are; idiopathic (primary), this is inhe-
rited with genetic predisposition without structural or metabolic abnormality,
symptomatic (secondary), in this case the cause is known, usually it is the
structural lesions (tumours, encephalitis, traumata), metabolic or toxic causes
(alcoholism, brain damage by liver-or kidney failure), and so called cryptogenic
epilepsy, by which an organic base is assumed, however, the structural abnor-
mality is hard to discover by current imaging.

A clinical image of epilepsy is highly variable, the main symptoms are:

e consciousness disorders —a quantitative or qualitative

e motor —cramps, decrease or loss of muscle tone, automatisms or temporary
paralysis

e somatosensory — paraesthesia, olfactory, auditory or visual sensation of
a different kind

¢ vegetative — changes in pupil reaction, skin discolouration particularly in the
face, nausea, vomiting, sweating, headaches, dizziness

e mental —a variety of subjective experiences usually associated with qualita-
tive consciousness disorder, the state before the seizure is also referred
to as the so-called aura

Seizures have their own specific characteristics. If they stereotypically origi-
nate in the cortex of one cerebral hemisphere, they are known as partial (focal).
In case of partial seizures their location within the cortex of the brain lobes plays
a role in their characteristic. Frontal lobe seizures are mostly manifested by
spasms of the limbs on the contralateral side of the body. The localization in the
precentral gyrus is frequent, where there is the largest cortical presentation of
the face and upper limb. Spasms of face and upper limb are the most common.
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Seizure characteristics:

1. Partial (focal) seizures have a stereotypical origin in the cortical areas
of one of the hemispheres. A partial simply seizure is such a seizure that
does not involve a loss of consciousness. A partial complex seizure invol-
ves a loss of consciousness. The seizures can be clinically differentiated
by the localisation of their focus in the cortex of the brain lobes.

In Chart 2 there is a brief overview of possible clinical seizure manifestations

depending on the focus localisation:

Selected clinical manifestation of epileptic seizure depending on the focus lo-
calisation

Cerebral lobe Possible clinical manifestations

Frontal lobe Limb spasms contralaterally to the focus; tonic spasms with a lon-
ger tension; clonic spasms with regular twitch in affected body
part, tonic-clonic spasms are the combination of the two. Most
often the spasm of face and upper limb. Consciousness preserved.
Possible after-seizure paresis lasting for several hours.

Temporal lobe | Partial seizures with a complex symptomatology. Consciousness
disorders are always present. Subsequent amnesia .The beginning
of a seizure is often accompanied by so called aura of olfactory
perception (often unpleasant), illusions, states of depersonaliza-
tion and derealisation, potentially by vegetative manifestations
(abdominal pains and chest pains). During the seizure the patient
is confused, they does not react, automatisms appear — simple

or complex activities (repeated putting on and taking off clothes,
aimless wandering).

Parietal lobe Sensitive symptoms prevail, feelings of tingling and formication in
a certain contralateral body part. Consciousness is fully preserved.

Occipital lobe | Visual phenomena are common, simple (flashes and sparks) up to
complex (visual hallucinations), possibly also failures of vision or
temporary blindness.

Chart 2: Epilepsy

2. Primarily generalized seizures are two-sided from the start and sud-
den consciousness impairment occurs. This group includes; a genera-
lised tonic-clonic seizure (grand mal), which is manifested by a loss of
consciousness, falling to the ground, spasms of the whole body, and
breathlessness. Seizure usually last for 1-3 minutes. The Patient regains
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consciousness after 10-15 minutes and is amnestic about the seizure.
Among other primarily generalises seizures belong absence (small seizu-
res, petit mal — states of fixed look, paused action), myoclonic seizures
(fast muscle one-sided or double-sided twitches, without a loss of con-
sciousness), tonic and clonic seizures, atonic seizures (sudden falls).

The neurological diagnosis is based on EEG examination. However, its disa-
dvantage is low sensitivity. Examination by imaging methods (CT, MRI) helps to
reveal potential structural causes of epilepsy.

The clinical interview must include a detailed case history, though the ob-
jective description is the most reliable. In case of increased motivation to gain/
regain a driving license there is a higher risk of patient giving inaccurate informa-
tion. Only patients that remain conscious are able to describe the nature of the
seizures. In case of seizures with loss of consciousness the objective case history
is essential. The focus lies on the description of the paroxysmal state. A signi-
ficant factor for lying is a professional motivation to regain a driving license.

4 Organic mental disorders

This is a heterogeneous group of disorders that belong to ICD-10. This category
works with a dementia syndrome within different groups of diseases, including
neurodegenerative diseases, which fit within the name dementia. For clarity, the
most common neurodegenerative diseases are stated separately with regard to
the specifics of their cognitive, behavioural and functional disorders.
Dementia is a rather extensive syndrome comprised of deficits involving
disruption and progressive deterioration of cognitive and symbolic functions.
Often it is the global loss of cognitive abilities. Within this disease classification,
the primary feature is memory impairment and at least one of the following
cognitive disorders:
¢ aphasia (loss of speech symbolic functions related to the understanding
and expression of ideas by words)
e apraxia (inability to carry out motor activities despite intact motor func-
tions)
e agnosia (inability to recognize or identify things despite intact sensory
functions)
o disruption of executive functions (e.g. the planning, organising, maintain-
ing and shifting of mental adjustment)
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Etiology is caused by an illness, injury, or other brain damage. Dementia
may first occur following the formation of cognitive function, after the peak
of synaptogenesis, i.e. the earliest from the second year of life. The decrease
in cognitive functions has to be significant from (compared to) the premorbid
capacity. What can be considered as a significant decrease? This is a change
that can be qualitatively expressed as a reduction of 1.5 standard deviations in
most psycho-diagnostic test methods. A differential diagnosis is necessary to
exclude depression or delirium. Dementia can be divided into:

e primary degenerative (atrophic-degenerative) dementia

e ischemic vascular dementia (dementia occurring as a result of vascular

brain damage)

e other symptomatic (secondary) dementias. These dementias are mani-

festations of brain functions damages. They are caused by other diseases
(e.g. infectious), brain injuries and alcoholism.

The Clinical psychological diagnosis of dementia is always based on three
pillars, namely cognitive disorders, behavioural and psychological symptoms of
dementia, and disorders of activities of daily living.

Regulation 277/2004 Coll. as amended, regulates the disorders excluding
the competence to drive MVs and defines them as diseases or conditions that
cause such health problems or deviations which are dangerous to traffic on the
road, especially organic mental disorders manifested by dementia (Alzheimer’s
disease, vascular dementia, dementia in diseases classified elsewhere, unspe-
cified dementia)®.

A number of current medical investigative procedures are required for
the determination of the type of dementia, alongside a number of other so-
matic and laboratory examinations, such as performing laboratory screening
(blood count, blood glucose, liver function tests, thyroid hormones, and other).
Structural changes of CNS imaging (CT or MRI) can be viewed as a good way

4 The stated point of Regulation 277/2004 Coll. as amended further includes an organic
amnestic syndrome, organically conditioned personality disorders and behaviou-
ral disorders, nonspecific organic or symptomatic mental disorders, schizophren-
ia, schizotypal disorders, acute and transient psychotic disorders, schizoaffective
disorders, a permanent mental disorder with delusions, induced delusional disorder,
other nonorganic psychotic disorders in the acute stage, with the re-emergence of
symptoms of this disease and their persistence, mental retardation and pervasive
developmental disorders.
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to provide information on the typical loss of certain parts of the cortex and to
exclude other causes of dementia. When neuroinfection is suspected a cereb-
rospinal fluid examination (lumbar puncture) is carried out.

When a significant decrease in cognitive function is suspected it is possible
to use some screening methods for the PAFTD. Clinical dementia rating belongs
among the so-called ,Gold standard” (CDR, Clinical Dementia Rating, Morris,
1993). It is a specialised form of assessment through a clinical interview, which
is not only carried out with the patient but also with their carer or a loved one
who can objectively assess any changes in the patient’s cognition and behaviour.
The patient is evaluated by the level of disability in six different domains (me-
mory, orientation, judgment and problem solving, community affairs, home and
hobbies, personal care). It is a standardised interview, with a time demand on
administration ranging from 40 to 50 minutes. The rating is based on four cate-
gorical scores (0 points = absent disorder, 0.5 points = disorder questionable, 1
point = mild disorder, 2 points = moderate disorder, 3 points = severe disorder).

Addenbrooke cognitive examination is probably more accessible (ACE-R
Mioshi et al., 2006, Raisova et al., 2011, Bartos et al., 2011). It is a screening
tool that assesses five different areas (orientation and attention, memory, verbal
fluency, language, visual spatial skills). The result is a score, from which a profile
of cognitive function can be formed. In the Czech standardised version, orienta-
tion and attention are summarized under one subscore. The test also includes
assessment of mental state (MMSE, mini-mental state examination, Folstein et
al., 1975), which includes 30 points in the overall maximum of 100 score. A Clock
Test is also included (Clock Test, Hendriksen et al., 1993), as an orientation me-
thod for revealing strong disturbances of visual, spatial and executive functions.
Total score reach a maximum of 100 points; if the score is lower than 88 points
the sensitivity for dementia is 94% and specificity 89%. By dividing the results
of the subtests, which are difficult for patients with frontotemporal dementia
(verbal fluency and language) and subtests, which are typically difficult for pa-
tients with Alzheimer’s disease, an approximate index (VLOM) distinguishing
between these two groups of dementia can be calculated. A ,frontotemporal
,dementia is probable when the value of the score is less than 2.2. If the score
is higher than 3.2, it is more likely to be Alzheimer’s dementia.

The Index has some practical limitations. It is insufficient for discrimination
in the area of frontotemporal lobar degeneration. The advantages of the test
are that it significantly expands the possibilities of MMSE. It is designed to be
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more sensitive to amnestic syndrome, isolated frontal and linguistic deficits.
ACE-R has many similarities with Quantitative Mental Status Examination (QMSE
—Mental Status Examination Quantitative, Mahler et al, 1989), which has never
significantly popular.

ACE-R assessed areas include:

e Orientation and attention: 10 points orientation, items from the MMSE,
3 points for remembering, 5 points attention and arithmetic.

e Episodic and semantic memory: a total of 35 points; includes recollec-
tion of three words after distraction, determination of an address from
seven pieces information within three attempts, recollection of seven
elements of the address after five minutes, listing four generally known
facts, which incorporates retrograde memory.

e Verbal fluency: naming of words, i.e. phonemic verbal fluency, naming
of words from a category-animals, i.e. semantic verbal fluency.

e Language: A total of 28 points, naming 12 drawings, understanding three
simple instructions (two spoken, one written), two complex tasks, a three-
stage command, repetition of words and phrases, reading, writing

¢ Vision-spatial abilities: tracing of overlapping pentagons and a cube,
drawing a clock with a time of 5 hours 10 minutes.

The time needed for administration is 15-20 minutes. A cut-off score of
88 points was chosen because it is a value that is two standard deviations from
the control group. The test reveals that 98% of patients with very mild symptoms
of dementia (in comparison with the clinical assessment of dementia CDR =1) and
100% of patients with moderate and severe dementia. When the selected cut-off
score is 83 points, the results are even more compelling, sensitivity 82% and spe-
cificity of 96%. The Czech Republic conversion is standardised to our population.

Certain limits for the assessment of cognitive performance represent mild
cognitive impairment (MCI). This syndrome is characterized by impairment of
at least one component of cognition, however, with these patients the normal
activities of daily living (ADL) are unaffected — so this is not dementia. The pre-
valence of MCl is found in 3-19% in the population over 65 years (Gauthier et
al., 2006). MCl criteria involve the following (Petersen, 1999):

e Subjective complaint about memory

e Results of memory tests outside the norm for age and education

e The overall cognitive performance within the norm
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¢ Normal activities of daily living (ADL)
¢ Clinical without signs of dementia

Mild cognitive impairment is sometimes considered to be the borderline
between normal aging and dementia. However, there is not inevitably given that
each patient with MCl had over time reach stage of dementia. The agreed per-
centage of realizing dementia (Alzheimer’s type) is 80% within six years from the
establishment of MCI (Kral et al., 2013). Neuropsychological diagnostics play an
important role during the assessment. Focus of investigative algorithms should
take into account the cardinal symptom, i.e. memory impairment. Methods of
neuropsychological tests for individual cognitive domains are:

e Executive functions — Stroop test, Wisconsin Card Sorting Test, Test Tower

of Hanoi, Path Test (Part B)

o Attention — Path test, d2, use of instrumental methods in TPA

¢ Memory — Wechsler Memory Scale (WMS-IIl, WMS-Illa), learning me-

mory test

¢ Intelligence — Wechsler Adult Intelligence Scale (WAIS-IIl), short general

intelligence test (KAI)

e Speech —verbal fluency tests, Boston naming test

COR=1
Mild Dementia
or
18 < MMSE < 23

CDR not
available

11= MMSE =
17

CDR=2
or3
MMSE < 10

Functional
Deterioration

Specialized
Traffic Psychological
Examination

Periodic
Check up

Driving
Ban

Img. 2 The limits of performance assessment — the use of ,Gold Standard” methods for
assessing dementia (CDR, ACE-R), the recommendations of the Swedish Association of
Road Transport, Lundberg, C., Johannson, K., Rizzo, M., et al. (1997). Dementia in driving:
An attempt at consensus. Alzheim Dis Assoc Disord 11:28-37.
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Similarly specialized batteries for assessing dementia can be used, for ex-
ample the Global Scale Deterioration (GDS Global Scale Deterioration, Reisberg,
1982). This method first mentioned the term MCI. The result of the assessment
is a seven-point scale:

1. Subjectively and objectively normal

2. Subjective complaints of mild memory loss

3. Isolated deficits (recollection of names and words, spatial problems,

difficulties with new-memory) Mild Cognitive Impairment (MCl) —in
reaching this point it is necessary to assess the capabilities to drive MVs

4. Obvious deficits (memory impairment, attention deficit disorder, diffi-

culties in everyday life), early dementia — if obvious deficits are present,
then MV driving ban is required.

5. Moderate dementia — difficulties to work without the help (disorienta-

tion in time and space)
Moderately severe dementia — needed help with daily activities and
self-care

7. Severe dementia — loss of speech abilities, volitional motor skills, and

walking

The issues of dementia within the PAFTD can be summarised in such a way,
where only a proportion of moderate stage of dementia patients are able to
drive safely. Mild cognitive impairment and dementia are considered to be the
turning point. If already a routine clinical assessment or basic PAFTD interview
could suggest a deficit in some area of cognition, then it is appropriate to use
at least one screening test. The detailed, standardised and continuously up-
dated diagnostic criteria for dementia are issued by the American Psychiatric
Association and the National Institute of Neurological and Communicative
Disorders and Stroke (CMP) and the Alzheimer’s Disease and Related Disorders
Association (NINCDS/ADRDA; McKhann et al., 1994)

5 Neurodegenerative diseases

Neurodegenerative diseases seemingly form a heterogeneous group. They inclu-
de specific diseases, which despite their clinical differences have some common
characteristics, such as pathogenetic factors (apoptosis of neurons, formation
of abnormal pathological protein aggregates, production of mitochondrial free
oxygen radicals, genome impairment, etc.), which can ultimately damage brain
tissue.
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5.1 Alzheimer’s disease

Alzheimer’s disease is an atrophic-degenerative brain disease, accompany-
ing sign of which is the gradual development of dementia. It represents about
60% of all dementias. Brain tissue is characterized by histological alterations
(plaques, neurofibrillary clusters, neuronal loss). Temporal lobes and the medial
temporal structures of the limbic system are usually the most affected. (Braak
et al., 1991). At the start of the disease the volume of hippocampus is reduced.
The disease is long and progressive; the average duration is 8-10 years. In some
clinical assessment, complications such as behavioural disorders and moods
(depression, irritability, sleep disturbances) should be closely observed. In the
clinical assessment; memory impairment, disruption of symbolic functions, psy-
chomotor speed changes or behavioural changes should provide an adequate
warning sign for an urgent assessment of the ability to drive MVs. These facts
are important because patients lose insight into their own problems.

5.2 Parkinson’s disease

Parkinson’s disease is a chronic progressive disease of the nervous system,
typically manifesting by movement disorders so called hypokinetic rigid extra-
pyramidal syndrome. This impairment results from a degenerative decline of
neurons of substantia nigra, leading to a failure of the nigrostriatal dopaminer-
gic transmission (Ambler et al., 2004). The etiology of the disease is not well
known. It is a complex, multifactorial syndrome of unknown etiology, when
environmental and genetic factors interact in yet unknown manner (Kollarova
et al., 2007).

Back in 1817, James Parkinson defined Parkinsonism as a complex of sym-
ptoms with various combinations of six cardinal symptoms: resting tremor, ri-
gidity, bradykinesia-hypokinesia, flexed body posture, postural instability and
freezing phenomenon. Clinical manifestations are obvious only after the loss of
more than 60% of dopaminergic neurons. Idiopathic Parkinson’s disease is the
most common cause of Parkinsonism. After Alzheimer’s, dementia it is the se-
cond most common neurodegenerative disease (Fahn et al., 2010). Besides the
cardinal motor symptoms of the disease the clinical image is also characterized
by a number of so called non-motor manifestations. These include personality
changes, emotional disorders, executive function disorders, sleep disorders,
autonomic dysfunction, fatigue and sensory symptoms. Non-motor symptoms
such as impaired smell, abnormal behaviour during REM sleep, depression
and sensory symptoms (paresthesia, pain) often precede motor symptoms by
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several years (Bednarik et al., 2010; Fahn et al., 2010). Neuropsychiatric disor-
ders generally include impaired attention and impaired visual-spatial abilities.
Personality changes include loss of spontaneity, dependence on others, inde-
cision and passivity.

So called executive memory dysfunction associated with prefrontal dysfunc-
tion occurs here. Patients have difficulties with switching attention and main-
taining mental adjustment, as well as with response initiation when planning
strategies. Adapting to the new situation is also impaired, when driving MVs pa-
tients are, to compensate for the motor deficit, able to handle just well-known
traffic situation, in the new situation they are unable to adequately adapt and
orientate. Overall they are cognitively slow, and in general their productivity is
decreased. Patients with a predominance of bradykinesia and rigidity, exhibit
significant more cognitive deficit than the patients with tremor dominant forms
of the disease, where it is generally milder, or absent.

One possible orientation sign for the clinical assessment of a patient in the
preclinical or early stage of Parkinson’s disease is verbal fluency — spontaneous
as well as categorical and phonemic reduced performance is a risk indicator for
the development of dementia in later stages of the disease. The decline in verbal
fluency performance is directly related to the level of dopamine (Lezak et al.,
2004). Disorders of verbal fluency are considered to be one of the indicators of
executive dysfunction, which can be monitored by commonly available psycho-
diagnostic methods (Wisconsin Card Sorting Test, the lowa game test, Stroop
test, Tower of Hanoi Test etc.). Research provides a detailed view of the struc-
ture and the severity of disruption of executive functions (Obereignert, 2012).

The deepening cognitive deficit carries an increased risk of psychotic symp-
toms and delirium, frequent occurrence of psychotic phenomena is associated
with dopaminergic pharmacotherapy. Psychotic symptoms often have paranoid
colouring, are accompanied by feelings of distress, stalking, robbing others, the
presence of other people in the vicinity to the patient but outside his/her field of
vision. These can be only temporary in nature. Many patients show depressive
symptomatology, which is present in 40-60% of patients (Cummings, 1992).

5.3 Vascular Dementia

Within the group of vascular dementias are arranged disorders that meet
the general criteria for dementia and are caused by vascular brain damage
(disease of large and small arteries, multi-infarct etiology). Vascular dementia
represents 15-20% of all dementias (Kral et al., 2013). It usually starts with
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a vascular brain stroke. Cognitive (symbolic and executive) functions connected
with a damage localisation are disrupted. The process is often sudden; one of
the features seen in the measures of performance-related psycho-diagnostic
methods is a considerable variation in performance. Cognitive deficits include;
disorders of the memory function, slow recollection and the specific issue re-
presented by aphasia. For a detailed overview refer to the relevant literature
(Obereignerd, 2013). Clinical image also includes emotional instability (frequent
incontinence of emotions) and the development of depression (25-79%). In the
case of vascular dementia ability of self-assessment is maintained relatively
long.

5.4 Multiple sclerosis

It is a chronic autoimmune disease of the CNS, and a combination of in-
flammatory and neurodegenerative processes. Kral et al. (2013) report that
cerobrospinal multiple sclerosis is, after trauma, the leading cause of disable-
ment in young patients. The essence of the disease is the creation of multiple
inflammatory demyelinating focuses in a typical localisation of brain and spinal
cord. Gradually, however, it leads to axonal loss and to neurodegeneration,
which dominates in more advanced stages of the disease, which causes an
increase of the neurological deficit, and as already mentioned, disablement
in patients.

The disease is characterized by a changing neurological deficit, and depends
on the form of the disease occurring at the time of attacks and remissions. One
of the most common early symptoms of the disease is optic neuritis (retrobulbar
neuritis). It manifests itself by sub-acute development of vision acuity impair-
ment, or even colour perception impairment, accompanied by retrobulbar pain.
Another possible eye symptom is double vision (Kral et al., 2013). Visual agnosia
was described in the introduction to the chapter. In patients with the cerobro-
spinal multiple sclerosis the visual impairments appear only in 65% of cases. The
disease implies a varied image of cognitive and behavioural disorders, which
occur in 40-60% of cases. The primary symptoms include depression (25%) and
bipolar affective disorder, frequent mood swings, irritability, moodiness, but also
the possible occurrence of euphoria (Galeazzi, 2005). Panic disorder occurs in
10%, obsessive-compulsive disorder in 8.6% and generalised anxiety disorder
in 18.6% of cases. Depression and anxiety are associated with disease activity
(SA, 2008). The basic neurological symptoms are motor disorders (80-90%).
Multiple sclerosis itself is not mentioned in the Regulation, however, it comes
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under Annex 3, Article VI., Para. 2 of Regulation 277/ 2004 as amended, which
places it under neurological disorders associated with diseases or surgical inter-
vention affecting the central or peripheral nervous system and cause mental,
sensory or motor disorders and affect balance and coordination.

6 Schizophrenia

Schizophrenia is a serious mental illness that can affect patient’s cognitive
function, in terms of cognitive deficits. Attention, memory, executive func-
tions, intelligence and speech tend to be especially affected. Most often are at
risk patients with long-term adverse response to a treatment or chronically ill
patients. Several authors studied the role of cognitive deficits in schizophrenia
(Neuchterlein et al, 2010; Crow, 2010; Keefe et al., 2006; Fuller et al., 2002;
Saykin et al., 1994). Cognitive impairment in schizophrenic patients differs in
form, severity and course of the disease. Adaptation ability of the patients
throughout their lives also plays its role. Most significant deficits are found in
patients with long-term adverse response to treatment and chronic course of
disease. There is no specific profile of cognitive deficits. The range of deficits,
which meets criteria for dementia, varies from isolated to the global damage.
The assessment of cognitive deficits is based on the performance of patients in
the relevant neuropsychological tests. Distortions, which are in direct relation
to or are caused by psychotic symptoms or psychopharmacological medication,
are removed from the definition of the cognitive deficits. Changes in cognitive
function in schizophrenic patients are formed already within the premorbid
development.

Cognitive disorders can be expressed qualitatively (according to specific phe-
nomena occurring within the used test) and quantitatively, where the results
are compared with the statistical norm. Usually minor damage corresponds
with performances around -0.5 standard deviations (SD); moderate damage
corresponds to the range of -0.5 to -1.5 SD and severe damage to more than -1.5
SD (Harvey et al., 2009). Patients with schizophrenia exhibit in neurocognitive
tests a decrease of 1.5 — 2 standard deviations compared with healthy results
(Keefe, 2008). The seriousness of this distortion is highest in the domains of
memory, attention, working memory, problem solving, processing speed, and
social cognition (Nuechterlein et al., 2004). Unfortunately, even though there
are links to cognitive distortions in the diagnostic handbooks DSM-IV-TR and
ICD -10, none of the diagnostic criteria or subtypes of schizophrenia include
a request for testing for cognitive dysfunction.
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Deficits observed by Bleuler, in attention and information processing were
attributed to the reduced ability of filtering out irrelevant stimuli. The original
theory was later extended and completed according to the fact the patients
with schizophrenia are not able to exclude irrelevant stimuli from sensory or-
gans, which causes their suffering (McGhie et al., 1961). Oversaturation with
information from the sensory organs leads to the overall fragmentation of co-
gnitive processes and subsequently to disturbances of thinking. The basis for
attention deficits and information processing is the violation of frontal lobes
circuits (cortico striatal-palidothalamic, the dorsolateral prefrontal circuit, lateral
orbitofrontal, mediofrontal) (Miller et al., 2007). However, it does not matter
where the circuit distortion occurs. In patients the same deficits are observe
(Cummings et al., 1992).

Mahurin et al. (1998) studied the relationship between executive abilities
and types of schizophrenia. The study was based on Liddl’s factor-analytical pro-
cessing of BPRS, which divides patients with schizophrenia into three groups by
way of the predominance of symptoms (with a predominance of psychomotor
decline, i.e. patients pulled back — slowed, disorganization syndrome, i.e. with
conceptual disorganization syndrome and syndrome of distortion of reality i.e.
patients with significant disruptions of reality). Patients with a predominance
of psychomotor decline had the weakest performance across all the applicable
tests of executive functions. Other executive deficits include disruption of ab-
straction and of problem-solving skills (Palmer et al., In Grant et al., 2009).

Schizophrenia, alongside other diseases of nosological field, is stated in
a Regulation 277/2004 Coll., as amended, ranked in Annex 3, Article VII, i.e.
mental disorders that affect safety on the road and where the applicant or the
driver can be recognised as medically fit to drive a motor vehicle only on the
basis of the conclusion of a professional examination. Apart from schizophrenia
there are the following disorders in the field: schizotypal disorder, acute and
temporary psychotic disorders, schizoaffective disorders, permanent mental
disorder with delusions, induced delusional disorder or other nonorganic psy-
chotic disorders, as stated in the case history.
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VIl / Ethical and legal issues of the PAFTD

Michal Walter, Lenka Sramkova

Introduction

Similar to the other parts of the Psychological Assessment of Fitness to
Drive; the interview, observation and anamnesis are all concerned with preser-
ving basic ethical principles. As discussed in the previous chapters, the interview
serves as a diagnostic tool on which to test, the traffic psychologist’s judgment.
However, when compared with other diagnostic (test) methods, the interview
not only provides a number of advantages but also many limitations. Among
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other points to bear in mind, is the material value of the conclusions, arising
from the interview.

It will be necessary to keep a record of interview, in order to support the
information value of the exploration —either audio or video recording or at the
very least in writing. If a recording is made during the assessment, it will be
necessary to consider the ethical and also legal consequences of such action.

The next chapter will outline a general ethical framework for conducting an
interview within the framework of the psychological assessment of fitness to
drive with emphasis on making a recording and the protection of personal data.
Furthermore, there will be a need to describe some practical experience and
offer recommendations, and finally, the wording of a written informed consent
with a recording of the interview.

1 Ethical principles

A psychological assessment of fitness to drive serves as tool for assessing the
psychic fitness of a particular driver to driver a motor vehicle of relevant group/
groups.

It is considered as a scientific activity of the psychologist, who assesses
a diverse range of psychodiagnostic methods in helping measure (structured
interview, anamnestic questionnaire, observation, standardised methods —
performance tests, personality questionnaire or others), the level of psychic
competence of a particular driver.

A traffic psychologist is an expert who should comply with the principles of
ethical behaviour that are stated in the Czech-Moravian Psychological Society
Code of Ethics. This Code is based on the Meta-Code of Ethics EFPA (European
Federation of Psychologists” Associations), which was adopted at a General
Meeting of the EFPA in Granada in 1995. The Code of Ethics CMPS is binding
for all members of the CMPS, but it is also recommended as a standard for all
psychologists. Its enforceability is problematic in practice; however, its com-
pliance with the principles of ethical behaviour should be a standard for every
psychologist.

The ethical behaviour issues of psychologists are intensely discussed both in
Europe (within the EFPA) and in the Czech Republic (The Union of Psychologists
Associations in the Czech Republic). A constituent part of the conditions for
awarding the European certificate for psychologists “EuroPsy” is the applicant’s
signature under the Meta-Code of Ethics EFPA.

188



VI / Ethical and legal issues of the PAFTD

The approval of a law on psychological activities and the establishment of
the Czech Psychological Chamber would seem to be an appropriate solution. The
ethical issues as well as potential sanctions for breach of the ethical principles
should be included within the law.

2 Protection of driver’s/client’s personal data who are undergoing
Psychological Assessment of Fitness to Drive

Each traffic psychologist should be suitably acquainted with Act No. 101/2000
Coll., based on the protection of personal data (effective version).

If any personal or sensitive data is processed, the psychologist is obliged
to register this information with the Office for Personal Data Protection (see §
4) the registration can be completed via a on-line form on the web site www.
uoou.cz.

§4
Definition of Terms
For the purposes of this Act:

a) «Personal data» shall mean any information relating to an identified or
identifiable data subject. A data subject shall be considered identified
or identifiable if it is possible to identify the data subject directly or indi-
rectly in particular on the basis of a number, code or one or more factors
specific to his/her physical, physiological, psychical, economic, cultural
or social identity;

b) «Sensitive data» shall mean personal data revealing nationality, racial or
ethnic origin, political attitudes, trade-union membership, religious and
philosophical beliefs, conviction of a criminal act, health status and sexu-
al life of the data subject and genetic data of the data subject; sensitive
data shall also mean a biometric data permitting direct identification or
authentication of the data subject;

Proposal of written informed consent with interview recording

The wording of the informed consent should be formulated by a lawyer
together with a psychologist so that it directly fits to the key area required
by psychologist. The informed consent can be formulated predominantly in
two ways.
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(So called) The contractual agreement should ensure the characteristic of
a legal agreement and is non-countervailable when worded correctly. This ver-
sion of an agreement must contain the full name, date of birth and permanent
address of both contractual parties (of client and psychologist) and it must
explicitly contain the client’s content to audio recording/written record, its ar-
chiving and its use in full.

It may be difficult to obtain the continued and continuous approval of the
client, therefore it is possible to accede to a version of informed consent which
already bears the characteristic of an agreement; however, this it is only a form
of explicit agreement with the given activity, in this case with recording of an
interview. Among the advantages of this version is undoubtedly the fact that
it is more frequent acceptance by the client, among its disadvantages then
perhaps the countervailability e.g. in the case of litigation. It is also advisable
to include in the “classical” version of informed consent, as much information
as necessary in order to ascertain the identification of client. The legal (non)
countervailability lies in the identification.

An Alibi, available to psychologist, can also be ensured by the inclusion of
a question about consent directly in recording, in other words: it is recommen-
ded to directly ask the client about his/her consent, and it should be signed
by them.

Example of the contractual version of informed consent:

CONSENT WITH THE USE OF INTERVIEW CONTENT

I, the undersigned (client’s name, his/her date of birth
and permanent address) hereby expressly declare, | agree that the content of this
interview which | give today to (traffic psychologist’s name,

his/her date of birth and permanent address) for the purpose of a Psychological
Assessment of Fitness to Drive can be used for the assessment, archived and ad-
ministered in full.

In (town) on (date)

(client’s signature) (psychologist’s signature)
This agreement is produced in duplicate and each party will receive one copy.
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Example of the classical version of informed consent:

CONSENT WITH THE USE OF INTERVIEW CONTENT

I, the undersigned (client’s name, his/her date of
birth and permanent address) hereby expressly declare | agree that the
content of this interview which | give today to (traffic
psychologist’s name, his/her date of birth and permanent address) for the
purpose of Psychological Assessment of Fitness to Drive can be used for the
assessment, archived and administered in full.

In (town) on (date)

(client’s signature)

If a traffic psychologist is also a lecturer of traffic psychology, e.g. postgra-
duate course or he/she actively publishes findings from his/her practice, it is
recommended to include this information into informed consent. e.g.

»-.for the purpose of a Psychological Assessment of Fitness to Drive but
also for other scientific activities such as conferences and professional
publications.”

- |l acknowledge that the content of my recording will be presented to
other professionals from a scientific circle (name
of the publishing institution used by psychologist) who are entitled to
make use of information contained in audio recording/written recording
for their scientific and professional activities. “

In brief, the consent should explicitly state how everything will be maintai-
ned, including, an audio recording/written record, for use in the future.

Conclusion

Within the framework of the Psychological Assessment of Fitness to Drive, every
psychologist must bear in mind the basic ethical principles that are common to
all psychological assessments.

These include in particular the competence to job performance, the respect
of client’s rights or rights of company, professional and personal responsibi-
lity, relevance of given questions, possibility of client to inquire and discuss,
archiving of obtained data, client’s right to be informed about the results of
assessment and others.
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With regards to testing, if the traffic psychologist makes any recordings of
assessment e.g. exploration, it is necessary to have client’s consent to this re-
cording in form of informed consent, preferably drawn up by lawyer.

Due to the fact the recording from assessment contains personal and sensib-
le information; the psychologist must comply with the Act No. 101/2000 Coll.,
on the protection of personal data (effective version).

Other sources

Evropsky metakodex etiky a Carta Ethica

Zdroj: http://psych.upol.cz/wp-content/uploads/2013/08/ekefpad51.pdf
Ethical Principles of Psychologists and code of conduct

Zdroj: http://www.apa.org/ethics/code/principles.pdf

The Universal Declaration of Ethical Principles for Psychologists

Zdroj: http://www.sagepub.com/cac6study/pdf/UniversalDeclaration.pdf

Ferjencik, J. (2000). Uvod do metodologie psychologického vyzkumu: jak zkoumat lid-
skou dusi. Praha: Portal.

Miovsky, M. (2006). Kvalitativni pristup a metody v psychologickém vyzkumu. Praha: Grada.
Weiss, P. (Ed.). (2011). Etické otdzky v psychologii. Praha: Portal.

Zakon ¢.101/2000 Sh., o ochrané osobnich Gdajt

www.efpa.eu

WWW.Upacr.cz

WWW.europsy.cz

http://cmps.ecn.cz/?page=onas
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