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Vyvoj praci na Koncepci specializované
sité sluzeb v oboru adiktologie a provedené analyzy potreb
postupné vedly k zaméru vytvorit model a provést pilotni
ovéreni konceptu ambulance détské a dorostové adiktolo-
gie jako specifického typu viceprahového zdravotnického
zarizeni nabizejiciho kompletni spektrum ambulantnich
sluzeb a intervenci. Cilem studie bylo (a) ovérit
v praktickém provozu navrh modelu ambulance pro déti
a dorost a kvalitativné posoudit klinické aspekty a spek-
trum poskytované péce, (b) naroky na personalni a vécné
vybaveni takovéhoto zdravotnického provozu a (¢) vyhod-
notit jeho ekonomickou udrzitelnost a kompatibilitu s jiny-
mi sluzbami vcetné sité zdravotnich sluzeb mimo obor
adiktologie. Byla provedena evaluace procesu
za vyuziti metodiky WHO vychéazejici ze zaznamu a doku-
mentace ambulance a zdravotnické dokumentace vcéetné
vnitiniho hodnoceni a zdznami z pribéhu pilotniho ovério-
vani provozu na Klinice adiktologie 1. LF UK a VFN v ob-
dobi od 1. zafi 2014 do 31. éervna 2015 (10 mésica).

Doslo do redakce: 20 / RIJEN / 2016

BACKGROUND: The development of a comprehensive
system of a specialised network of addiction treatment ser-
vices and the relevant needs analysis gave rise to the idea of
creating a model of an outpatient addiction treatment clinic
for children and adolescents. Subsequently, a need arose to
pilot test this concept as a specific type of multithreshold
healthcare facility providing the full range of outpatient ser-
vices and interventions. AIMS: The study aimed at: (a) test-
ing the viability of the prospective outpatient clinic for chil-
dren and adolescents during day-to-day operation, (b) con-
ducting a qualitative assessment of the clinical aspects and
the range of services provided, (c) assessing the demand
for the human and physical resources needed to operate
such a healthcare facility, and (d) evaluating its economic
sustainability and compatibility with other services, includ-
ing the network of health services outside the field of
addictology. METHODS: A process evaluation was carried
out using the WHO guidelines. The records and files of the
outpatient clinic and medical records were examined. The
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VYSLEDKY : Modifikovany model péée se ukazal byt jako
pouzitelny a nosny pro tento segment ambulantni adikto-
logické péce a ukazal moznosti spojené s jeho praktickou
aplikaci, véetné nosného prvku v podobé fizeni péce pro-
stfednictvim pripadového fFizeni (case managementu).
Byla identifikovana problematicka mista spojena se zajis-
ténim takto naro¢né zdravotni péce spojené s nutnosti in-
tenzivni tymové spoluprace a vnéjSi komunikace nejen
s rodinou, ale také Sir§im institucionalni svétem (OSPOD,
skola, jina zdravotnicka zafizeni atd.). Odbornost adiktolo-
ga prokazala jak své klinické moznosti a prednosti, tak
také citliva mista spojena s osobni zralosti a pfipravenosti
pro praci v naroéném zdravotnickém provozu v kontextu
velké fakultni nemocnice. Poc¢ateéni nezvladnuti ekono-
mické stranky provozu postupné pfineslo zasadni zjisténi
potiebna pro provoz téchto zafizeni at jiz v roviné smluvni
politiky se zdravotnimi poji$§tovnami, nebo nutnosti spojit
provoz ambulance pro déti s provozem pro dospélé, a do-
sahnout tak kyzeného efektu z hlediska uctovani péce za
vSechny pacienty (rodice, prip. jiné dospélé blizké osoby)
uéastnici se terapie. ZAVER: Ovéfovana alternativa zdra-
votnického provozu reprezentuje do budoucna nejen veli-
ce zajimavé ekonomické reseni z pohledu dostupnosti kva-
litni specializované péce pro tyto pacienty, ale také velmi
slibny a perspektivni smér pro klinickoadiktologicky vy-
zkum. Ma souéasné také logicky primét do vyuky a klinic-
ké p¥ipravy zdravotnikii i nezdravotnického personalu. Re-
prezentuje tak zajimavé reSeni spojené s dalsim vyvojem
celého systému adiktologické péce a jejiho pevnéjsiho
ukotveni do $ir$iho systému zdravotni péée v CR.

KLICOVA SLOVA: AMBULANCE - ADIKTOLOGIE - DETI A DOROST -
EVALUACE - PILOTN{ PROJEKT - MODEL
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results of the internal evaluation and reports from the pilot
testing of its operation at the Department of Addictology of
the First Faculty of Medicine of Charles University and the
General University Hospital conducted from 1 September
2074 to 31 June 2015 (10 months) were also included in the
investigation. RESULTS: It was shown that a modified
treatment model seems to be feasible and useful for this
segment of outpatient addictological care. Some salient
features of its practical application, such as case manage-
ment as an efficient method for the coordination of care,
were demonstrated. Challenges associated with the provi-
sion of such complex health care were also identified.
These include the need for intensive teamwork and external
communication with the family and the wider institutional
setting (such as child protection authorities, schools, and
other healthcare facilities). The profession of an
addictologist was found to possess significant clinical po-
tential and strengths, although certain pitfalls were also
identified in this respect, the latter being associated with
a lack of personal maturity and preparedness to cope with
the demanding operation of a healthcare facility within
a large university hospital. Lessons learnt from the initial
struggle with the economic management of the clinic
helped in identifying major areas for improvement in the
operation of such facilities. Such funding-related issues in-
cluded contracting policies in relation to health insurers and
the need to merge the operation of the outpatient clinic for
children with that for adults in order to achieve the desired
effect in terms of making it possible to claim reimburse-
ment for care provided to all the patients (parents or other
adults close to the clients) participating in therapy.
CONCLUSIONS: The alternative offered by the healthcare
facility under study was shown to represent an appealing
economic solution in terms of the better availability of
high-quality specialised care for these patients and a prom-
ising and viable approach to clinical addictology-specific re-
search. Logically, it also projects into the education and
clinical training of both health and non-health profession-
als. Finally, it may also be seen as an important step which
may play a significant role in the further development of the
system of addiction treatment services and their solid
grounding within the broader system of healthcare in the
Czech Republic.

KEY WORDS: OUTPATIENT CLINIC — ADDICTOLOGY - CHILDREN AND
ADOLESCENTS - EVALUATION - PILOT PROJECT - MODEL
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® 1 UVOD: KONTEXT VZNIKU
PROJEKTOVEHO ZAMERU

Myslenka vzniku ambulance détské a dorostové adiktologie
(dale téz ADDA) zrala nékolik let a celkovému kontextu se
podrobnéji vénujeme jinde (Miovsky, 2016a). Souc¢asné bylo
od zacatku zt'ejmé, Ze toto téma je spojeno s mnozstvim citli-
vych otazek naseho oboru, které nelze zjednodusit pouze na
pochybnosti o tom, zda existuje tolik déti a dospivajicich se
skutefné seriéznimi adiktologickymi problémy, nebo na
otazku, jaky typ péce takové déti potrebuji. Pro evaluaci
programu ADDA vzniklého na Klinice adiktologie 1. LF UK
a VFN vsak byl uréujici také treti rozmér. Tim bylo ovéreni
profese adiktologa, zdravotnického zarizeni adiktologic-
ké ambulance (ve smyslu zdkona o zdravotnich sluzbach)
a moznosti vyuZziti nové prosazenych vykona v sazebniku
(Seznam zdravotnich vykonua, 2014). Jinymi slovy, do jaké
miry se v praxi cely koncept osvédéi a jaka bude redalna zku-
Senost s takovymto provozem v redlnych podminkach velké
fakultni nemocnice (VSeobecna fakultni nemocnice v Praze,
dale téz VFN), smluvnich vztaht se zdravotnimi pojistov-
nami a vibec systému zdravotnictvi v Ceské republice. Jde
o pralomovy moment. Provoz ADDA tak byl v podstaté prv-
nim realnym ovérenim celého konceptu péce vazané na no-
vou zdravotnickou profesi adiktolog. De facto je vytusténim
celého procesu diskuse a tvorby nejen vzdélavaciho progra-
mu adiktologa na univerzitni pudé (Miovsky et al., 2016a)
a jeho ukotvenim v §ir§im kontextu vzdélavani v adiktologii
v Ceské republice (Miovsky, Kalina & Libra, 2014), ale je
predevsim také skuteénym ukotvenim do systému interdis-
ciplindrné koncipované sité péce o adiktologické klienty/pa-
cienty (Miovsky et al., 2014a) a posilenim vazby této sité
na zdravotni sluzby a systém uhrad z verejného zdra-
votniho pojisténi. Slo o prvni adiktologickou ambulanci,
ktera ziskala smlouvu pro pilotni projekt s nejvétsi zdravot-
ni pojistovnou v CR, Vieobecnou zdravotni pojistovnou (da-
le téZ VZP), a ktera tak standardnim zptisobem zacéala ucto-
vat vykony adiktologa obsazené v sazebniku. Je proto logic-
ké, ze pilotni projekt byl spojen s velkymi obavami
i o¢ekavanimi, ktera nutné poznamenala jak proces samot-
né pripravy, tak také realizace.

Ambulance détské a dorostové adiktologie nevznikla
na Klinice adiktologie zcela ndhodné a definitivnimu roz-
hodnuti o realizaci projektu predchéazelo nékolik rokt pri-
prav a paralelni realizace analyzy potreb (viz dale) spolu
s interni diskusi jak na puadé kliniky, tak na akcich vénova-
nych tomuto tématu (podrobné&ji Miovsky, 2016a). V letech
2012 a 2013 pak byla provedena kli¢ova studie (Miovsky et
al., 2013, 2014b) pod nazvem ,,Analyza potreb déti a mla-
distvych z hlediska uzivani navykovych latek a sou-
visejiciho rizikového chovani v kontextu institucio-
nalni sité sluzeb na uzemi hl. mésta Prahy a Stredo-
ceského kraje“. Ta navazovala na studii provedenou
v roce 2010. Studie mapujici potfeby vznikla na zakladé

® 1 INTRODUCTION: PROJECT
BACKGROUND

The idea of an outpatient addiction treatment clinic for chil-
dren and adolescents (hereinafter also referred to as “the
ADDA”) matured over several years. The general context of
the project is described in greater detail elsewhere
(Miovsky, 2016a). It was obvious from the beginning that
this topic is associated with a number of sensitive issues
specific to our field, including misgivings about there really
being enough children and adolescents with serious
addictological problems or questions about the type of care
suitable for this age group. There was, however, a third di-
mension to justify the evaluation of the ADDA programme
established at the Department of Addictology.! This
involved the testing of the profession of an addictologist,
of an outpatient addiction treatment clinic as a health-
care facility (in terms of the Health Services Act), and of the
possibility of making use of the new interventions included
in the schedule of tariffs (Seznam zdravotnich vykonu,
2014). In other words, the point was to ascertain the extent
to which the entire concept would prove viable in practice
and what the real-life experience of such a facility within
the everyday operation of a large university hospital (Gen-
eral University Hospital in Prague, “VFN”) would be like.
A further intention was to see how it would work within
contractual relationships with health insurers and the
Czech healthcare system in general. It is a breakthrough
moment. In fact, the pilot operation of the ADDA was the
first actual instance of the testing of the concept of
care which relies on the new health profession of an
addictologist. Indeed, it marks the completion of the process
involving discussions and the development of a higher
education curriculum for an academic programme in
addictology (Miovsky et al., 2016a) and its formal incorpo-
ration within the wider context of addictological education
in the Czech Republic (Miovsky, Kalina, & Libra, 2014).
Last but not least, it represents a solid element within the
system of an interdisciplinary network of care for
addictological clients/patients (Miovsky et al., 2014a) and
the reinforcement of the links between this network
and health services and the system of reimburse-
ments covered by public health insurance. The ADDA
was the first outpatient addiction treatment clinic to secure
a contract with the largest health insurer in the Czech Re-
public, the General Health Insurance Company (“VZP?”), for
its pilot project, which enabled it to follow the standard pro-
cedures for charging for an addictologist’s procedures and
interventions according to the rates specified in the official
schedule. Logically, therefore, the pilot project was associ-

1/ The full title of the institution is the Department of Addictology, First Fac-
ulty of Medicine, Charles University and General University Hospital in Prague.
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opakované artikulované poptavky ze strany rtznych insti-
tuci a uradu po lépe zmapovanych potrebach zdravotni péce
o détido 15 let a mladistvé ve véku 15-18 let na tizemi hlav-
niho mésta Prahy a spadové tzemi Stredoceského kraje.
Studie byla provedena prostrednictvim vicevrstevného ma-
povani instituci a osob majicich vztah k hlavnimu tématu,
tj. adiktologické péci o déti a dorost. Mapovani bylo prove-
deno v sitich détskych a dorostovych praktickych lékaru,
zarizenich ustavni vychovy a péce, kuratoru a socidalnich
pracovniku a dal§ich zarizenich pro déti a dorost. Vétsi sité
(napt. détsti a dorostovi lékari) byly osloveny prostiednic-
tvim ndhodné vybranych zdstupca. Mensi sité s pfimym
vztahem k cilové skupiné (napr. zarizeni ustavni péce) byly
osloveny celé (tj. 100 % zakladniho souboru). Vysledky Set-
teni ukazaly, Ze v zarizenich, kterad reagovala, se jen v roce
2012 objevilo 2 583 adiktologickych pripada klientd/pa-
cientli. Celkovy poéet pripadu tak z hlediska kapacity
a poétu vSech v tuvahu pripadajicich zarizeni (100 %
souboru) je v rozmezi 4-5 tisic ro¢né. V provedeném
Setreni se osloveni respondenti do jednoho shodovali v tom,
Ze pro né neni dostupnd specializovana ambulantni zdra-
votni adiktologickd péce a Ze by ji, pokud by byla zajisténa,
nim bylo potvrzeni vysoké potrebnosti zabezpedit
specializovanou adiktologickou ambulantni a inten-
zivni ambulantni péci pro déti a dorost. Navrh vycha-
zel z adaptace dnesniho konceptu adiktologické ambulance
s posilenou lékarskou ¢asti a navazujicimi staciondrnimi
programy (denni a odpoledni stacionar). Toto feSeni nabizi
ekonomicky Setrnou adaptaci programu kombinujiciho pu-
vodni provoz s novymi pozadavky a prvky modifikovaného
pojeti moderni adiktologické ambulance a umoznuje zaha-
jeni diskuse o budouci mozné podobé tzv. krajskych specia-
lizovanych center détské a dorostové adiktologické ambu-
lantni péée v CR. Realizace projektového zdméru
(2014-2015) nabidla ekonomicky tinosné a koncepéni (bez
nutnosti stavebnich ¢i jinych rozsdhlych investic a porizo-
vani nakladného vybaveni) dlouhodobé reseni situace v péci
o déti a dorost. Samotna pojistovna (VZP) timto krokem
mohla prispét k tomu, aby byl testovan smysluplny koncept
klinického provozu, mohly byt polozeny kvalitni zdklady to-
hoto typu zdravotni péce v adiktologii a minimalizovalo se
riziko ztrat zpusobenych investicemi do neodivodnénych
a nekoncepcnich zaméru.

Kli¢ovymi partnery celého pilotniho projektu byly od
poéatku instituce stojici jednak za samotnou studii mapova-
ni potreb, ale nasledné samoziejmé také za navazujici dis-
kusi jak s vysledky nalozit a jak pojmout samotny pilotni
projekt. Podékovani tedy patri jak Magistratu hlavniho
mésta Prahy, tak Ministerstvu zdravotnictvi CR a Vieobec-
né zdravotni pojistovné. Pilotni projekt byl realizovan jako
standardni evaluace pripravy a procesu za vyuZiti metodiky
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ated with both great concerns and expectations, which inev-
itably affected its planning and implementation.

The establishment of an outpatient addiction treat-
ment clinic for children and adolescents at the Department
of Addictology was not mere coincidence. The final decision
about the implementation of this project was preceded by
several years of preparation and parallel needs analysis
(see further below), as well as by internal discussions both
within the department and at events dedicated to this topic
(for details see Miovsky, 2016a). Following up on a study
carried in 2010, a crucial study, “Needs analysis of chil-
dren and adolescents in terms of substance use and
related risk behaviour in the context of the institu-
tional network of services in Prague and the Central
Bohemia region” (Miovsky et al., 2013, 2014b), was con-
ducted in 2012 and 2013. The needs assessment study was
inspired by a repeatedly articulated demand on the part of
various institutions and agencies for a good survey of the
healthcare needs of children below 15 and adolescents aged
15-18 in the city of Prague and the catchment area of the
Central Bohemia region. The study was conducted using
a multi-level survey among institutions and individuals
concerned with the core topic, i.e. the addictological care of
children and adolescents. The survey was undertaken
among the networks of general practitioners for children
and adolescents, institutional education and care facilities,
social workers, and other professionals working with chil-
dren and adolescents. Larger networks (such as those com-
prising physicians for children and adolescents) were cov-
ered using randomly selected representatives, while
smaller networks with a direct relationship with the target
group (such as institutional care facilities) were addressed
as a whole (i.e. 100% of the study population). The survey
showed that in 2012 only the responding facilities regis-
tered 2,583 addictological clients/patients. Given the ca-
pacity and the number of all the facilities under con-
sideration (100% of the sample), the total number of
cases can be estimated at 4-5 thousand per year.
There was a general agreement among the respondents in
the survey that they do not have access to specialised addic-
tion-specific outpatient healthcare and that they would be
happy to use it if it was provided. The crucial finding was
the confirmation of the pressing need for specialised
outpatient addictological care and intensive outpa-
tient care for children and adolescents. The original
proposal was based on the adaptation of today’s concept of
an outpatient addictological clinic with the enhancement of
the medical segment and follow-up day care programmes
(all-day or afternoon care centres). This solution offers an
economical adaptation of the programme, which combines
the original operational setup with new demands and ele-
ments of a modified notion of a modern outpatient addiction
treatment clinic. It can also facilitate discussion about pros-
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textu. Pro tento ucéel byl vytvoren pracovni dokument s na-
vrhem modelu provozu, ktery byl v prubéhu projektu ovéro-
van a testovan, a soucasti vysledku je pak jeho uprava (Mi-
ovsky, Stastna & Popov, 2016b).

Kli¢ovym dokumentem z hlediska koncipovani celého
programu ADDA byly Doporuéené postupy (Gilvarry et al.,
2016) publikované ve Velké Britanii v originéle v roce 2012
a které v ¢eském prekladu vychazeji v letoSnim roce (2016)
diky projektu WHO. Podrobnéji tomuto dokumentu vénuje-
me pozornost v kontextu testovani a ipravy modelu prace
ADDA (Miovsky, Stastna & Popov, 2016b). Doporu¢ujeme
v8ak podrobné sezndmeni se predevsim s tabulkou 1 v prlo-
ze Doporucenych postupt, ktera je klicova pro pochopeni
zpusobu uvazovani o terapeutickém kontinuu a v jeho kon-
textu pak o funkeci a nastaveni programu ADDA. To je sa-
moziejmé dilezité i pro pochopeni a interpretaci vysledku
evaluace procesu a déle prezentovanych vystupt pilotniho
projektu. Jednim z davodu sloZitosti ndvrhu provozu a 1é-
¢ebného programu pro adolescenty je vysoky vyskyt komor-
bidit. Bohuzel studii vénujicich se tomuto tématu je zatim
stale malo (Thurstone, 2010). Nicméné za presvédéivé lze
povazovat vysledky nékterych studii (napt. Pinto et al.,
2011), ze kli¢ové je vibec ziskani mladych lidi pro 1é¢bu a je-
jich udrZeni v programu. Souéasné, Ze vys§i mira individu-
alizace lécby je velmi dulezitym néstrojem spojenym
S Uspésné se prosazujici metodou case-managementu (Die-
terich, 2010). To odpovida opakované zduraznéné nutnosti
velké flexibility a reflektovani a respektovéni potreb této
specifické vékové skupiny pacientd spolu s nutnosti peclivé-
ho sestavovani individudlnich terapeutickych pland, tymo-
vé prace a kombinace raznych typt intervenci (Wintres &
Kaminer, 2011). Specifika prace s adolescentnimi uzivateli
jsou stale zretelnéji reflektovana také uvnitr détské psychi-
atrie (napr. Mirza & Mirza, 2008) a neni bez zajimavosti ani
duraz kladeny na nutnost respektovani vékovych specifik
a zésadni potrebnost komunitnich programu dosazitelnych
a akceptovatelnych pro tuto cilovou skupinu (NICE, 2007),
které by mély tvorit prirozenou soucast systému sluzeb.
kem Doporucenych postupt (Gilvarry et al., 2016) systémo-
vé vénovana velkd pozornost na drovni zpracovani dostup-
nych poznatku o efektivnich néstrojich, metodéch a postu-
pech (NHS 2009a, 2007b), vcetné specifik klinického
hodnoceni (NHS, 2007a) a farmakoterapeutické 1écby
(NHS, 2009b).

Pro dalsi posun tématu détské a dorostové péce se pro
dalsi obdobi jevi byt zdsadni dva kroky, nebot ani pracovni
skupina vytvarejici koncepci sité sluzeb v oboru adiktologie
(Miovsky et al., 2014b) prozatim nepoéitala s ndvrhem seg-
mentu détské a dorostové pécée v oboru adiktologie. Cely za-
mér je tak sice v této koncepci zminén, nikoli vsak jedno-
znacné strukturovan a popsén. Je soucasné zrejmé ze sta-
tistik detoxifikace, Ze napr. soufasny luazkovy provoz

pective “specialised regional centres for the outpatient
addictological care of children and adolescents” in the Czech
Republic. The realisation of the idea of the project
(2014-2015) offered an economical (with no need for construc-
tion or other major investment or costly acquisitions), struc-
tural, and long-term solution to the care provided to children
and adolescents. This step even provided the opportunity for
a health insurer (VZP) to contribute to the testing of a mean-
ingful concept of a clinical facility and the laying of solid foun-
dations for this type of addictology-specific healthcare, while
minimising the risk of loss incurred as a result of investment
in unreasonable and non-systematic projects.

The pilot project under consideration would hardly
have been possible without the involvement of its key part-
ners. From the very beginning, these included institutions
responsible for the implementation of the needs assessment
study, as well as those engaged in the subsequent discus-
sion about the use of its results and the design of the pilot
project that followed. Many thanks thus go to the Prague
City Hall, the Ministry of Health of the Czech Republic, and
the General Health Insurance Company. The pilot project
was implemented as a standard planning and process eval-
uation study using the relevant WHO guidelines (2000a—e).
It is covered in greater detail further in the text. For this
purpose, a working document was developed to draft an op-
erational model which was verified and tested during the
project. The results of this process were then used to modify
it (Miovsky, Stastna, & Popov, 2016b).

The key document for the development of the ADDA
programme was the Practice Standards (Gilvarry et al.,
2016) published in the United Kingdom in 2012. Thanks to
the WHO project, a Czech translation of the Standards will
be published this year (2016). This document is given more
thorough coverage in relation to the testing and modifica-
tion of the ADDA operational model (Miovsky, Stastnd, &
Popov, 2016b). At this point we would like to point out at
least Table 1 in the Appendix to the Czech version of the
Practice Standards, which is essential for the understand-
ing of the therapeutic continuum and the functioning and
configuration of the ADDA programme within its context.
Naturally, this is also important for the understanding and
interpretation of the results of the process evaluation and
the outcomes of the pilot project presented further below.
The design of the operation of a facility and treatment
programme for adolescents must address a range of com-
plex issues, one of them being a high rate of comorbidities.
Unfortunately, only few studies have dealt with this topic
(Thurstone, 2010). However, there are some convincing
findings available. Pinto et al. (2011), for example, suggest
that it is necessary to have young people enter treatment
and retain them there in the first place. Dieterich (2010)
found that a higher level of individualisation of treatment
can be a very important tool in combination with case man-
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v Praze (Koranda, 2016) viceméné vykryva zakladni potre-
bu, pokud jde o detoxifikaci. Neexistuje ale jednoznacné
a jediné reseni ambulantni péce v adiktologii pro déti a do-
rost. Jednd se o téma s izkym pramétem také do dalsich re-
sort neZ jen pouze do resortu Ministerstva zdravotnictvi
(dale téz MZ). Klicovymi ucastniky takovéto diskuse by te-
dy méli byt také zastupci resortu Ministerstva Skolstvi,
mladeze a télovychovy (dale téz MSMT; zde zejména pak
oblast ustavni péce a vychovy a oblast prevence a socidlni
inkluze) a resortu Ministerstva prace a socidlnich véci (dale
téz MPSV), pripadné zastupci resortt majicich vztah k ak-
tudlni otdzce narastu kriminélnich aktivit, tj. Ministerstvo
vnitra a Ministerstvo spravedlnosti, eventualné by do dis-
kuse na této trovni mély byt zapojeny instituce, jako je Pro-
baéni a mediaéni sluzba (PMS), eventualné pro reSeni ota-
zek spojenych s legalni a ilegalni migraci také zastupce sité
Spravy uprchlickych zarizeni (SUZ), kde se objevuji uziva-
telé navykovych latek a kde jsou dopady na jejich déti téma-
tem, které by mélo byt otevreno a diskutovano v rameci Sirsi-
ho zabéru celé diskuse o détské a dorostové péci.
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agement, a method that has been shown to produce positive
treatment outcomes. This corresponds to the conclusions
which repeatedly emphasise that it is necessary to use
great flexibility and reflect and respect the needs of pa-
tients in this specific age group. Special attention must also
be dedicated to the drawing-up of individual therapeutic
plans, teamwork, and combinations of various types of in-
terventions (Wintres & Kaminer, 2011). The specific nature
of work with adolescent users appears to be increasingly re-
flected in child psychiatry, too (e.g. Mirza & Mirza, 2008).
Other studies conclude that age-specific needs should be
taken into account and community programmes that are ac-
cessible and acceptable for this target group should be estab-
lished (NICE, 2007) and exist as an integral part of the sys-
tem of services. Before the development of the Practice Stan-
dards (Gilvarry et al., 2016), this target group was
systematically addressed in reports reviewing the evidence
about effective tools, methods, and procedures (NHS 2009a,
2007b), including specific features of clinical assessment
(NHS, 2007a) and pharmacological treatment (NHS, 2009b).

The key steps for the further development of the idea of
addictological care for children and adolescents should be
identified. It should be noted that even the working group
responsible for the design of a system of addiction treat-
ment services (Miovsky et al., 2014b) did not take the seg-
ment of specialised addictological services for children and
adolescents into consideration. While the idea is mentioned
in the relevant policy document, no specific structure or de-
scription is provided in this respect. The detoxification sta-
tistics indicate that the current inpatient facility in Prague
(Koranda, 2016) more or less covers the basic needs pertain-
ing to this type of intervention. Nevertheless, a dedicated
specific outpatient addiction treatment service for children
and adolescents is lacking. In addition to the Ministry of
Health, this issue also concerns other government portfo-
lios. The key stakeholders to be involved in relevant discus-
sions should include representatives of the Ministry of Edu-
cation, Youth, and Sports (“the Ministry of Education”),
particularly those responsible for the area of institutional
care and education, prevention, and social inclusion, and
the Ministry of Labour and Social Affairs, and, as applica-
ble, the representatives of the departments concerned with
the topical issue of the increased level of criminal activities,
i.e. the Ministry of the Interior and the Ministry of Justice.
Alternatively, institutions such as the Probation and Medi-
ation Service should be invited to participate in the debate
at this level. In order to address issues connected with both
legal and illegal migration, the representatives of the Ad-
ministration of Refugee Facilities should become involved.
There are substance users among their clients too, and the
effects of this on their children should be dealt with within
the wider range of the debate about specialised child and
adolescent care.
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® 2 CILE A METODIKA PROJEKTU

Tym si v pilotnim projektu prostrednictvim evaluace pri-
pravy a procesu kladl nasledujici cile:

a/ OvéFit pracovni navrh modelu 16¢by (viz Miovsky, Stast-
na & Popov, 2016b) a provozu komplexniho specializované-
ho adiktologického ambulantniho provozu pro déti a dorost
prostrednictvim pilotniho provozu spusténého v redlnych
podminkéch velké fakultni nemocnice (oddéleni ADDA bylo
soucasti Kliniky adiktologie 1. LF UK a VFN v Praze) a kva-
litativné vyhodnotit moZnosti redlného vyuziti Doporuce-
nych postupu (Gilvarry et al., 2016) pro takovyto zdravot-
nicky provoz.

b/ Ovérit personalni, provozni a ekonomické nastaveni am-
bulance détské a dorostové adiktologie v podminkach velké-
ho zdravotnického zarizeni a navrhnout pripadné upravy
a doporuceni pro takovy provoz.

¢/ Ovérit v praxi moznosti vyuziti nové zdravotnické odbor-
nosti adiktologa a jeho pozice v tymu, redlné zapojeni do kli-
nického provozu a ekonomické moznosti spojené s provozem
takto specifického zdravotnického zarizeni.

Pro pilotni projekt byla vyuZita do ¢eského jazyka pre-
lozend metodika (WHO, 2000a, 2000b, 2000¢) Svétové zdra-
votnické organizace doporucujici/vytvarejici standard pro
provadéni evaluaci adiktologickych sluzeb z hlediska pri-
pravy (WHO, 2000c, 2000d) a procesu (WHO, 2000e). Samo-
zrejmeé jsme v tomto pripadé byli inspirovani riuznymi pred-
chozimi zkuSenostmi a moznostmi, jaké zde jsou v tuzem-
skych podminkéch dostupné (viz napr. Miovsky & Miovska,
2004 atd.) v rdmci raznych projektd vyuzivajicich evaluaéni
techniky a postupy. Data byla zpracovavana prevazné kva-
litativnimi metodami ramovanymi postupy kvalitativni
evaluace (Miovsky, 2006). Zakladnimi zdroji pro kvalitativ-
ni analyzu byla dokumentace ambulance, zapisy z porad
a pracovnich setkdni tymu a supervize. Dédle pak zdravot-
nickd dokumentace a evidence zdravotnich vykont, vnitini
hodnoceni VFN atd. Byla provedena kvalitativni obsahova
analyza téchto dokumentt a jednoduché hodnoceni statis-
tik z provedenych zdaznamu a dokumentace. Pilotni pro-
jekt trval od 1. zari 2014 (zahajeni provozu po 2 mési-
cich priprav) do 30. ¢ervna 2015, tj. 10 mésicu a néasle-
dujici vyhodnoceni a popis zkuSenosti s provozem erpa ze
zku§enosti a zdznamu provedenych v tomto obdobi.

® 2 PROJECT OBJECTIVES AND
METHODOLOGY

For the pilot project involving planning and process evalua-
tion, the team set the following objectives:

a/ to test the preliminary design of the treatment model (see
Miovsky, Stastnd, & Popov, 2016b) and the operation of
a comprehensive specialised outpatient addiction treat-
ment facility for children and adolescents using a pilot oper-
ation launched under real-life conditions in a large univer-
sity hospital (with the ADDA unit being a part of the De-
partment of Addictology) and assess in qualitative terms
whether the Practice Standards (Gilvarry et al., 2016) can
be applied to the practical operation of such a healthcare
facility;

b/ to test the staffing, operational, and economic setup of the
outpatient addiction treatment clinic for children and ado-
lescents in the setting of a large-scale healthcare institution
and propose modifications and recommendations, if needed,
for such a facility;

¢/ to test in practice the potential of the new health profes-
sion of an addictologist and their position in the team, their
actual engagement with clinical operation, and the eco-
nomic possibilities associated with the operation of such
a specific healthcare facility.

A Czech translation of the World Health Organisation
guidelines (WHO, 2000a, 2000b, 2000c) for the evaluation
of addiction treatment services, particularly the sections on
planning and implementation (WHO, 2000¢, 2000d) and
process (WHO, 2000e), was used for the pilot project. Natu-
rally, we also drew inspiration from earlier experience and
resources (see, for example, Miovsky & Miovska, 2004)
available on the basis of various local projects using evalua-
tion techniques and procedures. Data was processed using
mainly qualitative methods set within the framework of
qualitative evaluation procedures (Miovsky, 2006). The ba-
sic sources for qualitative analysis included the records
kept by the clinic, minutes of meetings and working team
sessions, and supervision reports. Medical records, invento-
ries of health procedures and interventions, and the hospi-
tal’s internal evaluation reports were also used for this pur-
pose. These documents were subjected to qualitative con-
tent analysis and the statistics obtained from the records
and documentation were reviewed. The pilot project ran
from 1 September 2014 (commencement of operation
following two months of preparation) to 30 June
2015, i.e. 10 months. The following evaluation and ac-
count of the experience with this operation is based on the
observations and records made during this period.
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V KONTEXTU VFN A SIRSI SITE SLUZEB
ADDA se stala patou samostatnou specializovanou ambu-
lanci Kliniky adiktologie (KAD) a doplnila tak existujici ti
lazkové provozy KAD (detoxifikaéni, muzské a Zenské oddé-
leni) a ¢ty¥i stdavajici ambulantni provozy (Centrum substi-
tuéni 1ééby, ALKO ambulanci, TOXI ambulanci a Stredisko
pro psychoterapii a rodinnou terapii). Ambulance ziskala
diky podpore vedeni VFN samostatné prostory (mimo budo-
vu KAD v Apolinarské ulici) v ulici Na Bojisti 1 v sousedstvi
Kliniky pracovniho lékarstvi 1. LF UK a VFN. Zde méla
ADDA k dispozici celkem étyri pracovny a dalsi zdkladni
prostorové zazemi, véetné odbérové mistnosti a mistnosti
pro zdravotni sestru.

Dulezitym vychozim zjisténim analyzy potreb (Miov-
sky et al., 2014b) byl postoj pracovniku existujicich sluzeb
ve spadové oblasti Praha a Stredocesky kraj. Ti ve studii de-
klarovali moznost vzniku podobné ambulance jako adek-
vatni a vitany zpusob doplnéni soucasné sité sluzeb a pro
nékteré z nich (napt. detoxifikaéni oddéleni) dokonce takova
sluzba predstavovala plné kompatibilni a Zddouci variantu
navazné péce. Zastupci oslovenych klicovych provozu se jed-
noznaéné shodli na prinosu, jaky by pripadné otevieni spe-
cializovaného provozu mélo pro jejich vlastni zatizeni, resp.
jejich pacienty, kterym podobnou péci zajistit dnes v ramci
svych provozi nemohou. Navrzena varianta de facto ob-
novuje tradici a hlasi se k odkazu specializovaného
provozu (jesté v ramci Psychiatrické kliniky pred vznikem
samostatné KAD) pro déti a dorost zaloZeného v roce
1957 profesorem Medéiiem (viz Miovsky, Stastna & Po-
pov, 2016b). Bylo tak snahou vedeni KAD navéazat na jeho
tradici jako fungujictho a dspés$ného ambulantniho provozu
na urovni krajského specializovaného pracovisté.

V ramci samotného pracovisté, které projekt realizova-
lo (KAD), doslo k provazani testovaného provozu predevsim
s jiz existujicim Strediskem pro psychoterapii a rodinnou
terapii a vytvorenim dobte provazaného robustniho klinic-
kého zazemi. Z hlediska navaznosti na dalsi kliniky a pro-
vozy uvnitt VFN se jedna predevsim o: (1) Psychiatrickou
kliniku 1. LF UK a VFN v Praze (ambulance détské psychi-
atrie a détsky a dorostovy stacionar), (2) Kliniku détského
a dorostového lékarstvi 1. LF UK a VFN v Praze, (3) Gyne-
kologicko-porodnickou kliniku 1. LF UK a VFN v Praze. Zde
ma ambulance zdzemi jak z hlediska pripadnych konziliar-
nich vySetreni, tak z hlediska reSeni zdvaznych zdravot-
nich komplikaci presahujicich moznosti adiktologické 1é¢-
by. V rdmci §irsi sité sluzeb v Praze a Stiedo¢eském kraji se
pak z hlediska ndvaznosti jednd predevs§im o: (1) Détské
a dorostové detoxifikaéni centrum v Nemocnici Milosrd-
nych sester sv. Karla Boromejského v Praze, (2) Oddéleni
détské psychiatrie FN Motol, (3) Pediatrickou kliniku 1. LF
a Thomayerovy nemocnice, (4) sit zarizeni ustavni péce pro
déti a dorost a OSPOD.
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@® 3 ADDICTION TREATMENT OUTPATIENT
CLINIC IN THE CONTEXT OF THE GENERAL
UNIVERSITY HOSPITAL AND A BROADER
NETWORK OF SERVICES
The ADDA became the fifth autonomous specialised outpa-
tient unit at the Department of Addictology (“the KAD”),
adding to its four existing outpatient facilities (the substitu-
tion treatment centre, the ALKO clinic, the TOXI clinic, and
the centre for psychotherapy and family therapy) and three
inpatient ones (the detoxification unit and the men’s and
women’s wards). Thanks to the support from the manage-
ment of the General University Hospital the new clinic ac-
quired its own premises (away from the KAD building in
Apolinarska Street) in Na Bojisti Street, next to the Depart-
ment of Occupational Medicine, First Faculty of Medicine,
Charles University, and the General University Hospital.
There the ADDA was provided with four offices and other
facilities, including a sampling room and a room for a nurse.
Important baseline information generated by the
needs analysis (Miovsky et al., 2014b) concerned the atti-
tudes of the staff of the existing services in the catchment
areas of Prague and the Central Bohemia region. They re-
ported to the study that they found the prospect of such
a clinic an appropriate and welcome way of complementing
the current network of services. Some of them (e.g. the staff
of detoxification units) even considered such a service
a fully compatible and desired variant of follow-up care. The
respondents from among the key facilities explicitly en-
dorsed the benefits which any such specialised unit would
imply for their operation, or their patients, for that matter,
who cannot receive services of this type from them under
the existing conditions. In fact, the proposed variant re-
vives the tradition and legacy of a specialised facility
for children and adolescents established in 1957 by
Professor Meéir (as part of the then “Psychiatric Clinic”,
before the establishment of the Department of Addictology as
an independent centre) (see Miovsky, Stastna, & Popov,
2016b). It was therefore the intention of the KAD manage-
ment to build upon this tradition of an efficient and successful
outpatient unit at the level of a regional specialised facility.
The project was implemented by the Department of
Addictology. There the operating unit under testing could
be interlinked with the existing centre for psychotherapy
and family therapy to create a robust networked clinical
setting. Other departments and units of the General Uni-
versity Hospital/First Faculty of Medicine with relevance to
the pilot project include: (1) the Department of Psychiatry
(outpatient child psychiatric clinic and day care centre for
children and adolescents); (2) the Department of Paediat-
rics and Adolescent Medicine, and (3) the Department of
Gynaecology and Obstetrics. They can provide the prospec-
tive outpatient clinic with support in the form of consulta-
tions and dealing with major health complications exceed-
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Od zacatku existence ambulance bylo zdsadnim téma-
tem jeji zasitovani se zdravotnimi, Skolskymi a socidlnimi
sluzbami/zarizenimi v Praze a Stredoc¢eském kraji. Bez tz-
ké vazby s nimi je ¢innost ADDA prakticky nemysliteln4, at
jiz z davodu prvniho kontaktu (praktic¢ti lékari pro déti
a dorost, persondl détskych domova nebo diagnostickych
ustavu atd.), nebo pro souc¢innost v ramci diagnostiky a 1éc-
by (detox, OSPOD atd.). Proto byla tématu vénovana velka
pozornost a informace o ADDA byly sestavovany a Sireny
dle pripravovaného pldnu v soudinnosti se zastupci jednotli-
vych instituci. Kromé internetovych stranek Kliniky adik-
tologie (www.adiktologie.cz)! a VFN (www.vfn.cz) je infor-
mace o sluzbé dostupné ve vSech informacnich systémech
hl. mésta Prahy v ramci drogové politiky, dale pak primo
prostrednictvim instituciondlnich siti, na které jsou zamé-
feny informaéni kampané pri spousténi projektu a materia-
ly uréené jejich klientim (letaky, vizitky atd.) s adresou:

Ambulance détské a dorostové adiktologie
Klinika adiktologie 1. LF UK a VFN v Praze
Apolinarska 4, 128 00 Praha 2

Tel.: 224 968 253

E-mail: addambulance@vfn.cz

Diky grantové podpore byly vyrobeny vizitky a letaky,
které byly distribuovany napri¢ zdravotnimi, Skolskymi
a socialnimi sluzbami v Praze. ADDA byla prezentovana
a predstavena na v8ech vyznamnych vétsich akcich pro pos-
kytovatele a zastupce sluzeb (napf. Prazské protidrogové
forum, Adiktologicka konference Stredodeského kraje atd.).
Soucasné byly prezentovany prvni kazuistické studie pa-
cientd ambulance a zkuSenosti s provozem. Tym ADDA rea-
lizoval samostatné sympozium vénované détské adiktolo-
gické péci na Neuropsychofarmakologické konferenci v Je-
seniku (leden 2016), prezentoval kazuistiky na konferenci
Kvalitativni pristup ve védach o ¢lovéku (tinor 2016) atd.

1/ Podrobnéji viz: http://www.adiktologie.cz/cz/articles/detail/629/4965/
Ambulance-detske-a-dorostove-adiktologie

ing the resources provided by addictological treatment.
Other related institutions within the broader network of
services available in Prague and the Central Bohemia re-
gion include (1) the Child and Adolescent Detoxification
Centre at the Sisters of Mercy of St. Borromeo Hospital in
Prague; (2) the Department of Paediatric Psychiatry of the
Motol University Hospital, (3) the Department of Paediatrics
of the First Faculty of Medicine and the Thomayer Hospital,
and (4) the network of institutional care facilities for children
and adolescents and the child protection authorities.

From the beginning it was recognised that it is essen-
tial to network the outpatient clinic with health, educa-
tional, and social services/facilities in Prague and the Cen-
tral Bohemia region. The operation of the ADDA would
hardly be possible without close links with these agencies,
as they are the sources of referral (general practitioners for
children and adolescents, the staff of children’s homes and
other youth institutions) and assistance with diagnosis and
treatment (detox, child protection authorities, etc.). This is-
sue therefore received much attention. A specific plan was
made to prepare and disseminate information about the
ADDA in collaboration with representatives of the relevant
institutions. In addition to the websites of the Department
of Addictology (www.adiktologie.cz)? and the General Uni-
versity Hospital (www.vfn.cz), information about the ser-
vice is also available through all the drug policy-specific in-
formation systems of the City of Prague and through insti-
tutional networks which are the targets of information
campaigns when such projects are being launched and
where materials (brochures, contact details, etc.) intended
for their clients are also posted:

Child and Adolescent Addiction Treatment
Outpatient Clinic

Department of Addictology, First Faculty of
Medicine, Charles University and General
University Hospital in Prague

Apolinarska 4, Praha 2, 128 00

Tel.: 224 968 253

e-mail: addambulance@vfn.cz

The grant support made it possible to manufacture
business cards and posters which were distributed among
health, educational, and social services in Prague. The
ADDA was presented and introduced at all major events for
service providers and representatives (e.g. the Prague Drug
Forum, the addictological conference of the Central Bohe-
mia region, etc). The first case studies of the patients of the

1/ For details see: http://www.adiktologie.cz/cz/articles/detail/629/4965/
Ambulance-detske-a-dorostove-adiktologie

MIOVSKY, M., POPOV, P.



@ 4 HLAVNI VYSLEDKY KVALITATIVNI
EVALUACE

Prehled vysledkua kvalitativniho hodnoceni sleduje zaklad-
ni linii strukturovanou tfemi hlavnimi cili studie (viz para-
graf 2) a je v prvni ¢asti (paragraf4 /1 az paragraf4/3) za-
méfen na celkové nastaveni zdravotnického provozu. Ve
druhé c¢asti (paragraf 4 / 4) se vice zamérujeme na provoz-
né-technické a ekonomické aspekty.

® 4 / 1 Nastaveni cilové skupiny ambulance

détské a dorostové adiktologie

Zasadnim tématem projektu bylo specifické stanoveni cilo-

vych skupin ADDA. Sluzby a moznosti ADDA jsou velmi uz-

ce ovlivnény persondlnim zazemim a vybavenosti ambulan-
ce (paragraf 4 / 2). Pilotni provoz Adiktologické ambulance
pro déti a dorost byl uréen détskym pacientim ve véku do

15 let, dale pak mladistvym pacientim do 18 let a jejich

blizkym. Dominantni indikaci pro tento typ specializované

péée by mély byt problémy s navykovymi latkami

(F10-F19; MKN-10), pripadné problémy v oblasti tzv. ne-

latkovych (behavioralnich, procesudlnich) zavislosti (gam-

bling, nezvladdni informaénich technologii atd.). Cilova
skupina tak byla definovana v zasadé v souladu s nastave-
nim doporuéenych postupt pro préci s touto cilovou skupi-
nou (Gilvarry et al., 2016), jak bylo zminéno v tvodni éasti
textu. Pro zakladni provoz a realizaci pilotni studie se tato
volba ukazala jako sprdavna a jde samozi'ejmeé o primarni ci-
lovou skupinu, pro kterou bylo souéasné adekvatni perso-
ndlni obsazeni ambulance. Pro dalsi vyvoj ambulance je
v8ak zdsadni rozsiteni cilovych skupin o nejmladsi déti

a péci o téhotné uzivatelky. Toto rozsireni vak vyzaduje za-

sadni proménu téz ve spektru nabizenych intervenci (para-

graf 4 / 3 tohoto textu) a doplnéni tymu také o pediatra

a znovuobsazeni mista zdravotni sestry (podrobné&ji v nésle-

dujicim paragrafu 4 / 2). Pilotni provoz tak omezil svoji ¢in-

nost a nabizené sluzby pouze pro tyto kli¢ové cilové skupi-
ny, prozatim nezasahujici vékové pod 12 let (nejmladsi pa-
cienti ambulance méli 12 let):

e Déti pravidelné uzivajici navykové latky v min. drovni
gkodlivého uzivani (F10-F18), ev. kombinované uzivani
vice latek (F19).

* Déti s diagnostikovatelnymi/diagnostikovanymi dusled-
ky uzivani navykovych latek (kromé skodlivého uzivani),
tj. zavislost, odvykaci stav atd.

e Déti s nezvladnutymi problémy s hranim a tzv. nelatko-
vymi zavislostmi.

V dalsi fazi rozvoje ambulance a po doplnéni personal-
niho obsazeni pracovisté a schopnosti zajistit téz dalsi klic¢o-
vé sluzby by méla byt ambulance schopna pokryt také tyto
cilové skupiny a roz§irit soucasné zabér své spoluprace
s klicovymi specializovanymi pracovisti, zejména pak v obo-
rech gynekologie a porodnictvi (kde jiz dnes zahdjila ambu-
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clinic and experience with its operation were also pre-
sented. As part of a neuropsychological conference held in
Jesenik (January 2016) the ADDA team hosted an inde-
pendent symposium dedicated to paediatric addictological
care and presented case studies at the conference on quali-
tative approaches to human sciences (February 2016).

@® 4 MAIN RESULTS OF QUALITATIVE
EVALUATION

An overview of the results of the qualitative evaluation fol-
lows a line structured along the three main objectives of the
study (see Section 2). Its first part (Section 4 / 1 to Section
4/ 3) focuses on the overall design of the healthcare facility.
The second part (Section 4 / 4) addresses operational, tech-
nical, and economic aspects.

® 4 / 1 Definition of the target group for the
outpatient addiction treatment clinic for
children and adolescents
The key point of the project was to specify the target groups
for the ADDA. To a great extent, the services and potential
of the ADDA depend on its human and physical resources
(see Section 4 / 2). The pilot operation of the outpatient ad-
diction treatment clinic for children and adolescents was
designed for paediatric patients under 15, adolescents
under 18, and their relatives and others close to them.
A predominant indication for this type of specialised care
should be substance use-related problems (F10-F19;
ICD-10), as well as problems associated with “non-sub-
stance” (behavioural, process) addictions (such as gam-
bling-related disorders and the uncontrolled use of infor-
mation technologies). As previously mentioned, the tar-
get group was thus generally defined in accordance with
the recommended procedures set out for work with this
population (Gilvarry et al., 2016). This choice proved ap-
propriate in terms of basic operation and the implemen-
tation of the pilot study. It naturally concerns the pri-
mary target group, which also appeared compatible with
the current staffing of the clinic. However, the further de-
velopment of the facility should by all means involve the
extension of the target groups to include very young chil-
dren and pregnant substance users. Such a broader scope
requires a significant change in the range of interven-
tions provided (see Section 4 / 3 below) and engaging
a paediatrician and a nurse (for details see Section 4 / 2
below). In view of these considerations, at this point, the
pilot operation of the facility chose to limit its activities
and services to the following key age groups, comprising
children of the age of 12 or older (the youngest patients of
the clinic were 12):
° children who use addictive substances regularly on
a level corresponding at least to the harmful use category
(F10-F18) or who engage in polydrug use (F'19)
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lance prvni pilotni screeningovy program pro téhotné ku-

racky ve spolupraci s Gynekologicko-porodnickou klinikou

1. LF UK a VFN):

* Téhotné uzivatelky navykovych latek.

* Déti v rdmci rané postnatdlni AD péée o déti uzivatelu
(screening, podpurna prace s rodi¢i a podchyceni rodiny).

* Postnatalni specificka péée u déti uzivatelu s diagnosti-
kovanym postizenim (fetélni alkoholovy syndrom, kogni-
tivni deficity, sensation seeking, poruchy vztahové vazby
atd.).

e Déti s tézkymi psychiatrickymi komorbiditami (poruchy
autistického spektra, poruchy prijmu potravy atd.), pri-
padné somatickymi komorbiditami (hepatitidy atd.).

Je samozrejmé, Ze ve vSech pripadech je zasadni rodin-
ny a $irsi socidlni systém, do kterého dité patii. Tedy na-
prostou samoziejmosti je zarazeni prislusnika rodiny mezi
cilovou skupinu ambulance, a to jak z hlediska prace s celou
rodinnou, tak také z hlediska zajisténi napt. selektivni a in-
dikované prevence pro sourozence (rizikova skupina) nebo
podpurné terapie pro rodice, ev. zajisténi parové terapie pro
rodice nebo zajisténi individudlni prace s nékterym z rodiéu.

® 4 / 2 Personalni obsazeni ambulance
Standardy kvality adiktologické péce (Libra et al., 2012) ne-
zahrnuji a prozatim jejich autori ani neméli ambici reSit
détskou adiktologickou pééi. Otazka personalniho zabezpe-
éeni a pokryti tak neni oSetfena na drovni doporuceného
standardu a zdakon o zdravotnich sluzbdch v tomto pripadé
uplatiiuje pozadavek stejny jako v pripadé dospélé kliente-
ly. Pro potreby pilotniho projektu jsme proto vychézeli ze
zku§enosti a paralel jednak s détskou psychiatrii a jednak
ze zkuSenosti se zajiSténim srovnatelnych sluzeb v zahrani-
éi. Tabulka 1 obsahuje navrh kombinace profesi pro zajisté-
ni ambulantniho provozu v minimélni podobé. Tato testo-
vand varianta se jevi jako minimadlni vychozi nastaveni
a proces ovéreni zakladniho konceptu ambulantniho zdra-
votnického provozu z hlediska pozadavkt na dhrady a za-
jisténi komplexni zdravotni péée predpoklad potvrdil. Jed-
na se o zjednodus$enou a omezenou variantu provozu, tj. bez
dalgich ndvaznosti plného provozu (napt. ve vztahu k rfeSeni
socidlnich ¢ vychovnych a vzdélavacich aspekt), nebot ny-
ni neni mozné (ani nutné) pracovat ihned s variantou pro
plny provoz (véetné zajisténi denniho stacionare, ev. krizo-
vého luzka). Nejdrive bylo nutné ovérit zakladni moduly
programu (téz paragraf 4/ 3).

Tabulka 1 obsahuje profese a sloZeni tymu v rdmci tes-
tovaného provozu s omezenim cilové skupiny od véku star-
Sich Skolnich déti (viz predesly paragraf 4 / 1), tj. v tomto
kontextu viceméné od vékové hranice 12 let. Pri budoucim

XM sv v

rozsiteni provozu ADDA smérem k nizs§im vékovym skupi-

nam je vSak zcela zasadni roz§ireni tymu o pediatra a zdra-
votni sestra se v takovém pripadé stava zcela nezastupitel-

children who are likely to be/have been diagnosed with
substance use disorders (in addition to harmful use), such
as dependence and withdrawal state

children with problematic gaming/gambling behaviour
and non-substance addictions

Following the next stages of its development, including
the recruitment of additional staff members in order to en-
sure the provision of other key services, the clinic should be
able to provide care to other target groups. This should in-
volve enhancing its liaison with relevant specialised cen-
tres, such as those providing services in gynaecology and
obstetrics (the clinic has already launched its first pilot
screening programme for pregnant smokers, which is car-
ried out in partnership with the Department of Gynaecol-
ogy and Obstetrics of the First Faculty of Medicine of
Charles University and the General University Hospital).
The prospective target groups include:

* pregnant substance users

e children as part of the early postnatal addictological care
of substance users’ children (screening, supportive work
with the parents, and establishing contact with the fam-
ily to watch for any potential problems)

users’ children diagnosed with impairments (such as foe-
tal alcohol syndrome, cognitive deficits, sensation seek-
ing, and attachment disorders) as part of specific
postnatal care

children with severe psychiatric comorbidities (including
autistic spectrum disorders and eating disorders) and
physical comorbidities (such as hepatitis)

Certainly, in all cases the broader family and social
systems of the child play a very important role. Therefore, it
is vital that family members are also considered a target
group for the clinic. This relationship may involve work
with the entire family or more specific interventions, such
as selective and indicated prevention for siblings (as an
at-risk group), supporting therapies for the parents, pair
therapy for the parents, and individual counselling with
one of the parents.

@ 4 |/ 2 Staffing of the clinic

The quality standards for addiction treatment services
(Libra et al., 2012) do not account for paediatric addictologi-
cal care. Their authors did not have the ambition to address
this specific area at this point. The issue of staffing is thus
not dealt with by any recommended standard or guideline,
and the law on health services lays down the same require-
ments in this respect as those applicable to adult clients.
Under these circumstances, for the purposes of the pilot
project we used the previous experience and analogies deri-
ved from child psychiatry and the lessons learnt from the
provision of similar services abroad. Table 1 proposes the
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Tabulka 1
Pfehled profesi a ndvrh Gvazkd pro pilotni testovani ambulantniho provozu

Zdravotnické profese Moznost pfipadné

néahrady/zastupitelnosti

Lékar (détsky psychiatr)
s doporuéenou nastavbovou
atestaci v oboru navykovych

Bez mozZnosti nédhrady
a zastoupenf

nemoci v minimalnim tvazku 0,2 (v
pfipadé stacionarniho programu
min. 0,5)

Adiktolog v minimalnim Gvazku 0,6 Bez mozZnosti ndhrady

(v ptipadé stacionarniho programu a zastoupeni

min. 1,5)

Bez mozZnosti ndhrady/mozné
zajistit konzilidrné, avsak za

Klinicky psycholog v minimalnim
Uvazku 0,2 (v pfipadé
stacionarniho programu min. 1,0) cenu vyraznych provoznich

komplikaci

Zdravotni sestra (v pfipadé MozZna pouze omezend

stacionarniho programu min. 1,0) nahrada pro nezdravotnické

ukony

Nezdravotnické profese

Pedagog volného &asu/specialni Moznéa ¢aste¢na nahrada
pedagog v minimalnim tvazku 0,2
(v pfipadé stacionarniho programu

min. 0,5)

socialnim pracovnikem

Socialni pracovnik v minimalnim MozZna ¢aste¢na nahrada

uvazku 0,2 (v pfipadé specidlnim pedagogem

staciondrniho programu min. 0,5)

nou profesi bez moznosti jakékoli ndhrady. U nezdravotnic-
kych profesi panuje naopak pomérné velkd variabilita
a moznosti i jinych kvalifikaci (napr. arteterapie atd.). Pro
vSsechny uvedené profese se vsak jako zasadni jevi
alespon bazalni psychoterapeuticka erudice, ktera
nemusi byt u v§ech ¢lent tymu vyjadiena pouze systematic-
kym dlouhodobym vycvikovym a vzdélavacim programem
v dikci vSech pozadavkud na specializaci v psychoterapii ve
zdravotnictvi. Pro mnohé z profesi (sestra, socialni pracov-
nik atd.) je dostate¢na i zakladni psychoterapeuticka pru-
prava, sebezkusenost a zvladnuti zdkladnich postupt pod-
purné psychoterapie. Narok na porozuméni metoddam a pro-
cesu prace v ADDA, schopnost tymové prace pri rizeni
sluzby metodou case-managementu, zvladani slozitych
a Gasto velmi frustrujicich prenosovych situaci, prace s hra-
nicemi atd., to vSe klade tak vysoké naroky na vSechny ¢le-
ny tymu bez ohledu na ptavodni profesi, Ze min. vstupni za-
kladni erudice a zkuSenost s psychoterapeutickou praci
a procesem se jevi jako opodstatnény a adekvatni pozada-
vek pro zajisténi pilotniho provozu.

Klicové z hlediska chodu ambulance je, aby zarizeni
bylo schopno realizovat skute¢né vSestrannou nabidku am-
bulantni a intenzivni ambulantni péce pro déti a dorost
a dokazalo reagovat jak na potfebu zaji§téni riznych pro-
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combination of professions needed to secure the basic ope-
ration of the outpatient clinic. The alternative under tes-
ting is believed to represent the basic initial setup, and the
testing of the general concept of the outpatient healthcare
facility in terms of the requirements for its financial viabili-
ty and securing comprehensive health care has confirmed
this assumption. The pilot project involves a simplified and
limited way of operating, without the follow-up interventi-
ons associated with full-scale operation, such as those ad-
dressing social and educational aspects. Indeed, at this po-
int it is impossible (and unnecessary for that matter) to en-
gage the full-fledged way of operating (including the
provision of a day care centre or a crisis bed). It was conside-
red advisable to test the basic modules of the programme
first (see also Section 4/ 3.).

Table 1 specifies professions and the composition of the
team for the operation under testing, with the target group
being limited to older schoolchildren, i.e. aged 12 or above in
this context (see Section 4 / 1 above). If the operation of the
ADDA is extended so as also to cover the care of younger age

Table 1
Outline of professions and proposed FTEs for the pilot testing of the
outpatient facility

Health professions Possible

replacement/substitution
options

Physician (child psychiatrist),
ideally with a formal
specialisation in addictive
diseases, with a minimum of 0.2
FTE (0.5 if a day care
programme is provided)

No possibility of replacement or
substitution

Addictologist with a minimum
of 0.6 FTE (1.5 if a day care
programme is provided)

No possibility of replacement or
substitution

Clinical psychologist with

a minimum of 0.2 FTE (1.0 if
a day care programme is
provided)

Nurse (a minimum of 1.0 FTE if
a day care programme is
provided)

Leisure time education
professional/special education
professional with a minimum of
0.2 FTE (0.5 if a day care
programme is provided)

Social worker with a minimum
of 0.2 FTE (0.5 if a day care
programme is provided)

Non-health professions

No possibility of replacement
(alternatively, external
consultancy could be arranged,
but at the cost of significant
operating complications)

To a limited degree,
replacement is possible for
non-healthcare-specific
procedures

To a certain degree,
replacement with a social
worker is possible

To a certain degree,
replacement with a special
education professional is
possible
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gramovych doplnujicich komponent, tak na specidlni socialni
potreby spojené s nékterymi skupinami pacientu a jejich ro-
din. Pro dofinancovani nezdravotnické ¢asti (mimo zdravot-
ni pojisténi) je zasadni zajisténi vicezdrojového financovani,
zejména prostiednictvim grantt z programi MSMT, MPSV
a MZ (paragraf 4 / 4), nebot ¢ast profesi neni zahrnuta
do moznosti thrad prostrednictvim zdravotniho pojisténi
a soucasné prijmy ziskané touto cestou nejsou schopny fi-
nancéné pokryt ¢innost téchto profesi a jejich zastoupeni
v tymu. V pribéhu testovaciho provozu byla vedena jednani
s dotéenymi resorty z hlediska jejich zapojeni do financova-
ni celého projektu po ukonceni pilotni ¢asti zdravotnického
provozu a nabéhu na plny provoz, véetné ¢asti nezdravot-
nické. Pro prakticky provoz je dale bezpodmineéné nutné
zajisténi supervize tymové prace s doporuéenou individual-
ni supervizi a intervizi u mladsich ¢lent tymu. Naroénost
komunikace a sloZitost provozu nutné vedou k velkym néro-
ktim a tlaku na personal a vysok4 fluktuace pracovniki am-
bulance v dobé pilotniho projektu nebyla spojena pouze
s nejistotou spojenou s pokra¢ovanim provozu po ukonceni
pilotniho provozu, ale také neprimérenymi oéekavanimi
spojenymi s moznostmi a charakterem provozu a malou
pracovni zkuSenosti.

groups, however, it will be necessary for the team to include
a paediatrician, in which case a nurse becomes an irreplace-
able profession with no possibility of an alternative. On the
other hand, non-health professions involve a relatively
large variability, including the possible engagement of
other qualifications (such as art therapy). However, it ap-
pears that all the professions under consideration
should possess at least basic psychotherapeutic ex-
pertise. Not all the team members are necessarily ex-
pected to complete a systematic long-term training and ed-
ucational programme in terms of all the requirements for
specialisation in healthcare-specific psychotherapy. Even
basic psychotherapeutic training, self-experience, and
a reasonable command of general supportive psychother-
apy procedures will suffice for many professions (such as
nurses and social workers). All the team members are ex-
pected to understand the methods and process of work at
the ADDA, pursue teamwork in applying the case manage-
ment method, deal with very complex and often very frus-
trating transference situations, address boundary issues,
and face a range of other challenges. All this places ex-
tremely high demands on all of them, irrespective of their
professional background and qualifications. The require-
ment for at least basic expertise and experience of
psychotherapeutic work therefore appears well-founded
and reasonable in relation to the pilot operation.

In terms of its operation, it is essential that the facility
can effectively provide a wide range of outpatient and inten-
sive outpatient services for children and adolescents and re-
spond to both the demand for the delivery of various com-
plementary programme components and the special social
needs associated with some groups of patients and their
families. In order to secure funding for the non-health-
care-specific segment of the facility (not covered by health
insurance), multiple-source founding must be secured, es-
pecially by means of grants available under programmes
managed by the Ministry of Education, the Ministry of
Health and Social Affairs, and the Ministry of Health (see
Section 4/4.). The reason is that the performance of some of
the professions does not come under the system of reim-
bursement from health insurance, and the money received
from health insurance for eligible procedures and inter-
ventions is not enough to cover their work, despite their
well-justified role in the team. During the trial operation
negotiations with the relevant ministries were held with
a view to their involvement in the funding of the entire pro-
ject after the pilot phase of the healthcare facility is over
and its full-fledged operation, including the non-health-
care-specific component, is launched.

In addition, day-to-day operation will require the su-
pervision of teamwork, with a recommendation of individ-
ual supervision and intervision aimed at junior members of
the team. The demands of communication and the everyday
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® 4 /| 3 Rozsah a charakter sluzeb a provoz
ambulance

Specializovand ambulance détské a dorostové adiktologie
(ADDA) je de facto adaptaci konceptu adiktologické am-
bulance tak, jak byla navrzena a legislativné ukotvena pro
cilovou skupinu dospélych adiktologickych pacientu (dle z4-
kona 372/2011 Sb., v aktualnim znéni) a v duchu diskuse
otevrené ¢lankem Jiriho Libry v ¢asopise Adiktologie (Lib-
ra, 2003). Diskuse mj. pozitivné ovlivnila vznik uceleného
arelativné homogenniho pohledu na ambulantni sit adikto-
logickych sluzeb uréenych pro dospélé pacienty ve véku
16-65 let vyjadreného schvalenou koncepei sité sluzeb (Mi-
ovsky et al., 2014b) a aktudlni verzi Standardu kvality pos-
kytovani odborné adiktologické péce (Libra et al., 2012).
ZkusSenosti z terénu a ¢as nyni ukazi, do jaké miry je tento
koncept u dospélych pacientti a v podminkéch ¢eského zdra-
votnictvi Zivotaschopny a nosny. Obecné v sobé integru-
je nékolik zdkladnich rovin a pristupd, reprezentujicich
vSechny zakladni varianty intervenci napric¢ spektrem uzi-
vatelt (viz dale). Tyto intervence jsou schopny pokryt jak Si-
roké vékové spektrum pacientu, tak také razné skupiny pa-
cientt z hlediska typu zneuzivanych latek i vyskytu psy-
chiatrickych i somatickych komorbidit. Neni racionalniho
davodu, aby tento typ ambulance s niZe uvedenym spek-
trem intervenci nebyl schopen reprezentovat komplexni
adiktologickou ambulantni pééi jak kurakum tabaku, tak
uzivatelim heroinu s nitrozilni aplikaci. Stejné tak neni du-
vod, aby adiktologickd ambulance tohoto typu neuméla na-
bidnout dnes dostupné typy substitu¢ni 1ééby stejné jako
ambulantni dolééovaci programy. Zdkladni model provozu
adiktologické ambulance se sestava z dvoufazové struktury
(podrobnéji viz Miovsky, Stastna & Popov, 2016b). Ta jed-
noduchym zpusobem urcuje priachod pacienta sluzbou a da-
va ambulanci algoritmus umoziujici diferencovani posky-
tovéani péée dle hlavnich cilovych skupin a jejich rfazeni do
dil¢ich programovych komponent ambulance (podrobnéji
viz Miovsky, Stastna & Popov, 2016):

a/ vstupni diagnostika/diagnosticky filtr/motivaéni
prace: zahrnuji komplexni posouzeni kazdého pacienta
z hlediska jeho stavu, mozZnosti a potieb a provedeni vSech
dil¢ich tkola jak z hlediska psychiatrické, klinicko-psy-
chologické, tak adiktologické perspektivy. V pripadé akcep-
tovani pacienta do péce ambulance je proveden podrobny
navrh individualniho lécebného planu a cela dalsi
péce je rizena prostrednictvim case-managementu.
Metoda pripadového tizeni je hlavnim néstrojem vedeni
terapie a jejim prostfednictvim je terapie moderovana
i hodnocena;

b/ 1ééebna a rehabilitacéni péce poskytovana ambu-
lanci (viz dale popsany prehled intervenci a urovni
prace a-g) reprezentuje vSechny zdkladni ambulantni po-
stupy, které muze v soucasnych podminkach adiktologie
nabidnout (véetné napt. modernich nacvikovych a rehabili-
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operation of the facility inevitably impose considerable
strain and pressure on the staff. There was a high rate of
staff turnover at the clinic during the pilot project, not only
because of uncertainty about the facility continuing to oper-
ate after the trial operation was over, but also because of
unreasonable expectations about the potential and nature
of the facility and little work experience.

® 4 / 3 Scope and character of services and
operation of the clinic

The specialised outpatient addiction treatment clinic for
children and adolescents (ADDA) is in fact an adaptation of
the concept of an outpatient addiction treatment clinic
as it was designed and defined by the law for the target
group of adult addiction patients (according to Act 372/2011
Coll., as amended). It also reflects the discussion triggered
by an article by Jiri Libra in the Adiktologie journal (Libra,
2003). Among other things, this discussion had a positive ef-
fect on the development of a comprehensive and relatively
homogeneous idea of a network of outpatient addiction
treatment services intended for adult patients (aged 16-65)
which found a concrete form in the adoption of a policy docu-
ment formally outlining such a system of services (Miovsky
et al., 2014b) and an updated version of quality standards
for the provision of professional addictological care (Libra et
al., 2012). Field experience and time will now show the ex-
tent to which this concept is viable and relevant in relation
to adult patients and in the setting of the Czech system of
healthcare. In general, it integrates several basic levels and
approaches, which represent all the principal types of inter-
ventions across the spectrum of users (see below). These in-
terventions can cover a wide range of patients’ ages, as well
as different groups of patients in terms of types of sub-
stances of abuse and both psychiatric and physical
comorbidities. There is no rationale for the assumption that
this type of outpatient facility providing a range of interven-
tions, described below, cannot deliver comprehensive out-
patient addictological care to tobacco users, as well as in-
jecting users of heroin. Equally, there is no good reason for
an outpatient addiction treatment clinic of this type not be-
ing capable of offering the currently available modalities of
substitution treatment, as well as outpatient aftercare
programmes. The basic operation model of an outpatient
addiction treatment clinic features a two-stage structure
(for details see Miovsky, Stastn4, & Popov, 2016b). In sim-
ple terms, it determines the patient’s passage through the
service, as well as providing the clinic with an algorithm
which makes it possible to differentiate the provision of care
according to the main target groups and assign them to par-
tial components of the programme of the facility (for details
see Miovsky, Stastn4, & Popov, 2016):

a/ intake assessment/diagnosis, screening, and moti-
vational work: this stage involves the comprehensive as-

EVALUACE PRIPRAVY A PROCESU PILOTNIHO PROJEKTU AMBULANCE DETSKE...



306

taénich softwarovych programu pro posilovani a trénink
kognitivnich a exekutivnich funkeci). Interdisciplindrni tym
resi témata a prubéh terapie jako jeden celek a nedochazi
k tristéni péce, ktera je tam vyrazné individualizovand.

Kli¢ovym néstrojem tizeni sluzby je case management,
komunikovany v tuzemské odborné literature napr. v oblas-
ti nizkoprahovych sluzeb (Libra, 2006) a navazujici na jiz
vySe zminénou diskusi spojenou s koncepci viceprahové-
ho ambulantniho provozu zajistujiciho komplexni
ambulantni sluzby v plném rozsahu spektra inter-
venci (Libra, 2003), tedy koncept, ke kterému se ideo-
vé hlasi pravé koncept adiktologické ambulance poz-
déji ukotvené do zdkona o zdravotnich sluzbach a vazané na
odbornost adiktologa. Pro model ADDA se staly inspiraci
rizné koncepty case-managementu, tak jak je predstavil
Vanderplaschen (2004), o néco pozdé&ji téz v Casopisecké
zkréacené verzi (2007), ackoliv s implementaci case-mana-
gementu do podminek zdravotnické ambulance byly kom-
plikace razného typu. Naro¢né se napr. ukdzalo udrzeni
a dasledné dodrzovani hranice a role case-managera a psy-
choterapeuta atd. Tendence prekradovat roli case-mana-
zera a ,sklouzavat“ do role individudlniho terapeuta pritom
zietelné nebyla pouze otdzkou jinak nastavenych osobnich
ambici nebo neduslednosti v dodrzovani vztahovych hranic
a role. Zretelné §lo také o slabé vstupni ukotveni, nacvik
a pripravu €lend tymu pro roli case-managertu s lepSim
osvojenim si ndstroji, metodického postupu a nutnosti
prubézného hodnoceni a pravidelné vnitni kontroly ty-
mem oddé&leni. Pokusili jsme se o ukotveni prvku pripado-
vého rizeni do ¢innosti ambulance a snazili se z néj vytvo-
rit klidovy prvek rizeni sluzby. ADDA case-managera
oznacuje pojmem garant. Obsahové v§ak §lo vSak o iden-
pruprava persondlu ADDA v case-managementu pred
spusténim provozu se nasledné v prubéhu pilotniho pro-
jektu stala zdrojem frustrace a fluktuace pracovnika (viz
dale), de facto opakované znemoznovala prenastaveni cho-
du a vedla k problematické petrifikaci role garanta s poné-
kud konfuznim prekryvem role case-managera a psychote-
rapeuta. Pro dalsi vyvoj ambulance je tedy velkou vyzvou
a nutnosti dosdhnout jasnéjsiho vymezeni obou roli a pre-
devsim jasné oddéleni obou roli tak, aby to bylo srozumitel-
né pro pacienty i persondl a personal toto rozdéleni skutec-
né prijal za své a respektoval. Zbyvajici spektrum metod
a intervenci logicky pokryva vySe naznacenou §iti zabéru
¢innosti ADDA:

a/ zakladni informaé¢ni a edukaéni droven nabizejici
konzultaéni a poradensky servis, screening, podporu de-
pistazni prace a preventivni péce,

b/ nizkoprahovy servis nabizeny a zajiStovany pro nedo-
stateéné motivované pacienty, kteri z riznych davodu ne-
jsou schopni vyuzit standardni nabidku péaternich progra-

sessment of each patient in terms of their condition, re-
sources, and needs and the performance of all the partial
procedures pertaining to the perspectives of psychiatry,
clinical psychology, and addictology. In the event that a pa-
tient is found eligible for the services of the clinic, a thor-
ough individual treatment plan is drawn up and all
the subsequent care is addressed using the case man-
agement approach. The case management method is the
core instrument to guide the therapy and is used to both fa-
cilitate and evaluate it;

b/ the treatment and rehabilitation services provided
by the outpatient clinic (see the summary of the a-g
interventions and levels of work described below)
represent all the basic outpatient procedures which
addictology can offer under the current circumstances (in-
cluding the latest training and rehabilitation software for
enhancing and practising cognitive and executive function-
ing). The interdisciplinary team addresses the course of the
therapy and the issues that arise as a whole. Care is not
fragmented and is highly individualised.

The key instrument to coordinate the service is case
management. Covered by the Czech literature with respect
to areas such as low-threshold services (Libra, 2006), this
approach is related to the previously-mentioned discussion
about the notion of a multi-threshold outpatient facil-
ity providing comprehensive outpatient services
which encompass the full range of interventions (Li-
bra, 2003), i.e. a concept, the philosophy of which is
espoused by the project of an outpatient addiction
treatment clinic, incorporated later on into the law on
health services and tied to the profession of an
addictologist. The ADDA model was inspired by various
case management approaches reviewed by Vanderplas-
schen (2004, 2007). The implementation of case manage-
ment in the setting of an outpatient healthcare facility in-
volved various challenges, though. For example, it proved
difficult to be consistent in maintaining the boundaries of
different roles in the process (case manager, psychothera-
pist, etc.). There was a tendency to go beyond the role of the
case manager and “slip” into the role of an individual thera-
pist, which, obviously, was not only due to differently per-
ceived personal ambitions or inconsistency in maintaining
relationship boundaries and roles. Apparently, another rea-
son was the poor initial setup of the system and the team
members being insufficiently trained and prepared for the
role of case managers. It was found that the team of the
clinic must possess an understanding of the relevant tools
and procedures and the need to perform ongoing evaluation
and internal audits. Trying to embed it in the operation of
the clinic, we sought to make case management the key ele-
ment of the way in which the service is run. The ADDA case
manager is referred to as the key worker (“garant” in
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mu ambulance (anonymni testovani a diagnostika, progra-
my minimalizace rizik a $kod, kratk4 intervence atd.),

¢/ komplexni diagnostika a case-management: ambu-
lance nabizi komplexni diagnostické zhodnoceni (psychiat-
rickd, klinicko-psychologicka a adiktologické diagnostika),
spolu s case-managementem. Smyslem filtru je zajistit pa-
cientum odpovidajici pééi, tj. zhodnotit vyvoj a stav, zavaz-
nost a potrebnost jakékoli dopliikové péce (jiné odbornosti),
reSici pripadné somatické ¢i psychiatrické komorbidity
a navrzeni individuédlniho terapeutického planu. V pripadé
akceptace planu ze strany pacienta a rodiny pak zahdjeni
jeho realizace a poskytovani veSkeré péce ve vazbé pravé na
case-management, udrzeni kontinuity prace s kazdym pa-
cientem a zabranéni fragmentace péce a dilé¢ich komponent
programu,

d/ ambulantni adiktologicka péce: individudlni a skupi-
nova prace zahrnujici v§echny zdkladni ambulantni inter-
vence s dominanci v psychoterapeutickych, farmakotera-
peutickych a socioterapeutickych postupech. Souéasti jsou
doplrikové aktivity rozvijejici socidlni dovednosti a kompe-
tence (nacvikové a rozvojové programy) a kreativitu (arte-
terapie atd.). Soucasti péce je reseni socidlnich problémd,
pedagogickych a
prostrednictvim navazujicich programt a sluzeb. Samo-

pripadné vychovnych problémd,
zrejmou soucasti této klicové slozky je v indikovanych pii-
padech moznost paralelni rodinné terapie (Stredisko pro
psychoterapii a rodinnou terapii Kliniky adiktologie)
a podpurnych socioterapeutickych a psychoterapeutickych
aktivit pro dalsi rodinné prislusniky pacienta (Anima —
Terapie, z. G.),

e/ odpoledni stacionarni program: oteviené a polootev-
fené skupiny pro pacienty se zaméfenim na rdzné typy
problému a se specifickymi potrebami (1krat az 2krat tydné
skupinovy program),

f/ socioterapie: zahrnuje Sirokou §kalu aktivit doplriuji-
cich hlavni terapeuticky program (viz bod b) a vytvarejici
mu pottebny rdmec a zazemi. Do této skupiny aktivit patri
ruzné typy zatézovych programu, sportovnich a kulturnich
aktivit atd. Cast téchto aktivit ma pak prfimou ndvaznost na
tréninkové programy (viz bod g) z hlediska nécviku sociél-
nich dovednosti atd.

g/ tréninkové a nacvikové programy: tvori velice dule-
Zitou soucast celého ramce a je do nich soustredéna kompo-
nenta spojena se dvéma hlavnimi sméry tvorenymi progra-
my posilujicimi dovednosti seberegulace (self-manage-
ment), jako jsou zvladani stresu, emoénich vykyva, agrese
atd., a socidlni dovednosti, jako jsou komunikace, vyjedna-
véani, nacviky roli atd.

Velkym tématem v kontextu poskytovanych sluzeb se
stal denni stacionar, ktery byl puavodné planovany jako
soucéast zakladniho spektra sluzeb. Nicméné pro pilotni fazi
projektu, ktera je souc¢asné logicky vibec prvnim obdobim
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Czech). However, both terms are identical in terms of their
content. The failure to provide the ADDA staff with thor-
ough and systematic training in case management prior to
the commencement of the operation of the facility became
a source of frustration for many of them during the imple-
mentation of the pilot project. The resulting high staff turn-
over (see below) made it practically impossible to readjust
the operation and led to the key worker being “stuck” in
a role characterised by confusing overlaps with the roles of
a case manager and psychotherapist. It has become appar-
ent that it is a great challenge and necessity for the further
development of the outpatient clinic to have both roles de-
termined in more specific terms. In particular, clear distinc-
tions between both roles should be drawn in order to make
them comprehensible for both the patients and the staff,
with the latter accepting and embracing it. Logically, the
remaining range of methods and interventions pertains to
the scope of the activities pursued by the ADDA outlined
above. They include:

a/ general information and education services offer-
ing counselling and advice, screening, and screening and
prevention support;

b/ low-threshold services intended for insufficiently mo-
tivated patients who, for various reasons, are not able to
make use of the standard offer of the core programmes of
the clinic (including anonymous testing and assessment,
harm reduction programmes, and brief interventions);

¢/ comprehensive assessment/diagnosis and case
management: the clinic offers comprehensive assess-
ment/diagnosis (in the areas of psychiatry, clinical psychol-
ogy, and addictology), including case management. The ra-
tionale for this “triage” is to ensure that patients receive ap-
propriate treatment, i.e. to assess the stage of the
development of the condition, its severity, and the need for
any additional care (referrals to other professional services)
to address any physical or psychiatric comorbidities and
draw up an individual treatment plan. If accepted by the
patient and his or her family, the plan is then implemented,
with all the care being provided in accordance with the prin-
ciples of case management in order to ensure the continuity
of work with each patient and to prevent the partial compo-
nents of the programme from being fragmented and not
comprising an integrated unity;

d/ outpatient addictological care: individual and group
work encompassing all the basic outpatient interventions,
with the predominance of psychotherapeutic, pharmaco-
therapeutic, and sociotherapeutic procedures. This type of
care includes complementary activities aimed at developing
social skills and competences (training and development
programmes) and creativity (e.g. art therapy). It also con-
cerns social or educational issues addressed by means of fol-
low-up programmes and services to which the patients may
be referred. When indicated, parallel family therapy (pro-
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fungovani ambulance po jejim otevieni, bylo dohodou s ve-
denim VFN stanoveno konzervativnéjsi pokryti uvazky (viz
také tabulka 1) a slozeni tymu. Nebylo jasné, zda ambulan-
ce bude ihned od zaéatku mit dostatek pacientu a zdjem bu-
de takovy, aby viibec bylo moZné stacionar otevrit, a soucas-
bilizovat model ambulance bez nédroéného stacionarniho
programu a ten pridat pozdéji, po zavedeni ambulance
a prokazani jeji zivotaschopnosti. Tato strategie se ukézala
jako dobré reseni. Pilotni faze tedy tuto puvodné pla-
novanou komponentu se stacionarnimi programy
neobsahovala, a nebyla tak predmétem testovaci fa-
ze ¢innosti ADDA. Po celou dobu ¢innosti ADDA v rameci
pilotni faze mél tym zajisténu pravidelnou intervizi prace
a vnéjsi supervizi odpovidajici nastavenym standardum
(Libra et. al., 2012).

vided by the Centre for Psychotherapy and Family Therapy
of the Department of Addictology) and supporting socio-
therapeutic and psychotherapeutic activities for the pa-
tient’s family members (Anima — Terapie) are an integral
part of this key component;

e/ afternoon day care programme: open and semi-open
groups for patients with different types of problems and
specific needs (group programmes on a weekly or
twice-weekly basis);

f/ sociotherapy involves a wide range of activities which
complement the main therapeutic programme (see Item b),
as well as constituting a supporting framework for it. This
group of activities includes various types of training
programmes and sports and cultural activities. Some of
these activities involve practising social skills, for exam-
ple, and are thus directly related to training programmes
(see Item g);

g/ training and exercise programmes constitute a very
important segment of the entire framework. They represent
the component associated with two major approaches:
programmes aimed at enhancing self-management skills,
such as dealing with stress, emotional instability, and an-
ger on the one hand, and social skills, such as communica-
tion, negotiating, and role playing on the other hand.

Originally planned as a part of the basic range of ser-
vices, the provision of a day care centre became a major
topic. Finally, it was agreed with the management of the
General University Hospital that during the pilot stage of
the project, which effectively coincided with the very first
period of the operation of the clinic after it was opened, the
workload and composition of the team would be kept on the
more conservative side (see also Table 1). It was not clear
whether the clinic would have enough patients from the
very beginning to justify the opening of the day care centre.
Indeed, it is also easier and safer to test and stabilise
the project of the clinic without the demanding day care
programme, which can always be added later after the oper-
ation of the clinic has settled and proved viable. This strat-
egy has turned out to be reasonable. Hence, contrary to
the original plan, the day care component was not in-
cluded in the pilot stage and, accordingly, was not
subjected to the testing of the ADDA activities.
Throughout the trial operation of the ADDA the work
of its team was under regular intervision and external
supervision in accordance with the applicable standards
(Libra et al., 2012).

MIOVSKY, M., POPOV, P.



® 4 / 4 Hlavni vysledky hodnoceni provozu
Predchozi paragrafy ¢lanku (4 / 1 az 4 / 3) obsahuji kromé
samotného popisu provozu také diléi vysledky spojené s dis-
kutovanymi a popisovanymi aspekty navrzeného modelu
provozu. V této ¢asti ¢lanku predstavujeme souhrn vysled-
ku evaluace tykajici se provozné technickych a ekonomic-
kych aspektu (viz paragraf 2, cil b a c¢) a rozdélili jsme ji do
tri casti: (a) popis statistik pacientt pilotniho programu,
(b) technické hodnoceni programu, (c¢) hodnoceni tymové
préce a personalni stranky projektu, hodnoceni ekonomic-
kych a provoznich aspekta.

a) Popis statistik pacientu pilotniho programu,
hodnoceni programu

Do diagnostické faze trvajici 2—4 mésice redlné vstoupi pri-
blizné 90 % pacientu z téch, kteri jakymkoli zptsobem kon-
taktuji ADDA. Cést pacientii (10 %) nedorazi na prvni seze-
ni s terapeutem ani pri opakované dohodnutych terminech
a individudlnim jedndni a po prvni telefonické nebo
e-mailové komunikaci se zcela odmléi a nereaguji ani na na-
bidku ani vice nekontaktuji personal zarizeni. Posouzeni
kazdého pripadu je individudlni a zahrnuje v§echny dostup-
né nastroje v oborech adiktologie, psychiatrie, klinicka psy-
chologie a socialni préce (viz vyse paragraf 4/ 3).

Z pacientu vstupujicich do diagnostické faze (100 %),
tj. v prubéhu pilotniho projektu celkem 119 déti se svymi ro-
dinami (tabulka 2), jich tretina predc¢asné vypadne z péce
(viz dale), tretina projde tspésné klinickym hodnocenim,
ale je referovana do jiného adiktologického ¢i psychiatrické-
ho zafizeni nebo u ni neni indikovana dlouhodobé adiktolo-

Tabulka 2
Celkovy podet pacient( proslych ambulanci v pilotnim provozu

Poéet déti/rodi¢h

Faze péée v ADDA

Dg. faze: 46 déti (61 rodicd) 18 pacientt

Terapeuticka faze: 25 déti (38 rodica) 20 pacientt

Pacienti VZP

2016/ 16/ 4

PUVODNI PRACE

@ 4 / 4 Main results of the evaluation

of the operation

In addition to the description of the operation of the facility,
the previous sections (4 / 1 to 4 / 3) also present partial re-
sults concerning the aspects of the proposed model that are
being discussed and described. This part of the paper sum-
marises the results of evaluation which pertain to opera-
tional, technical, and economic aspects (see Section 2, Items
b and c¢). We have broken it down into three subsections:
(a) description of the statistics of patients in the pilot
programme, (b) technical evaluation of the programme, and
(c) evaluation of the project in terms of teamwork and staff-
ing and evaluation of'its economic and operational aspects.

a) Description of the statistics of patients in the
pilot programme; evaluation of the programme
The 2-4-month assessment stage is effectively entered by
approximately 90% of the patients, irrespective of the way
in which they come into contact with the ADDA. Some pa-
tients (10%) do not appear for the first session with a thera-
pist, even if the dates are repeatedly rearranged on an indi-
vidual basis. After they are contacted again by phone or
email, they fall silent, neither responding to further offers,
nor contacting the staff of the facility any longer. Each case
is assessed individually using all the instruments available
to the fields of addictology, psychiatry, clinical psychology,
and social work (see Section 4 / 3 above).

Out of the patients entering the assessment/diagnosis
stage (100%), a total of 119 children and their families dur-
ing the pilot project (Table 2), one third drop out (see below)

Pacienti mimo VZP Pacienti celkem

28 pacient(

5 pacient(

107 pacientd

63 pacientd

Ukonéeni: 38 déti (54 rodic) 14 pacientd 24 pacientt 92 pacientt
Celkem: 109 déti (153 rodiéh) 52 pacientt 57 pacientt 262 pacientd
Table 2

Total numbers of patients in contact with the outpatient clinic during its trial operation

ADDA stage of care Number of Patients covered by VZP
children/parents

Assessment/diagnosis 46 children (61 parents) 18 patients

stage:

Treatment stage: 25 children (38 parents) 20 patients

Termination: 38 children (54 parents) 14 patients

Total: 109 children 52 patients
(153 parents)

Patients not covered by VZP

28 patients

5 patients
24 patients

57 patients

Patients in total

107 patients

63 patients
92 patients

262 patients
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gicka péce. Tito pacienti budto nemaji dostate¢nou motivaci
a podminky pro zahajeni dlouhodobé prace, nebo jsou vhod-
ni pro jiny typ péce (pedagogicko-psychologicka poradna,
diagnostické dstavy, psychiatrickd lazkova zarizeni, jina
adiktologicka zarizeni atd.). Do dlouhodobé péce (tera-
peuticka faze) se tedy dostane priblizné tretina pa-
cientu kontaktujicich zarizeni, tj. ti, kteri ispésné dokondi
diagnostickou fazi a maji dostateénou motivaci a podminky
pro zahajeni dlouhodobé terapeutické prace. K predcéasné-
mu vypadnuti z péce dochézi priblizné u 1/3 rodin. K pre-
ruSeni dochézi véts§inou mezi 1.-5. diagnosticko-terapeu-
tickym setkanim.

Détské pacienty ambulance v pilotni fazi je moz-
né charakterizovat jako pacienty ve véku 12 az 19 let,
u kterych ve 20 % je dominantnim problémem alkohol,
v 55 % nelegélni drogy (konopi, pervitin atd.) a ve 25 % pak
patologické hraéstvi nebo problémy s novymi technologie-
mi. Velmi éasto se objevuji zdvazné formy kombinované za-
vislosti (10 % pripada). Po dobu pilotni faze provozu pretr-
vaval vyrazny zajem ziskat informaci nez prijit osobné a bo-
huzel pretrvavajici silnd obava ze stigmatizace. Rodice se
éasto obavaji dusledku (problémi s urady a Skolou atd.).

Statistika pacientt obsazend v tabulce 2 nereprezen-
tuje plné vytiZzeni ambulance pri po¢tu ivazku a pracovniku
pilotni faze. A¢koli si je treba uvédomit, zZe obsluha kazdé
rodiny reprezentuje velky ¢asovy narok nad ramec samotné
poskytnuté zdravotni péée, neni celkovy pocet pacientti am-
bulance standardné takto nizky. Do celkové vykonnosti se
logicky promitd ivodni spus$téni a schopnost ambulance os-
lovit cilovou skupinu primo, stejné jako byt 1épe zasitovana
v systému se standardnim referovanim pacientd z jinych
zarizeni. Pravé zde se ukazalo, Ze i pres proklamované
mnozstvi pacienta v ramci analyzy potreb (Miovsky
et al., 2014b) nebyl do sluzby referovan realné ani zlo-
mek téchto potencialnich pacientu. Nejrychleji se spo-
referovani pacienti podarilo

luprdace a pravidelné

Noxe

s OSPOD. To muze mit mnoho riznych pri¢in a bude pred-
métem dalsiho sledovani a hodnoceni. Redlna kapacita

and one third complete the clinical assessment process, but
are referred to another addictological or psychiatric service,
or are not indicated for long-term addictology treatment.
These patients either do not have enough motivation and
resources to begin long-term therapeutic work or are eligi-
ble for a different type of care (such as pedagogical and psy-
chological counselling centres, institutions for juvenile de-
linquents and children with behavioural disorders, inpa-
tient psychiatric facilities, or other addictology treatment
services). The long-term care (treatment stage) is thus
entered by approximately one third of the patients
who contact the facility, i.e. those who successfully com-
plete the assessment/diagnosis stage and are motivated
and supported enough to engage in therapeutic work
on a long-term basis. About one third of the families
drop out of the treatment. Early termination generally
occurs between the first and fifth assessment/treatment
appointment.

Child patients of the outpatient clinic in the pi-
lot stage can be characterised as individuals aged
12-19 whose predominant problems are alcohol (20%), il-
licit drugs (especially cannabis and methamphetamine)
(55%), and pathological gambling or problems related to the
new technologies (25%). Severe forms of multiple addictions
are common (10% of the cases). During the trial operation of
the facility a strong tendency to obtain information rather
than come in person was observed. Unfortunately, deep
concerns about stigmatisation are still common. Parents
are often afraid of the consequences (such as problems with
the authorities and at school).

The patient statistics provided in Table 2 do not repre-
sent the full capacity of the clinic, given the number of FTEs
and staff during the pilot phase. While it should be recog-
nised that the service provided to each family consumes
a considerable amount of time in excess of the actual
healthcare, the total number of patients of the clinic would
not be so low under regular circumstances. Logically, the to-
tal capacity reflects the start-up and ability of the clinic to
address the target group directly, as well as being well net-
worked within the system, which ensures that patients are
routinely referred from other facilities. Significantly, it has
been shown that hardly even a fraction of the number
of potential patients identified by the needs assess-
ment study (Miovsky et al., 2014b) was in fact re-
ferred to the service.

The referral system and cooperation with the child
protection authorities were the quickest to establish. This
may be due to a number of reasons, which should be moni-
tored and evaluated further. Given the current staffing
structure, the real capacity of the ADDA corresponds to ap-
proximately double and triple the values indicated in Table
2 for the diagnostic and treatment stages, respectively. By
no means, however, should dramatically higher numbers be
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ADDA za daného persondlniho nastaveni se z hlediska tera-
peutické prace pohybuje okolo dvojndsobku a z hlediska
diagnostické faze okolo trojndsobku hodnot obsaZenych
v tabulce 2. V zddném pripadé vSak nelze uvazovat o vyraz-
né vys§ich ¢islech, pokud se nem4 tlak na vykonnost proje-
vit v kvalité péée jak z hlediska jeji struktury, tak obsahu
a intenzity. PribéZnym srovnavanim s pozadavky Doporu-
¢enych postupu (Gilvarry et al., 2016) je zrejmé, Ze pokud
ma ambulance plnit svoji roli u takto naroc¢né klien-
tely s velmi vysokou socialni zatézi a vyskytem prob-
lému v rodiné, neni mozZné na ni uplatfiovat kritéria
vykonnosti bézné, napyr. psychiatrické, ambulance.
Terapeuticky c¢as a obsluznost pacienta a naroky spojené
s komunikaci tymu a vnéjsimi institucemi zcela vylucuji
omezeni kontaktu na drobné rady spojené s poskytovanim
farmakoterapie a nereSenim vychovné-vzdélavacich, social-
nich a pravnich témat. Pro zdarny a efektivni prabéh tera-
peutického procesu je tfeba soubézné pravidelné zajisténi
schtizek s case-managerem, tcasti na dil¢ich komponen-
tach terapeutického programu (individualnich, skupino-
vych, zatézové ¢i nacvikové programy atd.), absolvovani
kontrolnich vySetreni, schtizek s rodinou ¢i rodinnou terapii
atd. Bez stacionarnich programu to reprezentuje vice nez
2 hodiny pfimé prace tydné, na kterou navazuji ¢asové poza-
davky na case-managera spojené s koordinaci péce a komu-
nikaci se zapojenymi ¢leny tymu podilejicimi se na terapii
ditéte a jeho rodiny. Tento narok sou¢asné neni prilis rozdil-
ny jak v diagnostické, tak terapeutické éasti. Jak bylo zmi-
néno vyse, model viceprahové ambulance tak, jak byl
navrzen v souladu s Doporudenymi postupy (Gilvarry et al.,
2016) a v duchu vyvoje konceptu adiktologické ambulance,
1ze povazovat z pohledu hodnoceni pilotni faze za
nosny a pouzitelny. Podrobnéji se jeho vyvoji a ipravé vé-
nujeme v jiném ¢&lanku (Miovsky, Stastna & Popov, 2016).

b) Hodnoceni tymové prace a personalni stranky
projektu
ADDA méla po dobu pilotniho projektu zastoupeny vSechny
kli¢ové odbornosti a postupné se podarilo zajistit jejich rad-
né smluvni zajisténi. Pro radny chod ambulance je zcela kli-
¢ové, aby vSechny odbornosti (tabulka 3) byly nejen realné
v tymu zastoupeny, ale mély skuteéné smluvné oSetfeny
vSechny zdravotniky vykony sazebniku (pro pilotni projekt
byla relevantni verze roku 2014, tj. Seznam zdravotnich vy-
konu, 2014) a jakédkoli odchylka od tohoto stavu vazné ohro-
Zuje ekonomickou stranku fungovani ambulance (viz déle
paragraf 4 / 4c), nebot znamena faktickou nemoznost thra-
dy poskytnuté zdravotni péée nékterého ze ¢lenti tymu
za nékterou z programovych komponent v pozadované
frekvenci.

Dalsim zasadnim aspektem pilotniho projektu z hledi-
ska fungovani tymu byla obrovska nejistota spojena s tim,
co nastane po skonéeni pilotni faze, tj. zda ambulance v pri-
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considered, as this would impose pressure on performance
which might affect the quality of the care in terms of its
structure, content, and intensity. An ongoing comparison
with the requirements of the Practice Standards (Gilvarry
et al., 2016) suggests that if the clinic is to fulfil its role
in relation to such complex clients who face major so-
cial issues and problems in the family, it cannot be
subjected to performance criteria such as those ap-
plied to a standard psychiatric outpatient facility.
The time needed to serve the patients and the demands re-
lated to the team’s communication with external institu-
tions make it completely impossible to reduce contact with
patients to advice on the administration of pharmacological
therapy and refrain from dealing with educational, social,
and legal issues. Any successful and effective course of the
therapeutic process requires parallel regular appointments
with the case manager, participation in different compo-
nents of the treatment programme (individual, group, and
various training programmes), the completion of follow-up
examinations, and appointments with the family or family
therapy. Excluding day care programmes, this accounts for
more than two hours of frontline work per week, with extra
time demanded from the case manager for him or her to co-
ordinate the care and communication with the team mem-
bers involved in the therapy concerning the child and his or
her family. Both the diagnostic and treatment components
present the same level of demand in this respect. As noted
above, the evaluation of the results of the pilot operation
showed that the model of a multithreshold outpatient
clinic designed in accordance with the Practice Standards
(Gilvarry et al., 2016) and in line with the concept of an out-
patient addiction treatment clinic can be considered rel-
evant and viable. Its development and modifications are
thoroughly covered in a separate article (Miovsky, Stastna,
& Popov, 2016).

b) Evaluation of the project in terms of teamwork
and staffing
The ADDA had engaged all the key specialisations for the
period of the pilot project. They were also finally all covered
in contractual terms. It is vital for the proper operation of
the outpatient facility that in addition to having all these
specialisations (Table 3) represented in the team, they
should have all the indexed procedures and interventions
they perform covered by relevant contracts (the 2014 version
was relevant for the pilot project, i.e. Index of Health Proce-
dures and Interventions, 2014). Any deviation from such
a state poses a serious threat to the economy of the clinic (see
Section 4 / 4c below), as it effectively prevents reimburse-
ment for healthcare provided by a team member as part of
a specific programme component at a frequency as needed.
Another fundamental aspect of the pilot project in
terms of the efficient operation of its team was the great un-
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Tabulka 3
Zastoupeni odbornosti a jejich pfislusnych vykont sazebniku (podrobnéji
viz pfehled vykon( obsaZeny v Seznamu zdravotnich vykon(, 2014)

Zdravotnické odbornosti Vykony dané odbornosti potfebné

pro ADDA dle Sazebniku (2014)

Odbornost 306: Détska
psychiatrie

V8echny zdravotni vykony této
odbornosti (kapitola 306, str. 160)

Odbornost 919: Adiktologie Vsechny zdravotni vykony

3821-3826 (kapitola 919, str. 585)

Odbornost 901: Klinicka
psychologie

Vsechny zdravotni vykony této
odbornosti (kapitola 901, str. 568)

Odbornost 910:
Psychoterapie

Vsechny zdravotni vykony této
odbornosti (kapitola 910, str. 575)

padé nepriznivych vysledka zanikne ev. bude transformo-
véana. To se logicky odrédzelo do chodu zarizeni a atmosféry
nejistoty po celou dobu pilotni faze i do supervizi. V kombi-
naci s nizkym vékovym pramérem terapeutické ¢asti tymu
(vyjimku tvorila pouze sestra ambulance a détska psychiat-
ri¢ka) se jednalo o zna¢nou zatéz. Tu umocnoval fakt, Ze vi-
ce nez polovina celého tymu nemeéla predchozi intenzivni
zkuSenost s provozem ve velkém zdravotnickém zarizeni
a velmi obtizné se adaptovala na provozni a administrativni
uskali a pravidla. Vyznamnym rizikovym faktorem pilotni
faze se stalo také nahradni (doc¢asné) reseni vedeni ambu-
lance, pro které nebyly vytvoreny potiebné podminky. Pro-
voz byl v pribéhu pilotniho projektu prfimo odborné veden
prednostou kliniky, coz vybocovalo z obvyklého nastaveni
Tidicich procesu a ktizilo je (nap¥. vyskytem nestandard-
nich vazeb a sméru nadrizenosti a podrizenosti na trovni
stredniho managementu kliniky). Soucasné se celkova ka-
pacita a dostupnost vedouciho oddéleni v pribéhu pilotni
éasti ukdzala jednoznacné jako nedostateénd a zasadné li-
mitovala cely proces nastavovani sluzby a proces vnitini
kontroly. Samozrejmé se negativné promitala také do nedo-
stateéného spoleéného komunikaéniho prostoru s jednotli-
vymi ¢leny tymu, jejich pevnéjsiho vedeni, poskytovani pra-
béznych konzultaci a intervizni podpory. Ackoli byl velky
prostor vénovan pravidelnym poradam (1krat tydné) a je-
jich rozdéleni na provozni éast (1 hodina) a klinickou ¢ast
na pripadovou intervizi (1 hodina), ukédzalo se, Ze potreba
spole¢ného ¢asu pro setkani tymu je vyrazné vyssi a soucas-
né ze je treba zavést prvek dil¢ich setkdni pouze nékterych
élent tymu nad danou rodinou ¢i pacientem a harmonizaci
postupu a vzdjemné informovani. Zde se ukézaly velké limi-
ty pravé v mensi zkuSenosti a potrebé vétsi strukturace
a vnitfni kontroly, mnoho z provoznich a komunikaénich
komplikaci mélo spole¢ného jmenovatele pravé v této oblas-
ti. VySe uvedené faktory se nutné promitaly do vSech aspek-
t provozu po celou dobu pilotni faze. A¢koli supervizni pod-
pora vyrazné pomahala nékteré situace zvladat a oSetrit,
nebylo ¢asto mozné dosahnout odpovidajiciho stavu a feSeni

Table 3
Representation of specialisations and their respective procedures and
interventions specified in the schedule of tariffs (for details see the
inventory of procedures and interventions specified in the Index of Health
Procedures and Interventions, 2014)

Health specialisations Procedures and interventions
pertaining to the specialisation needed

for the ADDA according to the
Schedule of Tariffs (2014)

Specialisation 306: child
psychiatry

All the health procedures and
interventions pertaining to this
specialisation (Chapter 306, p. 160)

Specialisation 919: All the health procedures and
interventions 38021-3826 (Chapter 919,

p. 585)

addictology

Specialisation 901: All the health procedures and

clinical psychology interventions pertaining to this

specialisation (Chapter 901, p. 568)

Specialisation 910: All the health procedures and

psychotherapy interventions pertaining to this

specialisation (Chapter 910, p. 575)

certainty about what would happen after the trial phase
was over, i.e. whether the clinic would be dissolved or trans-
formed in the event of unfavourable results. This atmo-
sphere of uncertainty naturally affected the operation of the
facility, including the supervision process, throughout the
trial stage. Given the low average age of the therapeutic
section of the team, this was a major drawback. In addition,
more than half of the entire team had no previous intensive
experience of practising within a large healthcare institu-
tion and found it very difficult to adapt to its operational
and administrative rules and deal with the pitfalls these
might entail. Another major risk factor of the pilot stage
turned out to be the idea of provisional (temporary) man-
agement of the clinic, which could not be executed effec-
tively under the given conditions. During its trial operation,
the facility was directly managed in professional terms by
the head of the Department of Addictology, which was
something that diverged from the usual design of manage-
ment processes and made them collide (by, for example, giv-
ing rise to non-standard ties and relationships of superior-
ity and inferiority at the level of the middle management of
the department). Moreover, during the pilot stage the ca-
pacity and availability of the head of the unit proved com-
pletely insufficient and presented a major limitation on the
processes of setting up the service and its internal control
procedures. Inevitably, this had a negative influence on his
communication with the individual members of the team,
consistent leadership, and provision of ongoing consulta-
tions and supportive intervision. Although considerable
emphasis was placed on regular (weekly) meetings and
their division into an operating (one hour) and a clinical sec-
tion and case intervision (one hour), it turned out that the
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a rozpory v nastaveni a o¢ekdvani podstatné ¢asti tymu se
dramaticky rozchazely s moZnostmi provozu a samotné
existence uvnitr systému velké fakultni nemocnice. Samo-
zrejmeé véetné rozdilného finanéniho ohodnoceni a také roz-
poru spojenych s pravomocemi a kompetencemi nelékar-
ského zdravotnického personélu a jeho celkové pozice v sys-
tému (coz je aktualné dobre viditelné na sou¢asném procesu
naprostého nepochopeni a de facto nesmyslného zdsahu do
vyvoje vzdélavani zdravotnich sester v CR). Tyto rozpory
eskalovaly v prubéhu pilotni faze do extrémné vysoké
fluktuace pracovniku na pozici adiktologa. Pravé ten-
to aspekt opakované ohrozil chod celé ambulance patrné
nejvice. Vazba na nutnost plného (maximalniho) vzdélani
adiktologa (tj. specializovana zpusobilost S4) zasadné redu-
kovala moznosti vybéru a dosazitelnosti rozumného poctu
kandidata s odpovidajicim vzdéldanim. To se pak logicky
projevilo potiZzemi viibec danou pozici obsadit a pracovnika
na ni stabilizovat a zapracovat. Kromé samotného limitu
v poétu osob se specializovanou zpusobilosti se vsak také
ukéazalo byt zasadni vékové kritérium a klinicka a provozni
nezkusSenost. Je logické, Ze nova odbornost, nemajici dlou-
hou historii vyvoje a usazeni v systému zdravotni péce a ne-
disponujici zkuSenymi letitymi praktiky, bude nutné pii
usazovani do systému narédzet na mnozstvi limita a bariér
a vlastni omezené schopnosti na tyto limity dostateéné kre-
ativné, asertivné a pritom s velkou davkou trpélivosti rea-
govat. Nizka frustraéni tolerance, nezkusenost, vysokéa oce-
kévani spolu s nizsi stresovou odolnosti pak zptsobovaly po
celou dobu pilotni faze velké napéti v tymu eskalujici do
zminénych opakovanych vymén zejména na pozici adiktolo-
ga. Tato zkuSenost jednoznacné podporuje myslenku lepsi-
ho zajisténi zazemi a pripravy pro jakékoli dalsi
spousténi podobnych provoza a zejména pak véno-
vani zvlastni pozornosti vybéru pracovniku na pozi-
ci adiktologa s uprednostnénim jedincu vybavenych
nejen odborné, ale také osobnostné pro takto naro¢nou
pozici u profese bez prozatim jasné nastavenych a zachoze-
nych pravidel v systému zdravotnictvi.

c¢) Hodnoceni ekonomickych a provoznich aspekta

Pilotni projekt ADDA byl provozné finanéné zajis§tén pro-
strednictvim smlouvy s VSeobecnou zdravotni pojistovnou
(VZP) propléacejici pojisténce VZP prostrednictvim zdravot-
nich vykont (viz také tabulka 3). Dale pak KAD pro potreby
rozbéhu ADDA obdrzela grant pro vécné vybaveni ambu-
lance a jeji propagaci, ziskany prostrednictvim Magistratu
hlavniho mésta Prahy. Po skonéeni pilotniho projektu se
podatilo zajistit pravidelnou podporu ambulance nejen ze
zdroje hl. mésta Prahy, ale také z grantu Ministerstva zdra-
votnictvi z programu Protidrogové politiky resortu. Nicmé-
né po dobu trvani pilotniho projektu méla ambulance pro-
vozné k dispozici pouze prijmy z verejného zdravotniho po-
jisténi, byla podporena v této fazi ze strany VFN
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team needed to spend much more time together at these
meetings, including the introduction of an element of only
some members of the team meeting up to discuss a specific
family or patient, harmonise the course of treatment, and
exchange information. The lack of experience and the insuf-
ficient structure and internal control were the major limita-
tions in this respect. They seemed to be the common denom-
inator of many of the operational and communication short-
comings. The above factors were inevitably reflected in all
the aspects of the operation throughout the trial stage.
While the supervisory support was of great help in dealing
with some of the situations, it was often impossible to come
to the desired solution. The mindset and expectations of
a major part of the team were often in dramatic contradic-
tion of the resources of the facility and the reality of its exis-
tence within the system of a large university hospital.
These controversies included differences in financial remu-
neration and disagreements associated with the powers
and competences of non-medical health professionals and
their position in the system in general (which is currently
well reflected in the total misunderstanding of the develop-
ment of the system of education of nurses in the Czech Re-
public and the effectively senseless intervention in its pro-
cess). During the pilot stage, the escalation of these contra-
dictions was marked by an extremely high rate of
turnover of staff members in the position of an
addictologist.

It was this aspect that posed the greatest threat to the
operation of the clinic on repeated occasions. The require-
ment for the full (maximum level) training of an
addictologist (i.e. specialist qualification S4) dramatically
reduced the choice and achievability of a reasonable num-
ber of candidates with appropriate education. This logically
led to difficulties in finding somebody for this position and
having them settled and adjusted to their working tasks. In
addition to the limit represented by the number of individu-
als with the relevant specialist qualification, the require-
ments concerning age and clinical and work experience
proved to be a crucial issue. Understandably, a new spe-
cialisation with a short history of development and a solid
position within the system of healthcare which cannot rely
on a body of practitioners with long-term work experience
will inevitably face a number of limits and barriers in find-
ing a firm footing within the system, including their own lim-
ited ability to be creative, assertive, and patient enough to re-
spond to these challenges. Low levels of frustration tolerance,
inexperience, and high expectations in combination with
a lower level of resistance to stress resulted in great tension
among the team throughout the pilot stage, which proceeded
to escalate into frequent changes in working positions, espe-
cially those of an addictologist. This experience evidently
leads to the conclusion that before any such facility is
opened, its operation must be well prepared and pro-
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a nedisponovala dal$imi grantovymi prostredky, které by
pomohly resit nezdravotnickou ¢ast a pojisténce mimo VZP.
Po dobu trvani pilotniho projektu nebyla smluvné zajisténa
Gcast jiné zdravotni pojistovny. To zdsadné limitovalo eko-
nomickou situaci a ukézalo se, Ze pro zdarny chod ambu-
lance je zcela zasadni zasmluvnéni provozu se vSemi
velkymi zdravotnimi pojistovnami. Bez toho je provoz
ADDA prakticky nemozny a praxe ukazala, ze vétsina pa-
cienta ADDA byli pojisténci jinych zdravotnich pojistoven
neZz VZP — jen po dobu trvani pilotniho projektu ze 109 dét-
skych pacientti bylo pouze 52 pojisténct VZP (viz tabulka
2). U rodicu je situace lepsi, ale nikoli o mnoho a vypadek
z prijmu v pripadé neuzavrenych smluv je naprosto zdsadni
vzhledem k socialni situaci vétSiny rodin a nemoznosti resit
uthradu péce napr. jako samoplatci.

Zéasadnim ekonomickym limitem prdabéhu pilotniho
projektu vSak nebyla pouze neexistence smluv se zbyvajici-
mi kliGovymi zdravotnimi pojistovnami a maly pocet pojis-
téncd VZP. Ukéazalo se, ze ADDA nemtize ekonomicky ani
klinicky byt vystavéna pouze na détskych pacientech. Za-
sadnim problémem je to, Ze drtiva vétsina rodin prichazela
v situaci, kdy pééi vyzadoval také néktery z dospélych, tedy
rodi¢t. Kromé problému zajisténi rodinné terapie (v indiko-
vanych pripadech odesilani do Strediska psychoterapie
a rodinné terapie KAD) jde i o podpurnou préaci s rodinou.
To pak souéasné jesté vyraznéji gradovalo v oblasti zajisté-
ni chodu a podminek terapie a nutnosti opakovaného kon-
traktovani a nastavovani podminek a pravidel. Jedna se
o systémovy problém, ktery je reSitelny z jedné ¢asti moz-
nosti vykazovat praci pres adiktologicky vykon prace s rodi-
nou, ale neresi se tim ekonomicky cely problém. Podstatna
éast rodi¢a vyzadovala dalsi péci, kterou nebylo mozné
v ramci ambulance tc¢tovat a standardné zajistovat, a cely
model tim dostal novou podobu pravé v této komponenté.
Z hlediska statistiky pacientu $lo o celkem 153 osob (viz ta-
bulka 2), které prakticky nebylo mozné nastavenym zpuso-
bem radné uctovat a hradit z prostredkua zdravotnich pojis-
toven. Na jednoho détského pacienta tak pripada témér
1,5 dospélého pacienta, a ackoli dospéli pacienti (rodice a bliz-
ci) nevyzadovali tak intenzivni préci, je nutné toto téma systé-
mové tesit. Po jednoduchych vypoétech danych poctem se-
zeni a vykont odhadujeme, Ze pécée o dospélé prislus-
niky rodin predstavuje a bude predstavovat v chodu
ADDA 35-45 % celkového objemu poskytované péce,
coz je vyrazné vice, nez byl puvodni predpoklad. Velkym li-
mitem je pritom fakt, Ze ¢ast poskytnuté péce nespada pod
moznost Uétovat v rdmeci zdravotniho pojisténi a nejedn4 se
o zdravotni vykony. Odhadujeme, Ze pres 30 % péce
o dospélé pacienty neni zdravotni péci, ale socialni
podporou a praci, a nelze ji tak logicky détovat do thrad
ze zdravotniho pojisténi. Do celkového ekonomického a pro-
vozniho obrazu je tfeba zapocitat téz fakt, Zze nejen kvuli
malé motivaci, problémovému zazemi a ekonomické situaci,

vided with sufficient support. In particular, special at-
tention should be focused on the recruitment of staff to
work as addictologists, with preference being given to
individuals who possess both the necessary profes-
sional and personality qualities to assume such a de-
manding position, which, moreover, cannot yet rely on clear
and well-established rules in the system of healthcare.

c¢) Evaluation of economic and operational aspects
In financial terms, the operation of the ADDA pilot pro-
ject was secured by means of a contract with the General
Health Insurance Company (VZP), which reimburses the
healthcare-related costs incurred by its clients on the basis of
health procedures and interventions (see also Table 3). In ad-
dition, the Department of Addictology received a grant from
the Prague City Hall for the launch of the ADDA, specifically
to procure physical equipment for the clinic and promote its
services. After the pilot project was completed, the depart-
ment managed to secure regular support for the clinic from
the resources available to the Prague City Hall and from
a grant of the Ministry of Health pertaining to the drug policy
programme of the ministry. During the trial phase, neverthe-
less, the operation of the clinic was covered by income from the
public health insurance scheme and the support from the gen-
eral University Hospital only. It was not provided with any
other grant resources that could help in funding the
non-healthcare-specific segment and those patients covered
by health insurers other than VZP. No other health insurer
was contracted to participate during the pilot project. This had
serious economic implications for the facility. It became obvious
that the successful operation of the clinic requires it to
enter into contracts with all the major health insurance
companies. The absence of such arrangements makes the op-
eration of the ADDA virtually impossible, as the practice
showed that the majority of the patients of the ADDA were cli-
ents of health insurers other than VZP: during the trial phase
only 52 out of 109 child patients had been insured by VZP (see
Table 2) While the situation is slightly better in the case of par-
ents, any loss of income because of the absence of contractual
relationships is particularly hard felt, given the social circum-
stances of the majority of the families, which make it impossi-
ble for them to cover the cost of care as self-payers, for example.
However, the absence of contracts with other major
health insurers and the small number of clients of the VZP
were not the critical economic limitations of the operation of
the pilot project. It was shown that the ADDA cannot rely only
on paediatric patients, either economically or clinically. The
crucial problem was that the vast majority of the families
were referred to the facility at a point where some of the
adults, i.e. parents, were also in need of care. In addition to
providing family therapy (on the basis of referral to the Centre
for Psychotherapy and Family Therapy of the Department of
Addictology), this also involves supportive work with the fam-
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ale také napr. kvuli dudlnim diagnézam (jako je syndrom
ADHD atd.) trpi provoz opakovanymi a v celkovém
souctu vysokymi pocty objednanych navstév, kdy pa-
cient nedorazi nebo dorazi jindy, v jiném ¢ase a nelze se mu
vénovat mimo objednany termin vzhledem k aktudlné pro-
bihajici praci s jinymi pacienty. Postupné se zlepSujici eko-
nomicka situace ADDA ukédzala, Ze velka ¢ast problému je
Tesitelna peclivym vykazovanim a navaznosti vykona v pos-
kytované péci (lepsi koordinace a planovani) a predevsim
nejvhodnéjsim reSenim, ke kterému Klinika adiktologie
pristoupila po pilotnim projektu, tedy spojenim dospélé
a détské ambulance adiktologie dohromady do jed-
noho provozu. Rei se tim vét§ina problémé popsanych
vySe a tato cesta vyzaduje pouze nasmlouvat plnou skalu
vykonu také pro dospélé, coz je ale redukovano v zasadé
pouze na doplnéni odbornosti 305 Psychiatrie, nebot ostatni
3 odbornosti (viz tabulka 3) nemaji vékové omezené vykony,
a tedy nenti tfeba tprav ve smlouvach. To je klicové zjisténi
jak ekonomické, tak klinické, nebot je zfejmé, Ze tym musi
byt slozen tak, aby dokazal zajistit jak ¢ast détskou a doros-
tovou, tak ¢ast dospélou.

Pokud jde o vnéjsi komunikaci, podarilo se béhem vel-
mi kratké doby vytvorit velmi dobré propojeni a spolupraci.
Zcela vzorné se tento krok zdaril s OSPOD, ale postupné se
kultivuje propojeni a komunikace také s jinymi zdravotnic-
kymi provozy (Détsky detox atd.) a také se Skolskymi zari-
zenimi (diagnostické ustavy atd.). Potvrdilo se, Ze ADDA je
plné kompatibilni nejen v rdmeci vnitiniho systému Kliniky
adiktologie a VFN, ale Ze velmi dobte zapadd do spektra
sluzeb v Praze a okoli, a naplnil se predpoklad, Ze takto de-
signovana sluzbu skuteéné reaguje na redlnou poptavku,
vypliiuje prazdné misto v oblasti zdravotni péce o tuto véko-
vou skupinu a dobr‘e navazuje na poradenské a nizkopraho-
Vvé provozy.
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ily. These considerations had a significant bearing on the
overall operation and the adjustment of the therapeutic
framework, including the periodical reviews of contracts and
adjustment of conditions and rules. While the work with the
family can be accounted for as an addictological intervention,
such an approach does not provide a systemic solution to the
economic issue. A significant proportion of the parents re-
quired follow-up care, which could not be charged as eligible
claims of the clinic and provided on a standard basis. This
changed the perspective of the entire model with regard to this
component. In statistical terms, this concerned a total of 153
patients (see Table 2) who could not be effectively charged for
using the standard system of coverage provided by health in-
surers. There are thus almost 1.5 adult patients to one child
patient, and although the adult patients (parents and other
relatives) required work of less intensity, a systemic approach
must be adopted to address this issue. Using simple calcula-
tions based on the numbers of sessions and interventions, we
estimate that care for the adult family members ac-
counts and will continue to account for about 35-45%
of the overall volume of the services provided by the
ADDA. Such a percentage far exceeds the original assump-
tions. Importantly, a major limiting factor in this respect is
that some of the care provided cannot be invoiced under the
health insurance scheme and does not involve healthcare-spe-
cific procedures and interventions. Qur estimates suggest
that over 30% of the services provided to adult patients
come under the categories of social support and social
work rather than healthcare. By definition, therefore,
they cannot be included in reimbursements provided from
health insurance. The general economic and operational per-
spective of the facility should also take account of the issue of
the high number of appointments, often repeatedly re-
arranged, where patients fail to show up or come at a differ-
ent time and cannot be served outside the hours reserved for
their appointment, as the staff are busy working with other
patients. This is due to patients’ low motivation and their poor
social and economic circumstances, as well as dual diagnoses
(such as the ADHD syndrome). The continuous improvement
in the economic situation of the ADDA showed that many of
the problems can be tackled by careful reporting and better
sequencing of the interventions comprising the care (better co-
ordination and planning). However, the best solution in this
respect was to merge the outpatient addiction treatment
clinics for adults and children into a single facility,
a step taken by the Department of Addictology following the
pilot project. While addressing the majority of the problems
described above, all this approach requires is to provide for
the full scale of procedures and interventions applicable to
adults in the relevant contracts. This practically involves add-
ing only specialisation 305, Psychiatry, as the remaining
three specialisations (see Table 3) are not associated with any
age-limited procedures and interventions and thus require no
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® 5 ZAVER

Provedena pilotni studie na Klinice adiktologie 1. LF UK
a VFN ovérila prostrednictvim kvalitativni evaluace proce-
su koncept ambulance v sou¢asnych podminkach plného za-
kladniho provozu v kontextu velké fakultni nemocnice
(VFN) v podobé samostatného oddéleni Kliniky pod ndzvem
Ambulance détské a dorostové adiktologie. Toto reseni — ja-
ko reakce na vysledek rozsahlé provedené analyzy potreb
v Praze a ve Stredoceském kraji — nabidlo diky existujicim
podminkdm na KAD ekonomicky Setrnou adaptaci a ovére-
ni programu kombinujictho ptivodni provoz s novymi poza-
davky a prvky modifikovaného pojeti moderni adiktologické
ambulance. Umoznilo tak zahdjeni diskuse o budouci moz-
né podobé tzv. krajskych specializovanych center détské
a dorostové adiktologické ambulantni péée v CR. Testovaci
obdobi bylo zah&jeno 1. 9. 2014 a trvalo az do 30. 6. 2015 (vy-
hodnoceni vysledkd pro tuto zpravu zahrnuje pouze obdobi
—k tomuto datu byly zpracovdny prehledy a vysledky publi-
kované v tomto ¢ldnku a navazujicim ¢lanku (Miovsky,
Stastna & Popov, 2016), kde se vénujeme tpravé celého mo-
delu péce a jeho dalsi budoucnosti pravé s ohledem na po-
tencialni rozvoj celého segmentu adiktologické péce a vybu-
dovéani sité krajskych specializovanych center. ZvaZovana
alternativa reprezentuje do budoucna nejen velice zajimavé
ekonomické reseni z pohledu dostupnosti kvalitni speciali-
zované péce pro détské adiktologické pacienty, ale také vel-
mi slibny a perspektivni smér pro klinicko-adiktologicky
vyzkum a logicky také pramét do vyuky a klinické pripravy
zdravotnikd i nezdravotnického persondlu. Provoz nema
zadné vyrazné pozadavky reprezentujici vysoké investiéni
néklady do prostorovych dispozic ani pristroju a nastroju.
Soucasné je persondlné a provozné srovnatelny s jinymi
typy ambulantnich adiktologickych provozi. Reprezentuje tak
také zajimavé téma spojené s dalsim vyvojem celého sys-
tému adiktologické péce a jejiho pevnéjsiho ukotveni do Sir-
stho systému zdravotni péée v CR a poukazuje na slabd mis-
ta soucasného systému, kdy pravé zdravotni slozka (a nejde
zdaleka pouze o zajisténi détské psychiatrické péce) neni
éasto u existujicich provozu zajisténa a neni ve velké vétsi-
né regiond pro tuto klientelu dostupna. Je zrejmé, ze ani
pripadny dalsi aspésny vyvoj détskych adiktologic-
kych center na trovni kraju nepredstavuje zadnou
dramatickou hrozbu nebo neé¢ekany narust nakladu
pro zdravotni pojistovny, nebot jiz pilotni projekt jasné
potvrzuje, Ze déti vyzadujicich takto specializovanou péci
neni nastésti ani v hustéji zalidnénych oblastech takové
mnozstvi, které by vyzadovalo a naznacovalo potfebnost
hustsi sité, nez je pravé uroven krajskych mést. Naopak je
zrejmé, Ze peclivou diagnostikou a systémovym pristupem
je mozné jasné oddélit déti majici problémy spise vychovné-
ho rdazu a problémy v rodiné a socialni obtize, které je mozné
referovat do prislusnych, jiz dnes existujicich sluzeb a které
nejsou indikované pro takto specializovanou péci.

amendments to the existing contracts. This is the key finding
in both economic and clinical terms, as it implies that the
team must be composed in such a way as to cover the ser-
vices intended for children and adolescents and adults at the
same time.

As regards external communication, very good links
and cooperation were established within a short period of
time. Excellent networking has been built with the child
protection authorities, but links and communication with
other healthcare facilities (e.g. the child detox unit) and ed-
ucational institutions (such as those for juvenile delin-
quents and children with behavioural disorders) have been
established and maintained. It was demonstrated that the
ADDA is fully compatible with the internal systems of the
Department of Addictology and the General University
Hospital, as well as fitting well with the range of services
available in Prague and its surroundings. It confirmed the
assumption that this design of a service truly responds to
the current demand and fills the gap in healthcare with re-
spect to this age, as well as representing a good follow-up
service for counselling and low-threshold centres.

® 5 CONCLUSION

Using a qualitative process evaluation, the pilot study car-
ried out at the Department of Addictology tested the con-
cept of an outpatient addiction treatment clinic for children
and adolescents as an independent unit of the department
providing the full range of basic services within the opera-
tion of a large university hospital (VEN). It responded to the
results of an extensive needs assessment study conducted
in Prague and the Central Bohemia region. Thanks to the
existing conditions at the Department of Addictology, this
solution represented the economical adaptation and testing
of a programme which combines the standard provision of
services with new requirements and elements of a modified
approach to a modern outpatient addictological facility. It
made it possible to open a discussion about the prospects of
“specialised regional centres for outpatient addictological
care of children and adolescents” in the Czech Republic. The
trial period started on 1 September 2014 and ran until 30
June 2015. The statistics and results published in this and
the related article apply to this period only. The other arti-
cle (Miovsky, Stastna, & Popov, 2016) deals with the modifi-
cation of the entire model of care and its future with re-
spect to the potential development of this segment of
addictological care and the building of a network of special-
ised regional centres. For the future, such a prospective al-
ternative represents a very promising economic solution in
terms of the availability of high-quality specialised paediat-
ric addiction treatment services, as well as opening new ho-
rizons for clinical addictology-specific research. Logically, it
will also be reflected in the education and clinical training
of health professionals and other staff members. The clinic
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Autori studie dékuji pracovnikiim ambulance, kteri v raz-
nych etapéch jejiho pilotniho projektu v jejim provozu pra-
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pak patfi vedeni VSeobecné fakultni nemocnice v Praze,
které projekt podporilo a pomohlo jeho realizaci vytvorenim
potfebného zdzemi a podminek.
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psani textu.
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imposes no special demands involving major investments
into premises and equipment or instrumentation. In addi-
tion, its requirements for operational and human resources
make it comparable with other types of outpatient addiction
treatment facilities. It should also be considered in the light
of the discussion about the future development of the entire
system of addictological care and its more solid grounding
within the broader system of healthcare in the Czech Re-
public, as it points out certain weaknesses in the current
system. One of them is the health segment (and we are not
referring to child psychiatry only) often being lacking in the
existing facilities and thus unavailable to children and ado-
lescents in a great majority of regions. It is apparent that
even if addictological centres for children experi-
enced successful development on the regional level
in the future, it would pose no major threat or unex-
pected growth in costs to health insurers. The pilot
programme provided enough evidence that, luckily, even in
densely populated areas, there are not so many children in
need of such specialised services to suggest that any cover-
age than that at the level of regional capitals is required. On
the contrary, it appears that thorough assessment and
a systemic approach can be effective in setting apart chil-
dren who are not indicated for such specialised care but
whose problems are rather associated with behavioural,
family, and social issues and can thus be referred to rele-
vant dedicated services.
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