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WYKAZ SKROTOW UZYWANYCH W TEKSCIE

AD (Alzheimer’s Disease) - choroba Alzheimera

MetS (Metabolic syndrome) - zespot metaboliczny

HDL (High-density lipoprotein) — lipoproteina o wysokiej gestosci

LDL (Low-density lipoprotein) - lipoproteina o niskiej gestosci

BP (Blood pressure) — cisnienie krwi

mg/dl - miligram na decylitr

MmmHg - milimetr stupa rteci; jednostka cisnienia

BMI (Body Mass Index) — wskaznik okreslajacy stosunek masy ciata do wzrostu
WHR (Waist-Hip Ratio) - stosunek obwodu talii do obwodu bioder

PSS-10 (10-item Perceived Stress Scale) — 10-stopniowa Skala Odczuwanego Stresu
PSQ (Perceived Stress Questionnaire) - Kwestionariusz Poczucia Stresu

GDS (Geriatric Depression Scale) — Geriatryczna Skala Depresji

D — (Depressive symptoms group) - grupa z symptomami depresji

ND — (Non-depressed group) - grupa bez symptomow depresji



1. Wskazanie osiggniecia wynikajacego z art. 187, pkt 3 ustawy z dnia 20 lipca 2018 r. —
Prawo o szkolnictwie wyzszym i nauce (Dz.U. 2018 poz. 1668)

Osiagniecie naukowe, bedace podstawa ztozonego wniosku o przeprowadzenie
postepowania o nadanie tytutu doktora nauk o kulturze fizycznej, stanowi cykl 3 oryginalnych
artykutéw naukowych o tgcznej wartosci 420 punktow MNiSW (wg wykazu z 2021 roku) oraz

sumarycznym wskazniku Impact Factor (IF) wynoszacym 14.192.

1.1.Tytul osiagniecia naukowego/artystycznego:

Ocena poziomu odczuwanego stresu w zaleznosci od sytuacji zyciowej, stanu zdrowia

I podejmowania dziatan prozdrowotnych u kobiet w r6znym wieku

1.2. Wykaz publikacji zawartych w osiagni¢ciu

Prace, sktadajace si¢ na cykl publikacji naukowych, zostaly przedstawione
chronologicznie wedlug daty publikacji (autor/autorzy, tytul/tytuty publikacji, rok wydania,

nazwa wydawnictwa):

1. Rusowicz Jagoda, Pezdek Krzysztof, Szczepanska-Gieracha Joanna. Needs
of Alzheimer's charges' caregivers in Poland in the Covid-19 pandemic:
an observational study. International Journal of Environmental Research and
Public Health. 2021; 18 (9): 1-11. doi: 10.3390/ijerph18094493.

e Punktacja MNiSW — 140 pkt, wartos¢ wskaznika IF — 4.614
2. Rusowicz Jagoda, Serweta Anna, Idzikowski Wojciech, Szczepanska-Gieracha
Joanna. Multimodal therapeutic approach in women with high risk of

metabolic syndrome: a single group one center pre-post study. Journal of
Clinical Medicine. 2021; 10(21): 1-12. doi: 10.3390/jcm10214915.

e Punktacja MNiSW — 140 pkt, warto$¢ wskaznika IF — 4.964



3. Rusowicz Jagoda, Serweta Anna, Juszko Karolina, Idzikowski Wojciech, Gajda
Robert, Szczepanska-Gieracha Joanna. Factors associated with undertaking
health-promoting activities by older women at high risk of metabolic syndrome.
Journal of Environmental Research and Public Health. 2022; 19 (23): 1-16.
doi: 10.3390/ijerph192315957.

e Punktacja MNiSW — 140 pkt, wartos¢ wskaznika IF — 4.614

Inne publikacje autora rozprawy doktorskiej:

1. Rusowicz Jagoda, Szczepanska-Gieracha Joanna, Kiper Pawel. Neurologic
music therapy in geriatric rehabilitation : a systematic review. Healthcare.
2022; 10(11): 1-14. doi: 10.3390/healthcare10112187.

2. Szczepanska-Gieracha Joanna, Rusowicz Jagoda, Markowska Anna.
Depression symptoms related to undertaking regular physical activity
in students of the Faculty of Physiotherapy. Physiother Quart. 2021; 29(1): 40-
46. doi: 10.5114/pq.2020.99753

3. Rusowicz Jagoda. To kto w koncu kogo uczy? Czyli o programach rodzinnego
muzykowania. W: Uczen, nauczyciel, rodzic w rzeczywistosci edukacji
muzycznej: triada w kryzysie? / pod red. nauk. Amelii Golemy i Malgorzaty
Kramarz, Wroctaw: Wydawnictwo Akademii Muzycznej im. Karola
Lipinskiego, 2019: 123-136

4. Rusowicz Jagoda. Muzykoterapia w demencji. Wplyw zastosowania techniki
"songwriting" na funkcjonowanie oraz jakos¢ zZycia osob z demencjq : Badanie

fokusowe. Gerontologia Wspotczesna. 2018; 6, suppl. 1: 202-208.



2. WPROWADZENIE

2.1. Uzasadnienie wyboru tematu

Obecne tempo starzenia si¢ spoteczenstwa jest szybsze niz kiedykolwiek. Na poczatku
2019 r. w Unii Europejskiej odnotowano 90,5 mln senioréw (w wieku 65+), co stanowito okoto
jednej piatej (20,3%) catej populacji [1]. Juz teraz osoby starsze stanowig ponad jedna piata
ogoblnej liczby ludnosci we Wioszech, Grecji, Niemczech, Portugalii, Finlandii i Chorwacji [2].
Szacuje sie, ze W 2050 roku 80% o0s6b starszych bedzie zylo w krajach o niskich i $rednich
dochodach [3,4]. W kazdym regionie §wiata ryzyko $mierci i niepelnosprawnosci jest wyzsze
z powodu chordb cywilizacyjnych, takich jak cukrzyca, choroby serca i rak, niz z powodu
choréb zakaznych i pasozytniczych [3,5,6].

W Polsce udziat seniorow w populacji ogolnej w roku 2019 wzrést o 2,1% wzgledem
poprzedniego roku i osiaggnat wartos¢ 25,3%. Liczba osob w wieku 60+ przekroczyla tym
samym 9,7 min [4]. Szacunki Gtéwnego Urzgdu Statystycznego (GUS) pokazuja, ze w roku
2030 liczba ta wzros$nie do poziomu 10,8 mln, by w 2050 roku osiggna¢ prawie 18 min — Kiedy
to osoby starsze beda stanowily 40% catej populacji Polski [4].

Wynikiem tego gwaltownego procesu demograficznego bedzie ogdlny wzrost liczby
zachorowan w odniesieniu do chordb uktadu krazenia, otytos$ci, nowotwordw oraz innych
dolegliwosci charakterystycznych dla wieku starszego [4,7,8]. W 2019 roku jedynie okoto 2%
0s0b starszych (60+) zadeklarowato bardzo dobry stan zdrowia, a ponad 25% uznato, Ze jest on
dobry. Natomiast choroby przewlekte oraz dilugotrwate problemy zdrowotne (trwajace
6 miesiecy lub wiecej) wystapity u 66% o0sob z tej populacji [4]. Te wyniki pokazuja, z jak
wielkim problemem musi zmierzy¢ si¢ system opieki zdrowotnej. W zwiagzku z tym nalezy
poszukiwa¢ skutecznych, mozliwych do powszechnego zastosowania i1 stosunkowo tanich

programow profilaktyki i promocji zdrowia.

Warto podkresli¢, iz wigkszo$¢ osob starszych w Polsce stanowig kobiety (58%),
poniewaz przypada ich 139 na 100 m¢zczyzn [4,7,8]. W stosunku do mezczyzn sg one bardziej
narazone na pojawienie si¢ leku, depresji, probleméw ze snem oraz zaburzen odzywiania
[9,10]. W dodatku w zwigzku z niskim poziomem testosteronu sg bardziej podatne na
odczuwanie bolu, ktéry nierzadko przyjmuje posta¢ chroniczng. Niemniej, styl Zycia kobiet
ocenia si¢ jako bardziej prozdrowotny niz przedstawicieli przeciwnej pici. Prawdopodobnie jest
to efekt oddziatywania kulturowej koncepcji kobiecosci, ktora modeluje zachowania w roznych

fazach zycia. Jednak o ile w mlodosci Polki wykazuja wigksza $wiadomos$¢ profilaktyki,
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dbatos¢ o whasny wyglad oraz zdrowie prokreacyjne, to na pozniejszych etapach zycia nawyk
ten w wyniku uwarunkowan kulturowo-spotecznych przeradza si¢ w trosk¢ o zdrowie
najblizszych (zdecydowanie rzadziej whasne) [10,11]. W subiektywnej ocenie kobiety gorzej
oceniaja swoje zdrowie: zle 1 bardzo zte zdrowie zadeklarowalo odpowiednio 13% kobieti 11%
mezczyzn, a bardzo dobre lub dobre — 58% kobiet i 64,3% mezczyzn [12]. Seniorki mieszkajace
w Polsce charakteryzuja si¢ rowniez niska lub bardzo niska samooceng zdrowia (37%)

W porownaniu z mieszkankami Europy (20%) [13].

Przyczyny zgondéw kobiet r6znig si¢ w zaleznosci od wieku. W pierwszej grupie
wiekowej u 15-19-latek dominuja przyczyny zewnetrzne (np. wypadki komunikacyjne,
samobdjstwa). Nastepna kategoria wieckowa obejmuje 30-60 latki, u ktérych najczgstszym
powodem $mierci sg choroby nowotworowe. Natomiast wséréd kobiet po 70. roku zycia
dominujg choroby uktadu krazenia [14]. Ponadto do wymienianych czynnikéw ryzyka naleza
nadci$nienie tetnicze, dyslipidemia, otytos¢ i cukrzyca, ktore prowadza do wystgpowania
powiktan sercowo-naczyniowych oraz czynniki natury spolecznej — przecigzenie rolami

spotecznymi oraz konflikty tych rol, ktore powoduja napigcie i chroniczny stres [10].

2.2. Stres

Stres jest to zespot reakcji, jakimi organizm odpowiada na dzialanie stresorow, ktore
wystawiajg na probe jego zdolnos¢ do utrzymania homeostazy. Inna definicja okresla stres jako:
., (...) proces, za pomocq ktorego czynniki srodowiskowe zagrazajq rownowadze organizmu lub
Jjag naruszajg i za pomocq ktorego organizm reaguje na zagrozenie” [15]. Wyrdzniamy stres
negatywny (distress) i pozytywny (eustress). Podstawowymi przyczynami tego zjawiska sa
pojawiajace si¢ zmiany oraz konieczno$¢ przystosowania si¢ do wymagan biologicznych,
spotecznych, fizycznych i $rodowiskowych. Zmiany zyciowe, ktorych do$wiadczaja osoby
starsze staja si¢ stresorami, ktore powoduja negatywny wplyw na funkcjonowanie oraz stan
zdrowia jednostki [7]. Wykazano, ze Polacy, a szczegdlnie kobiety, do§wiadczaja wyzszego

poziomu stresu niz inni mieszkancy Europy [16,17].

Okres pomenopauzalny u kobiet moze odgrywac istotng rolg w zaburzeniach
adaptacyjnych organizmu prowadzacych do wysokiego poziomu stresu. Spadek produkc;ji
estrogenow skutkuje ich mniejszg aktywnos$cig ochronng w uktadzie krazenia, a co za tym idzie,

ryzykiem wystepowania chorob uktadu krazenia [18].



Istniejg przestanki, ze stres psychologiczny zwigksza podatno$¢ zarowno na choroby
zapalne, jak i te o etiologii zakaznej [19]. Co ciekawe, stres moze zarowno zwigkszaé, jak
I zmniejsza¢ obrong¢ organizmu, w zalezno$ci od wielu czynnikow, do ktorych naleza: trwania
warunkow stresowych, reakcja jednostki na nie lub ich postrzeganie. Odpowiednie doradztwo
1 wsparcie psychologiczne mogg ztagodzi¢ szkodliwe skutki przewleklego stresu, pomagajac
osobom narazonym zachowac sile ich uktadu odpornosciowego [19]. Doniesienia z czasu
pandemii COVID-19 wskazuja na pilng potrzeb¢ opracowywania strategii wzmocnienia
odpornosci jednostki na stres (resilience) rozumianej jako: ,, proces dobrego przystosowania
sie w obliczu przeciwnosci, traumy, tragedii, zagrozen lub znaczqcych Zrédet stresu"” lub
"odbijania si¢ od trudnych doswiadczen”, ze wzglgdu na jej krytyczne znaczenie w radzeniu

sobie ze stresem w czasie pandemii [20-23].

Ze stresem moze wigzaé si¢ roOwniez wystepowanie depresji, ktora jest jednym
Z najczestszych i1 najbardziej rozpowszechnionych zaburzen psychicznych na §wiecie [24].
Osoby doswiadczajgce duzego poziomu stresu znajduja sie¢ w grupie ryzyka zachorowania na
zaburzenia afektywne. Na wystepowanie depresji wptywaja wspotdziatajace czynniki
genetyczne, biologiczne i psychologiczne [25]. Zaburzenia depresyjne wystepuja u okoto 5,7%
0s6b powyzej 60 r.z., a odsetek ten ro$nie wraz z wiekiem, by osiagnac az 27% u oséb powyzej
85. roku zycia [26-28]. U 0s06b starszych objawy moga by¢ bardzo heterogenne i czesto prawie
niezauwazalne, co prowadzi do duzego ryzyka poznej interwencji [29]. Objawy depresyjne
wystepuja przede wszystkim u osob o zlym stanie zdrowia, a takze u os6b owdowiatych.
Kobiety znacznie czeSciej niz mezczyzni doswiadczaja depresji [29-32]. Ponadto depresja
zwigksza ryzyko otytosci, cukrzycy, zaburzen poznawczych i udaru moézgu [26,33,34].
W  Polsce kobiety (przewaznie 55-74 letnie) stanowia 73% wszystkich pacjentéw ze

zdiagnozowang depresja (wg Narodowego Funduszu Zdrowia) [10].

2.3. Zespol metaboliczny

Zesp6t metaboliczny (Metabolic syndrome - MetS) definiuje si¢ jako wspotistnienie
powigzanych ze soba metabolicznych czynnikéw ryzyka, takich jak nadcis$nienie, otylo$§¢
trzewna, podwyzszony poziom cukru we krwi, podwyzZszony poziom cholesterolu
i trojglicerydow [35]. Do kryteriow rozpoznania tej jednostki chorobowej naleza: otytos¢
centralna (obwod talii >80 cm u kobiet), obnizony poziom cholesterolu HDL (50 mg/dl

u kobiet), podwyzszony poziom trojglicerydéw (>150 mg/dl), podwyzszone ci$nienie krwi

9



(BP; skurczowe BP > 130 mmHg lub rozkurczowe BP > 85 mm Hg) oraz podwyzszone st¢zenie
glukozy we krwi na czczo (>100 mg/dl) [36-38]. Jesli wspotistnieja ze soba trzy
Z wymienionych pigciu czynnikdw rozpoznajemy zespo6t metaboliczny. MetS zwigksza ryzyko
wystapienia chorob uktadu sercowo-naczyniowego, ktére nadal sg najczestszg przyczyna
zgondéw w krajach uprzemystowionych [39-41]. Wsrod dorostych Europejezykow 10%-30%
cierpi na MetS, a przewiduje si¢, ze liczba ta bedzie rosta [42].

2.4. Rola stresu w rozwoju zespotu metabolicznego

Stresory psychospoteczne i1 socjoeckonomiczne maja istotny zwiagzek z rozwojem
otytosci, cukrzycy typu 2, a takze chordb sercowo-naczyniowych [43]. Stres wynikajacy ze
stylu zycia jest rOwniez zwigzany z wystegpowaniem MetS [44,45]. Przewlekly stres istotnie
wptywa na prace ukladu wewnatrzwydzielniczego prowadzac migdzy innymi do wzrostu
wydzielanego kortyzolu, co moze w konsekwencji prowadzi¢ do insulinoopornos$ci i otytosci
[46]. Stres u kobiet moze objawia¢ si¢ nadmiernym jedzeniem, w tym binge-eating’iem, czyli
epizodami impulsywnego jedzenia [47] oraz ograniczeniem ¢wiczen fizycznych, co w efekcie
prowadzi do otylosci i/lub MetS [48]. Kobiety zmagajace si¢ zarowno z MetS jak i otytoscig
stanowig grupe¢ potencjalnie najwyzszego ryzyka wystapienia depresji [49,50].
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3.CEL

3.1. Cel gléwny

Celem przeprowadzonych badan byla ocena poziomu odczuwanego stresu
W zaleznos$ci od sytuacji zyciowej, stanu zdrowia i podejmowania dzialan prozdrowotnych

u kobiet w roznym wieku.

3.2. Cele szczegotowe

* Publikacja pt.: Needs of Alzheimer’s Charges’ Caregivers in Poland in the Covid-19
Pandemic - An Observational Study

Cel badania obejmowat rozpoznanie potrzeb opickundéw oso6b z Chorobg Alzheimeta,
ktore powstaly w wyniku pandemii COVID-19 oraz zbadanie poziomu stresu. Rozpoznanie
potrzeb izrozumienie sytuacji opiekunow wigze si¢ z mozliwosécig udzielenia realnego
wsparcia zarowno fizycznego, psychicznego, jak 1 spotecznego opiekunom 1 ich

podopiecznym.

 Publikacja pt.: Multimodal Therapeutic Approach in Women with High Risk
of Metabolic Syndrome—A Single Group One Center Pre-Post Study

Praca miata na celu oceng¢ wptywu wielowymiarowego podejscia terapeutycznego
na poziom odczuwanego stresu u kobiet z wysokim ryzykiem wystapienia MetS oraz analize
korelacji pomigdzy poziomem odczuwanego stresu, nastrojem, a sktadowymi MetS w grupie

badanych kobiet.

* Publikacja pt.: Factors Associated with Undertaking Health-Promoting Activities
by Older Women at High Risk of Metabolic Syndrome

Celem badan byla identyfikacja czynnikdw zwigzanych z podejmowaniem dziatan
prozdrowotnych przez starsze kobiety obcigzone wysokim ryzykiem MetS, u ktorych pojawity
si¢ lub nie symptomy depresji. Ponadto cele szczegotowe obejmowaly okreslenie odczuwanego
poziomu stresu u badanych kobiet oraz analize korelacji poszczegdlnych sktadowych stresu

Z czynnikami ryzyka wystgpieniem MetS.
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4. OMOWIENIE CYKLU PUBLIKACJI

4.1. Poziom stresu u kobiet opiekujacych si¢ bliskimi z Choroba Alzheimera

Z szacunkow wynika, ze ponad 500 tys. w Polsce cierpi na otgpienie, w tym ponad
300 tys. na Chorobe Alzheimera (Alzheimers Disease, AD) [51]. Za kazdym chorym
cztowiekiem stoi opiekun, ktéry kazdego dnia zmaga si¢ z opieka nad chorym czlonkiem
rodziny. Warto zwrdci¢ uwage na fakt, ze 92% o0sob starszych z otepieniem jest objetych opieka
w domu od momentu postawienia diagnozy do $mierci, a 44% opiekundéw sprawuje opieke
samodzielnie, bez wsparcia innych osob [52,53]. Najliczniejsza grupe opiekunéow w Polsce
stanowig matzonkowie, ktorzy sa w wieku zblizonym do wieku podopiecznego (65 lat).
Najczgsciej sg to kobiety [52,54,55]. Nagle pojawienie si¢ koronawirusa zmienito radykalnie
codzienne funkcjonowanie spoteczne na calym $wiecie. Choroba Alzheimera i poziom
wypalenia opiekunoéw stanowity powazne wyzwanie dla polskiego systemu ochrony zdrowia
i pomocy spotecznej juz przed tym epidemiologicznym kryzysem [56-59], wigc nie sposob nie

zauwazy¢, ze mogl on drastycznie wplynaé na funkcjonowanie tej grupy spoteczne;j.

Dowody na negatywne oddziatywanie stresu zwigzanego z dlugotrwalym
sprawowaniem opieki na zdrowie i samopoczucie opiekunow oraz ich rodzin sg dobrze
udokumentowane. Skutki ogolnego napigcia w tej grupie obejmujg zwigkszong podatnosé na
choroby somatyczne i psychiczne oraz te o naturze immunologicznej; gorsza kondycje
fizyczna; pogorszenie funkcji poznawczych (szczegdlnie w obszarze koncentracji uwagi);
bezsennos¢ a takze lek o przysztosé i poczucie bezradnosci [60-67]. Takze wyniki metaanalizy
(2015) dotyczacej rozpowszechnienia zaburzen z obszaru zdrowia psychicznego pokazuja,
iz opiekunowie osob z AD charakteryzuja si¢ czestszym wystepowaniem depresji i leku
W pordéwnaniu z populacjg 0golng i osobami opiekujgcymi si¢ pacjentami z innymi chorobami.
Zaobserwowano rowniez wigksza podatnos¢ na zachorowania u opiekundw pici zenskiej oraz

opiekunow pozostajacych w zwigzku matzenskim z podopiecznymi [68].

Opiekunowie sa w duzym stopniu narazeni na negatywne skutki fizyczne,
psychosomatyczne, psychospoteczne oraz finansowe. Negatywne skutki opieki okreslane sa
mianem obcigzenia opiekundéw. Badania Anny Pudelewicz i wspOlpracownikow (2018)
wykazaty iz 69% opiekunow osob z AD zadeklarowato $redni poziom obcigzenia sprawowang
opieka. Najwyzszy odnotowany wynik odnosit si¢ do kondycji psychofizycznej opiekuna

(np. poziom zmgczenia) oraz odpowiedzialnosci za podopiecznego (obszar ,,0bcigzenie
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0goblne”). Najnizsze wartosci pochodzity z Kkategorii "srodowisko", co autorzy powigzali m.in.
z brakiem probleméw zwigzanych z poruszaniem si¢ osoby chorej. Ple¢ opiekuna zostala
réwniez zidentyfikowana jako jeden z czynnikéw wplywajacych na poziom wypalenia -
kobiety osiggaty znacznie wyzsze wyniki w tym obszarze niz mezczyzni [69]. W przypadku
problemu wypalenia u opiekunéw czynnikami pozwalajagcymi na przewidzenie wystgpienia
zjawiska sg: pte¢ opiekuna; charakterystyka pacjenta obejmujaca objawy neuropsychiatryczne,
stopien uposledzenia funkcjonowania, niezdolno§¢ prowadzenia pojazdow oraz liczba

przyjmowanych lekoéw; a takze poziom oferowanych ustug medycznych i opiekunczych [70].

Wyniki badan wtasnych przedstawionych w artykule pt. Needs of Alzheimer’s
Charges’ Caregivers in Poland in the Covid-19 Pandemic - An Observational Study sugeruja,
iz opiekunowie 0sob z chorobg Alzheimera w trakcie pandemii COVID-19 w znakomitej
wiekszo$ci doswiadczali bardzo wysokiego poziomu stresu. Srednia punktacja w skali oceny
stresu (PSS-10) wyniosta 25.5 (+4.94), przy wartosci minimalnej 13 pkt i maksymalnej 39 pkt.
Zakres punktacji w skali stenowej wynosit od 4 do 10 stena. Sposrod wszystkich uzyskanych
wynikow, 88% miescilo si¢ pomigedzy 7 a 10 stenem, co oznacza wysoki 1 bardzo wysoki
poziom odczuwanego stresu (odpowiednio 7 sten - 18.8%; 8 sten - 24.7%; 9 sten - 28.2% oraz
10 sten - 16.5%).

Sprawdzilismy rowniez czy stadium choroby podopiecznego wptywa na wyniki w tym
obszarze. Grupa opiekundéw podopiecznych z zaawansowana postacia AD odznaczata sig
najwyzszym poziomem stresu. Interesujgcym jest to, iz na drugim miejscu znalazta si¢ grupa
opiekundw o0sob z otgpieniem tagodnym, ktora osiggala wyzsze wyniki odczuwanego stresu
niz grupa, w ktorej stadium otgpienia podopiecznych zostalo okreslone jako umiarkowane.
Roéznice migdzy tymi grupami byly istotne statystycznie. Prawdopodobnie byto to zwigzane
Z niepewnoscig i bezradnoscia, ktora pojawia si¢ stosunkowo niedawno, wraz z postawieniem
diagnozy. By¢ moze opiekunowie nie wiedzieli, czego mogg si¢ spodziewac i jak poradzié
sobie z nowa rzeczywistoscia wptywajaca na kazdy aspekt ich zycia, wigc odczuwali silny stres

potegowany dodatkowo wybuchem pandemii.

Dane zostaly przeanalizowane rowniez pod katem korelacji miedzy poziomem stresu
a czynnikami zwigzanymi z sytuacja zyciowg opiekunow, ich stanem zdrowia oraz czasem
trwania choroby. Nie stwierdzono istotnego zwigzku miedzy wynikiem PSS-10 a wiekiem
opiekuna, wiekiem podopiecznego, dlugoscig opieki, czasem trwania demencji, miejscem
zamieszkania czy stopniem pokrewienstwa z podopiecznym. Wyniki w skali PSS-10
korelowaly z pogorszeniem stanu zdrowia podopiecznego i1 opiekuna w czasie COVID-19
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(ujemnie), zmiang w codziennym funkcjonowaniu oraz obawami o zdrowie podopiecznego
(dodatnio). Korelacje te byty istotne statystycznie (p > 0.05). Podsumowujac, odczuwanie lgku
spowodowanego nagla zmiang, funkcjonowaniem w nowej rzeczywistosci COVID-19 wigzato

si¢ z wystepowaniem wysokiego poziomu stresu u najblizszych osob z AD.

4.2. Potrzeby opiekunow podczas pandemii COVID-19

Zrealizowanie tego projektu badawczego dostarczyto wielu istotnych informacji
0 sytuacji opiekunow, ich potrzebach oraz trudnos$ciach, z jakimi mierzyli si¢ w czasie trwania
pandemii. Glowne problemy zostaly zidentyfikowane w obszarze opieki zdrowotnej,
rozumianej jako trudnosci w dostepie do opieki lekarskiej i pielggniarskiej lub w zakupie
lekéw, a takze w znalezieniu dodatkowej opieki dla podopiecznego. Zgodnie z definicja
wsparcia spotecznego moze ono by¢ realizowane w kilku réznych wymiarach: pomocy
emocjonalnej, informacyjnej, organizacyjnej, materialnej oraz duchowej [71]. Rowniez nalezy
podkresli¢, iz odpornos¢ psychiczna (resilience), satysfakcja z opieki, radzenie sobie, wsparcie
Spoteczne i silne poczucie duchowosci zostaty uznane za czynniki ochronne, ktore tagodza
negatywne skutki zdrowotne wypalenia [72,73]. Sposréd badanych opiekundéw 83% nie
otrzymato pomocy ani ze strony rodziny ani instytucji publicznych na przestrzeni 5-miesiecy,
czyli od czasu rozpoczecia pandemii COVID-19 do czasu przeprowadzonego badania.
Co ciekawe, badania przeprowadzone kilka lat wczesniej przez Joanng Kowalska
I wspotpracownikow (2017) wykazaty, ze az 83% sposrod badanych opiekunow otrzymywato
pomoc od rodziny, ale nie od instytucji do tego powotanych [52]. Inne polskie badanie podaje
réwniez, ze im wyzszy poziom odczuwanego wsparcia spotecznego, tym nizsze zmeczenie

zyciem codziennym (w szczeg6Olnosci zmeczenie fizyczne) [74].

Przewlekty stres do§wiadczany w zwigzku z opieka negatywnie wplywa na zdrowie
zarowno w wymiarze psychicznym jak i fizycznym, opiekunowie sa narazeni na rozwdj
depresji, zaburzen lgkowych, zaburzen snu i pogorszenia funkcji poznawczych [75].
Zwigkszone obcigzenie 1negatywne konsekwencje zdrowotne dla opiekunéw negatywnie
wplywaja na jako$§¢ sprawowanej opieki 1zwigkszaja prawdopodobiefistwo wczesnej
instytucjonalizacji podopiecznego [75,76]. Wyniki uzyskane w badaniu wlasnym sg
niepokojace ze wzglgdu na silny zwigzek pomigdzy nasileniem objawow depresyjnych a iloscig

i jako$cig wsparcia, jakie otrzymuje opiekun [59].
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W badaniu wiasnym zidentyfikowali$émy najwieksze potrzeby opiekunow, do ktérych
nalezato: zapewnienie opieki nad podopiecznym, jesli opiekun zachoruje na COVID-19;
zapewnienie opieki w godzinach pracy oraz zapewnienie profesjonalnego wsparcia
psychologicznego dla opiekunow, co stanowi wspolng catos¢ zarowno z wynikami uzyskanymi

w badaniu wlasnym, jak 1 aktualnej literaturze przedmiotu.

Nasze badanie ujawnilo trudng sytuacje opiekundw w zwigzku z pandemia
COVID - 19, ale takze szans¢ na wprowadzenie realnych zmian. Internet umozliwia dotarcie
do opiekunéw, ktoérzy normalnie mogliby by¢ wykluczeni i zapewnienie im dostepu do
rzetelnej wiedzy oraz wsparcia psychologicznego. Ponad 35% opiekunow stwierdzito, ze
potrzebowato wsparcia psychologicznego podczas pandemii, a 19% opiekunow potrzebowato
wprowadzenia programow edukacyjnych zwigzanych z opieka nad podopiecznymi z AD.
Wydawalo sie¢, ze te potrzeby byly juz zauwazalne na poczatku lockdownu, a dostepnosé
bezptatnych porad online od psychologéw i psychoterapeutéw rosta. Warto zauwazy¢, ze jest
to dobry obszar dla interwencji w zakresie e-zdrowia, ktore definiuje si¢ jako praktyki opieki
zdrowotnej $wiadczone za posrednictwem Internetu [77]. Popularyzacja tego typu interwencji
mogtaby by¢ doskonata odpowiedzig na potrzeby opiekunow podopiecznych z AD podczas
pandemii COVID-19.

4.3. Wartos$¢ aplikacyjna prowadzonych badan

Kontynuacja dziatan prowadzonych w opisanym powyzej projekcie badawczym byt
projekt Alzheimer’s Cafe on-line, ktory pozwolil na realizacj¢ szkolen oraz interwencji
terapeutycznych dla opiekundow rodzinnych za posrednictwem Internetu w czasie COVID-19.
Dzigki temu grupa opiekunow, mieszkajacych w réznych cze$ciach Polski (nie tylko na terenie
Wroctawia), mogla skorzysta¢ z profesjonalnej 1 bezplatnej pomocy. Nalezy podkreslic,
iz pierwszy raz projekt Alzheimer’s Cafe zostal zrealizowany przez Fundacje Aktywizacji
Seniorow SIWY DYM w 2015 roku we Wroclawiu przy wspolpracy z Wydziatem Zdrowia
Gminy Wroctaw. Projekt mial na celu wsparcie opiekunéw oso6b z zaburzeniami
psychogeriatrycznymi 1 obejmowal szkolenia dotyczace organizowania opieki nad osobg
z demencja grupy wsparcia oraz bezplatne masaze, zaj¢cia relaksacyjne, gimnastyke
ogdlnousprawniajacg oraz choreoterapi¢ W roku 2021 przeprowadziliSmy go ponownie, tym
razem zdalnie (szkolenia i grupy wsparcia) jako konsekwencj¢ realizacji niniejszych badan.

Pomimo formy zdalnej spotkania Alzheimer’s Cafe on-line zawieraly komponenty okreslone

15



przez Davida Coona i Bronwynne’a Evansa (2009) w przegladzie badan analizujacych
skuteczne interwencje majacych na celu zmniejszenie stresu i poprawe samopoczucia
u opiekundow oséb z AD [78]. Nalezaly do nich: psychoedukacja, ¢wiczenie

umiejetnosci komunikacyjnych oraz sesje relaksacyjne przygotowane przez psychoterapeute.

4.4. Stres a komponenty Zespolu Metabolicznego

Omawiajac zatozenia projektu badawczego opisanego w artykule pt. Multimodal
Therapeutic Approach in Women with High Risk of Metabolic Syndrome—A Single Group One
Center Pre-Post Study nalezy podkresli¢, ze trudnosci w leczeniu (Metabolic syndrome, MetS)
sg zwigzane z naktadaniem si¢ na siebie problemow o naturze srodowiskowej, genetycznej i
psychospotecznej [79]. Do glownych modyfikowalnych czynnikoéw ryzyka, ktore przyczyniaja
si¢ do patogenezy MetS, naleza nieprawidtowe wzorce zywieniowe 1 brak aktywnosci fizycznej
oraz brak umiejetnosci redukcji odczuwanego stresu [80-83], dlatego w naszej interwencji
zdecydowali$my si¢ na potaczenie ¢wiczen fizycznych i tanca z relaksacja, psychoedukacja

I aktywizacja spoteczng [44,45].

Krytyczna analiza literatury przeprowadzona przez badaczke Casey M. Hearing
(2016) wykazata, ze dopasowane do jednostki oraz rodzaju problemu ¢wiczenia fizyczne maja
pozytywny wpltyw na poziom leku, bolu czy bezsennos¢, ktore czesto wspotwystepuja
z zaburzeniami. Cwiczenia fizyczne wplywaja zatem zaréwno na parametry zdrowia
fizycznego jak i psychicznego, moga rowniez stanowi¢ skuteczne uzupetnienie farmakoterapii
w leczeniu depresji [84]. Uzyskane wyniki badania wtasnego pokazaty, ze poziom
odczuwanego stresu ulegl znacznemu obnizeniu po 3 miesigcach regularnego uczestnictwa
W programie terapeutycznym (p < 0.01). Zatem prowadzone dziatania okazaly si¢ skuteczne
W leczeniu jednego z gléwnych czynnikow pogarszajacych rokowania w zespole
metabolicznym. Oczywiscie, pomimo obiecujgcego charakteru, wyniki te nalezy traktowac

Z ostroznoscig ze wzgledu na charakter projektu badania 1 matg liczebno$¢ proby.

Przeprowadzona réwniez w tym badaniu analiza korelacji okazala si¢ by¢ w duzej
mierze zgodna z oczekiwaniami - im wyzszy poziom stresu, tym gorszy nastrdj i wigksze
ryzyko wystapienia depresji. Ponadto wskazano istotne korelacje poszczegolnych sktadnikow
stresu (napigcie emocjonalne, stres zewnetrzny, stres intrapsychiczny) z warto$ciag Body Mass
Index (BMI) i iloscig thuszczu trzewnego, ale nie z wiekiem uczestniczek. Uzyskane wyniki

pokazuja, ze problem nadwagi i otytosci zwigzany jest nie tylko z nawykami zywieniowymi,
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ale wigze sie z czynnikami psychicznymi, takimi jak poziom odczuwanego stresu czy
doswiadczane konflikty wewngtrzne. Ponadto konsekwencja otytosci w wieku dorostym moze
by¢ uposledzenie funkcji poznawczych na poédzniejszych etapach zycia [85], ogélne

wystepowanie zaburzen lekowych i depresji [86-88], a takze problemy spoteczne [89].

Powyzsze wyniki utwierdzity nas w przekonaniu, ze skuteczny program profilaktyki
I promocji zdrowia powinien mie¢ charakter biopsychospoteczny i lgczy¢ interwencje
0 charakterze biologicznym (gimnastyka ogoélnousprawniajgca i taniec), psychologicznym
(psychoedukacja i relaksacja) i spotecznym (grupy wsparcia i aktywizacja spoteczna). ROwniez
w literaturze naukowej skupiajacej si¢ na MetS coraz czeéciej mozna odnalezé wzmianki
0 zapobieganiu progresji choroby poprzez stosowanie ustrukturyzowanych interwencji
modyfikujacych styl zycia i diete. Obecnie stanowig one pierwsza lini¢ leczenia MetS [80—
82,90-92]. Interwencje zwigzane z aktywnoscig fizyczng maja korzystny wplyw na choroby
metaboliczne i zwigzane z nimi obcigzenie, nie tylko dla jednostek, ale takze dla catych
systemow opieki zdrowotnej [93], co z perspektywy polskiego systemu opieki medycznej moze

mie¢ szczegblne znaczenie, dlatego warto kontynuowac badania w tym obszarze.

4.5. Wartos$¢ aplikacyjna prowadzonych badan

Projekt badawczy realizowany byt we Wroctawiu w ramach dziatan Fundacji
Aktywizacji Seniorow SIWY DYM, ktora wspotpracuje z Wydzialem Zdrowia Gminy Wroctaw
od 2016 roku prowadzac Programy Profilaktyki i Promocji Zdrowia Psychicznego. Dzigki
naukowej analizie skuteczno$ci prowadzonych dziatan z roku na rok uzupetniamy nasze
projekty 1 dazymy do jak najwiekszej satysfakcji uczestniczek (kobiety 60+), aby
kontynuowaty zachowania prozdrowotne w perspektywie dtugoterminowej, bo tylko takie
dziatania maja realny wptyw na poprawe stanu zdrowia. Szerszy opis projektow realizowanych
w fundacji przez doktorantow Akademii Wychowania Fizycznego we Wroclawiu mozna

znalez¢ na stronie internetowej Www.siwy-dym.com.

4.6. Poziom stresu a wystepowanie symptomow depresji

Niewatpliwie istnieje silny zwigzek migdzy stresem, a depresja niezaleznie od tego,

w jakim kontek$cie jest rozpatrywany [94]. W przypadku MetS relacja miedzy stresem

17



I zaburzeniami depresyjnymi tgczy si¢ z dietg i problemem otylosci, a jej charakter jest ztozony
i niejasny. Przeglad literatury dotyczacy zalezno$ci migdzy dieta, stresem a zdrowiem
psychicznym wykazal, ze rodzaj diety 1 otylo§¢ moze bezposrednio wptywaé na nastroj, lecz
roOwniez wystepowanie zaburzen psychicznych zwigzanych ze stresem moze prowadzi¢ do
zmian w nawykach zywieniowych, ktére wpltywaja na mase ciata. Badacze przedstawili
robwniez alternatywng interpretacje, w ktoérej to stres powoduje nadmierne objadanie si¢
prowadzac tym samym zarowno do otylosci, jak i zaburzen psychicznych zwigzanych ze

stresem, takich jak depresja i zesp6t stresu pourazowego (PTSD) [48,95].

W badaniu wiasnym opisanym w artykule pt. Factors Associated with Undertaking
Health-Promoting Activities by Older Women at High Risk of Metabolic Syndrome na
podstawie wynikow Geriatrycznej Skali Depresji (GDS) rozpoznano dwie grupy uczestniczek
z nasilonymi objawami depresji (Depressive symptoms group, D) i bez depresji (Non-depressed
group, ND). Sposrod wszystkich badanych 40% odczuwato nasilone objawy depres;ji (grupa D)
a 60% zostato sklasyfikowano jako osoby, U ktérych nie wystepuja symptomy depresji (grupa
ND). Ocena poziomu stresu w obu grupach pokazata, iz wspdtwystepowanie depresji miato
istotny zwigzek z poziomem odczuwanego stresu mierzonego za pomoca kwestionariusza
poczucia stresu (Perceived Stress Questionnaire, PSQ) (t = -6,18; p = 0.001). Podsumowujac,
kobiety, ktore uzyskaly wynik >10 punktéw w skali GDS, mialy istotnie wyzsze wyniki
odczuwanego stresu zaréwno ogolnego, jak i1 jego poszczegdlnych sktadowych (napigcie
emocjonalne, stres zewngtrzny 1 Stres wewnetrzny). W grupie D pojawily si¢ rowniez wigksze
obawy o sw@j stan zdrowie (75%) w stosunku do grupy ND (60%). Analiza korelacji nie
wykazata zwigzku pomigdzy badanymi cechami (wiek, BMI, poszczegolne sktadowe MetS)
a poziomem stresu oraz obecnoscig i poziomem objawow depresyjnych [84] . Poziom stresu
silnie korelowat z wynikami skali GDS, zgodnie z wynikami uzyskanymi w poprzednich

badaniach.

4.7. Motywacje i przeszkody w podejmowaniu aktywnos$ci prozdrowotnej u starszych
kobiet

Rola aktywnosci fizycznej w redukcji stresu, poprawie zdrowia psychicznego
I zapobieganiu depresji jest dobrze ugruntowana naukowo [96-98]. Badania nad MetS
koncentruja si¢ na modyfikowalnych czynnikach, takich jak dobre samopoczucie, aktywno$¢

fizyczna 1 nawyki zywieniowe oraz czynnikach ryzyka, rzadziej dotycza motywacji
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I przeszkod, ktore wpltywajg na realne wprowadzanie zmian w stylu zycia starszych kobiet.
W artykule pt. Factors Associated with Undertaking Health-Promoting Activities by Older
Women at High Risk of Metabolic Syndrome skupiliSmy si¢ na zrozumieniu potrzeb
uczestniczek po 60 roku zycia, ktore probowaly zmieni¢ styl zycia, aby moc okresli¢, jakie
czynniki moga wptywac na podejmowanie regularnych dziatan prozdrowotnych u osob, ktore

poszukuja pomocy i roznych form wsparcia w czasie leczenia MetS i otylosci.

Ponad 85% o0s6b z grupy D i 73% o0s6b z grupy ND wskazato che¢ poprawy i/lub
utrzymania kondycji fizycznej jako najwazniejsza motywacje. Poprawa zdrowia
I samopoczucia byly roéwniez istotnymi czynnikami wptywajacymi na decyzje prozdrowotne
w badanej grupie (okoto 50% w grupie ND i 60% w grupie D), co jest zgodne z doniesieniami
z innych badan dotyczacych motywacji 1 barier uniemozliwiajacych osobom starszym

podejmowanie aktywnosci fizycznej [99-101].

W badaniu wtasnym poprawa i/lub utrzymanie sprawnosci fizycznej zostaty uznane
za najwicksza motywacje do podejmowania aktywnosci fizycznej 1 dzialan prozdrowotnych
u wigkszosci uczestniczek. Chec spedzania czasu z innymi ludzmi istotnie roznicowata obie
grupy (X =4,148, p = 0,042). Kobiety zmagajace si¢ ze ztym samopoczuciem i obnizonym
nastrojem istotnie rzadziej wskazywaty che¢ spedzenia czasu z innymi osobami jako czynnik
motywujacy do udziatu w projekcie. To bardzo zaskakujace odkrycie, bo relacja grupowa
i wiez grupowa jest jednoczes$nie najsilniejszym czynnikiem leczniczym w depresji wieku
podesztego. Natomiast w kategorii przeszkod jedynym czynnikiem istotnie roznicujgcym obie
grupy byt brak czasu (X = 8,777, p = 0,003). Ten czynnik byl najczesciej wybierany przez
kobiety, uktorych stwierdzono podwyzszony poziom objawow depresyjnych. Kobiety,
U ktérych nie zaobserwowano symptomoéw depresyjnych w kategorii przeszkdd najczescie)

wybieraty brak motywacji.

4.8. Wartos¢ aplikacyjna prowadzonych badan

Zebrane dane oraz refleksje ptynace z prowadzenia tego projektu pokazuja, ze
zaburzenia nastroju sg istotnym czynnikiem roznicujacym starsze kobiety decydujace si¢ na
udzial w programie profilaktyki ipromocji zdrowia. Tym bardziej wazny wydaje si¢
multidyscyplinarny ~ charakter ~ projektu, gdzie  fizjoterapeuta,  psychoterapeuta
I muzykoterapeuta pelniag wazna role oferujac szeroka game interwencji terapeutycznych oraz

indywidualne podejscie do uczestniczek z objawami depresji. Ta grupa kobiet jest najbardziej
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narazona na progresj¢ choroby, jednocze$nie najtrudniejsza do zrekrutowania i utrzymania
dhlugoterminowego udziatu w dziataniach prozdrowotnych o charakterze grupowym. Dlatego
wazne jest poznanie czynnikOw motywujacych do podejmowania i utrzymania tego typu

aktywnosci.
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5. PODSUMOWANIE

Polska jest jednym z najszybciej starzejacych si¢ krajow w Europie, czego skutkiem
sg rosnace problemy dotyczace opieki nad starszymi czlonkami spoteczenstwa. Wynikiem tego
gwattownego procesu demograficznego bedzie ogolny wzrost liczby zachorowan w odniesieniu
do choréb ukladu krazenia, otylosci, nowotworéw oraz innych dolegliwosci
charakterystycznych dla wieku starszego. Te prognozy pokazuja, z jak wielkim problemem
musi zmierzy¢ si¢ system opieki zdrowotnej, ktdry juz teraz jest przecigzony. W zwigzku z tym
nalezy poszukiwaé skutecznych, mozliwych do powszechnego zastosowania i stosunkowo

tanich programoéw profilaktyki i promocji zdrowia.

Wigkszos¢ osob starszych w Polsce stanowig kobiety (58%) i to wilasnie Polki,
doswiadczaja wyzszego poziomu stresu niz inne mieszkanki Europy. Nalezy pamigtac, ze
chroniczny stres psychologiczny zwicksza podatnos¢ zaréwno na choroby 0 naturze fizycznej
(zapalne, zakazne), jak i psychicznej. W stosunku do mezczyzn kobiety sa rowniez bardziej
narazone na wystgpowanie problemow ze snem, zaburzen odzywiania, zaburzen lekowych oraz
depresji. Objawy depresyjne u osob starszych kobiet mogg by¢ bardzo heterogenne i czesto
prawie niezauwazalne, co prowadzi do duzego ryzyka pdznej interwencji. Ponadto depresja

zwigksza ryzyko otytosci, cukrzycy, zaburzen poznawczych i udaru mozgu.

Epidemia koronawirusa wymusita przystosowanie do nowych zasad spotecznego
funkcjonowania i drastycznie zmienita rzeczywistos¢, w ktorej zyjemy. Nie sposob nie
zauwazy¢, w jak trudnej sytuacji znalezli si¢ opiekunowie oséb z AD. Gtéwny ciezar opieki
nad pacjentami z zaburzeniami funkcji poznawczych przypada na rodzine, szczegdlnie kobiety
— corki, synowe, zony. Doswiadczaja one wysokiego poziomu stresu zwigzanego
Z pogorszeniem si¢ zarOwno wlasnego stanu zdrowia, jak 1 bliskiej osoby cierpigcej na
otepienie, zmianami w codziennym funkcjonowaniu oraz obawami o przysztos¢. Ponadto
zmagaja si¢ z trudnosciami w opiece zdrowotnej 1 w znalezieniu dodatkowej opieki dla
podopiecznego. Nie otrzymuja wystarczajagcego wsparcia w zadnym obszarze. Ich potrzeby
obejmuja zapewnienie dodatkowej opieki dla podopiecznych oraz profesjonalnego wsparcia
psychologicznego i informacyjnego. Odpowiednie doradztwo i wsparcie psychologiczne moga
ztagodzi¢ szkodliwe skutki przewlektego stresu, pomagajgc osobom narazonym zachowac sitg

ich uktadu odpornosciowego.

Nieco innych trudnosci doswiadczajg kobiety po 60 roku Zycia, ktore znajduja si¢

w grupie wysokiego ryzyka wystapienia MetS. Przewlekty stres u kobiet moze prowadzi¢
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miedzy innymi do insulinoopornosci i otytosci, ograniczenia aktywnosci fizycznej, chorob
uktadu krazenia, a takze problemoéw w obszarze zdrowia psychicznego. Kobiety zmagajace si¢
zaréwno z MetS jak i otyloscig stanowig grupg potencjalnie najwyzszego ryzyka wystgpienia

depresji.

Zasadniczo ¢wiczenia fizyczne wplywaja zarbwno na parametry zdrowia fizycznego,
jak i psychicznego. W potaczeniu z odpowiednig dietg oraz redukcjg stresu stanowig
najwazniejsze dziatania terapeutyczne oraz profilaktyczne wobec MetS. Co wigcej, aktywnos¢
fizyczna ma pozytywny wplyw na stany czesto wspolwystepujace z zaburzeniami nastroju
(np. Iek, bol i bezsennosC), dlatego tak wazne jest zrozumieniu motywacji 1 przeszkod
W podejmowaniu dziatan prozdrowotnych. Szczegdlnie warto si¢ zastanowi¢ nad tym, jak
zmotywowaé starsze kobiety z depresja do podejmowania regularnych wysitkow

prozdrowotnych oraz utrzymac ten efekt.

ZYozono$¢ probleméw zdrowotnych dotyczacych kobiet w wieku 60 lat i starszych
sprawia, ze konieczne jest opracowanie skutecznych 1 tanich strategii obejmujacych
interwencje biopsychospoteczne. Model biopsychospoteczny moze prowadzi¢ do poprawy
wynikéw klinicznych poprzez budowanie $wiadomosci interakcji migdzy czynnikami
biologicznymi, psychologicznymi, spoteczno-kulturowymi 1 duchowymi, a takze do
zwigkszenia samodzielnego zarzadzania chorobg przez pacjenta poprzez dynamiczng relacje
pacjent-lekarz podstawowej opieki zdrowotnej i multidyscyplinarne podejscie do opieki nad

kobietami 60+.

Takie wtasnie dziatania prowadzi Fundacja Aktywizacji Senioréw SIWY DYM we
Wroctawiu, gdzie realizowane byly badania do wszystkich artykutéw wymienionych jako cykl
publikacji stanowigcy podstawe do ubiegania si¢ o tytul doktora nauk w dyscyplinie nauki
0 kulturze fizycznej. Projekty Profilaktyki i Promocji Zdrowia prowadzone sa w fundacji
nieprzerwanie od 2016 roku, a warto$¢ aplikacyjna wymienionych artykutéw naukowych
polega na wnikliwiej analizie skutecznos$ci prowadzonych dziatan, analizie motywacji oraz
barier w podejmowaniu dziatan prozdrowotnych przez kobiety 60+, a dzigki temu ciggtym
ulepszaniu naszego multidyscyplinarnego modelu pracy. Jako muzykoterapeutka wniostam
wilasne, unikalne umiejetnosci i kompetencje, ktore zostaly docenione przez uczestniczki
projektéw. Wigcej informacji na temat naszych projektow mozna znalezé na stronie

internetowej www.siwy-dym.com.
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6. WNIOSKI

1. W warunkach pandemii COVID-19 kobiety opickujace si¢ podopiecznymi z chorobag
Alzheimera do$§wiadczaty silnego stresu w zwigzku z catodzienng opieka nad osobg zalezna.
Najwigcej realnych problemow dotyczyto dostepu do opieki medycznej dla podopiecznego.
Najwigcej obaw dotyczylo zapewnienia opieki nad chorym z AD podczas ewentualnej
choroby opiekuna. Ponad 83% opiekundw nie otrzymato pomocy ani ze strony rodziny ani
instytucji publicznych od czasu rozpoczgcia pandemii COVID-19 do momentu udziatu

w badaniu, czyli przez okres 5 miesiecy.

2. Powaznym zagrozeniem dla zdrowia psychicznego opiekundéw jest niewystarczajacy
poziom wsparcia spolecznego. Jednocze$nie wsparcie informacyjne i emocjonalne
dostarczane za posrednictwem Internetu, poprzez grupy wsparcia prowadzone on-line
pozwala w krotkim czasie i stosunkowo niskim kosztem dostarczy¢ wsparcie opiekunom
bez wzgledu na ich miejsce zamieszkania i status spoteczny. Mozliwe jest uczestnictwo
w szkoleniach i grupach wsparcia bez koniecznosci wychodzenia z domu i organizowania

w tym czasie opieki dla podopiecznego.

3. Wysoki poziom stresu w badanych grupach kobiet 60+ z zespolem metabolicznym
wspotwystepowatl z obnizonym nastrojem, nasilonymi symptomami depresji i obawami
0 wlasne zdrowie, dlatego wazne jest prowadzenie dziatan terapeutycznych o charakterze
biopsychospotecznym obejmujacych zarowno prace z cialem (regularna aktywno$¢
fizyczna), interwencje psychologiczne (psychoedukacja i relaksacja) oraz aktywizacje

spoleczna.

4. Zachecanie lekarzy podstawowej opieki zdrowotnej do prowadzenia badan przesiewowych
w kierunku wezesnego wykrywania depresji u kobiet po 60 r.z. z zespotem metabolicznym
1 kierowanie ich do organizacji oferujacych szeroki zakres dziatan terapeutycznych stanowi

wazny etap w leczeniu powszechnie wystepujacych chordb cywilizacyjnych.
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Abstract: In Poland, 92% of elderly people with dementia are cared for at home from diagnosis until
death, and 44% of caregivers provide care on their own, without any support from other people. The
aim of this study was to identify the needs, created because of the Covid-19 pandemic, of caregivers
of people with Alzheimer’s disease (AD). The study group consisted of 85 caregivers in the age
range from 23 to 78 years and 80 (91.1%) were women. The questionnaire on the life situation of the
caregiver and 10-item Perceived Stress Scale (PSS-10) were used. High levels of stress were found in
75 of the 85 subjects, representing 88% of the total. The greatest difficulties were identified in health
care and in finding additional care for the charge. PSS-10 correlated with the deterioration of illness
during Covid-19, changes in daily functioning, and concerns about both the health of the charge and
caregiver. The level of stress severity in the caregiver group of charges with mild AD was higher than
in the caregiver group of charges with moderate AD. The provision of extra care and professional
psychological support for caregivers were identified as the greatest needs.

Keywords: dementia; elderly; social support; stress; caregiver burden

1. Introduction

Dementia is a current and serious public health problem in developed countries. It is
one of the main causes of disability and dependency among older people worldwide [1].
As defined by the World Health Organization (WHO), it “( ... ) is a syndrome, usually of a
chronic or progressive nature, in which there is a deterioration in cognitive function (i.e., the
ability to process information) beyond what can be expected from normal ageing. Memory,
thinking, orientation in time and place, visual and spatial orientation, understanding,
calculation, learning ability and language functions are affected. Cognitive impairment is
often accompanied and sometimes even preceded by a deterioration in emotional control,
social behavior or motivation” [2]. Worldwide, around 50 million people have dementia,
with nearly 60% living in low- and middle-income countries. AD is present in 60-70% of
all dementia charges [2-4].

Poland is one of the fastest ageing countries in Europe, which results in increasing
problems for the care of elderly members of society. Estimates show that over 500,000 peo-
ple in Poland suffer from dementia, including over 300,000 from AD. It is worrying that
only 15-20% of these charges have been diagnosed and undergo treatment. Additionally,
it is known that within the next 20-25 years the number of charges will double, similar
to other countries [3-5]. AD is a serious challenge for the Polish health care and social
welfare system. Neurologists, psychiatrists, and geriatrists are responsible for diagnosing
and treating the disease. The report of the Supreme Audit Office shows that the avail-
ability of geriatric care in Poland is insufficient. There is not even one such specialist
per 100 thousand inhabitants (ratio is 0.8). For comparison, in the Czech Republic, the
ratio is 2.1, in Slovakia 3.1, and in Sweden almost 8. Dementia, especially AD, is one
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of the costliest diseases of modern Europe. The costs generated by this disease include
direct costs (treatment and nursing care, daily care at home), as well as those that can
be described as indirect (loss of professional and social productivity of the charge and
caregiver). According to the report by Alzheimer’s Disease International, costs rose to $604
billion in 2010 and reached $817 billion in 2015 [4,6]. In 2016, in the United States, informal
care amounted to 18.2 billion hours, translating to US$230.1 billion [7].

Caregivers experience much more than high financial expenses. There are few diseases
that engage in the long-term care of their family members more than AD [8]. In Poland,
92% of elderly people with dementia are cared for at home from diagnosis until death, and
449, of caregivers provide care on their own, without any support from other people [9,10].
It follows that the care of a charge with dementia rests mainly with caregivers who come
from or are engaged by the family. The most numerous group of caregivers in Poland are
spouses, who are close to the charge’s age (=65 years). In Poland, as in the rest of the world,
a greater proportion of people caring for charges with dementia are women [8,10,11].

This responsibility and care for the charge creates multiple burdens in the mental,
physical, economic and social areas [12,13]. The mental burden increases over many years
of care and accumulates, which can lead to mental burnout syndrome, for the caregiver. It
also occurs as a result of living under permanent stress and the caregiver’s failure to cope
with their own numerous negative emotions. It is estimated that 70% of caregivers suffer
from permanent stress and 50% from depression and depression syndromes [8]. Physical
burdens are a result of the caregiver taking over additional duties related to daily care
of the charge and managing the household. These activities are often performed in the
absence of cooperation from the charge and require overcoming their resistance.

As the illness progresses and the charge gradually loses the ability to self-serve, the
physical burden continues to increases [8,14,15]. The economic burden is caused by the
high cost of treatment and the provision of a professional caregiver or nurse. The social
burden is understood as various forms of social isolation of the charge and caregiver.
Spouse caregivers and adult children caregivers experience the greatest burden compared
with other informal caregivers of people with dementia [16]. The lack of understanding
of the disease and the appearance of socially unacceptable and sudden behavior in the
charge hinders the normal functioning of the whole family. The long-term care provided by
the caregiver deprives them of many opportunities to establish social contacts and limits
their maintenance [8,17]. In addition, the prevalence of abuse risk, caused by anxiety and
feelings of burden, is high among family caregivers [18].

The Covid-19 pandemic forced everyone to adapt to new rules of social functioning.
It drastically changed the reality in which we live. It is impossible not to notice that the
elderly and those suffering from chronic diseases were in the at-risk group. In the current
situation, the caregivers of people with AD living in Poland also face a new reality and
new problems. Behind every sick person there is a caregiver who struggles to take care of
the sick family member every day.

The aim of this study was to identify the needs, which were created as a result of
the Covid-19 pandemic, of caregivers of people with AD. Recognition of the needs and
understanding of the situation of caregivers involves the possibility of providing real
support, both physically, mentally, and socially, to caregivers and their charges.

2. Materials and Methods
2.1. Design of the Study

The observational study was conducted in a group of caregivers of AD charges (85

participants) living in Poland who met the following inclusion criteria:

1. Providing care for AD charges before and during the Covid-19 pandemic,

2. Completion of an online questionnaire assessing the situation of caregivers and the
needs of care during a pandemic, and

3. Consent to participate in the study, which means assessing the stress level using the
10-item Perceived Stress Scale.
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The study lasted 3 months and was conducted in accordance with the Helsinki Declaration.

2.2. Participants

The study group consisted of 85 caregivers in the age range from 23 to 78 years
old with an average age of 51 (+£11.9) and 80 (91.1%) were women. The research group
consisted of caregivers of charges with AD living in Poland who, having familiarized
themselves with the information published on the Internet, decided to participate in the
study on a voluntary basis and met the inclusion criteria. The characteristics of the study
group and charges are presented in Table 1.

Table 1. Characteristics of caregivers of charges with Alzheimer’s Disease. Abbreviations: SD—
standard deviation.

Baseline Characleristics n (%)

Caregivers’ age

Mean (5D) 51 (£ 11.9)
Range 2378
Caregivers’ gender
Female 80 (94.1)
Male 5(5.9)
Caregivers’ relationship to the charge
Daughter/Son 56 (65.9)
Daughter /Son-in-law 12 (14.1)
Spouse 10(11.8)
Other 4(47)
Grandchildren 3(3.5)
Caregiving duration, years
Mean (5D) 6(3.7)
Patients’ age
Mean (50) 79 (+ 8.5)
Range 53-95
Chargc illness duration, years
1-5 44 (51.8)
6-10 33 (38.8)
11-15 6(7)
16-20 2(2.4)
Mean (5D) 6.0 (+ 3.7)
Residence of the caregivers
Large city (=300 000) 30 (35.3)
Middle-sized town 11(12.9)
Small town (< 90 000) 22 (25.9)
Village 22 (25.9)
Family life form of the caregivers
Wife/Husband 60 (70.6)
Miss/Caler 7 (8.2)
Partnership 71(8.2)
Divorced 7(8.2)
Separation 2(2.4)
Widow /Widower 2(2.4)

3. Measuring Instruments
3.1. Questionnaire on the Life Situation of the Caregiver

The questionnaire on the life situation of the caregivers was completely anonymous
and was developed for this study. It consisted of two sections. The first section contained
20 questions about the life situation of the caregiver and information related to the needs of
daily care and functioning for a charge with AD before and during the Covid-19 pandemic.
The second section was the 10-item Perceived Stress Scale (PS5-10). Participation in the
study was entirely voluntary.
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It took no more than 10 min to complete the whole questionnaire. It did not require
the respondents to share their personal data, medical records, or sensitive data, or require
further contact. It was based on observations and feelings related to the new situation in
which the respondents found themselves. The questionnaire used in the survey, translated
from Polish, can be found in the Supplementary Materials.

10-Item Perceived Stress Scale (PSS-10)

The PSS-10 scale is used to test adults, both healthy and ill. The PSS5-10 is a self-report
instrument consisting of 10 items purported to assess “how unpredictable, uncontrollable,
and overloaded respondents find their lives” [19]. Each of the items on the PSS5-10 are rated
on a 5-point Likert scale, ranging from 0 (never) to 4 (very often). The PS5-10 consisted
of 6 positively and 4 negatively worded items. Negatively worded items were re-coded
during analysis. Total scores ranged from 0 to 40, with higher scores indicating higher
levels of perceived stress [20-22]. The PSS-10 is one of the most frequently used instruments
to measure perceived stress [20]. Internal compatibility was checked in the study of a group
of 120 adults, obtaining an alpha Cronbach index of 0.86. The correlation of all questions
with the overall score was satisfactory. The reliability established on the basis of a double
study of a group of 30 students at an interval of 2 days was 0.90 and at an interval of
4 weeks, was 0.72 [19].

3.2. Procedure of Data Collection

Due to the new rules of social functioning and the lack of opportunity to meet with
participants during the Covid-19 pandemic, the study was conducted online. The form was
made available at the beginning of August 2020 and concluded at the end of October 2020.
The group selection was inherently random. The form settings allowed for the collection of
a full set of responses (each respondent answered all questions).

The questionnaire was completed via the Internet (using a Google Docs form) by
sending information about the study via e-mail and social networking sites associated
with caregivers of Alzheimer’s charges from all over Poland, including open and private
groups for caregivers on Facebook, portals, and information pages dedicated to dementia
and elderly care. The invitation to participate in the study was also sent out via e-mail
to organizations associated with caregivers of AD charges with a request to disseminate
information among them. The biggest response came immediately after the information
was posted in closed Facebook groups for caregivers.

3.3. Data Analyses

The study group was characterized using the following descriptive statistics: mean,
standard deviation, minimum and maximum values, and, in the case of qualitative vari-
ables, numbers and percentages. Statistical tests were performed at a significance level of
p < 0.05. Analyses were conducted using numerical tables, one-way analysis of variance
(ANOVA), and non-parametric tools to investigate relationships between characteristics.
The normality of the distribution of the continuous characteristics was determined using
the Shapiro-Wilk test. The null hypothesis of normality of distribution was rejected for
most characteristics of the study group. Therefore, the nonparametric Spearman correlation
coefficient (p) was used to evaluate the interdependence between the characteristics (age of
the caregiver, age of the charge, length of care, place of residence, and assistance received,
among others). A one-way ANOVA with Scheffé’s post hoc test was performed to test
whether the degree of dementia (comparisons of the three groups) influenced the scores on
the PSS-10. In the Levene’s test of homogeneity of variance, there was no reason to reject
the null hypothesis. The calculations were carried out using the STATISTICA 13.3 software
of StatSoft.
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4. Results

Before the pandemic, 41.2% of the respondents lived in a different place from their
charge, 34.1% lived with their charge, while 24.7% lived together with their charge and
other family members. At the time of the study, the percentages changed as follows: 42.4,
30.6, and 27.1%, respectively. The mean duration of illness was 6 years (SD -+ 3.66), and the
duration of care provided by a caregiver was 5 years (SD =+ 3.74). The severity of dementia
in AD charges before the epidemic is shown in Figure 1.

@ Mid cognitive iImpairment
Moderate cognitive impairment
@ Severe cognitive impairment

Figure 1. Dementia severity in Alzheimer’s charges before the Covid-19 as assessed by caregivers.

Deterioration of the AD charge’s health during Covid-19 was declared by 53% of
caregivers, while deterioration of their own health by 40%. About 34% felt that their health
had not deteriorated. Most respondents (69.4%) noted that the Covid-19 pandemic had
changed their daily functioning. Notably, 78.8% of caregivers confirmed the emergence of
new care needs for someone with AD during the Covid-19 pandemic. Caregivers were also
asked about the areas in which problems emerged in the caregiver’s functioning in relation
to the Covid-19 pandemic (respondents could mark up to 3 most important answers) from
the proposed categories. An enumeration of the problems that arose with the time of
Covid-19 are presented in Table 2. More than 83% of the respondents said they had not
received any offer of help in the organizational, psychological, or social areas in relation to
caring for someone with AD during the pandemic. Receiving help in at least one of these
areas was declared by 16 caregivers (18.8%). Concerns about their charge’s health during
the Covid-19 pandemic increased in 78.8% of caregivers. Caregivers’ concerns about their
own health increased in 63.5% of respondents.
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Table 2. Covid-19-related problems of caregivers in the daily care of AD charges.

Type Number of Responses %o
Health care (difficulties in visiting the doctor,

buying medicines at the pharmacy) 65 785
Difficulties in finding additional care for the 36 04
person in care ’
Caring for a family member in care related to the
S3es 29 34.1
closure of care facilities
Protective measures (use of disinfectant fluids,
: 27 31.8
wearing a mask and gloves)
Difficulties in obtaining psychological
7 . 22 25.9
assistance /social support
Daily errands (shopping, paying bills, cleaning) 15 17.6
Loss of job or change of job to remote work
s i 10 11.8
connected with care of person in care
No new difficulties have emerged 4 47

For the type of help that caregivers expect in relation to the difficult epidemiological
situation, respondents could choose up to 3 of the most important types of assistance from
the given categories. The responses are presented in Table 3.

Table 3. Type of assistance expected by caregivers of charges with AD in relation to the Covid-
19 pandemic.

Type Number of Responses %
Provision of care for the patient with AD if the 61 71.8
carer becomes ill with Covid-19 ’
Provision of care for the carer during 4% 541
working hours
Provision of psyc!xologica} support for the carer 3 36,5
during the Covid-19
Providing the possibility to stay in hospital with 27 318
the patient with AD suffering from Covid-19 ;
Provide legal assistance to the caregiver 25 29.4
Introduction of educational programmes for 16 18.8
carers related to functioning during the Covid-19
Provision of financial assistance during 12 14.1

the Covid-19

PSS-10

The mean PSS-10 score was 25.5 (+ 4.94), with a minimum of 13 and a maximum of
39 points. The range of scores on the sten scale was 4-10 sten. Of the scores, 88% were
between 7 and 10 sten, meaning high and very high levels of perceived stress, respectively
(7 sten—18.8%, 8 sten—24.7%, 9 sten—28.2%, 10 sten—16.5%).

The data was analyzed for a correlation. There was no significant relationship between
the PSS-10 score and the age of the caregiver, age of the charge, length of care, duration
of dementia, place of residence, or degree of relationship to the charge. However, PSS-
10 correlated with the deterioration of charge’s illness during Covid-19, deterioration of
caregiver’s health during Covid-19, change in daily functioning, and concerns about the
health of the charge with AD. Levels of perceived stress were associated with a definite
worsening of the charge’s illness as perceived by the caregiver and a high degree of change
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in daily functioning, as well as a definite increase in the caregiver and a high degree of
change in daily functioning, as well as a definite increase in concern for the charge’s health
and a worsening of the caregiver’s health during pandemic. These correlations were
statistically significant (p > 0.05). Table 4 presents the results of the correlation analysis.

Table 4. Coefficients of correlation of the PS5-10 score with deterioration of illness during Covid-19, caregiver’s health,
change in daily functioning, and concerns about the health of the charge with AD in the study group.

Deterioration Deterioration Change in Concerns
Correlation of Ill‘ness of Cnrer'_s Dﬂ;]}‘ about the Concern for PSS-10 Score
during Health during Functioning Health of the Own Health
Covid-19 Covid-19 Charge
Deterioration of
illness during 1.00 0.39 0.43 0.31 0.16 —0.26

Covid-19

Deterioration of
carer’s health 0.39 1.00 0.33 0.21 0.17 -0.53
during Covid-19

Change in daily 0.43 0.33 1.00 0.45 0.27 039
i‘unchonmg

Concerns about
the health of 0.31 0.21 0.45 1.00 0.60 0.29

the charge

Concer for 0.16 0.17 0.27 0.60 1.00 —014
own health
PSS-10 score —0.26 —0.53 —0.39 —0.29 —0.14 1.00

PS5-10—10-item Perceived Stress Scale. Red text indicates that the correlation coefficient is significant at the level of p < 0.05.

A one-way ANOVA with Scheffé’s post hoc test was conducted fo test whether the
degree of dementia influenced the PS5-10 scores. Caregivers of charges with moderate
dementia scored lower on the PS5-10 compared with caregivers of charges with mild or
severe dementia. The largest and statistically significant differences occurred between
the moderate dementia and severe dementia groups (p = 0.019 and effect power = 0.72.)
(Figure 2).

25

28

27

26

25

P35-10 Score

24

i

2

Fil

Mid Moduar st Samvaie
Degres of dementia

Figure 2. Distribution of sten values on the 10-item Perceived Stress Scale according to the three
degrees of dementia in the charges of the caregivers studied. The current effect was F (2.82) = 4.1388
while the p-value = 0.01939.

30



Int. J. Environ. Res. Public Health 2021, 18, 4493 8of 11

5. Discussion

The study gave us an insight into the situation and needs of caregivers of charges with
AD in Poland because of the Covid-19 epidemic. This is a very important issue in Poland
because family caregivers are not recorded in the register, so it is difficult to establish details
of their number or socio-economic situation. It is estimated that, in Poland, about 92% of
older people with dementia live at home from the onset of the disease until death [15].
Clear problems were perceived by the interviewed caregivers in health care, understood
as difficulties in accessing medical and nursing care or in buying medicines, as well as in
finding additional care for a dependent person with AD.

In our study, most caregivers were children of the charge, with a predominance of
women. The longer life expectancy of women is one reason for the prevalence of women as
caregivers, as shown in other studies [10,18,23-25]. The second largest group of caregivers
was daughter-in-law/son-in-law. This is a certain novelty in relation previous years, where
the largest group were spouses [10,23,26]. Mazurek et al. [23] report that spouses are the
most common caregivers, with children being the second most common group. It is likely
that conducting the research through the medium of the Internet meant that we reached a
younger generation of caregivers, children and son/daughter-in-law.

There are fundamental differences between spouse and child caregivers due to dif-
ferent generations. For example, adult child caregivers are more likely to work outside
the home and experience scheduling conflicts. Spouse caregivers are more likely to ex-
perience physical limitations that make caregiving difficult and report more feelings of
depression [17,27,28]. Our study group does not reflect the population of caregivers in
Poland, but it does provide a new perspective on the problems of caregivers. We had
almost equal representations of caregivers from large, medium, and small cities, as well as
rural areas. This is important because caregivers in smaller towns and rural areas cannot
rely on community-based initiatives, NGO-funded activities, and the work of various
foundations to support caregivers. It is also more difficult for them to access qualified
professionals for the medical care and rehabilitation of people with AD.

Interestingly, respondents who did not declare new needs in relation to Covid-19
indicated that they expected help in the area of providing additional care or support, which
we interpreted as needs that have existed for a long time but are still unmet, which is
characteristic of the Polish population, where familiarity with care for charges with AD
prevails. More than 83% of the caregivers in our study had not been offered help from either
family or institutions since the Covid-19 pandemic began. Family caregivers need support
in the demanding task of caring for a charge with AD. A study by Kowalska et al. [10]
among Polish caregivers a few years earlier showed that 93% of them could rely on help
from their family. Interestingly, the results of the 2018 Social Cohesion Survey confirmed
that, in Poland, the strongest element of social relations in which older people (65+)
functioned was family ties [15]. Data included networks of social contacts, potential sources
of help or levels of trust, with family relationships being stronger in rural areas than in cities.
A study by Daley et al. [26] highlighted both the value of family support in improving the
quality of life by reducing care delivery demands and weight of responsibility, as well as
the converse negative impact of lack of family support and conflict on the quality of life.

Our study showed that 75 of the 85 caregivers experienced high level of stress (sten
7-10) in relation to caring for a ward with dementia in the Covid-19 period. The age of the
caregivers had no effect on the level of stress experienced. These are worrying findings
because chronic stress experienced in relation to caregiving negatively affects mental and
somatic health. caregivers are at risk of developing depression, anxiety disorders, sleep
disorders, and cognitive decline [15]. Increased burden and negative health consequences
for caregivers negatively affect the quality of care and increase the likelihood of early
institutionalization of the charge [15,29]. Additionally, the study by Szczepariska-Gieracha
et al. [24] showed a significant relationship between the level of depression and the amount
of support the caregiver receives.
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In an observational study, we examined whether the degree of dementia affected the
perceived stress score. Using one-way ANOVA with Scheffé’s post hoc test, we observed
a significant difference between the two groups. Interestingly, this occurred between
moderate (the lowest scores) and severe degrees (the highest scores). The group declaring
that their subjects suffered from a mild form of AD achieved slightly lower scores than the
group with a severe form. This is surprising, given the increasing difficulties associated
with the nature of the disease. The state of research prior to Covid-19 tended to indicate
medium levels of stress in caregivers of charges with dementia. For example, Yu et al. [13]
observed average levels of stress in caregivers of charges with mild AD. Additionally, data
from Poland indicated average levels of stress in caregivers [10]. Unfortunately, the use of
other measurement tools does not allow us to compare our studies.

The progression of dementia totally engages the caregiver. This makes it necessary
to devote all of one’s time to care, increases the daily physical effort of the caregiver, and
increases the likelihood of sudden stressful events that are difficult to foresee, such as
accidents, falls, and fractures. The severity of the disease is one of the most important
causes of lower quality of life for the caregiver related to dementia in Alzheimer’s disease
and treatment [15]. In view of these results, we decided to take a better look at the group of
caregivers who declared a mild degree of dementia of their charge. This group consisted of
20 people (90% women) with an average age of 49 years + 13.5, mostly married daughters.
The duration of the disease was on average 3 years + 1.9, while the duration of care was
also 3 + 2.4. The mean score on the PSS-10 scale for this group was 25.5 points + 4.5, while
the mean value in stens was 8.

Analyzing the responses in this group, it was clear that in the subjective assessment
of the caregiver, the condition of the charge had deteriorated (60% definitely yes; 25%
rather deteriorated), and there had been a change in functioning due to Covid-19 (40%
definitely yes; 35% rather yes). When it came to assessing the deterioration of one’s own
health since the Covid-19 outbreak, the most common response was ‘hard to say’ (35%).
Health concerns are an important issue, as 90% of caregivers declared that their concerns
about their charge’s health had increased in relation to Covid-19 (60% definitely increased;
30% rather increased). Furthermore, concerns about their own health also increased (40%
definitely increased; 30% rather increased). In this group, 80% of the respondents did
not receive any help, and 20% received psychological or social help. Our findings of an
increase in caregiver concern about and difficulty in assessing their own health in relation
to Covid-19 were significant in that caregiver lacked a perception of their own health or
neglected it, which is a significant factor in reduced quality of life [26].

These factors contributed to the fact that caregivers in this group have significantly
higher levels of stress than caregivers of charges with moderate AD. Exploring the char-
acteristics of a group of caregivers who care for charges with mild AD allowed us to
cautiously interpret that high levels of stress may be associated with the onset of multiple
problems related to dementia symptoms and caregiving needs. Undoubtedly, caregivers
may feel lost in a new situation and stressed by the lack of specialist help. A lack of sound
knowledge about the nature of the disease and uncertainty about their ability to care for a
charge with AD can affect their perception of their own situation, their level of burnout,
and their health. Daley et al. [26] identified a change in the person with dementia as a
factor affecting quality of life, with personality changes being the most commonly upset-
ting factor. The authors reported that some features of the illness, such as repetition and
short-term memory loss, were often experienced as frustrating, and anger, poor motivation,
and hallucinations as particularly difficult.

Our study revealed the plight of caregivers in relation to the Covid-19 pandemic but
also the opportunities for change. We found that the Internet makes it possible to reach
out to caregivers who may normally have been excluded and provide them with access
to reliable knowledge and psychological support. More than 35% of caregivers said they
needed the provision of psychological support during the Covid-19 pandemic, and 19% of
caregivers needed the introduction of care-related education programs for AD charges. It
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seemed that these needs were already noticeable, and the availability of free online advice
from psychologists and psychotherapists was increasing. Notably, this is a good area of
activity for eHealth (or e-health) interventions, which are defined as healthcare practices
delivered via the Internet [30,31]. E-health interventions include psychoeducation, coping
strategies/self-management, and social support, as well as remote monitoring, counselling
(including decision support), psychosocial therapies, and clinical care [32]. Popularizing
this type of intervention could be an excellent response to the needs of caregivers of AD
charges during the Covid-19 pandemic.

Observing closed groups for caregivers, one can see how much it means to them to
share their problems and how they actively seek social and psychological support. They
talk about their loved ones and share their knowledge and experiences, as well as inform
others about the death of a charge and thank them for their support. These observations
show how important it is to recognize caregivers, with their problems and amazing power.
Systemic, free, and professional support is needed to prevent caregiver burnout and to
improve the quality of life of caregivers, thereby improving the quality of life of charges
with AD.

6. Conclusions

The study group was characterized by high levels of stress (mostly 9 sten). The
caregiver group of charges with severe AD had the highest level of stress. In most cases,
(91.1%), the caregivers of charges with dementia were women. More than 83% of the
caregivers reported that they had no offers of help in caring for a ward with AD during
the Covid-19. The following were identified as the greatest needs: providing care for the
client if the caregiver becomes ill with Covid-19, providing care during working hours,
and providing professional psychological support for caregivers.
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Abstract: The study aims to determine the impact of multimodal therapeutic approach on self-
perceived stress in women with high risk of Metabolic Syndrome (MetS). The study involved
43 women aged 60 years and over (mean 68.6 = 6.5) participating in a Mental Health Promotion
Program. Over the 3-month course of the project, all of the participants attended meetings of a
support group (60-min sessions twice a week). During these meetings, they took part in general fitness
training (20 min), dancing (20 min), as well as health-promoting education and psychoeducation
sessions (20 min). Moreover, the participants were encouraged to modify their diet to reduce their
daily fat and sugar intake. Stress levels were assessed using the Perception of Stress Questionnaire
(PSQ). Mood was measured with the Geriatric Depression Scale (GDS-30). In all of the subjects, a
body composition analysis was performed using a Tanita BC-545N analvzer Abdomen and hip
circumference were measured to determine the waist-hip ratio. Weight and height were measured
to determine the BMI score. At the beginning of the project, the intensity of stress correlated with
the level of depressive symptoms (GDS), Body Mass Index (BDI), and the amount of visceral fat.
Three months of participation in the Mental Health Promotion Program resulted in a significant
reduction in stress intensity (p < 0.01). At the end of the project, all of the participants expressed their
willingness to continue their participation in the classes, which is very important as there is a need to
conduct long-term health-promoting activities in the age group in question.

Keywords: Poshm:n()paus.al age; stress; mood; mental health; obesity; Public health

1. Introduction

From the years 2015 to 2050, it is expected that the percentage of the world’s population
aged 60 or more will increase from 12% to 22% [1]. The world is facing the challenge of
developing health and social care systems that will be prepared for these demographic
changes. Its consequence will be a general increase in the incidence of cardiovascular
disease, obesity, cancer, and other health issues typical for older age. Most of the elderly
population are women (58%), as there are 140 women per every 100 men [2,3]. Therefore,
we must seek effective, universally applicable, and cost-effective programs for health
promotion and disease prevention in the elderly population.

In the above context, given the complex mutual dependencies between health, phys-
ical fitness, and psychosocial problems, a biopsychosocial approach deserves particular
attention. In this approach, great emphasis is placed on the group nature of all the activities
(reducing the sense of loneliness and social isolation), on body training (general fitness
training, relaxation, dance), as well as health promotion and psychoeducation. This holistic
therapeutic approach must be carried out on a long-term basis by a multidisciplinary
team of specialists (e.g., a physiotherapist, a psychotherapist, and a music therapist) ex-
perienced in working with older patients [4]. The biopsychosocial model can be used to
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improve clinical outcomes by building patients” awareness of the interactions between
biological, psychological, socio-cultural factors, and to increase patients” self-management
of illness [5].

The postmenopausal period is the time of the higher risk of mood disorders. Although
not every person experiencing high-stress levels suffers from depression, these people
are at high risk of developing depressive symptoms. Stress is a set of reactions the body
responds with to stressors that place its coping abilities to test. The main causes of stress
are change and the need to adapt to the biological, social, physical, and environmental
requirements. The life changes experienced by the elderly become stressors that have a
detrimental effect on their health and functioning. The postmenopausal period in women
may have a significant role in the occurrence of adaptive disorders leading to high levels of
stress. A decrease in estrogen production results in its reduced protective activity in the
circulatory system, which, in consequence, increases the risk of cardiovascular diseases [6].

Our previous study demonstrated that low-intensity physical exercise used in a group
setting combined with psychoeducation resulted in significant improvements in both
depression and stress levels in women with Met5 [7]. Dance intervention may be an
effective adjunct therapy to improve mood and physical function in adults [8]. Moreover, it
may be a relevant form of exercise for older adults due to social factors and accessibility [9].
Furthermore, dance, regardless of its style, can significantly improve muscular strength
and endurance, balance, and other aspects of functional fitness in older adults [10]. As a
result, we decided to include dance as an important element of our therapeutic program.

The study aims to determine the impact of multimodal therapeutic approach on self-
perceived stress in women with high risk of Metabolic Syndrome (MetS), and to analyze
the relationship between the level of perceived stress, mood, and the components of the
MetS in a group of examined women.

2. Materials and Methods
2.1. Design of the Study

The study was identified as a single group one center study with pre-post design. The
study was conducted in a group of 43 women aged 60 years and over (mean 68.6 £ 6.5),
participating in the Mental Health Promotion Program at the Foundation for Senior Citizen
Activation SIWY DYM in Wroclaw, Poland. The participants received a referral to the
therapeutic program from their primary care physician due to a high risk of MetS. All of
the patients received permission to participate in moderate intensity physical training.

Both the study and the therapeutic program lasted 3 months (12 weeks). Two mea-
surement points were established. The first outcome measurement was taken immediately
before the therapeutic program began and it included the assessment of the stress level
and mood. The second measurement was conducted 3 months after the start of the study,
at the end of the therapeutic intervention (Figure 1). The measurements and analyses were
performed by a psychologist experienced in this area.

Body composition and anthropometric measurements (body height and weight, waist
and hip ratio), as well as blood pressure and laboratory tests (e.g., blood results, fast-
ing sugar levels) were ordered by a primary care physician only once, at the time of
project recruitment.

The project received funding from the Municipality of Wroclaw. Approval to conduct
the study was obtained from the Bioethics Committee of the Wroclaw University of Health
and Sport Sciences in Wroclaw (No. 16.06.14). Informed consent was obtained from all
of the subjects involved in the project. The study was conducted in accordance with the
Helsinki Declaration.
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Abbreviations: PSQ - Perception of Stress Questionnaire; GDS - Geriatric Depression Scale; MetS - metabolic
syndrome.

Figure 1. Flow chart of the recruitment process towards the study group.

2.2. Inclusion Criteria for the Research Project

A high risk of the MetS was diagnosed using the criteria recommended by the Interna-
tional Diabetes Federation (IDF): Central obesity (defined as waist circumference > 80 cm
in females), raised triglycerides (>150 mg/dL), reduced HDL cholesterol (50 mg/dL in
females), elevated blood pressure (BP; systolic BP > 130 or diastolic BP > 85 mm Hg), and
increased fasting plasma glucose >100 mg/dL [11,12]. The presence of two of the five
characteristics listed above qualified subjects for the project. The exclusion criteria included
disturbed cognitive functions, the inability to move independently or a motor disability pre-
cluding exercise, serious neurological or orthopedic conditions (e.g., advanced Parkinson’s
disease, severe stroke consequences). The classification of normal blood pressure and hyper-
tension is in accordance with the European guidelines ESH/ESC 2018 and is based on the
limit value RR 140/90 mm Hg with a division into three steps (optimal < 120/80 mm Hg;
normal up to 129/84 mm Hg; high normal up to 139/89 mm Hg) and distinction of the In-
sulated Subtype Systolic Hypertension (ISH) [13,14]. Patients were recruited to the project
by their primary care physicians based on the results of medical tests and anthropometric
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measurements. We do not have information on the number of people who had been
screened but did not meet the inclusion criteria for the project.

2.3. Measurements

The Perception of Stress Questionnaire (PSQ) by Plopa (2010) was used to assess the
stress levels. The questionnaire is designed to measure the structure of stress experiences.
The questionnaire allows the calculation of a general score, which indicates the generalized
stress level, as well as three results referring to the following dimensions: Emotional tension,
external stress, and intrapsychic stress. The questionnaire comprises 27 statements and the
respondent determines the degree to which a given statement concerns him or her, using
a five-level Likert scale ranging from “True” to “False”. In each of the areas (emotional
tension, external stress, intrapsychic stress), there are seven statements, indicating that
in each area the respondent can score between 7 and 35 points. Then, all of the points
are summed up to calculate an overall score, and the score can range between 21 and
105 points. The remaining six statements in the questionnaire relate to the lying scale
(from 6 to 30 points). The raw score is converted into a STEN score for gender and age,
respectively. A score of 7-10 STEN indicates a feeling of increased nervousness, anxiety,
and problems with relaxation. A score of 5-6 indicates average intensity of emotional
tension. A score of 1-4 indicates no emotional strain. The results of the individual stress
components are interpreted in a similar way. The internal consistency rates for the three
scales (dimensions) in the examination of adults were between 0.70 and 0.81. The factor
validity of the PSQ was confirmed [15].

Mood was assessed using the Geriatric Depression Scale (GDS), developed by Yesav-
age et al. (1988) as a screening instrument to evaluate the intensity of depression in older
adults [16]. It consists of 30 short questions with two possible answers (“Yes"” or “No”).
A score between 0-9 points indicates normal mood, a score between 10-19 points indicates
mild depression, and a score greater than 19 points represents a severe form of depres-
sion. The reliability of the GDS was estimated using the Cronbach « coefficient and the
Spearman-Brown split-half reliability formula. Cronbach’s alpha reliability coefficient was
o = 0.94, and an identical coefficient value (r = 0.94) was obtained in the split-half reliability
measurement of this instrument. The sensitivity and specificity of the GDS were found to
be 84% and 95%, respectively [17,18].

In all of the subjects, a body composition analysis was performed using a Tanita
BC-545N analyzer. Abdomen and hip circumference were measured to determine the
waist-hip ratio. Weight and height were measured to determine the BMI score. All of
these tests, as well as blood pressure measurement and blood analysis, were ordered by a
physician and performed in a medical setting,

2.4, Intervention

Throughout the therapeutic program, all of the participants attended meetings of the
support group (60-min sessions twice a week). During these meetings, they took partin a
gemneral fitness training (20 min) run by a physiotherapist, a dance session (20 min) run by
a music therapist, as well as health-promoting education and psychoeducation sessions
(200 min) run by a psychotherapist. Fach class was conducted in a small, fixed group of
10-12 women. Participants were divided into smaller groups at random. General fitness
exercises were aimed at increasing muscle strength and improving the range of motion
in large joints. A single exercise session lasted 20 min and consisted of 22 low-intensity,
general fitness exercises. Thirteen exercises were done sitting down, seven standing,
and two in the hand-and-knees position. The exercises were classified as either aerobic,
musculo-articular or stabilizing. The aerobic portion served as a general warm-up for the
subsequent exercises, and the musculo-articular section focused on strengthening muscles
and enhancing the mobility of joints in the upper limbs, lower limbs, and the torso. The
stabilizing exercises were designed to improve the stability of the body and to augment
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visceral fat. This applies to both the result of the general stress assessment and to its compo-
nents: Emotional tension, external stress, and intrapsychic stress. R-values in the range of
0.2-0.4 are interpreted as low correlation (visible relationship), while 0.4-0.6 corresponds to
moderate correlation (significant relationship), and a score of 0.6-0.8 indicates high correla-
tion (significant relationship). Table 4 presents the results of the correlation analysis. The
correlation coefficients significant at the level of p < 0.05 are indicated by the “*” symbol.

Table 3. Parameters of the distribution of body composition characteristics of the women examined.

Feature Mean SD Minimum Maximum
Fat (%) 38.9 6.9 21.1 50.2
Water Composition (%) 44.2 4.6 36.5 55.2
Muscle Mass (kg) 417 7.4 28.6 58.9
Bone Mass (kg) 22 0.4 1 3.1
Basal Metabolic Rate (kcal) 1332.8 238.3 983 1947
Visceral Fat 11 29 6.5 19

Table 4. The coefficients of correlation of stress with age, the GDS, the BMI, and visceral fat in the
study group.

Spearman’s Rank Correlation Coefficient

Stress Components

Age GDS BMI Visceral Fat

Emotional tension 0.1, p=0.52 0.57 * p=0.00 0.31 p=0.06 0.3 p=0.08

External stress 0.13,p=0.40 0.53*p = 0.00 0.4*p=0.02 0.32p=0.06
Intrapsychic stress 0.19,p=0.23 0.52*p=10.00 0.4*p=0.02 0.36*p=0.03
General PSQ score 0.15,p=0.35 0.61*p=0.00 0.39* p=10.02 0.33*p=0.05

Abbreviations: GDS—geriatric depression scale; BMl—body mass index; PSQ—perception of stress questionnaire;
*—correlation coefficients significant at p < 0.05.

3.3. Second Measurement Point: Pre-Post Analysis

The GDS and the PSQ were applied again after 3 months of regular participation in
the therapeutic program. The results indicated a significant reduction in stress intensity
(overall stress score and external stress score). A comparison of the pre-post scores obtained
with the psychological tools is provided in Table 5. The distribution of the PSQ STEN
values in the pre-post analysis is shown in Table 6.

Table 5. Effects of a 3-month intervention on the results of GDS and PSQ) scales in the Wilcoxon rank test.

N=43 Mean SD Minimum Maximum p-Value z 4
GDS

Before 6.95 5.66 0 30

After 6.79 5.18 0 20
Change 0.16 NS 0.337 246.00

General PSQ Score

Before 60.53 18.28 23 104

After 49.81 16.41 22 83
Change 10.72 <0.001 4.095 124.00
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Table 5. Cont.
N=43 Mean S Minimum Maximum  p-Value Z T
Emotional Tension
Before 18.21 6.97 7 32
Atter 18.33 7.34 7 35
Change 0.12 NS 0.283 351.00
External Stress
Before 16.91 5.32 8 30
After 14.30 4.70 7 25
Change 2.61 <0.001 3.734 113.00
Intrapsychic Stress
Before 17.91 5.61 7 30
After 17.19 6.35 7 3
Change 0.72 N5 1.584 276.50

Abbreviations: GDS—geriatric depression scale; SD—standard deviation; N5—non significant.

Table 6. Distribution of stress level scores in the study group in STEN (the higher the STEN, the
higher the stress level).

STEN PRE" POST"%
1 5 23
2 9 19
3 16 9
4 21 16
5 18 19
(i1 14 7
7 5 5
5 7 0
9 0 0
10 5 2

The distribution of the P5(Q) STEN values allows the observation of a noticeable
change (p < 0.01; Z = 3.9) in the level of perceived stress, especially for the 1 and 2 STEN
values (an increase in the number of people with the lowest levels of stress). Moreover,
it is worth noting the reduction in the number of people with the highest levels of stress

(610 STEN) (Table 6).

4. Discussion

The purpose of this study was to determine the impact of multimodal therapeutic
approach on self-perceived stress in women with metabolic syndrome (MetS), and to
analyze the relationship between the level of perceived stress, mood, and the components
of the MetS in women aged 60 years and older. The participants of the Mental Health
Promotion Program were postmenopausal women. They decided to participate in the
project to take care of their health and improve their quality of life. A unique aspect
of the study was a group multimodal therapeutic approach of a biopsychosocial nature.
Activities offered by the Foundation for Senior Citizen Activation SIWY DYM are aimed at
supporting the treatment of civilization diseases through non-pharmacological forms of
therapy. The project included activities such as general fitness training, dance, as well as
health-promoting education and psychoeducation.
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The enrichment of the therapeutic activities with art-based activities, i.e., active partic-
ipation in dance sessions, may have contributed to the effectiveness of the described project
in terms of stress reduction. Obviously, as with all of the multimodal approaches, we are
not able to determine the extent to which individual elements of the project contributed
to the outcome achieved. The positive impact of this approach comes precisely from the
fact that the various components of the project complement each other. In this case, the
components were physical exercise, dance, and health education.

The possibility of effective use of dance not only in the case of physical, but also psy-
chological and social problems, makes it an integral element of the multimodal therapeutic
approach in our experiment. Unfortunately, there is not enough research on the subject
that would allow the comparison of our findings. One of the few studies examining the
application of dance to high-risk MetS is the study on the impact of rumba dance and
nutrition education interventions on cardiovascular risk factors in a group of people with
MetS in rural Colombia. The researchers reported that the program using rumba and
muscular strengthening, combined with nutrition education, favorably modified cardio-
vascular risk factors in people with MetS [20]. Hofgaard et al. [21] studied the impact of a
Faroese chain dance intervention on the health profile, mobility, and postural balance in
elderly subjects. They found that the Faroese chain dance has a beneficial effect on postural
balance and physical function, and most likely on blood pressure and body fat content, in
elderly participants after only 6 weeks of training,.

Interestingly, although the researchers’ focus was on assessing changes related to
physical functioning, they also emphasized the importance of dance as an integral part of
identity and culture. In addition, the researchers pointed out the social benefits of dance
intervention in a specific ethnic group. Dance improves social interaction and enjoyment
and may overcome barriers to physical activity in older adults, which was also reflected
in our study [21,22]. During our project, the group of participants became close to one
another, the women formed bonds, supported each other, overcame the barriers of shame,
and decided to freely express their emotions through dance.

In general, physical exercise affects both physical health parameters and mental
health. Moreover, exercise has a positive effect on conditions often co-occurring with
mood disorders (e.g., anxiety, pain, and insomnia) [23]. Chronic unresolvable stress leads
to the development of mood disorders and cardiovascular disease [24]. In our study, a
pre-post comparison showed that the level of perceived stress was significantly reduced
after 3 months of regular participation in the therapeutic program. Comparing the results
of the cited studies with the results obtained in our project, it can be concluded that the
women who participated in the project received appropriate help. These are very promising
findings, although they should be treated with caution due to the nature of the study design
and the small sample size.

The correlations we explored in this study were largely in line with expectations (the
higher the stress level, the worse the mood). However, the correlations of particular stress
components (emotional tension, external stress, intrapsychic stress) with the BMI and
visceral fat were interesting. The problem of overweight and obesity is related not only to
eating habits, but is undeniably associated with mental factors such as the perceived stress
or the experienced internal conflicts, including intramental conflicts. Moreover, obesity
correlates with the deterioration of executive functions. It is believed that new interventions
should be developed, which would take into account mood and emotion regulation in the
treatment of obesity [25]. In our opinion, it is worthwhile for future studies to focus on
the in-depth meaning and impact of particular stress components on the components of
MetS. This could help in better adapting the activities and content of health education to
the needs of patients with MetS.

It is worth noting that addressing dietary modification and changing eating habits
was an important part of the education in this program. Perhaps the next step could
be for a specialist to develop a personalized diet for each participant. Castro-Barquero
et al. [26] reported that lifestyle modifications, especially dietary habits, are the main
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therapeutic strategy for the treatment and management of MetS, but the most effective
dietary pattern for its management has not been established. Specific dietary modifications,
such as improving the quality of the foods or changing macronutrient distribution, showed
beneficial effects on MetS parameters. Moreover, energy-restricted dietary patterns and an
increase in physical activity are crucial to improve the metabolic disturbances observed
in metabolic syndrome patients. However, in our opinion, these restrictions should be
introduced gradually, when the motivation of the participants is already very strong.

The prevalence of the MetS increases after the menopause and its dominant component
(obesity) increases the prevalence and severity of menopausal symptoms [27]. Evidence
shows that individuals with MetS have a significantly reduced health-related quality of life
compared to those without the syndrome. Furthermore, the deterioration of the overall
physical and mental health increases along with the number of MetS components presented
in a patient [27-29]. Results from other studies suggest that the relationship between
MetS, obesity, mood, and cardiovascular risk is complex. In fact, women with depression,
emotional tension, stress, and anger show a higher risk of developing insulin resistance,
MetS, and cardiovascular disease [27,30]. Eschweiler [31] argued that the multifactorial
genesis of depression in the elderly includes psychosocial, vascular, and metabolic factors
and requires multimodal treatment modules at the biological and psychosocial levels. We
consider that MetS should be treated analogously. The analysis of the literature and our
previous study [7] show that a biopsychosocial approach may be crucial in the treatment
of these complex problems. We see our current study as an exploratory one that will
allow us to continue our research and optimize therapeutic interventions in a group of
postmenopausal women at high risk of MetS.

Civilization diseases are a major problem all over the world. The complexity of health
problems concerning women aged 60 years and older make it necessary to develop effective
and low-cost strategies involving biopsychosocial interventions. The incorporation of
the general fitness training, dancing, health-promoting education, and psychoeducation
sessions as therapeutic procedures can be an effective and interesting way to support the
multi-faceted treatment of civilization diseases, including MetS. At the end of the project,
all of the participants expressed their willingness to continue their participation in the
classes, which is very important as there is a need to conduct long-term health-promoting
activities in the age group in question.

5. Limitations

A major limitation of our study is the lack of a control group. Therefore, a randomized
clinical trial should be planned for the next stage of the investigation. Both a control group
without any intervention and a control group of patients participating in regular physical
activity but without therapeutic components should be considered. The strength of the
findings will be greater if the group of patients with MetS is significantly larger.

6. Conclusions

The level of perceived stress in the study group was related to the presence of depres-
sive symptoms, BMI, and the amount of visceral fat in the study group. A multimodal
therapeutic program including general exercise training, dance, health education, and psy-
choeducation is an interesting approach to reduce stress levels. However, due to the small
sample size and other limitations of the project, the results should be treated with caution.
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Abstract: Background: The complexity of health problems concerning women aged >6(0 years makes
it necessary to develop effective, low-cost strategies involving biopsychosocial interventions. The aim
of this study is to identify the factors associated with undertaking health-promoting activities by older
women at high risk of metabolic syndrome (MetS) with or without depressive symptoms. Methods:
The study group consisted of 70 older women (62-84 years old) undertaking regular physical activity.
A self-developed questionnaire (used to determine the living situation, selected lifestyle components
and health problems), the Perceived Stress Questionnaire (PSQ) and the Geriatric Depression Scale
(GDS) were used. Results: In the study group undertaking regular physical activity, 40% had
increased symptoms of depression (D group), and 60% were classified as non-depressed (ND group).
The D group had a higher general stress level (t = —6.18, p = 0.001). Improving and /or maintaining
physical fitness was identified as the greatest motivation in both groups. Willingness to spend time
with other people significantly differed between the two groups (x* = 4.148, p = 0.042). The sole factor
significantly differentiating between both groups was lack of time (x* = 8.777, p = 0.003). Conclusions:
Motivations and barriers to undertaking health-promoting activities and levels of perceived stress
were significantly different between the depressed and non-depressed groups. It is important to
encourage primary care physicians to perform screening tests for late-life depression and to provide
information on where therapeutic interventions are available for patients with symptoms of MetS
and coexisting depressive symptoms.

Keywords: physical activity; metabolic syndrome; health-promoting education; depressive symp-
toms; obesity; public health

1. Introduction

The world is undergoing unprecedented changes due to declining fertility and mortal-
ity rates in most countries and due to the ageing of populations [1,2]. Non-communicable
diseases, which are the greatest burden on global health, are more likely to affect adults,
including older adults [3]. Data from the multi-country Global Burden of Disease project
and other international epidemiological studies indicate that the health problems associ-
ated with wealthy and ageing societies affect a wide and growing segment of the world’s
population. In every region of the world, people face a higher risk of death and disability
from diseases such as diabetes, heart disease and cancer than from parasitic diseases and
infectious [3-5].

One of the main risk factors associated with the occurrence of cardiovascular disease
(CVD) is age. By 2030, approximately one fifth of the world’s population will be >65 years
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old, which will result in a sharp increase in the prevalence of CVD. Environmental factors
(over-nutrition, smoking, pollution and sedentary lifestyle) can lead to the premature
disruption of mitochondrial function, insulin signalling, endothelial homeostasis and redox
balance, promoting features of early ageing [6]. The prevalence of metabolic syndrome
(MetS) and diabetes is significantly increasing in the older adult population, especially in
women, which further contributes to cardiovascular morbidity and mortality [6-8].

MetS is defined as a coexistence of interrelated metabolic risk factors, such as high
blood pressure, visceral obesity and carbohydrate consumption and lipid metabolism
abnormalities [9]. MetS increases the risk of CVD, which continues to be the most common
cause of death in industrialised countries [10-12]. Of the adult European population,
10-30% have MetS, and this number is predicted to increase [13].

The difficulties in treating MetS are related to its multifactorial nature, in which en-
vironmental, genetic and psychosocial factors interact through complex networks [14].
The main modifiable risk factors that contribute to the pathogenesis of MetS and its car-
diometabolic consequences are obesity, poor dietary patterns and physical inactivity [15-18].
Psychological stress is also a factor associated with the occurrence of MetS [19,20]. Struc-
tured lifestyle interventions and improved diet are essential to the prevention of disease
progression. They are currently the first line of treatment for MetS [15-17,21-23]. Physical
activity interventions have a beneficial impact on metabolic disease and its associated
burden not only for individuals but also for health systems [24].

Depression is one of the most common and widespread mental disorders in the
world [25]. Its pathogenesis consists of interacting genetic, biological and psychological
factors [26]. Depressive disorders in the geriatric age range are found in 3.0-4.5% of the
population [27]. In older people, depressive symptoms may be very heterogeneous and
often almost imperceptible, which leads to a high risk of late intervention [28]. Depressive
symptoms occur mostly in people with poor health as well as incapacitated and widowed
people, and women are much more likely to experience depression than men [29]. Older
adults with depression have impaired neuropsychological health, greater dependence
when performing activities of daily life and higher morbidity and mortality [27,28,30].

A biopsychosocial approach deserves special attention for the treatment of depression
in older people [27]. This approach assumes that illness or the disease outcome is the
result of a complex combination of factors of different characters: biological, psycholog-
ical and social [31]. Therapeutic activities in this approach focus on the group nature of
all activities, physical training and both psychoeducation and health promotion. This
holistic therapeutic approach should be implemented on a long-term basis by a multidis-
ciplinary team of experienced professionals [32]. The biopsychosocial model can lead to
improved clinical outcomes by building awareness of the interactions between biological,
psychological, sociocultural and spiritual factors, as well as to an increase in a patient’s
self-management of illness through a dynamic patient—primary care physician relationship
and a multidisciplinary approach to patient care [33].

This study was carried out as part of the Mental Health Promotion Programme at the
Foundation for Senior Citizen Activation SIWY DYM, which focuses on biopsychosocial
support for women over 60 years of age. The activities offered include regular physical
activity, relaxation, health-promotion education, running support groups and social ac-
tivation to improve health. A previous study demonstrated that low-intensity physical
exercise used in a group setting combined with health-promoting education and psychoed-
ucation resulted in a reduction in depressive symptoms by approximately 37% (p < 0.01),
and the level of self-reported stress and stress level components decreased by 23% and
20% (p <0.01), respectively, in older women with MetS [30]. A subsequent study on a
similar group additionally incorporating dance sessions and encouragement to modify diet
resulted in a significant reduction in stress intensity (p < 0.01) in women with MetS [31].

Research on MetS focuses on modifiable factors such as well-being, physical activity
and dietary habits [19,20,34,35] and risk factors (mostly alcohol consumption, smoking, ge-
netic susceptibility, irregular sleep patterns [23,36-38]), but rarely addresses the motivations
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and obstacles that influence making lifestyle changes in older women. This study is focused
on understanding the needs of older women who have attempted lifestyle changes to
determine exactly what factors may influence the undertaking of regular health-promoting
activities in those who enrolled in the Mental Health Promotion Programme.

The aim of this study is to identify factors associated with taking health-promoting
actions by older women with or without depressive symptoms at high risk of MetS.

2. Materials and Methods
2.1. Study Design

This study was observational. It was carried out in a group of 70 women aged
>60 years (70.4 & 5.10 years), who applied to participate in the Mental Health Promotion
Program_mc at the Foundation for Senior Citizen Activation SIWY DYM in Wroclaw, Poland.
The therapeutic programme consists of gerler:l] fitness exercises, health education sessions
and psychoeducation, where participants are also encouraged to modify their diet. The
project has continuously started a new edition every year since 2016 [32,39-41].

All patients received a referral to a freatment programme for high risk of MetS and
permission to participate in moderate intensity physical training from their primary care
physician. Body composition and anthropometric measurements (body height, weight
and waist ratio) as well as blood pressure and laboratory tests (e.g., blood results, fasting
sugar levels) were ordered by a primary care physician only once, at the time of project
recruitment. Approval to conduct the study was obtained from the Bioethics Committee
of the Wroclaw University of Health and Sport Sciences in Wroclaw (No. 160614). In-
formed consent was obtained from all of the subjects involved in the project. The project
received funding from the Municipality of Wroclaw. The measurements and analyses were
performed by a psychologist experienced in this area.

2.2, Inclusion Criteria

The criteria recommended by the International Diabetes Federation (IDF) were used
to assess high Met5 risk. The criteria are: central obesity (waist circumference >80 cm
in females), reduced high-density lipoprotein (HDL) cholesterol (50 mg/dL in females),
elevated triglycerides (=150 mg/dL), elevated blood pressure (BP; systolic BP = 130 mmHg
or diastolic BP > 85 mm Hg) and increased fasting plasma glucose (>100 mg/dL) [42,43].
The occurrence of two of the five characteristics listed above qualified subjects for the
project. The exclusion criteria included disturbed cognitive functions (Mini-Mental State
Examination >23) [44], a motor disability precluding exercise or the inability to move
independently and serious neurological or orthopaedic conditions.

According to the European Society of Cardiology and the Furopean Society of Hyper-
tension (ESH/ESC European Guidelines 2018), the classitication of normal BP and hyper-
tension was based on the limit value of 140/90 mmHg with a division into three groups
(optimal <120/80 mmHg; normal up to 129/84 mmHg; high normal up to 139 /8% mmHg)
and distinction of isolated systolic hypertension (ISH) [45,46]. Patients were encouraged by
their primary care physicians to participate in the project based on their medical examina-
tion results. We do not have information on the number of people who were screened but
did not meet the criteria for inclusion in the project.

2.3. Participants

The study group consisted of older women at high risk of MetS living in Poland who,
after being informed by their primary care physici:m that they met the inclusion criteria,
tamiliarised themselves with the Mental Health Promotion Programme at the Foundation
for Senior Citizen Activation SIWY DYM and decided to voluntarily participate in the study.
The characteristics of the study group are presented in Table 1. A Geriatric Depression
Scale (GDS) score of > 9 was associated with depressive symptoms, and the participant
was allocated to the D group (depressive symptoms group). The other participants were
allocated to the non-depressed group (ND group).
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Table 1. Baseline characteristics of the study groups of older women at high risk of metabolic
syndrome with and without depressive symptoms.

ND in = 42) D {n = 28)
Mean £ SD Range Mean £ 5D Range
Age (vears) 701 +£4.73 H2-83 710 + 5.66 6384
Weight (kg) 751 +£13.16 43.9-102.0 75.6 4+ 19.96 44.4-135.9
Height (m) 1.59 1 0.06 1.47-1.71 1.61 = 0.07 1.47-1.74
BMI (kg / m’) 29.65 + 4.89 19.25-39.94 29.03 + 5.39 18.0-47.58
 Waist ratio (cm) 95.9 £9.13 78-130 94.1 + 12.64 61.0-120.0
Body weight classification n Yo n Yo
Normal weight 7 17 5 18
Overweight 19 45 13 46.3
Class I obesity 9 21 8 28.5
Class IT obesity 7 17 1 3.6
Class 111 obesity - - 1 36
Education
Basic/vocational 5 12 4 14
Secondary 21 50 16 57
Higher education 16 38 8 29
Marital status of the subject
Married 19 45 11 39
Single 6 14 5 18
Divorced 3 7 2 7
 Widow 14 34 10 36

Abbreviations: BMI—bedy mass index; D—depressed group; ND—non-depressed group; SD—standard deviation.

2.4. Measurement

The GDS, developed by Yesavage et al. [47] for screening the severity of depression in
older adults, was used lo assess depressive symptoms and depression. The scale contains
30 short questions with two possible answers ("Yes' or "No’). A score between 0 and 9 points
indicates no depressive symptoms, a score between 10-19 points indicates mild depression,
and a score greater than 19 points represents a severe form of depression. The reliability of
the GDS was assessed using the Cronbach’s & and the Spearman-Brown split-half reliability
formula. Cronbach’s & was 0.94, and an identical coefficient value (r = (.94) was obtained
in the split-half reliability measurement of this instrument. The sensitivity and specificity
of the GDS5 were 84% and 95%, respectively [48,49].

Stress levels were assessed using the Perceived Stress Questionnaire (PSQ) by Plopa [50].
The questionnaire, designed to measure the structure of stressful experiences, allows for
calculating an overall score, which indicates the overall level of stress, as well as three scores
relating to the following dimensions: emotional tension, external stress and intrapsychic
stress. It consists of 27 statements for which the respondent identifies the degree to which a
given statement concerns him or her, using a 5-point Likert scale ranging from “True’ to
‘False’. Each area includes seven statements; therefore, the respondent can score between
7 and 35 points in each area. Subsequently, all of the points are added together to calculate
an overall score, which can range from 21 to 105 points. The remaining six statements in the
questionnaire relate to the lying scale (from 6 to 30 points). The raw score is converted into
a sten score for gender and age, respectively. The sten scores are interpreted as the degree of
intensity of the measured trait in the desirable or undesirable direction from the perspective
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of psychological theory. A sten score of 7-10 indicates a feeling of increased nervousness,
anxiety and problems with relaxation. A sten score ot 5-6 indicates average intensity of
emotional tension. A sten score of 1-4 indicates no emotional strain. The results of the
individual stress components are interpreted in a similar way. The internal consistency
rates for the three scales (dimensions) in the examination of adults were between 0.70 and
0.81. The factor validity of the PSQ has been confirmed [50].

Weight and height were measured in all participants to determine the BMIL A Tanita
BC-545N analyser was used for body composition analysis. In addition, a self-developed
questionnaire was used to determine the living situation, selected lifestyle components
and health problems in the study group. The questionnaire consisted of 36 questions. The
first section concerned age, education and family life (4 questions). The second section
referred to the presence of medical conditions and their treatment and complaints of
pain (12 questions). The third section related to the recommendations received from
primary care physicians, the presence of concerns regarding the respondents’ own health
and their satisfaction with their physical condition and weight and the availability of
free rehabilitation services in primary healthcare (9 questions). The last section included
questions concerning the reason why the respondents decided to participate in the project
(6 questions) and the obstacles that have prevented them from taking care of their health so
far (5 questions). The questionnaire was completed by the participants prior to the start of
the therapeutic programme. The questionnaire, translated from Polish, can be found in the
Supplementary Materials (51_A self-developed questionnaire).

2.5. Data Analyses

Statistical analysis was performed using the STATISTICA 13.3 software from TIBCO
Software Inc. (StatSoft Poland, Krakow, Poland). The threshold for statistical significance
was set at p < 0.05. The traits with continuous distributions are presented as the mean, stan-
dard deviation and the range. In addition, distributions of continuous characteristics are
presented as distribution series. The homogeneity of the variances was verified by Levene’s
test. The normality of the distribution of continuous characteristics was determined using
the Shapiro-Wilk test. The null hypothesis of the normality of distribution was rejected
for most of the characteristics in the study group. Therefore, the Mann-Whitney U Test
was used to compare quantitative and ordinal variables (education level, HDL level, etc.)
between the D group and the ND group. A correlation analysis was also performed using
the non-parametric correlation coefficient (p) to determine the presence of relationships
between characteristics (age, BMI, individual components of MetS, GDS and PSQ). A Stu-
dent’s t-test for independent samples was performed to examine stress levels in the D and
ND groups. The chi-square test was used to determine the presence of differences between
nominal and dichotomous variables (diabetes and hypertension comorbidity, freatment,
smoking, etc.) related to the presence or absence of depressive symptoms. Considering the
confidential nature of the data analysed in this study (protected medical information), they
are available from the authors upon request.

The sample size for our study was determined a priori as a minimum of 40 subjects,
based on a confidence level of 95%, a fraction size estimated at 40% and an assumed
maximum error of 15%.

3. Results
3.1. Sociodemographic and Clinical Data

The following health problems emerged in the study group: hypertension (67.1%),
prediabetes and diabetes (41.4%), high cholesterol (68.6%) and high triglycerides and
hypertriglyceridaemia (38.6%) (Table 2). Only 8.6% of the respondents declared they
smoked. In terms of pain, 84.3% reported back pain, 91.4% reported joint pain and 30%
reported other pain.
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Table 2. Selected clinical parameters in the study groups of women at high risk of metabolic syndrome
with and without depressive symptoms.

ND (n = 42) D (n =28)

Mean 4 SD Range Mean = SD Range
Blood pressure [mmHg]
Systolic 134.17 £ 19.73 90-186 135.4 £+ 21.38 110-198
Diastolic 76.98 + 10.51 56-114 74.1 £ 8.62 59-88
Cholesterol [mg/dL]
Total 221.16 + 45.96 138-342 192.48 4+ 35.88 132-265
HDL 71.86 + 13.16 44.0-183.0 63.56 = 22.40 42.0-154.0
LDL 123.5 + 40.50 70.0-238.0 111.3 £ 36.86 42.0-203.0
Triglycerides [mg/dL] 128.3 4 48.56 52.0-293.0 124.2 +52.18 48.0-253.0

Blood sugar level [mg%] 1025 + 18.96 60.0-167.0 101.0 + 14.70 78.0-140.0

Abbreviations: D—depressed group; HDL—high-density lipoprotein; LDL—low-density lipoprotein ND—non-
depressed group; SD—standard deviation.

A majority of participants (66%) had concerns about their own health, and 34% had
no concerns. The participants were questioned about receiving advice from their primary
care physician regarding lifestyle changes, weight loss and dietary changes. The results
are shown in Figure 1. The vast majority (78.6%) of the respondents were dissatisfied with
access to rehabilitation services offered by the primary healthcare system (the National
Health Fund).

Medical advice from a physician

“ Yes ® No ™ Noresponse

60%
54%
50% 50%

49% 49%
40%
20%
0%

Change in lifestyle Change indiet Weight reduction

Figure 1. Health-related lifestyle recommendations received from a primary care physician in the
study group.
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3.2. GDS-30 and PSQ

The mean GDS score was 7.9 + 5.17, with a minimum of 0 and a maximum of 22,
indicating a low prevalence of depression and depressive symptoms. Considering the
detailed GDS results, 42 participants (60%) scored in the range of 0-9, which corresponds
to a lack of depressive symptoms; 27 participants (38.6%) scored in the range of 10-19,
which corresponds to a mild level of depression; and 1 (1.4%) scored over 20, indicating a
severe level of depression. The overall PSQ raw score was 53.5 = 14.97, with a minimum
of 21 and a maximum of 85. This corresponds to a sten score of 3, which is a low level
of perceived stress. The Student’s t-test for independent samples was conducted to test
whether co-occurrence of depression had a significant effect on the PSQ scores. Women
who scored >10 on the GDS scale had significantly higher scores on the perceived stress
scale (t = —6.18, degrees of freedom (df) = 69, p < 0.001) (Figure 2).

L
T

Non-depressive symptoms Depressive symptoms

GDS -30

Figure 2. Distribution of the Perceived Stress Questionnaire scale values in relation to depressive
symptom comorbidity in older women at high risk of metabolic syndrome.

3.3. Analysis of Groups with and without Depressive Symptoms

Detailed analysis showed no significant differences between the D and ND groups in
terms of age, education level and family life form. A summary of the data is presented in
Table 3.

The mean BMI was quite similar in both groups, averaging 29.6 kg/m? in the ND
group and 29.0 kg/ m? inthe D group. An interesting aspect is the presence of co-existing
conditions and information on whether treatment had been provided in the study group.
In the D group, there was a noticeably smaller percentage difference between the presence
of an illness and whether treatment had been received. In contrast, those in the ND group
were less likely to undertake treatment for pre-existing health problems. However, these
differences are not statistically significant. A summary of the data is presented in Figure 3.

51



Int. J. Environ. Res. Public Health 2022, 19, 15957 Bofla

Table 3. Age, education level and marital status in the study groups of women at high risk of
metabolic syndrome with and without depressive symptoms.

ND Group, D Group,

Feature n=42(%)  1n=28(%) v ‘ r
Age 701+473 710+566 51800 -099 032
Basic/vocational 14.29% 11.63%
Education Secondary 57.14% 5349% 55800 057  0.60
Higher education 28.57% 34.38%
Married 42.86% 46.51%
Marital status — "8 —— 102 Gie0 0xm 074
Divorced 35.71% 32.56%
Widowed 35.71% 32.56%

The groups were compared using the chi-square test (p < 0,05 was considered significant). Abbreviations:
D—depressed group; ND—non-depressed group; U—Mann-Whitney U-test value (for n < 20); Z—normalised
U-test value (for n > 20).

Presence of co-existing conditions and information on ongoing
treatment

" Non-depressed group B Non-depressed group - condition treated
B Depressed group B Depressed group - condition treated

75% 71% 71%
61%
509%
39% — 39%
33%
29%
25%
18% 18% I 19%
. il.
0% l —
& o &
& e~ c &
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Figure 3. Presence of co-existing conditions and information on ongoing treatment in a study group of

elderly women at high risk of metabolic syndrome in groups with and without depressive symptoms.

Health concerns were higher in the D group (75%) compared with the ND group
(60%). The prevalence of back pain, pain in other joints and other pain complaints was
slightly higher in the D group (86% vs. 83%; 93% vs. 90% and 36% vs. 26%, respectively).
Satisfaction with both physical condition and weight also appeared to be similar in both
groups (55% vs. 46% and 31% vs. 29%, respectively). There were higher percentages
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in participants from the ND group, with 55% reporting satisfaction with their physical
condition and 31% reporting satisfaction with their weight. In the D group, the values were
46% and 29%, respectively. When analysing the components of MetS, two risk factors were
more frequent in the ND group relative to the D group (43% vs. 36%). In turn, a higher
percentage of subjects in the ND group had three or more factors (57% vs. 64%).

Participants in the D group relative to those in the ND group were less likely to be
encouraged by their primary care physician to reduce their weight (52% vs. 46%). Slightly
differently, 61% of the D group and 50% of the ND group were advised to change their
diet. Both groups were equally often encouraged to make lifestyle changes (50% each).
Spearman'’s rank order correlation analysis showed a strong association only between the
GDS score and stress level (R = 0.71; t(n — 2) = 8.40, p < 0.00). The scores for individual
stress components between the D group and the ND group were also tested with the
Mann-Whitney U test (Table 4).

Table 4. Comparison of individual stress components between the depressed and the non-depressed
group using the Mann-Whitney U test.

Rank Sum Rank Sum

Stress Components ND Group D Group U zZ P
Emotional tension 1142.0 1414.0 196.0 —-4.77 >0.0001 *
External stress 1259.5 1296.5 3135 —3.38 0.0007 *
Intrapsychic stress 1252.0 1304.0 306.0 —3.48 0.0005 *
General PSQ score 1165.5 1390.5 219.5 —4.49 >0.0001*

Abbreviations: D—depressed; ND—non-depressed; PSQ, Perceived Stress Questionnaire; U—Mann Whitney
U-test value (for n < 20); Z—normalised U-test value (for n > 20). * Statistically significant results; significance set
atp < 0.05.

3.4. Motivations and Problems Related to Maintaining Good Health and Physical in the D and
ND Groups

Responses from the D and ND groups regarding the participants” main motivations for
undertaking regular physical activity and the problems that, in their case, represent a major
obstacle to taking care of their health were explored. Interestingly, there are noticeable
differences in both the motivation and problems categories. The willingness to spend
time with other people significantly differentiated both groups in the motivation category
(x> = 4.148, p = 0.042), as women in the D group were significantly less frequently motivated
by this factor (21.4% vs. 45.2%). The only factor significantly differentiating the groups in
the category of obstacles was lack of time (x2=8777, p = 0.003), as in the ND group, this
factor was mentioned by only 14.3% of the women. In two categories, namely the receipt of
medical advice and the problem of poor health, it was not possible to analyse the results
with the chi-squared test due to the requirement of a minimum of five observations per
subgroup not being met. Therefore, a two-sided Fisher’s test was used in these two cases. A
full summary of the data analysed with the chi-squared test results is presented in Table 5.

Table 5. Motivations and obstacles to maintaining regular physical activity and taking care of health
in older women with high metabolic syndrome risk in groups with or without depressive symptoms.

Type ND Group D Group  Pearson’s x? df r
Improving/maintaining 73.8% 85.7% 1414 1 0234
physical condition
Improving health 52.3% 60.7% 0.473 1 0.491
Improving well-being 50% 60.7% 0.777 1 0378
Iiproying appear: 45% 50% 0.153 1 0.696
ance/preventing obesity
Willingnesfospnd lime. 5, 21% 4148 1 0.042*
with other people
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Table 5. Cont.

Type ND Group D Group  Pearson’s x? df r
Kecarvingmedical Adeios 11.9% 7.1% Two-sided Fisher's test 0.694
(primary care physician)

Lack of motivation 38.1% 46.4% 0.481 1 0.488

Lack of time 14.3% 46.4% 8.777 1 0.003 *
Lack of opportanlly 21.4% 21.4% 0.000 1 0.100

to participate

Lack of money 11.9% 25% 2.028 1 0.154

Poor health 16.7% 7.1% Two-sided Fisher’s test 0.299

Abbreviations: D—depressed; df—degrees of freedom; ND—non-depressed. * Statistically significant results;
significance set at p < 0.05.

4. Discussion

This study explored factors underlying the participants” motivation to engage in
regular physical activity leading to improved health and overall biopsychosocial status.
Over 85% of the D group and 73% of the ND group identified the will to improve and /or
maintain their physical condition as their most important motivation. Improved health and
well-being were also relevant factors influencing pro-health decisions in the study group
(approximately 50% in the ND group and 60% in the D group), which is in line with reports
from other studies on motivations and barriers preventing older people from undertaking
physical activity [51-53]. Interestingly, holistic health improvement and meeting friends
are valued among older people, regardless of their ethnic or racial groups [54].

Lack of time, as well as lack of motivation, were the most common obstacles to under-
taking health-promoting activities among the women with depressive symptoms (46.4%
each). The role of physical activity in improving mental health and preventing depression
is well-established in science [55-59]. The combination of appropriate physical activity
and psychological support, information and psychoeducation is extremely important in
complex problems such as obesity, high MetS risk and depressive symptoms, as confirmed
by previous studies [32,39-41].

Older adults who engage in high levels of physical activity are at a lower risk of
depression. In addition, the type of activity is important, as athletic and walker types of
leisure-time activity bring the greatest benefits for mental health [60]. Itis worth considering
how to increase motivation in older women. Is the provision of biopsychosocial support
sufficient? There is certainly also a need to develop systemic solutions to facilitate the
women’s access to non-pharmacological forms of therapy and informational support.
Additional research into this aspect is warranted.

Over 82% of the women in the study group were overweight or obese. Moreover,
the women in the study group had a number of MetS-related health problems, such as
hypertension, elevated triglycerides, reduced HDL levels, prediabetes status and diabetes,
high total cholesterol and low back and joint pain. Being overweight or obese is linked
to the occurrence of MetS and to adipose tissue dysfunction [61]. People with obesity
are at increased risk of negative long-term outcomes even in the absence of metabolic
abnormalities [62]. Certain research suggests that depression is caused by MetS and obesity,
and conversely, MetS and obesity cause depression [63-67].

At the same time, the D group had a higher number of risk factors of MetS, which
indicates the vulnerability of those patients. Similar conclusions have been drawn by the
authors of other studies, in which obesity and MetS were found to be associated (indepen-
dently) with depressive symptoms, irrespective of demographic factors, pharmacotherapy,
behavioural factors and comorbidities [68-70]. However, there are also studies that have
not shown an association between MetS and its components with depressive symptoms in
older patients [71]. Rochlani et al. [72] stated that lifestyle modification is essential in the
management of underlying risk factors. Weight reduction and subsequent maintenance of
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ideal body weight are crucial preventive and management strategies. It is undeniable that
the incidence of MetS is closely related to obesity, ageing and unhealthy lifestyles [73-75].

There were significant differences between the D and ND groups in motivation and
obstacles to undertaking health-promoting activities. First, the willingness to spend time
with other people significantly differentiated the two groups (x> = 4.148, p = 0.042). Women
struggling with depressive symptoms were significantly less frequently motivated by this
factor. However, in the category of obstacles, the only factor significantly differentiating
the two groups was lack of time (x* = 8.777, p = 0.003). Lack of time emerged as the second
most important obstacle to physical activity in 16% of women aged 65-69 years in the
Australian population study. This rate dropped to 7% in women over 70 [76].

In the ND group, lack of time was mentioned by only 14.3% of the respondents,
whereas in the D group, it was mentioned by more than 46%. Several reports show lack of
motivation as the most prominent barrier among middle-aged adults [77]. Furthermore, for
individuals with severe mental illness, stress/depression, fatigue and insufficient support
are significant barriers to undertaking physical activity [53]. Patients with psychiatric
conditions report less motivation and perceive more barriers (for example, feeling more
‘tired”) than controls [78]. On the other hand, women tend to report more barriers due to
caring responsibilities and housekeeping, which take precedence over physical activity [79].

Personality characteristics and family situations should also be considered, as well as
the possibility that these women are so burdened by daily responsibilities that lack of time
becomes a real problem in maintaining health [52]. Previous studies have not found a clear
link between personality and the occurrence and development of MetS [80,81]. However,
it has been noted that risk factors that form clusters may be important—for example, a
combination of high levels of neuroticism, cynicism and a type D personality, which is often
associated with an overall unhealthy diet or lower activity levels [81]. Unfortunately, the
motivations and barriers directly related to physical activity and health-promoting activities
undertaken by women with MetS and depressive symptoms are barely understood.

Nevertheless, a review focusing on motivations and barriers to physical activity in
older people shows a broad characteristic of the problem. In fact, for the 65-70-year-old
group (both men and women), the motivation to engage in physical activity was based
on various forms of reinforcement such as encouragement from peers, having fun and
receiving support from health-promotion professionals [82]. In this age group, the re-
searchers also identified barriers of an environmental and social nature, such as lack
of belief in one’s abilities, lack of family support, and family roles held by the respon-
dents [52,82]. In terms of barriers, individual studies also point to factors such as cost, lack
of facilitation and weather [82-84]. However, a deeper understanding of this problem in
the context of the coexistence of MetS and depressive symptoms—including its causes
and consequences—in further research should contribute to optimising the rehabilitation
services offered to seniors at high risk of MetS and depressive symptoms.

A large-scale longitudinal study suggested that cultural resources—an individual’s
knowledge, attitudes, values and behavioural norms, beliefs and skills—have a significant
influence on the uneven distribution of MetS remission [S5]. For example, people with
higher education were more likely to achieve MetS remission, mainly because such people
were more likely to exhibit healthy behaviours. On the other hand, there are indications of
the role of irrational beliefs and fear in the development of MetS and the consequent need
for holistic prevention focused on both mental health and MetS [86].

Older women at high risk of MetS with depressive symptoms experience higher levels
of stress, both overall and in individual components (emotional tension, external stress
and internal stress). They also manifest greater concerns about their health (75%) relative
to women without depressive symptoms (60%). The correlation analysis did not show
a strong relationship between the studied traits and stress levels and the presence and
level of depressive symptoms. Only stress levels correlated strongly with the GDS scale
scores, as expected—with increasing stress levels, the prevalence of depressive symptoms
also increased.
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Another problem is also worth noting, which is that >80% of participants in both
groups were dissatisfied with the free rehabilitation available under the National Health
Fund. A systemic, practical and low-cost approach to treating MetS is needed, but there
still seems to be an absence of systemic solutions focused on the needs of older women
with metabolic conditions and depressive symptoms [87]. Results of this study indicate
the validity of conducting a multimodal therapeutic approach in rehabilitation combining
physical activity with health-related psychoeducation, which is consistent with other
studies focusing on lifestyle changes in the treatment of MetS in women [88-92].

This study also has relevant limitations. The first is the cross-sectional nature of
the study, which prevents the ability to assess the existence of a causal relationship and
carries a risk of bias. The second limitation is the small sample size. In addition, the
motivations and obstacles identified by women with MetS and with or without depression
were examined using a self-administered questionnaire, the psychometric properties of
which are unknown. Qur results point to a new direction for consideration and need to be
confirmed by additional studies that provide strong scientific evidence.

5. Conclusions

Improving and/or maintaining physical fitness was identified as the greatest motiva-
tion to undertaking physical activity and health-promoting behaviour in both groups of
older women with high risk of MetS and with and without depressive symptoms. Women
with depressive symptoms are in great need of biopsychosocial interventions. Hence, it
is important to encourage primary care physicians to screen for depression in late life. A
deeper understanding of the needs of these patients is crucial, as this may ultimately lead
to the development of more optimal and accessible therapeutic interventions.
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9. STRESZCZENIA PRACY
9.1. Streszczenie pracy w jezyku polskim

OCENA POZIOMU ODCZUWANEGO STRESU W ZALEZNOSCI OD SYTUACIJI
ZYCIOWEJ, STANU ZDROWIA ORAZ PODEJMOWANIA DZIALAN
PROZDROWOTNYCH U KOBIET W ROZNYM WIEKU

WSTEP: Polskie spoleczenstwo starzeje si¢ w zawrotnym tempie. Ten gwattowny proces
demograficzny prowadzi do ogolnego wzrostu liczby zachorowan na choroby uktadu krazenia,
otyto$¢, nowotwory, otepienia oraz inne dolegliwo$ci charakterystycznych dla wieku pdznej
dorostosci. Jednym z powaznych czynnikdw ryzyka wielu chordb jest stres, ktory zwigksza
podatno$¢ zardwno na choroby zapalne, jak i zakazne. Wigze si¢ rowniez z wystepowaniem
depresji oraz zespotu metabolicznego (MetS). W populacji 0sob starszych kobiety stanowig
przewage. Polki doswiadczaja wyzszego poziomu stresu niz inne mieszkanki Europy oraz
W pordéwnaniu do mezczyzn sg bardziej podatne na zaburzenia Ilgkowe i depresyjne, problemy
ze snem oraz zaburzenia odzywiania. W zwigzku z tym nalezy poszukiwaé skutecznych,
mozliwych do powszechnego zastosowania i stosunkowo tanich programéw profilaktyki

I promocji zdrowia u kobiet, ktore sa szczegolnie narazone na negatywne skutki stresu.

CEL PRACY: Celem rozprawy doktorskiej stanowigcej spojny tematycznie zbior trzech
oryginalnych artykuldw byla ocena poziomu odczuwanego stresu w zaleznosci od sytuacji

zyciowej, stanu zdrowia 1 podejmowania dziatan prozdrowotnych u kobiet w ré6znym wieku.

METODY: W celu pomiaru stresu zastosowano 10-punktowag Skale Odczuwanego Stresu
PSS-10 oraz Kwestionariusz Poczucia Stresu (KPS). Geriatryczna Skala Depresji (GDS)
stuzyta do oceny nastroju oraz sprawdzenia wystepowania symptoméw depresji. W badaniach
zastosowano takze dwa kwestionariusze zaprojektowane w celu uzyskania informacji o sytuacji
zyciowej badanych - Kwestionariusz sytuacji zyciowej opiekuna osoby z chorobg Alzheimera
oraz Ankiet¢ socjo-demograficzng pozwalajaca na uzyskanie informacji dotyczacych stanu
zdrowia, sytuacji socjoekonomicznej oraz motywacji i barier w podejmowaniu regularnych

dziatan prozdrowotnych u badanych kobiet.

WYNIKI: W warunkach pandemii COVID-19 kobiety opiekujace si¢ podopiecznymi
Z chorobg Alzheimera do§wiadczaty silnego stresu w zwigzku z catodzienng opiekg nad osobg

zalezng. Najwiecej realnych problemoéw dotyczylo dostgpu do opieki medycznej dla
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podopiecznego i zapewnienia opieki nad chorym z AD podczas ewentualnej choroby opiekuna.
Ponad 83% opiekun6éw nie otrzymato pomocy ani ze strony rodziny ani instytucji publicznych
od rozpoczecia pandemii. Wysoki poziom stresu w badanych grupach kobiet 60+ z zespotem
metabolicznym wspotwystgpowatl z obnizonym nastrojem, nasilonymi symptomami depresji
i obawami 0 wilasne zdrowie. Ztozono$¢ probleméw zdrowotnych dotyczacych kobiet w wieku
60 lat i starszych sprawia, ze konieczne jest opracowanie skutecznych i tanich strategii

obejmujacych interwencje biopsychospolteczne.

WNIOSKI: Powaznym zagrozeniem dla zdrowia psychicznego opiekundéw jest
niewystarczajacy poziom wsparcia spotecznego. Zachgcanie lekarzy podstawowej opieki
zdrowotnej do prowadzenia badan przesiewowych w kierunku wezesnego wykrywania depresji
u kobiet po 60 r.z. z MetS 1 kierowanie ich do organizacji oferujacych szeroki zakres dziatan

terapeutycznych stanowi wazny etap w leczeniu powszechnie wystgpujacych choréb
cywilizacyjnych.

Stowa kluczowe: starzenie si¢, stres, demencja, MetS, zdrowie psychiczne, aktywno$¢

fizyczna.

9.2. Streszczenie pracy w jezyku angielskim

ASSESSMENT OF PERCEIVED STRESS LEVELS IN RELATION TO LIFE
SITUATION, HEALTH STATUS AND UNDERTAKING HEALTH-PROMOTING
ACTIVITIES IN WOMEN OF DIFFERENT AGE GROUPS

INTRODUCTION: Polish society is ageing at a dizzying pace. This rapid demographic
process is leading to an overall increase in the incidence of cardiovascular disease, obesity,
cancer, dementia and other conditions characteristic of late adulthood. One major risk factor for
many diseases is stress, which increases susceptibility to both inflammatory and infectious
diseases. It is also associated with the occurrence of depression and metabolic syndrome
(MetS). Women are outnumbered in the elderly population. Polish women experience higher
levels of stress than other European women and, compared to men, are more vulnerable to
anxiety and depressive disorders, sleep problems and eating disorders. It is therefore important
to seek effective, universally applicable and relatively low-cost programmes for the prevention
and promotion of health in women, who are particularly exposed to the negative effects of

stress.
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OBJECTIVE OF THE STUDY: The aim of the doctoral dissertation, which is a thematically
coherent collection of three original articles, was to assess the level of perceived stress in
relation to life situation, health status and the adoption of health-promoting measures in women

of different age groups.

METHODS: The 10-item Perceived Stress Scale PSS-10 and the Perceived Stress
Questionnaire (PSQ) were used to measure stress. The Geriatric Depression Scale (GDS) was
used to assess mood and test for symptoms of depression. The study also used two
questionnaires designed to obtain information about the living situation of the subjects - the
Living Situation Questionnaire for a Caregiver of a Person with Alzheimer's Disease and the
Socio-Demographic Questionnaire to obtain information on the health status, socioeconomic
situation and motivations and barriers to undertaking regular health-promoting activities in the

female subjects.

RESULTS: In the COVID-19 pandemic setting, women caring for charges with Alzheimer's
disease experienced severe stress in relation to all-day care of a dependent person. The most
real concerns were access to medical care for the charge and providing care for the AD patient
during the possible illness of the caregiver. More than 83% of caregivers have received no help
from either family or public institutions since the start of the pandemic. High levels of stress in
the study groups of women 60+ with metabolic syndrome co-occurred with lowered mood,
increased depressive symptoms and concerns about their own health. The complexity of health
problems affecting women aged 60 years and older makes it imperative to develop effective
and low-cost strategies that include biopsychosocial interventions.

CONCLUSION: A major threat to caregivers' mental health is insufficient social support.
Encouraging primary care physicians to screen for early detection of depression in women over
60 years of age with MetS and referring them to organisations offering a wide range of

therapeutic interventions is an important step in the treatment of common lifestyle diseases.

Keywords: ageing, stress, dementia, MetS, mental health, physical activity.

70



10. ZALACZNIKI
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Zalacznik nr 4

Sheldon Cohen, Tom Kamarck i Robin Mermelstein

PSS 10

Adaptacja: Zygfryd Juczynski i Nina Oginska-Bulik

............................... e pre€ MK wiek ............ data badania ....................
Pytania zawarte w tej skali dotycza Twoich mysli i odczué zwigzanych z doswiadczanymi w ostatnim
miesigcu zdarzeniami. W kazdym pytaniu nalezy wskaza¢ — jak czesto myslale§/a$ i odczuwales/as w po-
dany sposob. Mimo znacznych podobienstw sa to rézne pytania i kazde z nich nalezy traktowa¢ oddziel-
nie. Najlepiej na kazde pytanie odpowiadac¢ w miarg szybko, wybierajac t¢ odpowiedz, ktéra wydaje sig
najbardziej trafna.

Przy kazdym pytaniu nalezy wpisa¢ do kratki z prawej strony odpowiednig cyfre, zgodnie z podanym
ponize] znaczeniem:

0 = nigdy
1 = prawie nigdy
2 = czasem

3 = do$¢ czesto
4 = bardzo czesto

1. Jak czegsto w ciagu ostatniego miesigca byles/as zdenerwowany/a, poniewaz zdarzylo sie
cos niespodziewanego?

2. Jak czgsto w ciggu ostatniego miesigca czuled/a$, ze wazne sprawy w twoim zyciu
wymykaja ci si¢ spod kontroli?

3. Jak czgsto w ciagu ostatniego miesiaca odczuwate$/ad zdenerwowanie i napiecie?

4. Jak czgsto w ciagu ostatniego miesiaca byled/as przekonany/a, ze jeste§ w stanie poradzi¢
sobie z problemami osobistymi?

5. Jak czgsto w ciagu ostatniego miesiaca czules/a$, ze sprawy uktadaja sig po twojej my$li?

6. Jak czgsto w ciagu ostatniego miesigca stwierdzales/as, 2e nie radzisz sobie ze wszystkimi
obowiazkami?

7. Jak czesto w ciagu ostatniego miesiaca potrafiled/ad opanowaé swoje rozdraznienie?

8. Jak czgsto w ciagu ostatniego miesiaca czutes/a$, ze wszystko ci wychodzi?

9. Jak czgsto w ciagu ostatniego miesigca zloscited/a$ si¢, poniewaz nie miale$/a$ wplywu na
to co sie zdarzylo?

10. Jak czesto w ciagu ostatniego miesiaca czuled/as, ze nie mozesz przezwyciezyC narastajg-
cych trudnosci?

Wydanie polskie: Copyright © 2012 by Pracownia Testow Psychologicznych Polskiego Towarzystwa Psychologicznego Sp. z 0.0.
ul. Belwederska 6A, 00-762 Warszawa
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Zalacznik nr 5

KPS (wersja dla kobiet)

MieczvstawPlopa, Rvszard Makarowski
Nazwisko i imie Tub pSEUAONIM ......c..icistisnesnsssinsosensnasisssssessasssnsarsnanssusasasassssmsassacss WICkS s

INSTRUKCJA: Interesuje nas, co Pani mysli o swoich problemach, sposobach ich przezywania. Prosz¢ opisa¢
swoje mysli, zachowania, odczucia, obawy, nadzicje, tak jak sa przez Pania w ostatnim czasie, jak i obecnie
odczuwane. Prosze przeczytaé kazde stwierdzenie uwaznie i zastanowié sig, w jakim stopniu dotyczy ono Pani.
Pewne stwierdzenia sa do sicbic podobne, ale sa zamieszezone do wykazania nawet nicznacznych roznic
w Pani) odczuciach.

Prosz¢ pamietaé, ze nie ma dobrych odpowiedzi ani zlych, liczy si¢ tylko szczere. Wybrang odpowiedz
prosze zaznaczy¢ Krzyzykiem.

2 5 32
AR EE R
T HEHEE
£ |2&=2&x¢E Z
1 |Odczuwam niepokdj, Zze coraz wigcej rzeczy mnie denerwuje. a [Fhil cmd.l €
2 |Mysle, ze jestem sprawiedliwie oceniana. a|lb|c| d]| e
3 [Mam swoje plany, ale obawiam sig, Ze ich nie zrealizuje, bomoja| . | | c| dl e
psychika jest za staba.
4 |Zdarzalo mi sie, Ze nie dotrzymywalam danego komus stowa. a. |'thll] e | =dfil @
5 |Mam trudnosci z odprezeniem sig, chociaz si¢ staram. a|l blel] die
6 |Czuje si¢ wyczerpana ciaglym udowadnianiem swoich racji. a b eillfd ]..e
E Ogarnia mnie zlos¢, ze jestem za malo zdolna, aby osiagac sl P etlngl &
zamierzone cele.
8 [Zawsze jestem w porzadku wobec innych. a |l boligd| d | e
9 |Zauwazam, Ze coraz czesciej ogarnia mnie jakies zniechecenie. a | bijie| d|Te
10 |Mam juz dosy¢ ciaglych konfliktow z r6znymi osobami. allih || eid ] ¢
11 |Myslenie o przyszlosci zniechgca mnie prawie do wszystkiego. a|lb|c|dfe
12 |Kiedy bylam dzieckiem. robitam rzeczy. ktérych mi zabraniano. a bl e de]i e
13 |Nie czuje si¢ rozdrazniona z byle powodu. a|'b | ewlidl] e
14 |Meczy mnie to, Ze inni mnie nie rozumieja, stawiaja przede mna oo G - 5 ) X
zadania, nie liczac si¢ z moimi mozliwosciami.
15 | Rzadko czuje sig¢ osamotniona. a | bul el EGlie
16 |Zawsze bytam postuszna swoim rodzicom, przelozonym. all b |0 d|se
17 |Chyba mam coraz mniej energii. al b | el a| e
18 [Nie czuje si¢ wykorzystywana przez innych. a | buf.cilzad e
19 |To. co spotkalo mnie w przeszlosci nie daje mi spokoju. a-l bl eisd | Se
20 |Zdarzalo mi sig. ze kogo$ oklamalam. atpeb e Edy| e
21 |[Czuje sig¢ zmgczona, nawet jak nic nie robig. alleb.| cel d | e
22 |Za czesto jestem krytykowana. a |"b] cHl d | e
3 Myslenie o swoich problemach powoduje. ze mam trudnosci ek | e bed | e
W zasypianiu.
24 [Nigdy nie skladalam obietnic bez pokrycia. anltb | cliod | e
25 |Coraz czesciej si¢ denerwuje i to z byle powodu. i o ] o O [
2% Odcz'uvyam niepokdj, ze przerasta mnie to, czego ode mnie si¢ o [ [T R
wymaga.
27 |Nie moge si¢ pogodzi¢ z tak wazna strata w moim zyciu. a by elledy] =
Copyright © 2010 by Pracownia Testéw Psychologicznych Wyzszej Szkoty Finanséw i Zarzadzania w Warszawie
01-029 Warszawa, ul. Dzielna 60: www.vizja.net.pl
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Zalacznik nr 6

Skala GDS - 30

T

. Myslac o catym swoim zyciu, czy jest Pan/i z niego zadowolony/a?..............
. Czy zmniejszyta sie liczba Pana/i aktywnosci i zainteresowan? ......cccoveeeieennns
Czy ma Pan/i uczucie, Ze ZycCie Jest PUSTET ... e e
. Czy czesto czuje sie Pan/i ZNUAZONY/ /A7 . eeeeeeeriieeeeeeeesvaiscsene e s e e snssnnnseseens
. Czy jest Pan/i w dobrym nastroju przez wiekszos¢ CZasuU?...ieeeereeeeennen
. Czy obawia sie Pan/i, ze moze sie zdarzyc¢ Panu/i cos ztego?.......ccoeeeeeenn.
. Czy przez wiekszosc¢ czasu czuje sie Pan/i szczesliwy/a?. ...

. Czy zamiast wyjs¢ wieczorem z domu, woli Pan/i w nim pozostac?...............

VW N U AW NP

. Czy mysli Pan/i, ze wspaniale JESt ZYCT .. e

. Czy czuje sie Pan/i petny/a energii?

NN
= O

. Czy czesto czuje sie Pan/i bezradny/a? ...

Y
N

. Czy obecnie czuje sie Pan/i gorszy/a od innych ludzi?......cooooveeiiiviiieeeeeeeenes

=
W

. Czy uwaza Pan/i, ze sytuacja jest beznadziejna? ...

[y
B

. Czy mysli Pan/i, ze ludzie sa 1epsi NIZ Pan/i? e

[N
9]

. Czy czuje Pan/i, ze ma wiecej ktopotdéw z pamiecia niz inni ludzie? ............

=
[

. Czy mysli Pan/i z nadzieja 0 PrzysZtOSCI7 . ceeeeeeeeesvsieseeeeeeseseasseeesessssnens

=2
~

. Czy miewa Pan/i natretne mysli, ktérych nie moze sie Pan/i pozbyc? .......

[y
[0 4]

. Czy czesto jest Pan/i NiespoKOINY/ AT et

[
0

. Czy czesto martwi sie Pan/i © przysztoSE? .. e

N
@]

. Czy czesto czuje sie Pan/i przygnebiony/a i smuUtnNy/a? ... eeviveviiciereenenenns

N
=

. Czy martwi sie Pan/i tym co sie zdarzyto w przesztosci? ..oveeeveiiiiiiiciceeniennnn

N
N

. Czy uwaza Pan/i, ze zycie jest CieKawe?. ...

N
W

. Czy trudno jest Panu/i realizowac nowe pomysty? ......cccceiveeeeceieececreeaeeenne.

N
B

. Czy drobne rzeczy czesto wyprowadzaja Pana/ia z rownowagi? ........ee.....

h
un

. Czy czesto chece sie Panu/i ptakac?. ...

N
o

. Czy ma Pan/i ktopoty z koncentracja uwagi? ..o

N
~J

. Czy rano budzi sie Pan/i w dobrym nastroju? ...

N
o

. Czy ostatnio unika Pan/i spotkan towarzyskich? .....cooooeeeeicceeeeeeeeeeeeeen

[
0

. Czy tatwo podejmuje Pan/ i deCYZIC7 .. e eereae e e

w
o

. Czy zdolnosc Pana/i myslenia jest taka sama jak dawniej? ...

TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK
TAK

. Databadania ...

NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
NIE
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Zalacznik nr 7

Potrzeby opiekunéw osdéb cierpigcych na
chorobe Alzheimera w dobie epidemii
Covid-19.

Epidemia koronawirusa zaskoczyta wszystkich. Drastycznie zmienita rzeczywistos¢, w
ktorej zyjemy. Nie sposob nie zauwazyé, ze w grupie ryzyka znalazly sie osoby starsze oraz
cierpigce na przewlekte schorzenia. W obecnej sytuacji nie mozna zapomniec¢ o tysigcach
opiekunéw osoéb z chorobg Alzheimera (AD-Alzheimer's disease) mieszkajacych w Polsce,
ktorzy mierza sie z nowa rzeczywistoscig i nowymi problemami.

Jestem terapeutka od lat pracujaca z osobami dotknietymi otepieniem. Wspotpracuje z
Dolnoslaska Fundacja Alzheimerowska w ramach projektéw spotecznych oraz domami
opieki znajdujgcymi sie we Wroctawiu. Jako doktorantka Wydziatu Fizjoterapii AWF we
Wroctawiu staram sie przektadac¢ wiedze na dziatania "tu i teraz".

Ankieta jest w petni anonimowa. Sktada sie z dwdch sekcji. Pierwsza dotyczy Pana/Pani
sytuacji i informacji zwigzanych z epidemia. Druga sekcja to kwestionariusz poczucia
stresu PSS-10. Udziatl w badaniu jest dobrowolny.

Wypetnienie ankiety zajmuje nie wiecej niz 10 minut. Nie wymaga od Paristwa
udostepniania danych osobowych, dokumentacji medycznej, danych wrazliwych ani
ponownego kontaktu. Opieramy sie na obserwacjach i odczuciach zwigzanych z nowg
sytuacjg. Prosze o udzielanie szczerych odpowiedzi. Dzigkuje za Paristwa wsparcie!

Zadaniem tej ankiety jest okreslenie potrzeb opiekunéw oséb chorujacych na AD, ktére
powstaty wraz z nadejSciem nowych realidw. Stanowi réwniez pierwszy krok do
zapewnienia realnego wsparcia, w zaréwno w wymiarze fizycznym, psychicznym i
spotecznym, opiekundéw i ich podopiecznych

Bez Panstwa pomocy sie nie uda sie okresli¢ prawdziwych potrzeb i wyzwan, przed ktérymi
obecnie stoicie. Badanie w najblizszej przysztosci stanie sie podstawg do podjecia dziatan
majgcych na celu poprawe sytuacji opiekunéw oraz podopiecznych z chorobg Alzheimera.

1. Z jaka ptcig sie Pan/Pani identyfikuje? *

O Kobieta

O Mezczyzna

2. W jakim jest Pan/Pani wieku? (wpisz liczbe lat) *

Twoja odpowiedZ

3. W jakim wieku jest Pana/Pani podopieczny? (wpisz liczbe lat) *

Twoja odpowiedz

4. W jakiej formie zycia matzerisko-rodzinnego obecnie Pan/Pani funkcjonuje? *

(O Panna/ Kawaler
Zona / Maz
Wdowa / Wdowiec
Rozwiedziony

Separacja

00000

Zwigzek partnerski
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5. Jaki jest Pana/Pani stopien pokrewienstwa wzgledem podopiecznego?

Wspotmatzonek
Corka / Syn
Synowa / Zie¢
Whnuczka / Wnuk

Siostra / Brat

O O OO0OO0O0

Inne:

6. Gdzie Pan/Pani obecnie mieszka? *

O Duze miasto (ponad 300 tys. mieszkancow)
O Sredniej wielkosci miasto (91 - 300 tys. mieszkancow)

O Mate miasto (do 90 tys. mieszkancow)

O wies

7. Czy przed epidemig mieszkat/a Pan/Pani: *

O Razem z podopiecznym
O Razem z podopiecznym i innymi cztonkami rodziny

O W innym miejscu niz podopieczny

8. Czy obecnie mieszka Pan/Pani: *

O Razem z podopiecznym
O Razem z podopiecznym i innymi cztonkami rodziny

(O W innym miejscu niz podopieczny

9. lle lat podopieczny choruje na chorobe Alzheimera lub inny rodzaj otepienia?  *
(wpisz liczbe lat)

Twoja odpowiedz

10. lle lat podopieczny znajduje sie pod Pana/Pani opieka? (wpisz liczbe) *

Twoja odpowiedz



11. Jaki byt stan podopiecznego przed epidemig? *

O tagodne zaburzenia poznawcze (wzglednie samodzielny)

O Sredniozaawansowane zaburzenia poznawcze (wymagajacy pomocy w codziennym
funkcjonowaniu)

O Glebokie zaburzenia poznawcze (catkowicie zalezny od opiekuna)

12. Czy stan zdrowia podopiecznego ulegt czy nie ulegt pogorszeniu w trakcie *
epidemii COVID-19?

O Zdecydowanie ulegt
Raczej ulegt

Raczej nie ulegt

O
O Trudno powiedzie¢
O
O

Zdecydowanie nie ulegt

13. Czy stan Pana/Pani zdrowia ulegt czy nie ulegt pogorszeniu w trakcie epidemii *
COVID-19?

O Zdecydowanie ulegt
O Raczej ulegt

O Trudno powiedzie¢
O Raczej nie ulegt

O Zdecydowanie nie ulegt

14. W jakim stopniu epidemia Covid-19 zmienita Pana/Pani codzienne *
funkcjonowanie?

O Zdecydowanie zmienita
Raczej zmienita

Trudno powiedziec

Raczej nie zmienita
Zdecydowanie nie zmienita

O
O
O
O

15. Czy w trakcie epidemii pojawily sie nhowe potrzeby zwigzane z opieka nad *
osobg dotknietg chorobg Alzheimera?
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16. W jakim obszarze pojawity sie problemy w Pana/Pani funkcjonowaniu w A
zwigzku z COVID-19? (zaznacz maksymalnie 3 najwazniejsze
odpowiedzi)

Srodki ochrony (uzywanie ptynéw dezynfekeyjnych, noszenie maseczki i
rekawiczek))

Opieka zdrowotna (trudnosci zwigzane z wizytami u lekarza, zakupem lekéw w
aptece)

Opieka nad chorujgcym cztonkiem rodziny zwigzana z zamknieciem placowek
opiekunczych

Utrata pracy lub zmiana charakteru pracy na zdalng potaczona z opiekg nad chorym
Codzienne sprawunki (robienie zakupéw, optacanie rachunkdw, sprzatanie)
Trudnosci zwigzane ze znalezieniem dodatkowej opieki dla podopiecznego

Trudnosci w uzyskaniu pomocy psychologicznej / wsparcia spotecznego

o000 0 O O

Nie pojawity sie zadne nowe trudnosci

17. Czy otrzymat/a Pan/Pani propozycje pomocy w zwigzku z epidemig Covid-19 *
z ktéryms z wymienionych obszarow?

D Pomoc organizacyjna (zrobienie zakupdw, pomoc w opiece nad chorym, wykonanie
prac domowych itp.)

Pomoc psychologiczna (konsultacje telefoniczne, rozmowa, grupa wsparcia itp.)

D Pomoc spoteczna (programy spoteczne, pomoc finansowa, wsparcie spoteczne np.
telefony od znajomych, oferowanie pomocy)

Nie otrzymalismy zadnej propozycji pomocy w zwigzku z Covid-19
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18. Czy w sytuacji COVID-19 Pana/Pani obawy o stan zdrowia podopiecznego
wzrosty czy nie wzrosty?

O

© O OO0

Zdecydowanie wzrosty
Raczej wzrosty
Trudno powiedzie¢
Raczej nie wzrosty

Zdecydowanie nie wzrosty

19. Czy w sytuacji COVID-19 Pana/Pani obawy o swdj stan zdrowia wzrosty czy

nie wzrosty?

O

O O OO0

Zdecydowanie wzrosty
Raczej wzrosty

Trudno powiedzie¢
Raczej nie wzrosty

Zdecydowanie nie wzrosty

20. Jakiego rodzaju pomocy oczekuje Pan/Pani w zwigzku z pandemig?
(zaznacz maksymalnie 3 najwazniejsze odpowiedzi)

o0 0 000040

Zapewnienie pomocy finansowej na czas pandemii koronawirusa
Zapewnienie pomocy psychologicznej dla opiekuna na czas pandemii
Zapewnienie opieki nad podopiecznym w godzinach pracy opiekuna

Zapewnienie mozliwosci pozostania w szpitalu wraz z podopiecznym chorym na
Covid-19

Zapewnienie opieki dla podopiecznego w przypadku zachorowania opiekuna na
Covid-19

Wprowadzenie programoéw edukacyjnych dla opiekunow zwigzanych z
funkcjonowaniem w czasie pandemii

Zapewnienie opiekunowi pomocy prawnej

*
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Zalacznik nr 8

Uczestniczy PaniPan w badaniach naukowych prowadzonyvch na Wydziale Fizjoterapii AWF Wroclaw. Wypelniajac ankiete

zgadza sie Pani/Pan na przetwarzanie swoich danych osobowych w celach zwiazanych z realizacja projektu naukowego.

Imie 1 nazwisko: . e Nl

Wiek: ... Wksztalcenie: Ozawodowe Oarednie Chwyisze Zawdd:. ... ...

Werost: ... Masaciata: .. BMIL . Obwodtalu: ... Obwod boder:. . WHR: ...

1. NadciSmieme oo OTAK ONIE ONIE WIEM Leczone: OTAK [ONIE

2 Pomom cukminaczezos Cukrzyea: LITAK LCINIE LINIE WIEM Leczone: LITAK LINIE

3. Podwyzszony poziom cholesterolu: . OTAK ONIE ONIE WIEM Leczone: OTAK [ONIE

4. Podwyzszony poziom trogglhicerydaw: OTAK [CINIE [CINIE WIEM Leczone: LITAK [INIE

3. Czy pali Pany/Pan papierosy? OTAK CNIE

6. Dolegliwoic: bolowe ze strony kreposhipa: OTAK [CNIE

7. Doleghwosct bolowe mmych stawow: OTAK LONIE Jakae?
8. Inne dolegliwosci bolowe: COTAK CONIE Jakie?

9. Co jest Pany/Pana napwickszvim problemem edrowolnyvim? o

10. Jakie choroby wystepuja najezesciey w Pami/ Pana rodzime? .

11. Czy obawia sig Pany' Pan o swoje zdrowie? OTAK ONIE
12. Czv jest Pam’ Pan zadowolona'y ze swoje) kondven fizvezne)/ sprawnoser? LTAK [CINIE

13. Czy jest Pani/ Pan zadowolonaly ze swojej wagi? OTAK ONIE
14. Czy lekarz kiedvkolwiek zachecat Pania/ Pana do-
zmiany trybu #ycia na aktywny? CITAK CINIE zmiany diety? CTAK CINIE rmmtejszema wag ciata? CITAK CINIE
15. Jak obecnie spedza Pany/ Pan swd) czas wolny? (prosze zaznaceyé maksymalme 3 odpowiedzi)
[ czytanie ksiazek. ogladanie telewizii L] aktywnoéd domowa (sprzatanie, potowanie, opieka nad wnukami. praca w ogrodzis)
O spotkame z rodzina, ze znajomymi O sport i rekreacja fizycena

[ inne (qakie?) .

16. Czy jest Pani/ Pan zadowolona'v z dostepu do ustug rehabilitacyjnych finansowanych przez NFZ? CTAK ONIE
17. Czy obecnie korzysta Panit' Pan z zajed rekreacyinych orgamizowanych dla o=ob starszych? OTAE [ONIE

Jakae 10 Za1ECIAT e O dphatneT LUTAK LINIE
18. Jakie sa powody podeymowama przez Pania/ Pana 19. Jakie sa przeszkody w podeymowaniu przez Pama/ Pana

aktywnosct fizyezne)? (prosze zarnaczy¢ maksymalnie aktywnoscl fizvezne)? (prosze zaznaczyc maksvmalnie

3 odpowiedzi) 3 odpowiedz)

[ poprawa/ utrzymanie kondyep fizyeznsg [ brak czasu

O poprawa wygladuw' zapobieganie otvlodct O brak pieniedzy

[ poprawa stan zdrowia [1 brak motywacy

[ zalecema lekarza [ zty stan zdrowia

[ poprawa samopoczucia [ brak takie) mozlrwosct w poblizu miejsca zamieszkania

LI ched przebywania z innymi ludZmi Ll imne Gakie?). ...

20. Czy majac mozlnwosd uczestnictwa w zajeciach ogdlnousprawmajacych majacych na celu poprawe sprawnosc fizyeznej 1 stanu

zdrowia, orgamzowanych w poblize miejsca zammeszkama skorzystalaby/ skorzystalby Pamy/ Pan z meh? OTAK ONIE

Podpis
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OSWIADCZENIA WSPOLAUTOROW

Zalacznik nr 12 — O§wiadczenie o wspélautorstwie
Wroctaw, 18.01.2023 r.

Mgr Karolina Juszko

Zaklad Terapii Zajgciowej

Akademia Wychowania Fizycznego im. Polskich Olimpijczykow we Wroclawiu
al. 1.J. Paderewskiego 35,

51-612 Wroctaw

Oswiadczenie o wspolautorstwie publikacji

Niniejszym o$wiadczam, ze w pracy Rusowicz Jagoda, Serweta Anna, Juszko Karolina,
Idzikowski Wojciech, Gajda Robert, Szczepanska-Gieracha Joanna. Faclors associated with
undertaking health-promoting activities by older women at high risk of metabolic syndrome. Journal
of Environmental Research and Public Health. 2022; 19 (23): 1-16. doi: 10.3390/ijerph192315957
moj udzial polegat na:

E koncepcja pracy [Zl redagowanie publikacji

[: zaplanowanie badan wybér metodyki D zbieranie danych

D prowadzenie badan D graficzne przedstawienie wynikow
E analiza statystyczna I:‘ zbierani¢ pismicnnictwa

l:l interpretacja wynikOw i opracowanie wnioskow [Z] korekta pracy przed zlozeniem do druku

D konsultacja I:I inne: pozyskanie funduszy

Przyjmuj¢ do wiadomosci, ze powyZzsza praca jako cze§¢ rozprawy doktorskiej bedzie

podstawa do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagode Rusowicz.

.......... e Susrke

Podpis wspotautora
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Zalacznik nr 12 — O$wiadczenie o wspélautorstwie
Wroclaw, 18.01.2023 r.

Mgr Anna Serweta

Wydzial Fizjoterapii

Akademia Wychowania Fizycznego im. Polskich Olimpijczvkéw we Wroctawiu
al. I.J. Paderewskiego 35,

51-612 Wroctaw

OS$wiadczenie o wspolautorstwie publikacji

Ninigjszym o$wiadczam, ze w pracy Rusowicz Jagoda. Serweta Anna, Juszko Karolina,
Idzikowski Wojciech, Gajda Robert, Szczepanska-Gieracha Joanna. Factors associated with
undertaking health-promoting activities by older women at high risk of metabolic syndrome. Journal
of Environmental Research and Public Health. 2022; 19 (23): 1-16. doi: 10.3390/ijerph192315957

moj udzial polegal na:

I:l koncepcja pracy D redagowanie publikacji

l:l zaplanowanie badan wybor metodyki I: zbieranie danych

prowadzenie badan [:J graficzne przedstawienie wynikow
I:' analiza statystyczna I:] zbieranie piSmiennictwa

:l interpretacja wynikow i opracowanie wnioskow E korekta pracy przed ziozeniem do druku

:l konsultacja |:| inne: pozyskanie funduszy

Przyjmuj¢ do wiadomosci, ze powyzsza praca jako czgS¢ rozprawy doktorskiej bedzie

podstawa do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagode Rusowicz.

.......................................

Podpis wspotautora
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Zalacznik nr 12 — Oswiadezenie o wspolautorstwie Wroclaw, 18.01.2023 r.

Mgr Anna Serweta

Wydzial Fizjoterapii

Akademia Wychowania Fizycznego im. Polskich Olimpijczykow we Wroclawiu
al. I.J. Paderewskiego 35,

51-612 Wroctaw

Oswiadczenie o wspoélautorstwie publikacji

Ninigjszym oswiadczam, ze w pracy Rusowicz Jagoda, Serweta Anna, Idzikowski Wojciech,
Szczepanska-Gieracha Joanna. Multimodal therapeutic approach in women with high risk of
metabolic syndrome : a single group one center pre-post study. Journal of Clinical Medicine. 2021;

10021): 1-12. doi: 10.3390/jcm10214915 moj udzial polegal na:

D koncepcja pracy E redagowanie publikacji

':] zaplanowanie badan wybor metodyki ‘:1 zbieranie danych

prowadzenie badan 1:1 graficzne przedstawienie wynikow
[:I analiza statystyczna [: zbieranie pisSmiennictwa

|:] interpretacja wynikow i opracowanie wnioskow korekta pracy przed zlozeniem do druku

|:| konsultacja D EETDEE mvere 1 & 3 sommmreny 11 1 semy

Przyjmuj¢ do wiadomosci, ze powyzsza praca jako cze$¢ rozprawy doktorskiej bedzie

podstawg do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagod¢ Rusowicz.

Podpis wspolautora
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Zalgeznik nr 12 — Oswiadczenie o wspélautorstwie
Wroclaw, 5.02.2023 r.

Dr Wojciech Idzikowski

Wydzial Wychowania Fizycznego i Sportu

Akademia Wychowania Fizycznego im. Polskich Olimpijczykow we Wroclawiu
al. 1.J. Paderewskiego 33,

51-612 Wroclaw

Oéwiadczenie o wspolautorstwie publikacji

Niniejszym o$wiadczam, ze w pracy Rusowicz Jugoda, Serweta Anna, ldzikowski Wojciech,
Szezepanska-Gieracha Joanna. Multimodal therapeutic approach in women with high risk of
metabolic syndrome: a single group one center pre-post study. Journal of Clinical Medicine. 2021,

10(21): 1-12. doi: 10.3390/jcm10214915 méj udziat polegat na:

D koncepcja pracy : redagowanie publikacji

|:] zaplanowanie badan wybor metodyki D zbieranie danych

:‘ prowadzenie badan D graficzne przedstawienie wynikow
|:| analiza statystyczna :' zbieranie pismiennictwa

D interpretacja wynikow i opracowanie wnioskéw - korekta pracy przed zlozeniem do druku

inne: oprogramowanie oraz
konsultacja X pozyskiwanie funduszy

Przyjmuj¢ do wiadomosci, Zze powyzsza praca jako cz¢$¢ rozprawy doktorskiej bedzie

podstawa do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagode Rusowicz.

Podpis wspolautora
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Zalgcznik nr 12 — O$wiadczenie o wspolautorstwie
Wroclaw, 5.02.2023 r.

Dr Wojciech Idzikowski

Wydzial Wychowania Fizycznego i Sportu

Akademia Wychowania Fizycznego im. Polskich Olimpijczvkéw we Wroclawiu
al. 1.J. Paderewskiego 33,

31-612 Wroctaw

Os$wiadczenie o wspolautorstwie publikacji

Niniejszym o$wiadczam, ze w pracy Rusowicz Jagoda. Serweta Anna, Juszko Karolina,
Idzikowski Wojciech, Gajda Robert, Szczepanska-Gieracha Joanna. Factors associated with
undertaking health-promoting activities by older women at high risk of metabolic syndrome. Journal
of Environmental Research and Public Health. 2022: 19 (23): 1-16. doi: 10.3390/ijerph192315957

moj udzial polegal na:

D koncepcja pracy l:] redagowanie publikacji
E zaplanowanie badan wybor metodyki [:_] zbieranie danych

|:] prowadzenie badan I:] graficzne przedstawienie wynikow
|: analiza statystyczna |:] zbieranie pismiennictwa

D interpretacja wynikow i opracowanie wnioskow korekte.a pracy przed zlozeniem do druku

:I konsultacja inne: zarzadzanie projektem

Przyjmuj¢ do wiadomoscei, ze powyzsza praca jako czg$¢ rozprawy doktorskiej bedzie

podstawa do ubiegania si¢ 0 nadanie stopnia doktora przez mgr Jagode Rusowicz

CﬂN&z’ﬂcld ...... Qe ac(o

dpis wspolautora
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Zalacznik nr 12 — Oswiadczenie o wspoélautorstwie
Wroclaw, 5.02.2023 r.

dr hab. Krzysztof Pezdek, prof. AWF
Zaktad Nauk Spotecznych

Akademia Wychowania Fizycznego im. Polskich Olimpijczykéw we Wroclawiu
al. 1.J. Paderewskiego 335,

51-612 Wroclaw

Oswiadczenie o wspélautorstwie publikacji

Niniejszym oswiadczam, ze w pracy Rusowicz Jagoda, Pezdek Krzysztof, Szczepanska-
Gieracha Joanna. Needs of Alzheimer's charges' caregivers in Poland in the Covid-19 pandemic: an
observational study. International Jowrnal of Environmental Research and Public Health. 2021 18

(9): 1-11. doi: 10.3390/ijerphl18094493 mdj udzial polegat na:

:’ koncepcja pracy redagowanie publikacji
E] zaplanowanie badan wybdr metodyki :I zbieranie danych
E prowadzenie badan [:] graficzne przedstawienie wynikéw

D analiza statystyczna D zbieranie piSmiennictwa

I: interpretacja wynikow i opracowanie wnioskow :] korekta pracy przed zlozeniem do druku

konsultacja |:| MBI i ssianiissin

Przyjmuje do wiadomosci, 7e powyzsza praca jako czgs¢ rozprawy doktorskiej bedzie

podstawa do ubiegania si¢ 0 nadanie stopnia doktora przez mgr Jagode Rusowicz.

......................

odpis wspolautora

Kotugodel Xenlel



Zalgeznik nr 12 — Odwiadezenie o wspélautorstwie
Wroclaw, 5.02.2023 r.

Dr hab. Robert Gajda
Katedra Kinezjologii i Profilakiyki Zdrowia

Uniwersytet Jana Diugosza w Czgstochowie
42-200 Czgstochowa

Szpital Powiatowy w Pultusku

(6-102 Pultusk

Oéwiadezenie o wspélautorstwie publikacii

Niniejszym o$wiadczam, ze w pracyRusowicz Jagoda, Serweta Anna, Juszko Karolina,
ldzikowski Wojciech, Gajda Roberl, Szezepanska-Gieracha Joanna. Factors associated with
undertaking health-promoting activities by older women at high risk of metabolic syndrome. Journal
of [nvironmental Research and Public  Health, 2022; 19  (23): 1-16.  doi:

10.3390/ijerph192315957méjudzialpolegaina:

D koncepeja pracy D redagowanie publikacji

[____| zaplanowanie badan wybor metodyki D zbieranie danych

:I prowadzenie badai I:[ graficzne przedstawienie wynikow
:I analiza statystyczna El zbieranie pismienn ictwa

l:__l interpretacja wynikéw i opracowanic wnioskdw X llcorekta pracy przed zlozeniem do druku

konsultacja inne: pozyskiwanie funduszy

Przyjmuje do wiadomosci, Ze powyzsza praca jako czgsC rozprawy doktorskiej bgdzie

podstawy do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagodg Rusowicz.

Y it

Podpis wspolauiora

foted”
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Zalgeznik nr 12 — O$wiadezenie o wspolautorstwie
Wroclaw, 7.02.2023 r.

Prof. dr hab. Joanna Szczepanska-Gieracha
Zakiad Terapii Zajgciowef

Akademia Wychowania Fizycznego im. Polskich Olimpijczykow we Wroclawiu
al. I.J. Paderewskiego 35,

51-612 Wroclaw

Oswiadczenie o wspolautorstwie publikacji

Niniejszym o$wiadczam, 2ze w pracy Rusowicz Jagoda, Pezdek Krzysztof Szczepariska-
Gieracha Joanna. Needs of Alzheimer's charges’ caregivers in Poland in the Covid-19 pandemic: an
observational study. International Journal of Environmental Research and Public Health. 2021; 18
(9): 1-11. doi: 10.3390/ijerphl18094493 mdj udzial polegal na;

D koncepcja pracy IZ] redagowanie publikacji

E zaplanowanie badan wybér metodyki :l zbieranie danych

|: prowadzenie badan :l graficzne przedstawienie wynikow
D analiza statystyczna E zbieranie pismiennictwa

El interpretacja wynikow i opracowanie wnioskéw korekta pracy przed zlozeniem do druku

konsultacja E 11111 T

Przyjmuj¢ do wiadomosci, ze powyzsza praca jako czg¢$¢ rozprawy doktorskiej bedzie

podstawg do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagodg Rusowicz.

/ Podpis wspdlautora

4 Japcmeisée- Gewrete
.l" I FC TR ST saw rae e ant arn s wen i
;
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Zalgeznik nr 12 - Oéwiadczenic o wspolautorstwie
Wrocltaw, 7.02.2023 r.

Prof. dr hab. Joanna Szczepanska-Gieracha

Zaklad Terapii Zaj¢ciowey

Akademia Wychowania Fizycznego im. Polskich Olimpijezykow we Wroclawiu
al. 1.J. Paderewskicgo 35,

51-612 Wroclaw

Oswiadczenie o wspélautorstwie publikacji

Niniejszym o$wiadczam, ze w pracy Rusowicz Jagoda, Serweta Anna, ld=tkowski Wojciech,
Szczepanska-Gieracha Joanna. Multimodal therapeutic approach in women with high risk of
metabolic syndrome: a single group one center pre-post study. Journal of Clinical Medicine. 2021;

1021): 1-12. doi: 10.3390/jcm10214915 méj udzial polegat na:

E koncepcja pracy D redagowanie publikacji

E zaplanowanic badan wybdr metodyki ‘: zbieranie danych

:] prowadzenie badan [:] graficzne przedstawienie wynikow
D analiza statystyczna D zbieranie pismiennictwa

D interpretacja wynikéw i opracowanie wnioskow D korekta pracy przed ziozeniem do druku

Ekonsultacja S(nne:

Przyymuj¢ do wiadomodci, ze powyzsza praca jakho czgs¢ rozprawy doktorskiej bedzie

podstawg do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagode Rusowicz

7N -, 7 o) * .
'\S<&-«€./)wd<'g (1 @A CE Q.

Podpis wspolautora
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Zalgeznik nr 12 - O$wiadczenie o wspolautorstwie

Wroclaw, 7.02.2023 r.
Prof. dr hab. Joanna Szczepanska-Gieracha
Zaklad Terapii Zajeciowej

Akademia Wychowania Fizycznego im. Polskich Olimpijczykéw we Wroclawiu
al. I.J. Paderewskiego 35,

51-612 Wroclaw

Oswiadczenie o wspélautorstwie publikacji

Niniejszym o$wiadczam, ze w pracy Rusowicz Jagoda, Serweta Anna, Juszko Karolina,
Idzikowski Wojciech, Gajda Robert, Szczepanska-Gieracha Joanna. Factors associated with
undertaking health-promoting activities by older women at high risk of metabolic syndrome. Journal

of Environmental Research and Public Health. 2022, 19 (23): 1-16. doi: 10.3390/ijerph192315957 moj
udzial polegat na:

E koncepcja pracy D redagowanie publikacji

l—x:l zaplanowanie badan wybér metodyki l:l zbieranie danych

D prowadzenie badan E graficzne przedstawienie wynikow
D analiza statystyczna D zbieranie pismiennictwa

D mterpretacja wynikow i opracowanie wioskw

E konsultacja

E korekta pracy przed Zozeniem do druku

E inne: pozyskanie funduszy

Przyjmuj¢ do wiadomosci, ze pPowyzsza praca jako czgsé rozprawy doktorskiej bedzie
podstawg do ubiegania si¢ o nadanie stopnia doktora przez mgr Jagod¢ Rusowicz.
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Mer Jagoda Rusowicz

Wydzial Fizjoterapii

Akademia Wychowania Fizveznego im. Polskich Olimpijczvkéw we Wioclawiu
al. IJ. Paderewskiego 35,

51-612 Wroctaw

Oswiadczenie o wspolautorstwie publikacji

Niniejszym  oswiadczam. e w  pracy Ruwsowicz  Jagoda, Pezdek  Krzvsziof,
Szezepanska-Gieracha Joanna. Needs of Alzheimer's charges’ caregivers in Poland in the Covid-19
pandemic : an observational study. International Jowrnal of Environmenial Research and Public

Health. 2021; 18 (9): 1-11. doi: 10.3390/ijerph1 8094493 méj udzial polegal na:

koncepcja pracy redagowanie publikacji
zaplanowanie badan wybor metodyki zbieranie danych

prowadzenie badan graficzne przedstawienie wynikdw
analiza statystyczna zbierane pismiennictwa

inferpretacja wynikow i opracowanie wnioskow Ij korekta pracy przed zlozeniem do druku

Ij konsultacja Ij NN o

Oswiadezam. ze mialam wiodacy udzial w powstaniu powyzszej publikacji.
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al. IJ. Paderewskiego 35,

51-612 Wrocfaw

Oswiadczenie o wspolautorstwie publikacji

Niniejszym oswiadczam, 7ze w pracy Rusowicz Jagoda, Serweta Anna, Idzikowski Wajciech,
Szezepanska-Gieracha Joanna. Multimodal therapeutic approach in women with high risk of
metabolic syndrome : a single group one center pre-post study. Journal of Clinical Medicine. 2021;

10(21): 1-12. doi: 10.3390/jem 10214915 maj udzial polegal na:

|:] koncepcja pracy redagowanie publikacji
zaplanowanie badan wybor metodyki zbieranie danych

prowadzenie badan graficzne przedstawienie wynikow
analiza statystyczna zbieranie pismiennictwa

inferpretacja wynikow 1 opracowanie wnioskow |:] korekta pracy przed zlozentem do drukn

I:] konsulfacja I:] Mne: ...

Oéwiadczam, 7e¢ mialam wiodacy udzial w powstaniu powyzszej publikacji.
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al. 1.J. Paderewskiego 35,

51-612 Wroclaw

Os$wiadczenie o wspélautorstwie publikacji

Ninicjszym oswiadczam, zc w pracy Rusowicz Jagoda, Serweta Anna, Juszko Karolina,
Idzikowski Wojciech, Gajda Robert, Szczepanska-Gieracha Joanna. Factors associated with
undertaking health-promoting activities by older women at high risk of metabolic syndrome. Journal
of Environmental Research and Public Health. 2022; 19 (23): |-16. doi: 10.3390/ijerph192315957

moj udzial polegal na:

D koncepc)a pracy [:I redagowanie publikacy
I:l zaplanowanie badan wybdr metodyki E zbieranie danych

‘E prowadzenie badan [D graficzne przedstawienie wynikow
E analiza statystyczna E zbieranie pismiennictwa

interpretacia wynikow i opracowanie winioskow :I korekta pracy przed zlozeniem do druku

:] konsultacja D L .

Oswiadczam, ze miatam wiodgey udziat w powstaniu powyzszej publikacii.

dpls wspolautora

93



