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Usporedba odnosa usamljenosti i preferirane samoce
s nekim sociodemografskim varijablama i aspektima
subjektivne i psiholoske dobrobiti odraslih

/ Comparison between Relationships of Loneliness and
Preference for Solitude with Some Socio-demographic
Variables and Aspects of Subjective and Psychological
Well-being of Adults

Ivana Tucak Junakovic¢

Sveuciliste u Zadru, Odjel za psihologiju, Zadar, Hrvatska

/ University of Zadar, Department of Psychology, Zadar, Croatia

Za razliku od usamljenosti kao neugodnog i emocionalno uznemirujuceg iskustva preferirana samoca je dobrovoljno
povlacenje od drugih. Stoga ona, za razliku od iskustva usamljenosti, ne bi trebala imati nuzno negativan utjecaj
na dobrobit. Glavni je cilj ovoga istrazivanja bio usporediti smjer i ja¢inu povezanosti usamljenosti i preferirane
samoce sa zadovoljstvom zivotom, samopostovanjem i dozivljajem smisla Zivota. U istrazivanju je sudjelovalo
325 osoba u dobi od 25 do 70 godina. Za ispitivanje relevantnih konstrukata koristene su: kratka verzija ljestvice
usamljenosti UCLA, Adaptirana ljestvica preferirane samoce, Ljestvica zadovoljstva Zivotom, Rosenbergova ljestvica
samopostovanja i Ljestvica smisla Zivota. Rezultati su pokazali da su i usamljenost i preferirana samoca znacajno
negativno povezane sa zadovoljstvom Zivotom, samopostovanjem i doZivljajem smisla Zivota, iako su te povezanosti
bile vece za usamljenost nego za preferiranu samocu. Rezultati su takoder ukazali i na potencijalnu medijatorsku
ulogu usamljenosti u odnosu preferirane samoce i ispitanih aspekata subjektivne i psiholoske dobrobiti. Razlike u
usamljenosti i preferiranoj samoci s obzirom na spol, dob i partnerski status nisu se pokazale znacajnima. Jedino je
stupanj obrazovanja bio znacajno negativno povezan s usamljeno3cu a pozitivno s preferencijom samoce. Rezultati
ovoga istrazivanja ukazuju na vaznost razlikovanja usamljenosti i samoce u pogledu njihovog utjecaja na dobrobit.
Dok je usamljenost u negativnoj vezi s razli¢itim aspektima dobrobiti u razli¢itim razdobljima odrasle dobi, ¢ini
se da su starije osobe posebno osjetljive na negativan utjecaj svojevoljnog povlacenja u samocu na subjektivnu i
psiholosku dobrobit.

Unlike loneliness as an unpleasant and emotionally disturbing experience, preference for solitude is a voluntary withdrawal
from other people. Therefore, unlike loneliness, it should not have a necessarily negative effect on well-being. The main
goal of this study was to compare the direction and the strength of relationships of loneliness and preference for solitude
with life satisfaction, self-esteem, and purpose in life. Three hundred and twenty-five adults, 25 to 70 years old, participated
in the study. Relevant constructs were measured by the short version of the UCLA Loneliness Scale, Adapted Preference for
Solitude Scale, Satisfaction with Life Scale, Rosenberg’s Self-Esteem Scale, and Purpose in Life Scale. Results showed that
both loneliness and preference for solitude significantly negatively correlate with life satisfaction, self-esteem, and purpose
in life, although those correlations were higher for loneliness than for preference for solitude. Results also pointed out the
potential mediation role of loneliness in the relationship between a preference for solitude and aspects of subjective and
psychological well-being. Gender, age, and partnership status-related differences in loneliness and preference for solitude
were not significant. Only the education level significantly negatively correlated with loneliness, and significantly positively
with preference for solitude. The results of this study emphasize the importance of differentiating between loneliness and
solitude regarding their influence on well-being. While the relationship of loneliness with different aspects of well-being
is negative during all periods of adulthood, it seems that older persons are particularly sensitive concerning the negative
influence of voluntary withdrawal into solitude on subjective and psychological well-being.
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UvoD

Kao rizi¢ni ¢imbenik za brojne probleme tjele-
snog i mentalnog zdravlja usamljenost je bila
predmet mnogih istrazivanja. Usamljenost se
najce$ce definira kao neugodno i emocionalno
uznemirujuée subjektivno iskustvo koje je po-
sljedica raskoraka izmedu Zeljene i ostvarene
razine socijalnog kontakta (1). U dosadasnjim
su istrazivanjima ispitani brojni prediktori i
korelati usamljenosti (2). Medu prediktorima
usamljenosti svoje mjesto imaju sociodemo-
grafske varijable kao §to su spol, dob, stupanj
obrazovanja, bra¢ni, ekonomski i rezidencijalni
status jer one, putem svog utjecaja na moguc-
nost formiranja i odrzavanja zadovoljavajude
socijalne mreze, mogu utjecati i na dozivljaj
usamljenosti. Medutim, rezultati dosada$njih
istrazivanja odnosa razli¢itih sociodemograf-
skih varijabli i iskustva usamljenosti nisu jed-
noznacni. Primjerice, u pogledu spolnih razlika
neka istrazivanja ukazuju na vecu usamljenost
u djevojcica, djevojaka ili zena (3,4), druga na-
laze ve¢u usamljenost u djecaka, mladi¢a ili
muskaraca (5-9), dok treca nisu nasla znacajne
spolne razlike (10-12). Razli¢ita su objasnjenja
ovih nesuglasnih nalaza, a jedno od njih odnosi
se na metodologiju istraZivanja. Tako Borys i
Perlman (3) objasnjavaju da djecaci, mladiéi i
mugkarci teZe priznaju da su usamljeni jer su
usamljeni muskarci vise stigmatizirani od usa-
mljenih Zena i da zato postiZu nize rezultate na
mjerama u kojima se rije¢ usamljenost izravno

koristi a vi$e rezultate na mjerama u kojima se

INTRODUCTION

As a risk factor for many problems of physical
and mental health, loneliness has been the sub-
ject of numerous studies. It is usually defined
as an unpleasant and emotionally disturbing
subjective experience that is the consequence
of discrepancy between the desired and realized
level of social contact (1). Numerous predictors
and correlates of loneliness have been studied
so far (2). Among the predictors of loneliness,
socio-demographic variables such as gender,
age, education, marital, economic, and resi-
dential status found their place because they,
through their influence on the ability to form
and maintain a satisfactory social network, can
also affect the experience of loneliness. How-
ever, the results of previous research of the re-
lationship between various socio-demographic
variables and the experience of loneliness are
not consistent. For example, regarding gender
differences, some research suggests greater
loneliness in girls or women (3,4), others find
greater loneliness in boys or men (5-9), while
the third did not find significant gender differ-
ences (10-12). There are various explanations of
these inconsistent findings, one of which relates
to the research methodology. Thus, Borys and
Perlman (3) explain that boys and men are less
likely to admit that they are lonely because lone-
ly men are more stigmatized than lonely wom-
en and therefore men achieve lower results on
measurements that use the word loneliness, and

higher results on measurements that do not use
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ta rije¢ ne koristi izravno. U ovom smo istra-
Zivanju koristili jednu od verzija u svijetu naj-
¢esce koristene mjere usamljenosti —ljestvice
usamljenosti UCLA, u kojoj se rije¢ usamljenost
ni jednom ne spominje, pa je oslobodena pri-
govora koje navode Borys i Perlman (3) a koji
bi mogli utjecati na eventualne spolne razlike
u usamljenosti. Kada je rije¢ o jednodimenzio-
nalnim mjerama usamljenosti, u istraZivanjima
u kojima je utvrdeno da su Zene usamljenije u
odnosu na muskarce, to je uglavnom objas-
njavano veéom vazno§c¢u koju interpersonalni
odnosi imaju za Zene i u vezi s tim njihovim
vedim ocekivanjima od tih odnosa iz kojih onda
proizlazi i vedi raskorak izmedu Zeljene i ostva-
rene razine odnosa. Drugo je objasnjenje da
Zene imaju bolji uvid u svoje emocije te da su
spremnije priznati da su usamljene. Veéa glo-
balna usamljenost u mugkaraca u odnosu na
zene objadnjavana je slabijom socijalizacijom
muskaraca u podrugju interpersonalnih odno-
sa injihovim logijim strategijama suoc¢avanja s

usamljenoscu.

Dobne razlike u usamljenosti rjede su ispitiva-
ne od onih spolnih a rezultati ovih istraziva-
nja takoder nisu suglasni. Obi¢no se naglaava
kako je dozivljaj usamljenosti osobito izrazen u
adolescenciji i preadolescenciji (2,13,14,) §to se
objasnjava intenzivnim razvojnim promjenama
u ovom zivotnom razdoblju, kako na tjelesnom
i hormonskom, tako i na kognitivnom, psiho-
logkom i socijalnom planu. U pogledu dobnih
razlika u usamljenosti u odrasloj dobi, veéina
studija ne podrZava stereotip o starim osoba-
ma kao najusamljenijima, odnosno pokazuje da
su adolescenti i mlade odrasle osobe usamlje-
nije od starijih, §to se objagnjava u kontekstu
teorije uloga (15) i razvojnih teorija kao $to
su Eriksonova teorija psihosocijalnog razvoja
i Levinsonova teorija Zivotnih razdoblja (2).
Naime, starije osobe imaju manju potrebu u
pogledu cCestine socijalnih kontakata i Sirine
socijalne mreze te, u skladu s teorijom socioe-

mocionalne selektivnosti (16), smanjuju svoje

this word directly. In this research, we admin-
istered one of the most commonly used meas-
urements of loneliness in the world - the UCLA
Loneliness Scale, in which the word loneliness
is not mentioned at all. Therefore, it is free of
the objections raised by Borys and Perlman (3),
which could affect potential gender differences
in loneliness. When it comes to unidimension-
al measurements of loneliness, in research that
found that women are more lonely than men,
this is usually explained by the greater impor-
tance that interpersonal relationships have for
women and, related to this, by their greater ex-
pectations from these relationships, which can
result in the greater discrepancy between the
desired and realized level of relationship. An-
other explanation is that women have a better
insight into their emotions and are more likely
to admit they are lonely. Greater global loneli-
ness in men compared to women was explained
by the poorer socialization of men in the area of
interpersonal relationships and their less effec-

tive strategies of coping with loneliness.

Age differences in loneliness are less frequently
examined than gender ones, and the results of
these studies are also inconsistent. Usually it
is emphasized that the experience of loneliness
is particularly pronounced in adolescence and
pre-adolescence (2,13,14), which is explained
by intense developmental changes in this peri-
od of life, changes on the physical and hormonal
as well as on the cognitive, psychological, and
social level. Regarding age differences in loneli-
ness in adulthood, most studies do not support
the stereotype of older people as the loneliest
ones. They show that adolescents and young
adults are lonelier than older adults, which is
explained in the context of role theory (15) and
developmental theories such as Erikson’s theo-
ry of psychosocial development and Levinson’s
theory of the seasons of life (2). Namely, older
people have less need regarding frequency of
social contacts and social network width and,

according to the theory of socioemotional selec-
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socijalne interakcije i svode ih na one s manjim
brojem emocionalno bliskih osoba. Stavljaju
vedi naglasak na emocionalnu kvalitetu socijal-
nih iskustava nego na njihovu kvantitetu. Uz
to, starijim ljudima su socijalni i emocionalni
gubitci gotovo normativna iskustva a oni obi¢-
no imaju dugotrajnije bliske veze koje ih §tite
od usamljenosti, dok mlade osobe imaju $iru
mreZzu odnosa koji Cesto i nisu previge bliski
(2). Sve je to razlog ¢esto nadenoj manjoj usa-
mljenosti u starijih osoba u odnosu na mlade

odrasle osobe i adolescente.

U pogledu uloge bra¢nog statusa rezultati broj-
nih studija provedenih u razli¢itim kulturama,
ukljué¢ujuéi i hrvatsko kulturno okruzenje,
nedvojbeno ukazuju na vele Zivotno zado-
voljstvo, srecu, bolje zdravlje i opéenito, vecu
dobrobit, uklju¢ujudi i manju usamljenost, kod
osoba u braku i u trajnoj izvanbra¢noj vezi u
odnosu na samce koji nikada nisu bili u bra-
ku, rastavljene i udovce (17-19). Razumije se,
ovdje je vaznija kvaliteta partnerskog odnosa
nego sam bra¢ni/partnerski status i ta kvali-
teta i prisnost s partnerom je ono §to §titi od

usamljenosti.

Obrazovanje je u odnosu na ranije spomenute
sociodemografske varijable rjede bilo uklju¢eno
u skup potencijalnih prediktora usamljenosti.
Rezultati ovih istrazivanja na odraslim osoba-
ma uglavnom ukazuju na negativnu poveza-

nost usamljenosti i stupnja obrazovanja (2).

Autorica Lackovié-Grgin (2) u svom pregledu
rezultata dotadagnjih istraZivanja odnosa razli-
¢itih sociodemografskih varijabli i usamljenosti
zaklju¢uje da se ¢ini da se usamljenijima osjeca-
ju mlade osobe, one niZeg obrazovanja i, s njim
Cesto povezanog, nizeg ekonomskog statusa, te

osobe koje nisu u braku.

Empirijski nalazi o odnosu usamljenosti i
razli¢itih indikatora tjelesnog i mentalnog
zdravlja, dobrobiti i kvalitete Zivota su prili¢-
no jednoznacni, i to u razli¢itim dobnim pod-

skupinama, iako se ti indikatori ponekad treti-

tivity (16), they reduce their social interaction
to those with a smaller number of emotionally
close persons. They place greater emphasis on
the emotional quality of social experiences than
on their quantity. In addition, for older people,
social and emotional losses are almost norma-
tive experiences, and they usually have longer
lasting close relationships that protect them
from loneliness, while younger people have a
wider network of relationships that often are
not too close (2). All of the abovementioned is
the reason for the frequently less pronounced
experience of loneliness in older people com-

pared to younger adults and adolescents.

With regard to the role of marital status, the re-
sults of numerous studies in different cultures,
including the Croatian cultural setting, undoubt-
edly point to greater life satisfaction, happiness,
better health, and in general, greater well-being,
including lesser loneliness, in people who are
married or cohabitating compared to single peo-
ple who have never been married or are divorced
and widowed (17-19). Of course, the quality of
partnership is more important here than just
being in a marital/partner relationship, and that
quality and intimacy with the partner is the one

that protects against loneliness.

Education compared to the aforementioned so-
cio-demographic variables was rarely included
in a set of potential predictors of loneliness.
The results of these studies on adults mostly
point to the negative correlation of loneliness
and the level of education (2).

In her review of the results of previous research
on the relationship between different socio-de-
mographic variables and loneliness, Lackovié-
Grgin (2) concludes that young, less educated
people, with lower economic status, and those

that are not married seem to feel lonelier.

The empirical findings on the relationship
between loneliness and various indicators of
physical and mental health, well-being and

quality of life are rather unambiguous in dif-
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raju kao antecedenti, a ponekad kao posljedice
usamljenosti. Ovi nalazi ukazuju na pozitivhu
povezanost usamljenosti s depresijom (20-
23), anksiozno§¢u, neuroticizmom, pesimiz-
mom (23-25) i razli¢itim tjelesnim tegobama
kao §to su visoki krvni tlak (26), smetnje spa-
vanja (27), pojacane reakcije imunoloskog i
neuroendokrinog sustava na stres (28) te po-
vedani rizik obolijevanja od kardiovaskularnih
bolesti (29). S druge strane pokazalo se da je
usamljenost negativno povezana sa zadovolj-
stvom Zivotom, sreom i samopostovanjem
(24,30-32).

Za razliku od usamljenosti kao subjektivnog
stanja koje nedvojbeno ima negativan utjecaj
na dobrobit pojedinca, samoca kao objektivno
stanje u kojem je osoba odvojena od drugih
i lidena svih aspekata socijalne interakcije,
mnogo je rjede bila predmet istrazivackog in-
teresa. Uz iznimku godina odgoja djece, koli-
¢ina svakodnevnog vremena provedenog u sa-
modi tijekom zivotnog vijeka raste (33). Tako
djeca u dobi izmedu 9112 godina izvje$cuju da
sami provode oko 17 % vremena, srednjoskol-
ci oko 26 %; odrasli izvjes¢uju o 29 % vremena
provedenog u samodi, dok starije umirovljene
osobe izvjeséuju da same provode ¢ak 48 %
vremena (33). I druge studije iznose sli¢ne
rezultate pokazujuéi da starije, u odnosu na
osobe mladih dobnih skupina, provode mnogo
vi§e vremena same, tj. polovicu ili vi§e vreme-
na tijekom budnih sati (33). Pitanje je kakav
uc¢inak vrijeme provedeno u samo¢i ima na do-
brobit pojedinca i je li taj odnos linearan. Stu-
dije pokazuju da, za razliku od usamljenosti
¢iji je utjecaj na dobrobit isklju¢ivo negativan,
utjecaj samoce na dobrobit moze biti i poziti-
van i negativan, ovisno o preferenciji pojedin-
ca da bude sam (34), ovisno o situacijskim i
osobnim ¢imbenicima (35), odnosno ovisno o
tome je li samoca Zeljena, koji joj je cilj i ¢ime
je ispunjena (2). Tako je samoca koja nije nuz-
no izbor pojedinca povezana s izrazenijom

sramezljivo§éu, depresijom, samosvije§éu i

ferent age subgroups, although these indica-
tors are sometimes treated as antecedents and
sometimes as results of loneliness. These find-
ings indicate a positive correlation of loneliness
with depression (20-23), anxiety, neuroticism,
pessimism (23-25), and various physical dis-
orders such as high blood pressure (26), sleep
disturbances (27), increased immune and
neuroendocrine stress response (28), and in-
creased risk of cardiovascular disease (29). On
the other hand, loneliness has been shown to
be negatively associated with life satisfaction,

happiness, and self-esteem (24,30-32).

Unlike loneliness as a subjective state that un-
doubtedly has a negative impact on the well-be-
ing, solitude as an objective state in which a
person is separated from others and deprived
of all aspects of social interaction was much less
subject to research interest. With the exception
of years of upbringing, the amount of daily time
spent in solitude during lifetime grows (33).
Thus, children between the ages of 9 and 12 re-
port that they spend about 17% of their time
alone, high school students around 26%; adults
report about 29% of their time is spent in soli-
tude, while older retired persons report that they
spend even 48% of their time alone (33). Other
studies also show similar results, demonstrat-
ing that older people, compared to younger age
groups, spend much more time alone, i.e. half or
more of their awake hours (33). The question is
what kind of effect the time spent in solitude has
on the well-being of an individual and whether
this relationship is linear. Studies show that,
unlike loneliness, whose effect on well-being is
exclusively negative, the impact of solitude on
well-being can be both positive and negative,
depending on the individual’s preference to be
alone (34), situational and personal factors (35),
that is depending on whether solitude is desired
and what its purpose and content are (2). There-
fore, loneliness that is not necessarily an individ-
ual’s choice is associated with more a pronounced

expression of shyness, depression, self-con-
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inhibicijom te niZim samopostovanjem (36).
Larson (33) na temelju rezultata veéeg broja
istrazivanja zaklju¢uje da veéina ljudi, razlici-
tih dobnih skupina, iz normalnih i klini¢kih
uzoraka, pripadnika razli¢itih kultura, izvje-
$¢uje da se osje¢a manje sretnima i usamlje-
nijima kada su sami nego kada su u drustvu
drugih, iako ova negativna povezanost dobro-
biti i samoce s dobi slabi. Cini se da je utjecaj
samoce na psiholosku prilagodbu najnegativ-
niji u djetinjstvu i adolescenciji, a najmanje
negativan u starosti. S obzirom na razli¢ite
razvojne zadatke pojedinih Zivotnih razdoblja
adolescenti dozivljavaju razdoblja samoce
posebno bolnima i usamljenima, dok, s dru-
ge strane, umirovljene starije osobe samoc¢u
doZivljavaju najmanje prijeteCom u smislu do-
zivljaja usamljenosti (33). Pokazalo se da je u
adolescenata i mladih, koji su vise nego starije
osobe izloZzeni dru$tvenim ocekivanjima da
kreiraju $iroku socijalnu mrezu koja bi trebala
imati mnoge korisne funkcije, ¢ak i preferenci-
ja samode negativno povezana s pokazateljima
mentalnog zdravlja, odnosno da je povezana
s negativnim afektom i niZim samopos$tova-
njem (37), kao i s povecanim rizikom suicidal-
ne ideacije i samoozljedivanja (38). Medutim,
velika koli¢ina vremena provedenog u samo¢i
moze imati negativne uc¢inke na zdravlje i su-
bjektivnu dobrobit i odraslih i starijih osoba,
dok kratkotrajna samoca nije nuzno negativno
iskustvo, a njezini pozitivni uéinci s dobi jaca-
ju (39). Ovdje je potrebno razlikovati samocu
kao objektivno stanje odvojenosti od drugih,
bez obzira na to je li svojevoljno izabrana ili
ne, od preferencije samoce gdje je samoca Zze-
ljeno i dobrovoljno stanje liSenosti socijalnih
kontakata. Naime, ljudi se medusobno razliku-
ju u svojoj preferenciji samoce, odnosno opti-
malan omjer socijalne uklju¢enosti i vremena
provedenog u samodi razlikuje se od pojedinca

do pojedinca.

U odraslih se osoba ¢esto govori o povoljnim

u¢incima ovakve preferirane samoce ili do-

sciousness and inhibition, and lower self-esteem
(36). On the basis of the results of a number of
studies, Larson (33) concludes that most people,
from different age groups, from normal and clin-
ical samples, and from different cultures, report
that they feel less happy and lonelier when they
are alone than when they are with other peo-
ple. However, this negative association between
well-being and solitude weakens with age. It
seems that the impact of solitude on psycho-
logical adjustment is the most negative in child-
hood and adolescence, and the least negative in
old age. Given the different developmental tasks
of various periods of life, adolescents experience
periods of solitude as particularly painful and
lonely, while, on the other hand, elderly retired
people experience solitude as the least threat-
ening for developing the experience of loneli-
ness (33). It has been shown that in adolescents
and young people, who are more so than older
people exposed to social expectations to create
a wide social network that should have many
useful functions, even the preference for solitude
is negatively related to mental health indica-
tors. That is, this preference is associated with
a negative affect and lower self-esteem (37), as
well as with an increased risk of suicidal ideation
and self-harm (38). However, a large amount of
time spent in solitude can have negative effects
on the health and subjective well-being of adults
and the elderly as well, while short-term solitude
is not necessarily a negative experience and its
positive effects increase with age (39). Here it is
necessary to differentiate between solitude as an
objective state of separation from others, regard-
less of whether it is voluntarily chosen or not,
and the preference for solitude where solitude and
the voluntary state of deprivation of social con-
tacts are desired. Namely, people differ in their
preference for solitude, that is, the optimal ratio
of social inclusion and the time spent in solitude

differs from one individual to another.

In adults, the beneficial effects of such a prefer-

ence for solitude or voluntary withdrawal from
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brovoljnog povla¢enja od drugih. Rije¢ je o Ze-
ljenom stanju u kojem se pojedinac ne osjeca
usamljeno. Funkcije ovakvog dobrovoljnog
povladenja u osamu su razli¢ite: opustanje,
kontemplacija, odmor od zahtjeva socijalnih
uloga, umjetnicko i kreativno izrazavanje, sa-
moevaluacija, integracija osobnih iskustava,
duhovne teZnje, postizanje unutarnjeg mira,
ulenje, suolavanje ili oporavak nakon stresnih
dogadaja, itd. (2, 40-43). Zato se samocu neri-
jetko opisuje kao ljekovitu. Lackovi¢-Grgin (2,
str. 46) navodi da je ,ljekovitost samoce u mo-
gucnosti susreta sa sobom i prestanka bjezanja

od samoga sebe”.

Dakle, s obzirom na razlike izmedu iskustva
usamljenosti i preferirane samode, glavni je
problem i cilj ovoga istraZivanja bio usporediti
smjer ija¢inu njihove povezanosti s tri ispitana
aspekta dobrobiti. To su zadovoljstvo Zivotom,
kao aspekt subjektivne dobrobiti, te samopo-
$tovanje i smisao zivota, kao aspekti psiholos-
ke dobrobiti. U psihologijskoj literaturi subjek-
tivna dobrobit odnosi se na tzv. hedonisticku
komponentu dobrobiti i uklju¢uje zadovoljstvo
Zivotom, pozitivne emocije, iskustva ugode i sl.
(44). S druge strane, pojam psiholoske dobrobi-
ti viSe se odnosi na tzv. eudemonisticki aspekt
dobrobiti te uklju¢uje konstrukte poput samo-
prihvacanja, samoaktualizacije, osobnog rasta

irazvoja, doZivljaja smisla Zivota i sl. (44,45).

Pretpostavljeno je da ¢e usamljenost kao neu-
godno subjektivno iskustvo biti zna¢ajno nega-
tivno povezana s ispitanim aspektima dobrobi-
ti. S druge strane, pretpostavljeno je da prefe-
rirana samoca, kao dobrovoljno povlaéenje od
drugih koje ne bi trebalo izazivati neugodne
emocije, nece biti negativno povezana s varija-
blama dobrobiti. Konkretnije, pretpostavljeno
je da s njima ili nece biti znacajno povezana ili

Ce ta povezanost biti ¢ak znadajna i pozitivna.

Sljededi je problem bio usporediti povezanosti
usamljenosti i preferirane samode s ispitanim
aspektima dobrobiti u podskupinama mlade,

srednje i starije odrasle dobi.

others are often discussed. It is a desirable con-
dition in which an individual does not feel lone-
ly. The functions of this kind of voluntary with-
drawal are different: relaxation, contemplation,
relief from the demands of social roles, artistic
and creative expression, self-evaluation, inte-
gration of personal experiences, spiritual aspira-
tions, reaching inner peace, learning, coping or
recovery after stressful events, etc. (2,40-43). So,
solitude is often described as healing. Lackovi¢-
Grgin (2) states “the healing capacity of solitude
isin its ability for an individual to meet with and

stop running away from oneself” (p. 46).

Therefore, given the differences between the
experience of loneliness and preference for
solitude, the main problem and aim of this
research was to compare the direction and
strength of their relationship with the three
examined aspects of well-being. These are life
satisfaction, as an aspect of subjective well-be-
ing, and self-esteem and the purpose in life, as
aspects of psychological well-being. In psycho-
logical literature, subjective well-being refers to
the so-called hedonic component of well-being
and includes life satisfaction, positive affects,
pleasurable experiences, etc. (44). On the other
hand, psychological well-being is more related
to the so-called eudaimonic aspect of well-be-
ing and includes constructs such as self-accept-
ance, self-actualization, personal growth and

development, purpose in life, etc. (44,45).

It is assumed that loneliness, as an unpleas-
ant subjective experience, will be significantly
negatively related to the examined aspects of
well-being. On the other hand, it is hypothe-
sized that preference for solitude, as a volun-
tary withdrawal from others that should not
cause unpleasant emotions, will not be nega-
tively associated with the variables of well-be-
ing. More specifically, it is hypothesized that
preference for solitude will either not be sig-
nificantly associated with well-being indices or
that this relation will be even significant and

positive.
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Pretpostavljeno je da ¢e ja¢ina povezanosti
usamljenosti s tri aspekta dobrobiti biti sli¢na
u tri podskupine, jer se u svakom Zivotnom
razdoblju usamljenost dozivljava kao bolno
iskustvo. S druge strane, u skladu s ranije izne-
senim nalazima o pozitivnijem ili manje nepo-
voljnom utjecaju samoce na psiholosku dobro-
bit u starijih u odnosu na mlade osobe, pretpo-
stavljeno je da Ce preferirana samoca biti jace
pozitivno odnosno manje negativno povezana
s varijablama dobrobiti u starijih u odnosu na

mlade i sredovje¢ne osobe.

Prije odgovora na ova dva glavna problema
istraZivanja, prvi je problem bio ispitati razlike
i povezanost usamljenosti i preferirane samoce
s nekim sociodemografskim varijablama, to¢ni-
je, spolom, dobi, bra¢nim statusom i stupnjem

obrazovanja.

METODA
Sudionici

Rezultati opisani u ovom radu prikupljeni su
u okviru $ireg istrazivanja nekih odrednica do-
brobiti odraslih osoba. IstraZivanje je provede-
no na prigodnom uzorku od 325 osoba u dobi
od 25 do 70 godina (M = 51,1, SD = 13,56),
od kojih 165 Zena i 160 muskaraca. Sudionici
su zivjeli u 13 hrvatskih Zupanija pri ¢emu je
najveéi dio bio iz Sibensko-kninske (28,5 %),
Splitsko-dalmatinske Zupanije (25,7 %) i Grada
Zagreba (14,7 %). Prigodom formiranja uzorka
vodilo se ra¢una o tome da razli¢ite dobne pod-
skupine (npr. od 25 do 35 godina, od 35 do 45,
itd.) imaju sli¢an broj sudionika i da budu he-
terogene s obzirom na sociodemografska obi-
ljezja. Najvedi je broj sudionika u vrijeme ispi-
tivanja zivio u bra¢noj zajednici (73 %), dok su
ostatak uzorka ¢inili samci koji nikada nisu bili
u braku (13 %), udovci (8 %), osobe koje zive u
nevjencanoj zajednici (3 %) i razvedene osobe
(3 %). Veéina sudionika zavrsila je najvise sred-

nju 8kolu, a broj zavrenih godina $kolovanja

The next problem was to compare the corre-
lations of loneliness and preference for sol-
itude with examined aspects of well-being in
subgroups of younger, middle-aged, and older
adults.

It is hypothesized that the strength of the
correlation of loneliness with three aspects of
well-being will be similar in three age groups
because loneliness is perceived as a painful ex-
perience in every period of life. On the other
hand, in line with the abovementioned find-
ings of a more positive or less adverse effect
of solitude on psychological well-being in older
compared to younger people, it is assumed that
preference for solitude will be more positively
or less negatively correlated with well-being
variables in older compared to young and mid-
dle-aged adults.

Before answering these two main research
problems, the first problem was to examine
differences and correlations of loneliness and
preference for solitude with some socio-demo-
graphic variables, namely, gender, age, marital

status, and education.

METHOD
Subjects

The results described in this paper have been
collected in the more extensive research of
some of the determinants of well-being of
adults. The study was conducted on a conven-
ience sample of 325 people, 25 to 70 years old
(M = 51.1, SD = 13.56), of which 165 were
women and 160 were males. The participants
lived in 13 Croatian counties, most of them in
the county of Sibenik-Knin (28.5%), Split-Dal-
matia (25.7%), and the City of Zagreb (14.7%).
When recruiting participants, it was taken into
account that different age groups (e.g. 25 to 35
years, 35 to 45, etc.) should have a similar num-
ber of participants and should be heterogene-

ous regarding socio-demographic characteris-
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iznosio je izmedu 8 i 21 godine (M = 12,24,
SD =2,67).

Musgkarci i Zene ovoga uzorka nisu se zna¢ajno
razlikovali s obzirom na dob (t = 0,18, p > ,05),
godine $kolovanja (t = 0,57, p >,05) i bra¢ni sta-
tus (x*= 0,63, p »,05).

Mjerni instrumenti

Podatci su prikupljeni upitnikom koji je uklju-

¢ivao:

1. Pitanja o sociodemografskim znacajkama:
spol, dob, ukupne godine $kolovanja (bez
ponavljanja godine) i bra¢no stanje (samac/
ica, ozenjen/udana, nevjencana zajednica,

razveden/a, udovac/ica).

2. Kratka verzija ljestvice usamljenosti UCLA
(31,46) ukljutuje sedam cestica. Ljestvica
ispituje usamljenost kao op¢i jednodimen-
zionalni konstrukt definiran kao neugodno
stanje uvjetovano nemogucnoscu pojedin-
ca da zadovolji svoje potrebe za bliskoséu,
ljubavi i pripadanjem. Na Cestice se odgo-
vara pomocu ljestvice Likertovog tipa od
pet stupnjeva, od 1 (uopce se ne odnosi
na mene) do 5 (u potpunosti se odnosi na
mene). Ukupan rezultat izra¢unava se kao
zbroj procjena na pojedinim ¢&esticama po-
dijeljen brojem cestica. Kako na stranim,
tako i na nagim uzorcima, potvrdena je jed-
nodimenzijska struktura ljestvice i njezina
visoka pouzdanost (31). U ovom je istra-
zivanju takoder dobivena jednofaktorska
struktura ljestvice i Cronbach alfa koefici-
jent od ,84.

3. Adaptirana ljestvica preferirane samoce (47)
sastoji se od sedam ¢estica koje ispituju
preferenciju pojedinca da bude sam, pri
¢emu se ne osjeca neugodno ve¢ ugodno.
Na ¢estice se odgovara pomocu ljestvice Li-
kertovog tipa od pet stupnjeva, od 1 (uopée
se ne odnosi na mene) do 5 (u potpunosti
se odnosi na mene). Ukupan rezultat izra-

¢unava se kao prosjek procjena na poje-

tics. The majority of participants were married
(73%), while the rest of the sample consisted
of single persons who had never been married
(13%), widows (8%), cohabitating unmarried
individuals (3%), and divorced people (3%).
The highest level of education for most of the
participants was high school, and the number
of finished years of education ranged between
8and 21 (M =12.24, SD = 2.67).

The men and women of this sample did not dif-
fer significantly with respect to age (t = 0.18,
p>, .05), years of education (t = 0.57, p>.05)
and marital status (x> = 0.63, p>. 05).

Measures

The data were collected using a questionnaire
that included:

1. Questions about socio-demographic char-
acteristics: gender, age, years of education
(without repeating the year), and marital
status (single, married, cohabitating, di-

vorced, widowed).

2. A short version of UCLA Loneliness Scale
(31,46) includes seven items. The scale
measures loneliness as a general unidimen-
sional construct defined as an unpleasant
experience caused by the inability of an in-
dividual to meet his/her needs for intima-
cy, love, and affiliation. Respondents rate
each item on a 5-point Likert scale, from
1 (does not apply to me at all) to 5 (totally
applies to me). The total score is a sum of
ratings of all items divided by the number
of items. Both on foreign and on Croatian
samples, the unidimensional structure of
the scale and its high reliability were con-
firmed (31). In this study, a single-factor
structure is also obtained and a Cronbach
alpha coefficient of .84.

3. The Adapted Preference for Solitude Scale (47)
includes seven items that examine the indi-
vidual’s preference to be alone, which does

not feel uncomfortable but pleasant. Each
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P

dinim cesticama. U ranijim primjenama
Jjestvice na na$im uzorcima studenata i
odraslih osoba utvrdena je jednofaktorska
struktura ljestvice i zadovoljavajucéa pouz-
danost tipa unutarnje konzistencije, izme-
du,741,79 (47). U ovom je istrazivanju po-
tvrdena jednofaktorska struktura ljestvice.

Cronbach alfa koeficijent iznosio je ,76.

Ljestvica zadovoljstva Zivotom (The Satisfacti-
on With Life Scale, SWLS) (48) ispituje za-
dovoljstvo Zivotom kao kognitivnu kompo-
nentu subjektivne dobrobiti, odnosno opéu
svjesnu evaluaciju zivota na osnovi vlasti-
tih kriterija. Ljestvica uklju¢uje pet Cesti-
ca. Odgovori se daju na ljestvici Likertovog
tipa od sedam stupnjeva. Ukupan rezultat
je prosje¢na vrijednost procjena na poje-
dinim ¢esticama. U brojnim primjenama
ljestvice na razli¢itim uzorcima potvrdena
je njezina jednofaktorska struktura, visoka
pouzdanost i kroskulturna primjenjivost
(49). U ovom je istrazivanju ljestvica tako-
der pokazala jednofaktorsku strukturu i

visoku pouzdanost Cronbach alfa (,82).

Rosenbergova ljestvica samopostovanja (50)
mjeri samopostovanje definirano kao opdi
konstrukt koji se odnosi na pozitivan ili ne-
gativan stav prema sebi. Ljestvica se sastoji
od deset Cestica od kojih je pet u pozitiv-
nom, a pet u negativnom smjeru. Odgovo-
ri se daju na ljestvici Likertovog tipa s pet
stupnjeva. Ukupan rezultat formira se kao
prosje¢na vrijednost procjena na pojedi-
nim Cesticama, nakon obrnutog bodovanja
negativno formuliranih ¢estica. U brojnim
primjenama ljestvice pokazalo se da ona
pouzdano mjeri globalno samopo$tovanje
(51-54). U ovom je istrazivanju takoder
utvrdena jednofaktorska struktura ljestvi-
ce i njezina visoka pouzdanost (Cronbach
alfa=,82).

Ljestvica smisla Zivota (55) sastoji se od 23
Cestice koje zahvaédaju emocionalni aspekt

smisla, tj. kvalitetu egzistencije i kogni-

item is rated on a 5-point Likert scale, from
1 (does not apply to me at all) to 5 (totally
applies to me). The total score is calculat-
ed as the average of ratings of all items. In
the previous administration of the scale on
Croatian samples of students and adults,
the one-factor structure of the scale and
the satisfactory internal consistency coef-
ficients, between .74 and .79, were deter-
mined (47). In this study, the one-factor
structure of the scale was confirmed. The

Cronbach alpha coefficient was .76.
The Satisfaction with Life Scale (SWLS) (48)

measures life satisfaction as a cognitive
component of subjective well-being, i.e. a
general conscious evaluation of life based
on one’s own criteria. The scale includes
five items. The respondents answer on a
7-point Likert scale. The total score is the
average of responses on all items. In nu-
merous applications of the scale in various
samples, its one-factor structure, high reli-
ability, and cross-cultural applicability have
been confirmed (49). In this study also, the
scale showed a one-factor structure and
high Cronbach alpha coefficient (.82).

Rosenberg’s Self-esteem Scale (50) measures
self-esteem defined as a global construct
that refers to a positive or negative atti-
tude toward oneself. The scale includes
ten items, five of which are positively
formulated while five are negatively for-
mulated. The respondents rate each item
on a 5-point Likert scale. The total result
is the average of ratings on all items after
recording negatively formulated items. In
numerous applications of the scale, it has
been proven to be a reliable measure of
global self-esteem (51-54). In this study,
the single-factor structure of the scale and
its high reliability (Cronbach alpha = .82)

were also determined.

The Purpose in Life Scale (55) consists of 23

items that gripe the emotional aspect of
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tivni aspekt smisla, tj. svrhu egzistencije.
Ljestvica je nastala adaptacijom PIL skale
(Purpose in Life Test) autora Crumbaug-
ha i Maholicka (55). Polazi od Franklovih
teorijskih postavki i egzistencijalistickog
pristupa smislu Zivota i iskustvu egzisten-
cijalne praznine. PIL ljestvica ima dugu
tradiciju i najcesée je koristena mjera za
procjenu stupnja u kojem osoba dozivljava
svoj zivot smislenim. Na tvrdnje Ljestvice
smisla Zivota ispitanici odgovaraju pomocu
ljestvice od pet stupnjeva, od 1 (uopce se ne
odnosi na mene) do 5 (u potpunosti se od-
nosi na mene). Ukupan rezultat izratunava
se kao zbroj procjena na pojedinim ¢estica-
ma uz prethodno obrnuto bodovanje nega-
tivno formuliranih tvrdnji. Moguéi raspon
rezultata krece se od 23 do 115 pri ¢emu
vidi rezultat oznacava veéi dozivljaj smisla
zivota. U ranijim istraZivanjima na uzor-
cima srednjogkolaca (55) i odraslih (56)
Ljestvica smisla Zivota je pokazala jedno-
faktorsku strukturu i visoku pouzdanost.
U ovom je istraZivanju ta jednofaktorska
struktura potvrdena, a Cronbach alfa koe-

ficijent iznosio je ,88.

Postupak

Sudionike su metodom snjezne grude regruti-
rali voditeljica istraZivanja i studenti diplom-
skog studija psihologije Sveucilista u Zadru,
posebno uvjezbani za primjenu upitnika. Kako
se pokusao formirati uzorak u kojem bi pojedi-
ne dobne podskupine bile priblizno podjednako
zastupljene, svaki je ispitiva¢ imao zadatak da
regrutira odredeni broj mugkaraca i Zena u po-
jedinim dobnim podskupinama (od 25 do 35,
od 35 do 45 godina, itd.). Uz to, iako je rije¢ o
prigodnom uzorku, nastojalo se da uzorak obu-
hvati sudionike iz razli¢itih hrvatskih krajeva
i heterogenih sociodemografskih obiljezja, kao
§to su stupanj obrazovanja i bra¢ni status, u po-
jedinim dobnim podskupinama. Podatci su pri-

kupljani individualno pomo¢u upitnika koji su

meaning i.e. the quality of existence and
the cognitive aspect of meaning i.e. the
purpose of existence. The scale is a result
of the adaptation of the PIL scale (Purpose
in Life Test) by Crumbaugh and Maholick
(55). It is based on Frankl’s theoretical
assumptions and existentialist approach
to the meaning of life and the existential
emptiness experience. The PIL scale has a
long tradition and is the most commonly
used measure of the extent to which indi-
viduals experience their lives as meaning-
ful. Respondents rate the items of The Pur-
pose in Life Scale on a 5-point scale, from
1 (does not apply to me at all) to 5 (totally
applies to me). The total score is calculated
as a sum of ratings on all items, after re-
coding of negatively formulated items. The
total results can range from 23 to 115, with
the higher score indicating a greater sense
of purpose in life. In previous research on
high school students (55) and adults (56),
a one-factor structure and high reliability
of the scale were determined. In this study,
the one-factor structure was confirmed,

and the Cronbach alpha coefficient was .88.

Procedure

Participants were recruited by the researcher
and with the assistance of psychology students
of the University of Zadar, specially trained
in the administration of the questionnaires.
The sample was recruited by using the snow-
ball sampling method. Since aiming to form a
sample in which different age groups would be
approximately equally represented, researchers
had the task of recruiting a certain number of
men and women in certain age groups (25 to
35, 35 to 45 years, etc.). Additionally, despite
convenience sampling, the researchers made
an effort to include participants from different
Croatian regions and of heterogeneous socio-de-
mographic characteristics, such as the level of

education and marital status, in each age sub-
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sudionici popunjavali samostalno u prisutnosti
ispitivaca ili su, prema potrebi, ispitivadi ¢itali
pitanja i tvrdnje sudioniku. Primjena upitnika

trajala je izmedu 20 i 35 minuta.

REZULTATI
Osnovni deskriptivni pokazatelji

Osnovni deskriptivni podatci ispitanih varijabli

prikazani su u tablici 1.

Iz pregleda prosje¢nih vrijednosti rezultata po-
stignutih na pojedinim mjerama mozZe se pri-
mijetiti da su rezultati na ljestvicama usamlje-
nosti i preferirane samoce pomaknuti prema
nizim vrijednostima, dok su rezultati na mje-
rama zadovoljstva Zivotom, samopos$tovanja i
smisla zivota pomaknuti prema vi$im vrijedno-
stima. Ovi rezultati ne iznenaduju s obzirom da

se ne radi o klini¢kim uzorcima.

Razlike i povezanosti usamljenosti
i preferirane samoce sa
sociodemografskim znacajkama

Kako bi se odgovorilo na prvi problem istrazi-
vanja, tj. ispitale razlike i povezanost usamlje-
nosti i preferirane samoce s nekim sociodemo-
grafskim varijablama, izracunati su Pearsonovi
koeficijenti korelacije usamljenosti i samode s
dobi i ukupnim godinama skolovanja, zatim
dvosmjerne analize varijance za ispitivanje
glavnog ucinka spola i dobi te njihovog inter-
akcijskog utjecaja na usamljenost i samo¢u, te

t-testovi za nezavisne uzorke u svrhu ispitiva-

TABLE 1. Basic descriptive parameters of examined varia-
bles (N=325)

M sD Range
Loneliness 2.0 0.85 1.00 - 4.82
Preference for Solitude 2.6 0.78 1.00 - 4.91
Life Satisfaction 49 1.05 1.20-7.00
Self-esteem 4.0 0.62 1.88-5.00
Purpose in Life 91.58 12.53 45-115

group. The data were collected individually. Par-
ticipants filled out questionnaires by themselves
in the presence of the researcher or, if necessary,
the researcher read the questions and items to
the participant. The administration of the ques-

tionnaire lasted between 20 and 35 minutes.

RESULTS
Basic descriptive parameters

The basic descriptive data of the examined var-

iables are presented in Table 1.

From the overview of the means on all meas-
urements, it can be noticed that the results
on the loneliness and preference for solitude
scales are moved toward lower values, while the
results on the life satisfaction, self-esteem, and
purpose in life scales are shifted toward higher
values. These results are not surprising given

that the sample of this research is not clinical.

Differences and correlations of
loneliness and preference for
solitude with socio-demographic
characteristics

In order to answer the first research problem,
i.e. to examine differences and correlation of
loneliness and preference for solitude with
some socio-demographic variables, Pearson’s
coefficients of correlation of loneliness and
solitude with age and years of education were
calculated. Besides, the two-way ANOVAs for
testing the main effects of gender and age and
the effect of their interaction on loneliness and
solitude, and t-tests independent by groups for
testing the differences in loneliness and soli-
tude with respect to marital or partnership sta-

tus, were also conducted.

The correlation of age with loneliness (.10) and
preference for solitude (-.02) was not signifi-
cant (p> .05), while the years of education as

an indicator of the level of education signifi-
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nja razlika u usamljenosti i samo¢i s obzirom

na bra¢ni, to¢nije, partnerski status.

Povezanost dobi s usamljenoséu (,10) i prefe-
riranom samocom (-,02) nije bila znac¢ajna (p>
,05), dok su zavriene godine skolovanja kao indi-
kator stupnja obrazovanja znacajno korelirale i
s usamljenoscu (-,17; p <,01) i sa samocom (,14;
p <,05). Kako su godine $kolovanja bile znacaj-
no negativno povezane s dobi (-,31), tj. starije
osobe ovoga uzorka bile su manje obrazovane,
provjerene su i korelacije usamljenosti i samoce
s godinama skolovanja, uz kontrolu dobi. I uz
kontrolu dobi, povezanost godina $kolovanja s
usamljeno$cu (-,14; p <,05) i sa samocom (,13,
p <,05), iako niZa, ostala je znadajna, sugerira-
judi da su obrazovanije osobe manje usamljene

i da vise preferiraju samocu.

Kako bi se provjerile spolne i dobne razlike u
usamljenosti i preferiranoj samodi, izra¢una-
ta je dvosmjerna analiza varijance sa spolom
i dobi (osobe mlade, srednje i starije odrasle
dobi) kao nezavisnim varijablama te njihovim
interakcijskim utjecajem, te s usamljenoscu i
preferiranom samocom kao zavisnim varijabla-
ma (tablica 2). Za potrebe ove analize uzorak
je podijeljen u tri dobne podskupine: mladu (N
=108, raspon dobi: 25 - 40 godina, M = 33,3,
SD = 4,85), skupinu srednje dobi (N = 115,
raspon dobi: 41 — 60 godina, M = 52,7, SD =
6,52) i skupinu starije dobi (N = 102, raspon
dobi; 61 — 70 godina, M = 67,2, SD = 3,8). Ni
za usamljenost ni za preferiranu samocu nije
utvrden znacajan glavni u¢inak ni spola, ni dobi
niti njihove interakcije. Nadalje, provjereno je
postoje li razlike u usamljenosti i preferiranoj

samodi s obzirom na bra¢ni status. Zbog neraz-

cantly correlated both with loneliness (-.17; p
< .01) and solitude (.14, p < .05). As the years
of education significantly negatively correlated
with age (- .31), i.e. older people of this sample
were less educated, the correlations of loneli-
ness and solitude with years of education, after
controlling for age, were also calculated. After
controlling for age, the correlation of years of
education with loneliness (-.14; p < .05) and
solitude (.13, p < .05), though lower, remained
significant, suggesting that people with a high-
er level of education are less lonely and have a

higher preference for solitude.

In order to test the gender and age differences
in loneliness and preference for solitude, a two-
way ANOVAs with gender and age (young, mid-
dle-aged, and older adults) as independent vari-
ables and their interactive effect, and with lone-
liness and preference for solitude as dependent
variables, were conducted (Table 2). For the
purposes of this analysis, the sample is divided
into three age groups: young adults (N = 108,
age range: 25-40 years, M = 33.3, SD = 4.85),
middle-age adults (N = 115, age range : 41 - 60
years, M = 52.7, SD = 6.52) and older adults (N
=102, age range: 61-70 years, M = 67.2, SD =
3.8). The significant main effect of gender, age,
or their interaction was not obtained either for

loneliness or for preference for solitude.

Furthermore, the differences in loneliness and
preference for solitude with regard to marital
status were tested. Due to a disproportionally
larger number of married participants com-
pared to other categories of marital status (i.e.
cohabitating, single, divorced and widowed

participants), for the purposes of this analysis,

TABLE 2. Means and the results of two-way ANOVAs (gender x age) for loneliness and preference for solitude

Gender
Men Women Young
M M M
Loneliness 2.00 2.21 2.01
Preference for Solitude 2.51 2.67 2,61

Age ANOVA
Middle-aged Older Gender Age Gender x Age
M M F!.zzza FZ,!Z; FZ.32Za
215 2.18 0.87 1.03 033
2.65 259 1.24 1.12 253

’p>.05
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mjerno veéeg broja sudionika u braku u odnosu
na ostale kategorije bra¢nog statusa (tj. one u
nevjencanoj zajednici, samce, razvedene i udov-
ce), za potrebe ove analize sudionici su podije-
ljeni u dvije skupine: one u partnerskoj vezi (u
bra¢noj zajednici i nevjencanoj vezi; N=247) i
one koji nisu u vezi (samci, razvedeni i udovci;
N=78).

Rezultati t-testova za nezavisne uzorke poka-
zali su da razlike izmedu tih dviju skupina u

usamljenosti i samodéi nisu znacajne (tablica 3).

Povezanosti usamljenosti i
preferirane samoce s varijablama
dobrobiti

Glavni problem ovoga istraZivanja bio je uspo-
rediti smjer ija¢inu povezanosti usamljenosti i
preferirane samoce sa zadovoljstvom Zivotom,
samopos§tovanjem i smislom Zivota. Rezultati

korelacijskih analiza prikazani su u tablici 4.

Rezultati su pokazali da su usamljenost i pre-
ferirana samoca znacajno te relativno nisko
pozitivno povezane ukazujuéi da usamljeni-
je osobe vige preferiraju samocu. U skladu s
ocekivanjima usamljenost znacajno negativno
korelira sa sva tri ispitana aspekta dobrobiti.

Te su korelacije medusobno vrlo sli¢ne i umje-

the participants were divided into two groups:
those having partners (married and cohabitat-
ing; N=247) and those without partners (sin-
gle, divorced and widowed; N=78).

The results of t-tests independent by groups
showed that differences between these two
groups in loneliness and solitude are not sig-
nificant (Table 3).

Correlations of loneliness and
preference for solitude with well-
being variables

The main problem of this research was to com-
pare the direction and strength of the correla-
tions of loneliness and preference for solitude
with life satisfaction, self-esteem, and purpose
in life. The correlation analysis results are
shown in Table 4.

The results have shown that there is a signif-
icant and relatively low positive correlation
between loneliness and preference for sol-
itude, suggesting that lonelier people have
higher preference for solitude. In line with ex-
pectations, loneliness significantly negatively
correlates with all three examined aspects of
well-being. These correlations are very similar

and moderately high. Contrary to expectations,

TABLE 3. Means and the results of testing the differences in loneliness and preference for solitude regarding partnership status

Have partner

M
Loneliness 2.09
Preference for Solitude 2.52

TABLE 4. Correlations of examined variables (N=325)

Do not have partner

t1,323 p
132 18
177 08

1. Loneliness 1.00
2. Preference for Solitude 27%*
3. Life Satisfaction - 42%*
4. Self-esteem -48%*
5. Purpose in Life -48%*

=22%%(-11) 1.00
-22**(-.01) 54%* 1.00
-14* (-10) 65%* S59%*

*p< .05, **p< 01

Note: The brackets contain coefficients of partial correlations of preference for solitude with well-being variables, after controlling for loneliness
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reno visoke. Suprotno oc¢ekivanju, preferirana
samoca je takoder znaéajno negativno kore-
lirala sa zivotnim zadovoljstvom, samopo-
$tovanjem i smislom Zivota. Te su korelacije
ipak bile znacajno nize (p <,05) u usporedbi s
korelacijama usamljenosti s istim aspektima
dobrobiti. Dakle, dobiveni rezultati pokazuju
da su usamljenije osobe, kao i one koje pre-
feriraju samocu, manje zadovoljne Zivotom,
imaju manje samopos§tovanje i zivot dozivlja-
vaju manje smislenim. Ta je negativna veza s
ispitanim aspektima subjektivne i psihologke
dobrobiti ipak ja¢a za usamljenost nego za
preferiranu samocu. Medutim, koeficijenti
parcijalne povezanosti preferirane samoce sa
zadovoljstvom Zivotom, samopo$tovanjem
i dozivljajem smisla Zivota, uz kontrolu usa-
mljenosti, nisu vide bili zna¢ajni. To ukazuje
na znadajnu medijatorsku ulogu usamljenosti
u odnosu preferirane samoce i ispitanih aspe-
kata dobrobiti.

Najvece su korelacije utvrdene izmedu pojedi-
nih aspekata dobrobiti (tj. Zivotnog zadovolj-
stva, samopoS$tovanja i smisla Zivota) te su, §to

je ilogi¢no, bile pozitivne te umjereno visoke.

Povezanosti usamljenosti i
preferirane samoce s varijablama
dobrobiti u tri dobne podskupine

U tablici 5 prikazani su koeficijenti korelacije
usamljenosti i preferirane samocde sa zadovolj-
stvom Zivotom, samopos$tovanjem i dozivlja-

jem smisla Zivota u tri dobne podskupine.

Iz tablice 5 vidljivo je da u sve tri dobne podsku-
pine usamljenost zna¢ajno negativno i umjere-
no visoko korelira sa zadovoljstvom Zivotom,
samopos§tovanjem i smislom Zivota. Te su kore-
lacije u tri podskupine po veli¢ini dosta sli¢ne.
Medutim, razlike su vidljive prigodom uspored-
be povezanosti preferirane samode s tri aspekta
dobrobiti i s usamljeno$c¢u u tri podskupine. U
skupini mladih odraslih preferirana samoca je

znadajno, i to negativno, korelirala samo sa za-

preference for solitude also significantly nega-
tively correlated with life satisfaction, self-es-
teem, and purpose in life. These correlations
were, however, significantly lower (p < .05)
compared to the correlations of loneliness with
the same aspects of well-being. Thus, the results
show that more lonely people, as well as those
who prefer solitude more, are less satisfied with
their life, have lower self-esteem and find less
purpose in life. This negative relationship with
the aspects of subjective and psychological
well-being is, however, stronger for loneliness
compared to preference for solitude. However,
coefficients of partial correlations of preference
for solitude with life satisfaction, self-esteem,
and purpose in life, after controlling for loneli-
ness, were no longer significant. This points to
a significant mediation role of loneliness in the
relationship between preference for solitude

and examined aspects of well-being.

Different aspects of well-being (i.e. life satis-
faction, self-esteem, and purpose in life) were
highly inter-correlated. Logically, these correla-

tions were positive and moderately high.

Correlations of loneliness and
preference for solitude with
well-being variables in three age
subgroups

Table 5 shows coefficients of correlation of
loneliness and preference for solitude with life
satisfaction, self-esteem, and purpose in life in

three age subgroups.

From Table 5 it could be seen that in all three
subgroups loneliness correlates significantly
negatively and moderately highly with life sat-
isfaction, self-esteem, and purpose in life. These
correlations in three subgroups are quite sim-
ilar. However, differences are apparent when
comparing the correlations of preference for
solitude with three aspects of well-being and
loneliness in three subgroups. In young adults,

the preference for solitude significantly, and
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TABLE 5. Correlations of loneliness and preference for solitude with life satisfaction, self-esteem, and purpose in life in three age
groups

YOUNG ADULTS (N=108)

MIDDLE-AGED (N=115) OLDER ADULTS (N=102)

Loneliness Preference for Loneliness Preference for Loneliness Preference for
Solitude Solitude Solitude
Life Satisfaction -A43%* -21* -.36%* -17 -A48%* -.30%*
Self-esteem -A5%* -.08 -.53%* -.28** -A3%* -32%*
Purpose in Life -.50%*% =13 -A4%* -07 -A49** -.28%%
Loneliness — 14 — 26%* — A48**

*p<.05, **p< .01

dovoljstvom Zivotom. U skupini osoba srednje
odrasle dobi preferirana je samoca znacajno,
i opet negativno, korelirala sa samopostova-
njem, a znacajno pozitivno s usamljenoséu. U
usporedbi s ovim mladim dobnim podskupina-
ma, suprotno o¢ekivanju, preferirana je samoca
bila u najuzoj vezi s ispitanim aspektima dobro-
biti i s usamljeno§c¢u u podskupini starijih oso-
ba. Te su povezanosti bile znacajne i umjereno
visoke pri ¢emu su korelacije sa zadovoljstvom
Zivotom, samopos$tovanjem i smislom Zivota
bile negativne, a s usamljeno$c¢u povezanost je

bila pozitivna.

RASPRAVA

Glavni je cilj provedenog istrazivanja bio us-
porediti razlike u odnosu usamljenosti i prefe-
rirane samoce sa zivotnim zadovoljstvom kao
aspektom subjektivne dobrobiti te samoposto-
vanjem i dozivljajem smisla Zivota kao aspekti-
ma psihologke dobrobiti u dobno heterogenom
uzorku odraslih osoba. Rezultati su, sukladno
oclekivanju, pokazali da je usamljenost kao
neugodno subjektivno iskustvo znac¢ajno ne-
gativno povezana sa Zivotnim zadovoljstvom,
samopostovanjem i dozivljajem smisla zivota.
Ovi nalazi koji ukazuju na to da su usamlje-
nije osobe manje zadovoljne Zivotom i da ga
doZivljavaju manje smislenim te da imaju niZe
samopos$tovanje sasvim su razumljivi uzima-
juéi u obzir vaznost koju interpersonalni od-
nosi imaju za dobrobit pojedinca. Deci i Ryan

(57), primjerice, u svojoj teoriji samoodredenja

negatively, correlated only with life satisfaction.
In a middle-aged group, preference for solitude
significantly, and again negatively, correlated
with self-esteem, and significantly positively
with loneliness. Compared to these two young-
er age groups, contrary to expectation, prefer-
ence for solitude was most strongly associated
with the examined aspects of well-being and
loneliness in the group of older adults. These
correlations were significant and moderately
high, with correlations with life satisfaction,
self-esteem, and purpose in life being negative,

while correlation with loneliness was positive.

DISSCUSION

The main aim of this study was to compare
differences in the relationship of loneliness
and preference for solitude with life satisfac-
tion as an aspect of subjective well-being, and
self-esteem and purpose in life as aspects of
psychological well-being in a sample of adults
of different ages. The results, as expected, have
shown that loneliness as an unpleasant sub-
jective experience significantly negatively cor-
related with life satisfaction, self-esteem, and
purpose in life. These findings suggesting that
lonelier people are less satisfied with their life,
find it less meaningful, and have lower self-es-
teem are quite understandable given the im-
portance that interpersonal relationships have
for the well-being of individuals. Deci and Ryan
(57), for example, in their self-determination

theory denote a need for relatedness, that is,
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potrebu za povezano§éu, tj. za bliskim i zado-
voljavaju¢im odnosima s drugima, spominju
kao jednu od tri osnovne psiholoske potrebe
koja je nuzna za optimalno funkcioniranje i
dobrobit pojedinca. Stoga je i ocekivano da ¢e
se percipirani manjak u socijalnim odnosima
i nezadovoljena potreba za Zeljenom kolici-
nom i kvalitetom socijalnih kontakata nega-
tivno odraziti na dobrobit pojedinca, kako na
procjenu zadovoljstva vlastitim Zivotom, kao
komponentu subjektivne dobrobiti, tako i na
samopostovanje i doZivljaj Zivotne svrhe i smi-
sla, kao komponente psihologke dobrobiti. Do-
biveni rezultati u skladu su s rezultatima dru-
gih istrazivanja o povezanosti usamljenosti s
nizim zadovoljstvom Zivotom, niZim samopo-
§tovanjem, dozivljajem da je zivot manje smi-
slen i sretan, i to u razli¢itim dobnim skupi-
nama (24,30-32). O negativnom utjecaju usa-
mljenosti na psiholosku dobrobit i prilagodbu
svjedoce i rezultati drugih istrazivanja koja su
potvrdila povezanost usamljenosti s depresiv-
noscéu (20-23), anksioznoséu, neuroticizmom,
pesimizmom (23-25). S druge strane, ocekiva-
na neznacajna ili pozitivna veza preferirane
samoce i ispitanih aspekata dobrobiti ovim
istrazivanjem nije potvrdena. To¢nije, pokaza-
lo se da preferirana samo¢a, kao i usamljenost,
znacajno negativno korelira sa zadovoljstvom
zivotom, samopos$tovanjem i doZivljajem smi-
sla Zivota ukazujuéi da su osobe koje vie vole
provoditi vrijeme same manje zadovoljne Zivo-
tom i u njemu nalaze manje smisla te da imaju
nepovoljniju sliku o sebi. U ovom istraziva-
nju nije ispitana koli¢ina vremena koju ljudi
provode sami ni razlozi tome. Stoga se moze
samo pretpostaviti da osobe koje preferiraju
samocdu uistinu i provode viSe vremena same
te da se mozda zato i osjecaju usamljenije §to
onda moZe imati negativan uc¢inak na njihovu
dobrobit. U prilog tome je i utvrdena znacaj-
na i pozitivna korelacija preferirane samoce
i usamljenosti utvrdena u ispitanom uzorku
odraslih osoba. Moguce je i obrnuto, tj. da usa-

mljenije osobe zbog logijih socijalnih vjestina,

for close and satisfactory relationships with
others, as one of the three basic psychological
needs necessary for optimal functioning and
well-being of an individual. It is therefore ex-
pected that the perceived deficit in social rela-
tions and the unsatisfied need for the desired
quantity and quality of social contacts will have
a negative impact on the well-being of an in-
dividual. Namely, it could negatively affect the
evaluation of satisfaction with one’s own life,
as a component of subjective well-being, as well
as self-esteem and experience of life purpose
and meaning, as components of psychological
well-being. The results obtained in this study
are consistent with the results of other stud-
ies on the association of loneliness with lower
life satisfaction, lower self-esteem, experience
of life as less meaningful and happy found in
different age groups (24, 30-32). The negative
impact of loneliness on psychological well-be-
ing and adaptation also demonstrates the re-
sults of other studies that confirmed the rela-
tionship of loneliness with depression (20-23),

anxiety, neuroticism, and pessimism (23-25).

On the other hand, the expected non-signif-
icant or positive relationship between pref-
erence for solitude and examined aspects of
well-being has not been confirmed by the re-
sults of this study. More specifically, it has been
shown that preference for solitude, like lone-
liness, correlates significantly negatively with
life satisfaction, self-esteem, and purpose in
life, suggesting that people who prefer to spend
their time alone are less satisfied with their life,
find it less meaningful, and have a less favour-
able self-image. In this study, the amount of
time that people spend alone or the reasons
for doing so have not been investigated. There-
fore, we can only hypothesize that people who
prefer solitude more actually spend more time
alone. So, they may feel lonelier, which can
negatively affect their well-being. A significant
and positive correlation between preference for
solitude and loneliness found in the sample of

this study is in favour of this assumption. In-
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socijalne anksioznosti, smanjene poticajne vri-
jednosti socijalnih interakcija i drugih razloga
vise pribjegavaju samo¢i kako bi se odmorile
od socijalnih pritisaka ili kako bi se suotile sa
svojom usamljeno$c¢u kada u samodi procjenju-
ju uzroke svoje usamljenosti i ponasanja koja
su koristile u ranijim socijalnim odnosima
(1,2,41).

Utvrdene su korelacije preferirane samode s
mjerama dobrobiti bile zna¢ajno niZe u odno-
su na korelacije usamljenosti s ovim mjerama,
pokazujuéi da je usamljenost ipak u uzoj vezi
s negativnim aspektima dobrobiti nego prefe-
rencija samoce. Medutim, kada je kontroliran
utjecaj usamljenosti, povezanost preferirane
samocde sa zivotnim zadovoljstvom, samopo-
$tovanjem i doZivljajem smisla Zivota vise nije
bila znac¢ajna. To ukazuje da je usamljenost me-
dijator u odnosu preferirane samode i ispitanih
aspekata dobrobiti, odnosno da preferirana sa-
moca samo onda kada vodi usamljenosti nega-

tivno utjece na dobrobit pojedinca.

Iako u ovome istrazivanju nije ispitano koliko
vremena sudionici uistinu provode sami ve¢
samo izrazenost sklonosti tome da provode vri-
jeme u samodi, oplenito se moze reéi da rezul-
tati ovoga istrazivanja vise idu u prilog ranijim
empirijskim nalazima koji su pokazali da samo-
¢a negativno utjece na afektivno stanje i dobro-
bit pojedinca nego u prilog onima koji govore
o blagotvornim ué¢incima samocée na dobrobit.
Primjerice, u nekim je istraZzivanjima utvrdena
povezanost samoce sa izrazenijom sramezljivo-
§¢u, depresijom i inhibicijom te niZim samopo-
Stovanjem (36). Nadalje, Larson (33) na teme-
lju pregleda veceg broja istrazivanja zakljucuje
da veéina ljudi, neovisno o dobi ili kulturnoj
pripadnosti, navodi da se osjeéa usamljenije i
nesretnije kada su sami nego kada su u drustvu
drugih. Neki empirijski nalazi ukazuju na nega-
tivan utjecaj koji velika koli¢ina vremena prove-
denog u samodi moze imati na zdravlje i dobro-
bit odraslih i starijih osoba (39). Medutim, ¢ini

se da u negativnom odnosu preferirane samoce

verse explanation is also possible, i.e. that lone-
ly individuals, due to their poorer social skills,
social anxiety, diminished stimulating value
of social interactions, and other reasons, are
more prone to being alone in order to escape
social pressures or to cope with their loneliness
by solitary assessment of the reasons for their
loneliness and behaviours that they used in

earlier social interactions (1,2,41).

The correlation of preference for solitude with
the measures of well-being was found to be sig-
nificantly lower compared to the correlations
of loneliness with the same measurements,
demonstrating that loneliness is more closely
associated with negative aspects of well-being
than a preference for solitude. However, after
controlling for loneliness, the correlations of
preference for solitude with life satisfaction,
self-esteem, and purpose in life were no longer
significant. This suggests that loneliness is the
mediator in the relationship between a prefer-
ence for solitude and the examined aspects of
well-being, that is, preference for solitude neg-
atively affects the well-being of an individual

only when it leads to loneliness.

Although this study has not investigated how
much time participants actually spend alone,
but merely their tendency to spend time in sol-
itude, it can generally be said that the results of
this research are more in line with earlier empir-
ical findings that have shown that solitude nega-
tively affects the emotional state and well-being
than with those that demonstrated the benefi-
cial effects of solitude on well-being. For exam-
ple, some studies demonstrated the association
of solitude with greater shyness, depression,
and inhibition and lower self-esteem (36). Fur-
thermore, Larson (33), based on a review of a
number of studies, concludes that most people,
regardless of their age or culture, report that
they feel lonelier and unhappier when they are
alone than when they are in the company of
other people. Some empirical findings demon-

strate a negative impact that a large amount of
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i dobrobiti utvrdenom u ovom uzorku sudioni-
ka posreduje dozivljaj usamljenosti. Vjerojatno
bismo o odnosu preferirane samodée i dobrobi-
ti s veCom sigurno$céu mogli zakljucivati kada
bismo imali podatak i o koli¢ini vremena koju
pojedinci provode sami i o razlozima zbog kojih
pribjegavaju samodi pa se ovo moze istaknuti

kao sugestija za buduc¢a istraZivanja.

Kada je usporedena ja¢ina povezanosti usa-
mljenosti i preferirane samoce, te povezanost
jedne i druge s tri ispitana aspekta dobrobiti
u podskupinama osoba mlade, srednje i stari-
je odrasle dobi, pokazalo se da su koeficijenti
povezanosti usamljenosti sa zadovoljstvom Zi-
votom, samopo$tovanjem i dozivljajem smisla
zivota dosta sli¢ni u tri dobne podskupine. To
jeiocekivano s obzirom da se moZe pretposta-
viti da je iskustvo usamljenosti u kvalitativ-
nom smislu neugodno i bolno u svakom Zivot-
nom razdoblju pa bi stoga i njegov utjecaj na
subjektivnu i psihologku dobrobit trebao biti
sli¢an u razli¢itim razdobljima odrasle dobi.
U sve tri podskupine te su povezanosti usa-
mljenosti s aspektima dobrobiti bile umjereno
visoke i negativne ukazujuéi na manje zado-
voljstvo zivotom, niZe samopostovanje i manji
dozivljaj smisla Zivota u usamljenijih osoba i
mlade, i srednje i starije odrasle dobi. S druge
strane, sukladno razvojnim ocekivanjima o ve-
¢oj selektivnosti u socioemocionalnim odno-
sima te manjoj socijalnoj mrezi u starijoj dobi
(16), o prihvacanju razli¢itih socijalnih i emo-
cionalnih gubitaka kao gotovo normativnih
dogadaja u starijoj dobi (2) i sukladno nekim
ranijim nalazima o lak§em prihvacanju samo-
¢e 1 njezinom manje prijete¢em utjecaju na do-
brobit starijih osoba (33,39), pretpostavljeno
je da ¢e preferirana samoca biti jace pozitivno
odnosno manje negativno povezana s ispita-
nim aspektima dobrobiti u starijih u odnosu
na mlade dobne skupine odraslih. Medutim,
rezultati ovoga istrazivanja ovu pretpostavku
nisu potvrdili. Upravo suprotno, pokazalo se

da je preferirana samoca u najuzoj vezi s ispi-

time spent in solitude can have on the health

and well-being of adults and older people (39).

However, it seems that the experience of lone-
liness mediates in the negative relationship
between a preference for solitude and well-be-
ing found in the sample of this study. We could
probably discuss the relationship between pref-
erence for solitude and well-being with more
certainty if we had information about the
amount of time people spend alone and the
reasons they resort to solitude, so this can be

pointed out as a suggestion for future research.

The comparison of the strength of the associa-
tion between loneliness and preference for sol-
itude, and the comparison of the relationship
of one and the other with the three examined
aspects of well-being in the groups of young,
middle-aged, and older adults, have revealed
that the coefficients of correlation of loneliness
with life satisfaction, self-esteem, and purpose
in life are quite similar in three age groups.
This is expected, since it can be assumed that
the experience of loneliness is qualitatively
unpleasant and painful in each period of life.
Therefore, its impact on subjective and psycho-
logical well-being should be similar in different
periods of adulthood. In all three age groups,
those correlations of loneliness with aspects of
well-being were moderately high and negative,
pointing to lower life satisfaction, lower self-es-
teem, and the experience of life as less mean-
ingful for lonelier young, middle-aged, or older
adults. On the other hand, it was assumed that
the preference for solitude will be more posi-
tively or less negatively related to examined as-
pects of well-being in older age groups of adults
when compared to younger ones. This is in ac-
cordance to the developmental expectations of
greater selectivity in socioemotional relation-
ships and the smaller social network in old age
(16), acceptance of different social and emo-
tional losses as almost normative events for
older people (2), as well as in accordance with

some earlier findings of easier acceptance of
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tanim aspektima dobrobiti i s usamljeno$c¢u
upravo u skupini starijih osoba. Pri tome je
veca sklonost samo¢i bila povezana s manjim
zadovoljstvom Zivotom, niZim samopostova-
njem i s nalaZenjem manje smisla u zivotu,
kao i s izrazenijim doZivljajem usamljenosti.
Ovi nalazi ukazuju na starije osobe sklone
osamljivanju (bez obzira na razloge tome)
kao posebno vulnerabilnu skupinu u pogledu
ugrozene subjektivne i psiholoske dobrobiti.
O razlozima tome mogli bismo s veé¢im pouz-
danjem govoriti kada bismo imali podatak o
funkcijama takve preferirane samoce u stari-
jih osoba, odnosno kada bismo znali sluzi li
povladenje u osamu lak$em suodavanju s usa-
mljenoscu, samorefleksiji, relaksaciji, duhov-
nom traZenju, postizanju unutarnjeg mira,
uenju, kreativhom izrazavanju ili nekom
drugom cilju, §to bi moglo utjecati na odnos
takvog dobrovoljnog osamljivanja i dobrobiti

pojedinca.

Rezultati ispitivanja razlika u usamljenosti i
preferiranoj samodi s obzirom na neke socio-
demografske varijable (spol, dob, obrazovanje
i partnerski status), dijelom suprotno oceki-
vanjima, pokazali su da ove sociodemografske
varijable opcenito nemaju znaéajniju ulogu u
obja$njenju individualnih razlika u usamljeno-
sti i samoéi u ispitanom uzorku odraslih oso-
ba. Konkretno, nisu utvrdene znacajne razlike
s obzirom na spol, dob i njihovu interakciju.
Takoder, ni razlike izmedu osoba u partner-
skoj vezi i onih koje nisu u vezi u usamljenosti
i samodi nisu bile znacajne. Ovi su rezultati
samo dijelom sukladni nekim ranijim nala-
zima. Primjerice, u nekim ranijim studijama
takoder nisu utvrdene razlike izmedu stari-
jih i osoba mlade odrasle dobi ni u globalnoj
usamljenosti ni u njezinim razli¢itim dimen-
zijama, kao $to su socijalna i emocionalna usa-
mljenost (58). Nadalje, sli¢ne razine dozivljaja
usamljenosti u mugkaraca i Zena utvrdene u
ovom istraZivanju sukladne su nekim ranijim

nalazima koji takoder nisu potvrdili znacajne

solitude and its less threatening impact on the
well-being of older people (33,39). However,
the results of this study did not confirm this as-
sumption. On the contrary, it has been shown
that a preference for solitude is most closely
related to the examined aspects of well-being
and loneliness in the group of older subjects.
The greater tendency to solitude correlated
with lower life satisfaction, lower self-esteem,
and finding less meaning in life, as well as with
increased experience of loneliness. These find-
ings suggest that older people prone to solitude
(regardless of the reasons for this) are a par-
ticularly vulnerable group in terms of endan-
gered subjective and psychological well-being.
We could discuss with greater confidence the
reasons for this if we had information on the
functions of such a preference for solitude in
older people, that is, if we knew whether this
withdrawal from others serves as an easier
mechanism for coping with loneliness, self-re-
flection, relaxation, spiritual search, reaching
inner peace, learning, creative expression, or
some other purpose, which could affect the
relationship between such voluntary isolation

and the well-being of the individual.

The results of testing the differences in loneli-
ness and preference for solitude with respect to
some socio-demographic variables (gender, age,
education, and partnership status), partly con-
trary to expectations, have shown that these
socio-demographic variables generally have no
substantial role in explaining individual differ-
ences in loneliness and solitude in the sample
of this study. Specifically, no significant differ-
ences were found with respect to gender, age,
and their interaction. Besides, the differences
between people with partners and those with-
out partners in loneliness and solitude were
not significant. These results are only partly
consistent with some earlier findings. For ex-
ample, some earlier studies have also found no
differences between older and younger adults,

neither in global loneliness nor in its different
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spolne razlike (10-12). Jedino je povezanost
godina 8kolovanja s usamljeno$cu i samoc¢om,
iako niska, bila znacajna, i uz kontrolu dobi. Ta
je povezanost s usamljenos¢u bila negativna,
a sa samocom pozitivna ukazujuéi na to da se
obrazovanije osobe osjecaju manje usamlje-
no i da vi$e preferiraju samocu. Moguce je da
obrazovanije osobe, odnosno one viseg SES-a,
uspjesénije zadovoljavaju svoje socioemocional-
ne potrebe, vjerojatno zbog bogatijih osobnih
i materijalnih resursa na koje se mogu osloni-
ti (59). Ovaj je nalaz u skladu s o¢ekivanjem
i s nalazima nekih ranijih istrazivanja (2,59).
Veca sklonost samoéi obrazovanijih osoba
mozda bi se mogla objasniti njihovom ve¢om
potrebom za uéenjem, umjetnickim i kreativ-
nim aktivnostima, kontemplacijom i sli¢nim
pobudama koje je lak3e ostvariti u samodi
nego socijalnim aktivnostima (59). Razli¢iti
smjer povezanosti usamljenosti i preferirane
samoce sa stupnjem obrazovanja jo$ je jedan
dokaz u prilog zaklju¢ku da su usamljenost i
preferirana samoca, premda povezani, ipak

razli¢iti konstrukti.

Kao glavno ogranicenje ovoga istraZivanja
moze se navesti relativno mali i prigodni uzo-
rak odraslih te transverzalni nacrt istraziva-
nja. Neke sugestije za buduca istraZivanja veé
su ranije navedene, a odnose se na ispitivanje
i koli¢ine vremena koju ljudi provode sami te
razloga zbog kojih to ¢ine, kako bi se potpu-
nije zahvatio fenomen samode i njegov utje-
caj na dobrobit. Uz to, za pouzdaniju provjeru
odnosa usamljenosti s varijablama dobrobi-
ti, kao i provjeru dobnih i spolnih razlika te
utjecaja partnerskog statusa na usamljenost,
u bududim bi istraZivanjima, uz jednodimen-
zionalne, bilo uputno koristiti i viSedimenzi-
onalne mjere usamljenosti (npr. emocionalne
i socijalne), budué¢i da su neka istrazivanja
utvrdila drugadiji smjer tih razlika za razlic¢ite
dimenzije usamljenosti ili postojanje znacaj-
nih razlika s obzirom na pojedine sociode-

mografske varijable samo za neke dimenzije

dimensions, such as social and emotional lone-
liness (58). Furthermore, similar levels of the
experience of loneliness in men and women
found in this research are consistent with some
earlier findings that also did not confirm signif-
icant gender differences (10-12). Only the as-
sociation of years of education with loneliness
and solitude, although low, was significant,
even after controlling the age of participants.
This correlation with loneliness was negative,
while that with solitude was positive, suggest-
ing that people with higher levels of education
feel less lonely and prefer solitude more. It is
possible that people with higher levels of educa-
tion, i.e. higher SES, meet their socioemotional
needs more successfully, probably due to their
richer personal and material resources they can
rely on (59). This finding is in line with the ex-
pectations and findings of some earlier research
(2,59). A greater affinity to be alone in more
educated people could maybe be explained by
their stronger need for learning, artistic and
creative activities, contemplation, and similar
motives, which are easier to meet in solitude
than through social activities (59). A different
direction of correlations of loneliness and pref-
erence for solitude with the level of education is
yet another argument in support of the conclu-
sion that loneliness and preference for solitude,

although related, are still different constructs.

The main limitations of this research are a rel-
atively small convenience sample of adults and
a cross-sectional research design. Some sugges-
tions for future research, which have already
been mentioned, refer to the exploration of the
amount of time people spend alone, and the
reasons for which they do so, in order to com-
prehend the phenomenon of solitude and its
effect on well-being more thoroughly. Besides,
for a more reliable test of the relationship be-
tween loneliness and well-being variables, as
well as age and gender differences and the im-
pact of partnership status on loneliness, future

research should use multidimensional measures
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usamljenosti. Takoder, preporuéuju se longi-
tudinalna istraZivanja na veéim i reprezenta-
tivnijim uzorcima koja mogu dati spoznaje o
pravim dobnim promjenama u usamljenosti i
preferiranoj samodi tijekom razli¢itih Zivotnih

razdoblja.

Valjalo bi istaknuti i moguée prakti¢ne implika-
cije rezultata ovoga istrazivanja. Sve interven-
cije i programi namijenjeni boljem razumijeva-
nju iskustva i uzroka usamljenosti, te na¢ina
njenog reduciranja, od iznimne su vaznosti
imajuéi u vidu koliko je iskustvo usamljenosti
bolno i koliko mozZe ugroziti zdravlje i dobrobit
kroni¢no usamljenih ljudi. Neke od tih inter-
vencija, kao §to je, primjerice, trening socijal-
nih vje$tina, mogu biti usmjerene $irim skupi-
nama, a druge poput individualnog i grupnog
terapijskog rada s ciljem redukcije dozivljaja
usamljenosti i popratnih klini¢kim simptoma,
mogu biti namijenjene posebno vulnerabilnim

skupinama.

U pogledu tendencije provodenja vremena u sa-
modi rezultati ukazuju da ona moze biti nepo-
voljna za dobrobit pojedinca ako vodi dozivljaju
usamljenosti. Medutim, osvje$c¢ivanje potenci-
jala koje samoca ima za kreativan rad, ucenje,
bolje upoznavanje sebe, kontemplaciju itd.
moze pomodi ljudima da je doZive na pozitivan
nacin te ona onda nece rezultirati usamljeno-
§¢u. To je posebno vazno kod starijih osoba koje
opcenito, u odnosu na mlade dobne skupine,

provode viSe vremena same.

ZAKLJUCAK

Zaklju¢no se moZe redi da, bez obzira na ogra-
nienja, ovo istrazivanje doprinosi spoznajama
o odnosu usamljenosti i preferirane samoce s
razli¢itim aspektima dobrobiti u odraslih oso-
ba. Tim viSe §to su ovakva istrazivanja u po-
pulaciji odraslih osoba u nas vrlo rijetka. Re-
zultati ovoga istrazivanja pokazali su da su i

usamljenost i preferirana samoca znacajno ne-

of loneliness (e.g. emotional and social loneli-
ness) besides one-dimensional ones. Namely,
in some research a distinct direction of these
differences for the different dimensions of
loneliness was found, or significant differences
with respect to some socio-demographic vari-
ables only for some dimensions of loneliness.
Additionally, longitudinal studies on larger and
more representative samples are also recom-
mended since they can give insights into real
age-related changes in loneliness and a prefer-

ence for solitude during different periods of life.

Possible practical implications of the results of
this research should also be emphasized. All in-
terventions and programs aimed towards under-
standing the experience and the causes of lone-
liness, and the way to reduce it, are of utmost
importance given how painful loneliness is and
how it can endanger the health and well-being of
chronically lonely people. Some of these inter-
ventions, such as training of social skills, may be
organized for larger groups of people, while oth-
ers, such as individual and group therapy with
the aim of reducing the experience of loneliness
and accompanying clinical symptoms, may be

targeted at particularly vulnerable individuals.

With regard to the tendency of spending time
alone, the results suggest that this tendency
may be unfavourable for the well-being of the
individual if it leads to loneliness. However,
awareness of the potentials that solitude has
for creative work, learning, self-understand-
ing, contemplation, etc. can help people to per-
ceive it in a positive way. Then, it will not lead
to loneliness. This is especially important for
older people who, in general, spend more time

alone compared to younger age groups.

CONCLUSION

In conclusion, it can be stated that, regardless
of limitations, this study contributes to the

knowledge of the relationship of loneliness
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gativno povezane sa zadovoljstvom Zivotom,
samopostovanjem i dozZivljajem smisla Zivota
u ispitanom uzorku odraslih osoba, iako su te
povezanosti bile vece za usamljenost nego za
preferiranu samocu. Rezultati ukazuju i na po-
tencijalnu medijatorsku ulogu usamljenosti u
odnosu preferirane samoce i ispitanih aspekata
subjektivne i psiholoske dobrobiti. Uloga ispi-
tanih sociodemografskih varijabli, osim stup-
nja obrazovanja, u objasnjenju individualnih
razlika u usamljenosti i preferiranoj samoéi nije
se pokazala znadajnom. S druge strane, rezulta-
ti ukazuju na razlike u ja¢ini povezanosti pre-
ferirane samode s usamljeno$cu, zadovoljstvom
Zivotom, samopos$tovanjem i doZivljajem smi-
sla Zivota u razli¢itim dobnim podskupinama
odraslih osoba. Cini se da je pritom najstarija
skupina najosjetljivija na negativan utjecaj svo-
jevoljnog povlaenja u samocu na subjektivnu
i psiholosku dobrobit. Stoga bi posebno starije
osobe mogle profitirati od osvje$¢ivanja pozi-
tivnih strana aktivnosti koje se mogu obavljati
u odsutnosti drugih, a koje mogu poboljsati
kvalitetu Zivota, dok odrasli svih dobnih sku-
pina, posebno oni s pove¢anim rizikom razvoja
kroni¢ne usamljenosti, mogu imati koristi od
intervencija i programa usmjerenih smanjenju

usamljenosti.

and preference for solitude with different as-
pects of well-being in adults, especially since
such studies of the Croatian adult population
are very rare. The results of this research have
shown that both loneliness and preference for
solitude significantly negatively relate to life
satisfaction, self-esteem, and purpose in life
in the adult sample of this research, although
these correlations were higher for loneliness
than for preference for solitude. The results
also point to a potential mediation role of lone-
liness in the relationship between preference
for solitude and the examined aspects of sub-
jective and psychological well-being. The role
of tested socio-demographic variables, with
the exception of education, in explaining indi-
vidual differences in loneliness and preference
for solitude did not prove to be significant.
On the other hand, the results demonstrate
differences in the strength of the relationship
of preference for solitude with loneliness, life
satisfaction, self-esteem, and purpose in life in
different age groups of adults. It seems that the
oldest group is the most vulnerable to the neg-
ative effect of voluntary withdrawal from oth-
ers on subjective and psychological well-being.
For this reason, elderly people could especially
benefit from the awareness of the positive side
of solitary activities that can improve the qual-
ity of their lives, while adults of all age groups,
especially those in greater risk of developing
chronic loneliness, may benefit from various
interventions and programs aimed at reducing

loneliness.
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Internet danas zauzima vazno mjesto u prikupljanju informacija o zdravlju. Medutim, ¢ini se da moze izazvati
nepotrebnu zabrinutost za zdravlje koja se naziva kiberohondrija (engl. cybechondria). U ovom preglednom
radu opisan je konstrukt kiberohondrije te odnos kiberohondrije prema povezanim relevantnim konceptima —
zdravstvenoj anksioznosti i hipohondriji. Dan je pregled nalaza istrazivanja iz ovog podrucja koji su integrirani u
tri teorijska modela razlicitih razina. Prosirenim biopsihosocijalno-digitalnim modelom objasnjeno je kako bioloski,
psiholoski i socijalni ¢imbenici mogu zajedno rezultirati zdravstvenom anksioznos¢u pri ¢emu je predloZeno da
digitalna komponenta pojacava i ubrzava opisane procese. U okviru kognitivno-bihevioralnog modela, pretrazivanje
zdravstvenih informacija na internetu konceptualizirano je kao okidac u razvoju zdravstvene anksioznosti, ali i oblik
tzv. traZzenja razuvjerenja koje odrzava zdravstvenu anksioznost. Kako pretrazivanje ima svoje specifi¢cnosti u odnosu
na druge oblike traZenja razuvjerenja, opisan je i model kiberohondrije koji pojasnjava zasto se pretraZivanje o zdravlju
na internetu odrzava unatoc¢ anksioznosti koja ga prati. Sazeto su prikazana istrazivanja o potencijalnim rizi¢nim
¢imbenicima za kiberohondriju; o zdravstvenoj anksioznosti, anksioznoj osjetljivosti, netoleranciji neizvjesnosti
i metakognicijama, kao i mehanizmi njihova djelovanja. Na kraju su istaknute prakti¢ne implikacije istrazivanja
kiberohondrije.

/ Nowadays, the Internet holds an important place in the process of gathering information regarding health. However,
it seems that this can cause an unnecessary concern about health that is referred to as cyberchondria. This review
article describes the construct of cyberchondria and its relationship with related relevant concepts — health anxiety and
hypochondria. The article presents an overview of research results from this area that have been integrated into three
theoretical models of different levels. The expanded biopsychosocial-digital model explains how biological, psychological,
and social factors may together result in health anxiety, with the suggestion that the digital component intensifies and
accelerates the described processes. Within the framework of the cognitive-behavioural model, searching the Internet
about health information is conceptualized as a trigger in the development of health anxiety, but also as a form of
reassurance seeking that reflects health anxiety. Since Internet searching has its specific aspects in comparison with
other forms of reassurance seeking, the article also describes the cyberchondria model which explains why searching the
Internet about health is continued despite the accompanying anxiety. The article summarizes research on potential risk
factors for cyberchondria; on health anxiety, anxiety sensitivity, intolerance of uncertainty, and metacognitive beliefs, as
well as their mechanisms. Finally, the article points out the practical implications of researching cyberchondria.
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UvOoD

Internet postaje sve vazniji izvor informiranja
o razli¢itim temama, pa tako i o zdravlju. Vise
od polovice Europljana pretrazuje zdravstvene
informacije na internetu (1). Za gotovo 70 %
korisnika internet je postao prvi izvor informa-
cija koji ¢e konzultirati kada imaju neko zdrav-
stveno pitanje (2). Odgovori na pitanja o zdrav-
lju mogu se dobiti za samo nekoliko sekundi,
anonimno i uz vrlo malu cijenu, na svakom
mjestu i u svako vrijeme. Zdravstvene teme o
kojima korisnici najvi$e pretraZuju na interne-
tu su: specifi¢ne bolesti i zdravstveni problemi
(66 %), medicinski tretmani i postupci (55 %),
vjezbanje i dijete (52 %), zdravstveni djelatni-
ci (47 %) i lijekovi (45 %) (3). PretraZivanju su
sklonije Zene (4), mlade osobe (5), osobe viseg
obrazovnog i financijskog statusa (5) te losijeg
zdravlja (6).

Pretrazivanje interneta radi informiranja o
zdravlju razumljivo je s obzirom na drustve-
ne promjene. Zapadno drustvo kao drustvenu
vrijednost isti¢e preuzimanje osobne odgovor-
nosti za vlastito zdravlje, $to podrazumijeva da
pojedinac sve vise aktivno sudjeluje u prepo-
znavanju simptoma i zbrinjavanju bolesti, od-
nosno odrzavanju zdravlja. U skladu s tim raste
opce uvjerenje da moramo biti sposobni samo-
stalno donositi odluke o zdravlju i zakljuciti $to
je za nas najbolje. Pacijenti danas sami promi-

$ljaju o tome koji je tretman za njih najbolji te

INTRODUCTION

The Internet is becoming an increasingly impor-
tant source of information on various topics,
including health. More than half of Europeans
search for health information on the Internet
(1). For almost 70% of Internet users the In-
ternet has become the first source they consult
when they have a question regarding health (2).
The answers to questions regarding health may
be found in only a few seconds, anonymously,
and at a very low price, in any place and at any
time. Health topics the users most commonly
search for are the following: specific diseases
and health issues (66%), medical treatments and
procedures (55%), exercise and dieting (52%),
health workers (47%), and medication (45%)
(3). Those more likely to search are women (4),
younger people (5), highly educated and wealth-
ier people (5), and those of poorer health (6).

Searching the Internet for health information
is understandable when one takes into con-
sideration social changes. The western society
considers taking responsibility for one’s health
a social value, which means that an individual
increasingly actively participates in recognizing
symptoms, treating diseases, and maintaining
their health. In accordance with this, there is
growing opinion that we must be able to make
independent decisions about health and con-
clude what is best for us. Today, patients think

about the best treatment for themselves and
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postavljaju pitanja zdravstvenim djelatnicima u

potrazi za dodatnim informacijama.

O znacenju utjecaja interneta na zdravstvene
odluke govori i najnoviji prijedlog o prosirenju
biopsihosocijalnog modela zdravlja i bolesti.
Skupina autora iz SAD-a i Australije predlaze
da se uz biologke, psihologke i socijalne faktore
koji pridonose zdravlju i bolesti, u model uvr-
sti i digitalni faktor koji moze imati utjecaj na
sva tri prethodna faktora (7). Prosirenje mode-
la treba dovesti i do promjena u obrazovanju
zdravstvenih djelatnika, kako bi se i kod njih
osvijestila uloga digitalizacije u razumijevanju
zdravstvenih ponasanja pacijenata te osmislja-

vanju zdravstvenih politika.

Dostupnost zdravstvenih informacija na inter-
netu nosi sa sobom brojne prednosti. Pacijenti
pomocu informacija na internetu postaju svje-
sni izbora koji im u lije¢enju stoje na raspola-
ganju, prosiruju informacije dobivene od me-
dicinskog osoblja, smanjuju broj nepotrebnih
odlazaka lije¢niku i, naposlijetku, anonimno i
brzo dolaze do Zeljenih informacija (8). Vedi-
na korisnika, preko 90 %, izjavila je da su na
internetu naudili ne$to novo o svom zdravlju
(9). Cec¢a upotreba interneta za prikupljanje
zdravstvenih informacija povezana je s veCom
vjerojatno§céu promjene zdravstvenih ponasa-
nja (10). Informacije vezane uz zdravlje priku-
pljene na internetu mogu utjecati na odluke
koje ljudi donose: kada ¢e traziti dijagnozu ili
terapiju od struénjaka, kako ¢e se nositi s tre-
nutnom bole§¢u ili nekim kroni¢nim stanjem te
kako ¢e odrzavati dobrim svoje ili tude zdravlje
amv.

Iako pretraZivanje zdravstvenih informacija
na internetu nudi niz prednosti, stru¢njaci sve
vide upozoravaju na potencijalne opasnosti.
Negativni aspekt lake dostupnosti informaci-
ja je njihova upitna kvaliteta, odnosno manjak
zdravstvene pismenosti korisnika koja je po-
trebna za procjenu kvalitete pretrazivanih sadr-
zaja (8). Osobe koje pretrazuju u pravilu imaju

visoku razinu povjerenja u informacije prona-

ask medical workers questions in search of ad-

ditional information.

The latest suggestion about the expansion of
the biopsychosocial model of health and dis-
eases reflects the significance of the Internet’s
influence on medical decisions. A group of
authors from the USA and Australia have sug-
gested that, along with biological, psychologi-
cal, and social factors that contribute to health
and disease, the model should also contain the
digital factor, which may have an effect on all
of the aforementioned factors (7). The expan-
sion of the model should also lead to changes
in the education of health workers in order to
make them aware of the role of digitalization in
the understanding of patient health behaviours

and the creation of medical policies.

The availability of health information on the In-
ternet has many benefits. By using information
available on the Internet patients become aware
of the choices they have at their disposal as part
of their treatment, expand the information re-
ceived from medical staff, reduce the number of
unnecessary doctor’s appointments and, final-
ly, find desired information anonymously and
quickly (8). Most users, over 90%, say that they
have learned something new about their health
on the Internet (9). Frequently using the Inter-
net for gathering information related to health
relates to a greater likelihood of changing health
behaviour (10). Health-related information
found on the Internet may affect the decisions
people make: when to ask for a diagnosis or ther-
apy from experts, how to tackle the current dis-
ease or a certain chronic condition, and how to

maintain their own or someone else’s health (11).

Although searching the Internet for health in-
formation offers a variety of advantages, ex-
perts increasingly warn of the potential dan-
gers. The negative aspect of easy availability of
information is its questionable quality and the
users’ lower medical literacy necessary for the
assessment of content quality (8). People who

search the Internet usually have a high level of
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dene na internetu (12), iako stranice sadrZe
mnogo neto¢nih i nepotpunih informacija (13)
$to vrijedi i za sadrZaje na nagem jeziku (14). U
jednom istrazivanju pokazalo se da samo 39 %
od ukupno 500 internetskih stranica o zdravlju
djece, pruza korisnicima toéne i pouzdane in-
formacije (15). U svrhu isticanja stranica koje
pruzaju korisne, to¢ne i pouzdane informa-
cije o zdravlju razvijen je HONcode certifikat
kvalitete koji dodjeljuje The Health On the Net
Foundation akreditiran od strane Ekonomskog
i socijalnog vije¢a Ujedinjenih naroda (16). U
Hrvatskoj su ovu oznaku kvalitete za sada dobi-
le primjerice internetske stranice Pliva zdravlje,
Cybermed, CentarZdravlja itd. Nazalost, samo
Cetvrtina korisnika prigodom pretrazivanja
zdravstvenih informacija na internetu obraca

paznju na kvalitetu izvora informacija (3).

Prigodom pretraZivanja o zdravlju najvise se
koriste opce trazilice (Google ili Yahoo) (17,18).
Internetske trazilice funkcioniraju tako da re-
zultati koji su ¢eSée otvarani dobivaju visi rang
medu rezultatima. Pokazalo se da korisnici
najce$¢e odabiru visoko rangirane stranice
(19) ¢ime odrzavaju njihov poredak (20). Isto-
vremeno, korisnici imaju tendenciju pregleda-
vanja stranica koje opisuju rijetke, intrigantne
i opasne bolesti, umjesto onih koje opisuju
Lbenigne“ i, ¢ini se, ,dosadne” probleme (21).
Primjerice, zamislimo da pojedinac Zeli saznati
uzroke boli u prsima. Iako je puno veca vjerojat-
nost da je ovaj simptom indikator razli¢itih be-
nignih pojava poput di$nih i misi¢nih problema
koji nestanu samim protokom vremena, vjero-
jatnije je da ¢e otvoriti poveznicu koja govori o
sréanom udaru (11). Bududi da broj ,.klikova“
odreduje kasniji rang stranice, komplicirana i
ozbiljna bolesti imat ¢ée vi$i rang nego vjerojat-
nije i manje zastraujuée objasnjenje. White i
Horvitz (11) su pokazali da se na internetu sr-
¢ani udar pojavljuje kao rezultat pretrazivanja
za ,bol u prsima“ u ¢ak 37 % najvise rangira-
nih rezultata pretraZivanja dok je u stvarnosti

njihova zajednic¢ka pojavnost tek 10 %. No, ¢ak

confidence in the information found on the In-
ternet (12) although such pages contain a lot
of inaccurate and incomplete information (13),
which is also true of the content in our language
(14). One study showed that only 39% of 500
pages about children’s health offer accurate and
reliable information (15). In order to point out
the pages that offer useful, accurate, and reliable
information about health, the HONcode certifi-
cate of quality was developed and is awarded by
the Health on the Net Foundation, accredited by
the United Nations Economic and Social Council
(16). In Croatia, this brand of quality has been
awarded to to several web pages such as: Pliva
zdravlje, Cybermed, CentarZdravlja etc. Un-
fortunately, only a quarter of online users pay
attention to the quality of information sources

while searching for information about health (3).

While searching about health, general search
engines (Google or Yahoo) are most commonly
used (17,18). Internet search engines place re-
sults that are accessed more often higher up in
the list of results. It has been shown that users
usually choose high-ranking pages (19), thereby
maintaining their position in the order (20). Si-
multaneously, users tend to view pages that de-
scribe rare, intriguing, and dangerous diseases
instead of those that describe “benign” ones and
seemingly “boring” problems (21). For instance,
let us imagine that a user wants to learn about
the causes of chest pain. Although it is more like-
ly that this symptom is an indicator of various
benign conditions such as respiratory and mus-
cle problems that disappear over time, the user
is more likely to open a link that is about cardiac
arrest (11). Since the number of “clicks” deter-
mines the future ranking position of the page,
a complicated and serious disease will be ranked
higher than a more probable and less frightening
explanation. White and Horvitz (11) have shown
that cardiac arrest appears as an online search re-
sult for “chest pain” in 37% of highly ranked re-
sults, while in reality the rate of their mutual oc-
currence is only 10%. However, at some point in

time, 75% of Internet users confuse the ranking
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75 % korisnika interneta u nekom trenutku
zamijeni rangiranost zdravstvenih stranica sa
stvarnom mogucéno$cu dobivanja odredene
bolesti (11). Izlaganje osoba bez medicinske
naobrazbe, kompleksnoj medicinskoj termino-
logiji i objasnjenjima medicinskih stanja moze
povecati vjerojatnost samodijagnoze i samo-
tretmana (22). Samodijagnosticiranje bolesti
Cesto dovodi do razvijanja pretjerane zabrinu-
tosti za svoje zdravstveno stanje (11), odnosno

do razvoja kiberohondrije (engl. cyberchondria).

Pojam kiberohondrije prvi put je upotrijebljen
u Ujedinjenom Kraljevstvu u novinama Busine-
ss Wire, 1996. godine (23). U nekoliko sljedec¢ih
godina dospijeva u razne popularne medije,
primjerice Sunday Times, BBC, The Independent
i Wall Street Journal (23). Nije trebalo dugo da iz
javne sfere svoje mjesto pronade i u znanstvenoj
pa se 2000. godine ovaj pojam prvi puta koristi u
¢lanku objavljenom u The Medical Journal of Au-
stralia (23). Danas u trazilici Google znalac moze
pronaci preko 1000 znanstvenih ¢lanaka u koji-
ma se spominje engleski termin cyberchondria.
Prema savjetu jezi¢nih stru¢njaka u hrvatskom

jeziku treba koristiti termin kiberohondrija.

Kako se radi o vrlo aktualnoj temi koja ce sva-
kako u budu¢nosti zaokupljati paZnju struénja-
ka za mentalno zdravlje i ostalih zdravstvenih
djelatnika, cilj ovog rada je razmotriti znace-
nje pojma kiberohondrije, dati sazet pregled
relevantnih istrazivanja u podruéju, pokusati
integrirati nalaze u postojece teorijske okvire

te istaknuti smjernice za bududa istraZivanja.

KIBEROHONDRUJA,
ZDRAVSTVENA ANKSIOZNOST |
HIPOHONDRIJA

Je 1i kiberohondrija samo moderna manife-
stacija hipohondrije, njezin specifian oblik,
sasvim novi psihic¢ki poremecaj ili rizi¢ni ¢im-
benik za razvoj psihopatologije? Da bismo dali

odgovore na ta pitanja, nuzno je prvo precizno

order of pages about the health with a real prob-
ability of contracting a particular disease (11).
Exposing people without medical education to
complex medical terminology and explanations
of medical conditions may lead to higher proba-
bility of self-diagnosis and self-treatment (22).
Self-diagnosis often leads to the development of
excess concern for one’s health (11) or, in other

words, the development of cyberchondria.

The term cyberchondria was first used in the
United Kingdom in the newspaper Business
Wire in 1996 (23). Over the following several
years it reached various popular media such as
Sunday Times, BBC, The Independent and Wall
Street Journal (23). It did not take long for the
term to move from the public to the scientific
sphere, and in 2000 it was first used in an arti-
cle published in The Medical Journal of Australia
(23). Today, the search engine Google Scholar
finds over 1000 journal articles that mention
the English term cyberchondria. According to
language experts, in the Croatian language the
term kiberohondrija should be used.

Since this is a current issue that will certain-
ly continue to occupy the attention of experts
for mental health and other health workers in
the future, the goal of this article is to examine
the meaning of the term cyberchondria, give
a summary of relevant studies in the area, at-
tempt to integrate the findings into existing
theoretical frameworks, and point out direc-

tions for future research.

CYBERCHONDRIA, HEALTH
ANXIETY, AND HYPOCHONDRIA

Is cyberchondria only a modern manifestation
of hypochondria, its specific form, a completely
new psychological disorder, or a risk factor for
the development of psychopathology? In order
to provide answers to these questions, it is nec-
essary to first define cyberchondria precisely.
Although an agreement has yet to be reached
about the definition of the term cyberchondria
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odrediti §to je kiberohondrija. [ako u znanstve-
nim krugovima jo$ nije postignut konsenzus
oko definicije pojma kiberohondrije, Starcevic
i Berle (21) navode da se u veéini definicija po-
javljuju dvije klju¢ne komponente: prvo, da je
rije¢ o pretraZivanju simptoma na internetu
koje je na neki nacin pretjerano, i drugo, da je
ono popraceno neugodnim emocionalnim sta-
njem. Ovi autori nude vjerojatno najprihvace-
niju i najcitiraniju definiciju u podrudju prema
kojoj je kiberohondrija ,pretjerano ili ponav-
ljano pretraZivanje zdravstvenih informacija
na internetu potaknuto uznemireno§cu i ank-
siozno$cu radi zdravlja, a koje samo pojacava

takvu uznemirenost i anksioznost“ (21).

U skladu s tim, istrazivanja ukazuju da su kibe-
rohondrija i zdravstvena anksioznost poveza-
ni, no ipak razli¢iti konstrukti (24). Starcevic
i Berle (21) smatraju da je kiberohondrija po-
na$ajna komponenta zdravstvene anksiozno-
sti, odnosno da se pojavljuje samo kod osoba
koje veé jesu pretjerano zdravstveno anksiozne.
Zdravstvena anksioznost je briga o zdravlju u od-
sutnosti patologije ili nerazmjernu prisutnoj
patologiji (25). MozZe poprimiti cijeli raspon
intenziteta (26), a kada je ekstremno izrazena
ulazi u domenu psihi¢kog poremecaja. U rani-
joj klasifikaciji DSM-IV u tu svrhu koristen je
termin hipohondrija (28), no zbog svoje dvosmi-
slenosti danas se smatra nepouzdanim dijagno-
stickim terminom (21). Stoga je hipohondrija u
DSM-5 zamijenjena s dvije nove dijagnosticke
kategorije: Poremecaj sa somatskim simptomima i
Anksiozni poremecaj zbog bolesti (29). Ova druga
kategorija se odnosi na ekstremni oblik zdrav-

stvene anksioznosti.

TEORIJSKI MODELI ZDRAVLIA,
ZDRAVSTVENE ANKSIOZNOSTI |
KIBEROHONDRIJE

Postoji nekoliko teorijskih modela kojima je
moguce razumjeti kako i zasto dolazi do kibe-

rohondrije i kakav je njezin status u odnosu

in scientific circles, Starcevic and Berle (21)
claim that most definitions contain two key
components: first, that it describes searching
the Internet for symptoms that is in some way
excessive and, secondly, that this is followed by
an unpleasant emotional state. The authors offer
the most widely accepted and quoted definition
in the field, according to which cyberchondria is
“an excessive or repeated search for health-relat-
ed information on the Internet, driven by dis-
tress or anxiety about health, which only ampli-

fies such distress or anxiety” (21).

In line with this, research shows that cyber-
chondria and health anxiety are related, but
different constructs (24). Starcevic and Berle
(21) believe that cyberchondria is a behaviour-
al component of health anxiety or, in other
words, that is appears only in people who al-
ready feel too much health anxiety. Health anx-
iety is a concern for health in the absence of
pathology or one that is disproportional to the
existing pathology (25). It may assume an en-
tire range of intensities (26), and in cases when
it is extremely pronounced it enters the do-
main of psychological disorders. In the earlier
classification of DSM-IV the term hypochondria
was used for this purpose (28), but due to its
ambiguity it is today considered an unreliable
diagnostic term (21). Therefore, hypochondria
was replaced with two new diagnostic catego-
ries in DSM-5: somatic symptom disorder and
illness anxiety disorder (29). The second catego-

ry refers to an extreme form of health anxiety.

THEORETIC MODELS OF
HEALTH, HEALTH ANXIETY, AND
CYBERCHONDRIA

There are several theoretic models that can ex-
plain how and why cyberchondria occurs and
what its status is in relation to other relevant
concepts on various levels. On the wider level,
it is important to understand the interaction of

biological, psychological, and social factors in the
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na druge relevantne koncepte na razli¢itim
razinama. Na $iroj razini vazno je razumje-
ti medudjelovanje bioloskih, psihologkih i
socijalnih ¢imbenika u konceptu zdravlja i
bolesti, a koji u suvremenom drustvu mogu
pogodovati razvoju kiberohondrije. Potom,
na uzoj razini, treba razumjeti poloZzaj kibe-
rohondrije u razvoju i odrZavanju patoloske
zabrinutosti za zdravlje. I na kraju, na naju-
Z0j razini, treba razumjeti pojavu i odrzava-
nje kiberohondrije kao konkretne ponasajne

strategije.

Biopsihosocijalni model zdravlja i
bolesti u digitalnom drustvu

Biopsihosocijalni model naglasava vaznost
medudjelovanja biologkih, psiholosgkih i so-
cijalnih faktora u razumijevanju uzroka i is-
hoda bolesti i zdravlja (29,30). Ovaj model
je prosirenje biomedicinske paradigme koja
se u objasnjenju zdravlja i bolesti oslanjala
isklju¢ivo na biologke faktore. No, zbog su-
vremenih dru$tvenih promjena,predloZeno je
dodatno prosirenje modela kroz uklju¢ivanje
komponente digitalnoga koja ima specifican
utjecaj na sva tri postojeéa elementa modela
(7). Ovaj prosireni model moze biti posebno
koristan u razumijevanju kiberohondrije koja
je u uskoj vezi s razvojem modernih tehno-
logija.

Putem modernih tehnologija podatci iz bio-
loske domene postaju lako dostupni op¢oj po-
pulaciji (31). Tako je danas putem pametnog
telefona moguce pristupiti podatcima o bole-
stima, rezultatima medicinskih postupaka, pa
¢ak i podatcima o vlastitim bioloskim funk-
cijama poput pulsa (npr. aplikacija Instant
Heart Rate). Ovi digitalni podatci o zdravlju
mogu utjecati na psiholosku komponentu
modela. Naime, informacije o zdravlju mogu
smanjiti, ali i povecati anksioznost u odsut-
nosti somatske bolesti (32), kada govorimo o

kiberohondriji.

concept of health and disease which may contrib-
ute to the development of cyberchondria in the
modern world. On a narrower level, it is neces-
sary to understand the position of cyberchondria
in the development and maintenance of patho-
logical concern for one’s health. And, finally, on
the narrowest level, it is also necessary to under-
stand the appearance and maintenance of cyber-

chondria as a concrete behavioural strategy.

Biopsychosocial model of health
and disease in the digital society

The biopsychosocial model emphasises the
importance of the interaction of biological,
psychological, and social factors in the under-
standing of the causes and outcomes of disease
and health (29,30). This model is an expansion
of the biomedical paradigm which, in its expla-
nation of health and disease, relied exclusively
on biological factors. However, due to changes
in the modern society, there has been a sug-
gestion of an additional expansion of the mod-
el by the inclusion of the digital component,
which has a specific influence on all three ex-
isting models (7). This expanded model may
be especially useful in the understanding of
cyberchondria, which is closely related to the

development of modern technologies.

Through modern technologies, information
from the biological domain become easily avail-
able to the general population (31). Today, by
using a smartphone, one can access informa-
tion on diseases, the results of medical treat-
ments, and even data on one’s own biological
functions such as the pulse (e.g. using the ap-
plication Instant Heart Rate). Such digital data
about health may influence the psychological
component of the model. The information re-
garding health may reduce anxiety, but also
increase it in the absence of a somatic disease

(32) in case of cyberchondria.

Modern technologies are also changing the social

environment of the individual. Firstly, they en-
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Suvremene tehnologije u zdravlju mijenjaju i
socijalno okruZzenje pojedinca. Prvo, omogucu-
ju pristup sadrzajima koje kreiraju sami bole-
snici o svojim iskustvima i no$enju s bolesti-
ma. Takav sadrzaj moZe uznemiriti osobe koje
su vec zabrinute za zdravlje jer su primjerice
sklone precijeniti vijerojatnost da i same imaju
bolest o kojoj su ¢ule (33). Drugo, konkretan
sadrzaj kojem ¢e korisnik biti izloZen nakon
pretrage o nekom simptomu ovisi o odabiri-
ma drugih korisnika jer se na njima temelje
ranije spomenuti algoritmi rangiranja koje
trazilice koriste. Oba ova procesa predstavljaju
utjecaje socijalne komponente na psiholosku
u razvoju kiberohondrije, ali putem digitalne

komponente.

No, razmotri li se socijalnu komponentu sa
Sireg shvadanja, suvremene tehnologije na
kulturnoj razini omogucuju prenodenje poru-
ke o osobnoj odgovornosti za zdravlje pro-
micanjem strategije samo-motrenja, poput
samo-pregleda madeZa, preventivnih pregle-
da dojki, ra¢unanja BMI indeksa ili mjerenja
krvnog tlaka. Takve poruke i savjeti na inter-
netskim portalima ¢esto su nalaze uz ,laga-
ne teme” poput romanti¢nih veza, recepata
i mode (34) gdje se na zdravlje gleda kao na
Zivotni stil (34), odnosno osobni odabir. Tako
digitalna komponenta moze pojacati potenci-
jalno negativan utjecaj socijalne na psiholosku
komponentu i doprinijeti kiberohondriji kod

ranjivih pojedinaca.

Opéenitije, digitalnu komponentu moze se
shvatiti kao kontekst u kojem se medusobni
utjecaji jedne komponente biopsihosocijalnog
modela na drugu mogu ubrzati i pojacati te
time doprinijeti pojavi nepotrebne zabrinu-
tosti za zdravlje i patnje kod somatski zdravih
osoba. Ove drudtvene promjene mogle bi dje-
lovati kao globalni ¢imbenik rizika za razvoj
zdravstvene anksioznosti, no ne objagnjavaju
tijek razvoja zdravstvene anksioznosti na po-

jedinaé¢noj razini.

able access to content created by patients them-
selves about their own experiences and how they
handle diseases. Such content can disturb people
who are already concerned for their health be-
cause, for instance, they have a tendency to be-
lieve they have a disease which they heard some-
thing about (33). Secondly, the concrete content
the user will be exposed to after searching about
a symptom depends on the choices of other us-
ers because that is what the abovementioned
search engine ranking algorithms are based on.
Both of these processes represent the influenc-
es of the social component on the psychological
one in the development of cyberchondria, but

this occurs through the digital component.

However, if we consider the social component
from a wider understanding, on the cultural
level modern technologies enable the trans-
mission of a message about personal respon-
sibility for health by promoting the strategy of
self-observation such as examining moles, pre-
ventive inspection of breasts, calculating the
BMI index, or measuring blood pressure. Such
messages and advice found on the Internet are
often located alongside “lighter topics” such as
romantic relationships, recipes, and fashion
(34), and in such places health is viewed as a
lifestyle (34) or a personal choice. Therefore,
the digital component may exacerbate the po-
tentially negative influence of the social com-
ponent on the psychological one and contrib-

ute to cyberchondria in vulnerable individuals.

Generally, the digital component may be under-
stood as a context in which the mutual influ-
ence of one component of the biopsychosocial
model on another one may be accelerated and
enhanced, therefore contributing to the appear-
ance of an unnecessary concern for health and
lead to suffering in somatically healthy people.
Such social changes may act as a global risk fac-
tor on the development of health anxiety, but
they do not explain the course of the develop-

ment of health anxiety on the individual level.
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Kognitivho-bihevioralni model
zdravstvene anksioznosti

Kako je ranije navedeno, kiberohondrija se jav-
lja kod osoba koje su ve¢ pretjerano zabrinute
za zdravlje, odnosno zdravstveno su anksio-
zne. Prema kognitivno-bihevioralnom modelu
predisponirajuéi ¢imbenik za razvoj pretjerane
zdravstvene anksioznosti su disfunkcionalna
vjerovanja o bolesti, zdravlju i zdravstvenim
ponasanjima (35). Ova vjerovanja obi¢no se
usvajaju u ranoj Zivotnoj dobi i to na temelju
osobnih iskustava s boles¢u i zdravstvenim
djelatnicima, iskustava bolesti u obitelji te
informacija iz medija. Primjeri takvih proble-
mati¢nih uvjerenja su: ,svaki simptom znak je
ozbiljne bolesti®, ,zdrava osoba nema nikakvih
simptoma®, ,ako odmah ne odem lije¢niku, mo-
glo bi biti prekasno®, ,moje tijelo je vrlo osjetlji-
vo*, itd. Ova uvjerenja aktiviraju unutragnji ili
vanjski okidadi. Primjer unutragnjih okidaca su
bolovi (npr. glavobolja), tjelesne senzacije (npr.
trnci) ili promjene (npr. pigmentacija koze).
Primjer vanjskih okidaca su informacije o bo-
lesti koje osoba dobiva izvana (npr. vijest o bo-
lesti ili smrti poznanika, informacije o bolesti
na televiziji ili internetu). Kada su aktivirana,
vjerovanja poti¢u negativne automatske misli
(35), odnosno situacijski specifi¢ne kognicije.
Npr., vjerovanje da je ,svaki simptom znak oz-
biljne bolesti“ ¢e uz okida¢ glavobolje rezultirati
mislju da se radi o tumoru mozga koji se polako
razvija. Prema tome, sadrzaj negativnih auto-
matskih misli ukljuc¢uje katastroficne interpre-
tacije benignih simptoma, dok se vjerojatnije i
manje zastragujuce interpretacije (npr. iscrplje-
nost) odbacuju (36). Jasno je da su takve inter-
pretacije popracene snaznom anksiozno$cu, ve-

likom osobnom patnjom i onesposobljenoscu.

Jednom kada se zdravstvena anksioznost po-
javi, osoba ju pokusava kontrolirati na razne
nacine, no oni obi¢no pojacavaju ili dugoro¢no
odrzavaju anksioznost. Medu njima klju¢ni su
razli¢iti oblici sigurnosnih pona$anja poput

provjeravanja tijela (npr. mjerenje temperatu-

Cognitive-behavioural model of
health anxiety

As has already been mentioned, cyberchondria
occurs in people who are already excessively
concerned for their health, i.e. have high health
anxiety. According to the cognitive-behavioural
model, the predisposing factors for developing
excessive health anxiety are dysfunctional be-
liefs about disease, health, and health behaviour
(35). Such beliefs are usually acquired early in life
on the basis of personal experience with diseas-
es and health workers, the experiences with dis-
ease in the family, and the information found in
media. The examples of such problematic beliefs
are the following: “every symptom is a sign of a

» «

serious disease,” “a healthy person has no symp-

toms,” “if I do not see a doctor immediately, it

” «

may be too late,” “my body is very sensitive,” etc.
These beliefs are activated by internal or external
triggers. Examples of internal triggers are pain
(e.g. headache), body sensations (e.g. tingling),
or changes (e.g. skin pigmentation). Examples of
external triggers include information about dis-
eases a person usually gains from the outside (e.g.
news about the disease or death of an acquaint-
ance, information about diseases found on TV or
the Internet). Once activated, such beliefs stim-
ulate negative automatic thoughts (35), i.e. sit-
uationally specific cognitions. For instance, with
the trigger of headache, the belief that “every
symptom is a sign of disease” will result in the
thought that the person has a brain tumour that
is slowly developing. Therefore, the content of
negative automatic thoughts includes catastrophic
interpretations of benign symptoms, while more
probable and less frightening interpretations (e.g.
exhaustion) are rejected (36). It is clear that such
interpretations are followed by a strong anxiety,

great personal suffering, and disability.

Once health anxiety appears, the person at-
tempts to control it in various ways, but this
only intensifies or maintains anxiety in the
long-run. This includes various forms of safe-

ty seeking behaviours, for example examining
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re, pipanje tijela da se utvrdi postoje li kvrzice,
pregled koze) i trazenja razuvjerenja (npr. razgo-
vor s ¢lanovima obitelji o simptomima i straho-
vima, odlazak na pregled, obavljanje pretraga).
Sukladno modelu, trazenje razuvjerenja rezulti-
ra privremenim padom anksioznosti, odnosno
negativnim potkrepljenjem, ali dugoro¢no odr-
zava neprestano bavljenje tijelom i bolestima
(36). Tako se u klinic¢koj praksi vidi da izjave
lije¢nika koje u jednom ¢asu osobu umire, vrlo
brzo postanu izvor novih preokupacija. Kada se
strah ponovno pojavi, osoba ima potrebu po-
novno traziti razuvjerenje u vezi nekog novog
simptoma ili promjene postojeceg simptoma

jer je nautila da joj to pomaze.

Pretrazivanje zdravstvenih informacija na in-
ternetu moze se konceptualizirati kao okida¢
zdravstvene anksioznosti, ali i oblik sigurno-
snog pona$anja, odnosno traZenja razuvjere-
nja. No, internet je zna¢ajno manje predvidiv
izvor razuvjerenja (21) u odnosu na lije¢nika,
partnera ili medicinsku enciklopediju, i moze
rezultirati razli¢itim ishodima. Kako bi se obja-
snile specifi¢nosti pretrazivanja zdravstvenih
informacija na internetu u okviru zdravstvene
anksioznosti, razvijen je model kiberohondrije
(21).

MODEL KIBEROHONDRIJE

Prema modelu kiberohondrije koji su predlozili
Starcevic i Berle (21), pretrazivanje zdravstve-
nih informacija na internetu moze dovesti do
dva ishoda: 1. barem privremenog pada anksi-
oznosti kada osoba zaklju¢i da su njezini simp-
tomi benigni i 2. porasta anksioznosti zbog
zastrasujucih informacija na koje je naisla na
internetu. IstraZivanja potvrduju da pretraziva-
nje zaista moze rezultirati i padom i porastom
anksioznosti (32). U prvom slucaju rije¢ je o
klasi¢énom traZenju razuvjerenja. Bududi da u
tom slu¢aju pretraZivanje rezultira padom, a ne
porastom anksioznosti, autori zaklju¢uju da se

to ne moze smatrati kiberohondrijom. U dru-

one’s body (e.g. taking temperature, touching
the body for lumps, examining the skin) and
reassurance seeking (e.g. talking to family mem-
bers about symptoms and fears, going for a
check-up, doing tests). In line with this model,
reassurance seeking results in a temporary re-
duction of anxiety, i.e. negative support, but in
the long term this maintains an incessant in-
terest in the body and diseases (36). In clinical
practice, it is apparent that statements made
by a doctor may at one point in time calm the
person, but soon become a source of new pre-
occupation. Once fear reappears, the person
feels the need to seek reassurance once again
regarding some new symptom or a change
in the existing symptom because they have
learned that this helps them.

Searching for information about health on the
Internet may be conceptualized as a trigger
for health anxiety, but also as a form of safe-
ty seeking behaviour, i.e. reassurance seeking.
However, the Internet is a significantly less pre-
dictable source of reassurance (21) in compar-
ison with a doctor, partner, or a medical ency-
clopaedia, and may result in various outcomes.
In order to explain the specifics of searching for
information about health on the Internet with-
in the framework of health anxiety, the model

of cyberchondria has been developed (21).

MODEL OF CYBERCHONDRIA

According to the model of cyberchondria pro-
posed by Starcevic and Berle (21), searching
for information about health on the Internet
may lead to two outcomes: 1. a temporary de-
crease in anxiety when the person concludes
that their symptoms are benign, and 2. an
increase in anxiety due to the frightening in-
formation they encountered on the Internet.
Research confirms that searching the Internet
may actually result in both a decrease and an
increase of anxiety (32). In the first case, this
is a classic form of seeking reassurance. Since

in this case the search results in a decrease, and
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gom slucaju, kada dode do porasta anksiozno-
sti, osoba moze prestati koristiti internet u ovu
svrhu. Takva reakcija mogla bi se smatrati obli-
kom izbjegavajuceg ponasanja u okviru kogni-
tivno-bihevioralnog modela (37) U skladu s tim
postoje indikacije da zdravstveno anksiozne
osobe koje ne pretraZzuju zdravstvene informa-
cije na internetu to ne ¢ine upravo zbog straha
da bi se njihova anksioznost mogla povedati
(38). No, jednokratna pojava pretraZivanja
zdravstvenih informacija popracena porastom
anksioznosti te naknadnim izbjegavanjem pre-
trazivanja, prema ovim autorima, takoder nije
kiberohondrija, jer nedostaje komponenta eks-
cesivnosti pretrazivanja (21). Tek ako osoba,
unato¢ barem povremenoj pojavi porasta ank-
sioznosti zbog pretraZivanja, nastavlja s ovim
ponasanjem mozemo govoriti o kiberohondriji.

Model kiberohondrije nalazi se na slici 1.

Autori modela navode nekoliko moguéih razlo-
ga zbog kojih osoba nastavlja pretrazivati in-
formacije unasto¢ porastu anksioznosti. Prvo,
moguce je da korisnici nastavljaju pretrazivati
nakon $to su naisli na ozbiljnu dijagnozu jer se

nadaju da ¢e u nastavku pretraZivanja pronaéi

not an increase of anxiety, the authors conclude
that this cannot be considered cyberchondria.
In the second case, when an increase of anxiety
occurs, the person may stop using the Internet
for this purpose. Such a reaction may be con-
sidered avoidance behaviour in the framework
of the cognitive-behavioural model (37). In line
with this, there are indications that people with
health anxiety who do not search the Internet
for information about health do not do that pre-
cisely out of fear that their anxiety may increase
(38). However, according to the authors, a single
search for information about health followed by
an increase in anxiety and a subsequent avoid-
ance of searching also does not constitute cy-
berchondria due to the lack of the component
of excessive searching (21). Only if the person,
despite at least an occasional increase in anxiety
due to searching, continues with this behaviour,
can the model of cyberchondria be considered.

Figure 1 illustrates the model of cyberchondria.

The authors of the model list several possible
reasons that may lead a person to continue
searching for information despite an increase in

anxiety. Firstly, it is possible that users continue

pad anksioznosti —

razuvjeravanje

prekid pretrazivanja — izbjegavajuce ponasanje

informacija na internetu

porast anksioznosti

pretrazivanje zdravstvenih

SLIKA 1. Model kiberohondrije (Starcevic i Berle, 2013)

Reduction of anxiety =~ —

Searching For Health

Increase of anxiety

Information On The Internet

nastavak pretrazivanja  |— KIBEROHONDRUA
Reassurance
End of search —  Avoidance behaviour
Continuation of search CYBERCHONDRIA

FIGURE 1. The model of cyberchondria (Starcevic and Berle, 2013)
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neko vjerojatnije i manje ozbiljno objasnjenje
svojih simptoma te se umiriti. Medutim, tu
pretpostavku tek treba ispitati u istrazivanji-
ma. Drugo, moguce je da imaju potrebu pro-
nadi savrSeno i potpuno to¢no obja$njenje
svojih simptoma, a za §to je potrebno pregle-
dati veliku koli¢inu informacija. Kao potporu
ovoj pretpostavci autori navode povezanost
hipohondrije s perfekcionizmom i drugim as-
pektima opsesivno-kompulzivnog poremecaja
licnosti (39). No, za sada ne postoje objavlje-
na istrazivanja o vezi perfekcionizma i kibero-
hondrije. Trece, nejasne i sloZene informacije
na internetu stvaraju neizvjesnost, a bududi da
ove osobe imaju te§koce u toleriranju neizvje-
snosti nastavljaju pretraZivati kako bi tu neiz-
vjesnost smanjile. Za sada postoje istraZivanja
koja ukazuju na vezu kiberohondrije i netole-
rancije neizvjesnosti (40), ali ¢ini se da postoje
varijable koje su relevantnije za kiberohondriju
(41). I posljednje, pretpostavlja se da ove oso-
be imaju teskoce u razlu¢ivanju je li neki izvor
informacija na internetu vjerodostojan ili ne
zbog fega nastavljaju pretrazivati. Ova pretpo-
stavka nije dobila jasnu potvrdu jer se pokazalo
da se osobe s visokom i niskom zdravstvenom
anksiozno$¢u ne razlikuju u procjeni to¢nosti
informacija na internetu (38). Nadalje, osobe s
visokom zdravstvenom anksiozno§c¢u uznemi-
re se zbog informacija o bolesti samo ako izvor
informacija potjece od vjerodostojnog izvora
(zdravstvena ustanova) (33), $to implicira da
su takav izvor uspjesno diferencirali od nevje-

rodostojnog.

Ovdje moZemo dodati jo$ jedno objasnjenje
odrazavanja pretrazivanja unato¢ porastu ank-
sioznosti. Barem povremeno olak3anje koje
uslijedi nakon pretraZivanja moze dugoro¢no
odrzavati ovo disfunkcionalno ponasanje jer
je snazno negativno potkrepljenje s nepravil-
nim vremenskim rasporedom. Istrazivanja su
potvrdila da visoko zdravstveno anksiozne oso-
be vide pretrazivanje kao neki oblik rjeSavanja

problema koji dovodi do olaksanja, usprkos

searching after they encountered a serious diag-
nosis because they hope that the continuation
of searching may lead to some more probable
and less serious explanation for their symptoms,
and thus calm them. However, this assumption
must be tested in research. Secondly, it is pos-
sible that they feel the need to find the perfect
and completely accurate explanation for their
symptoms, and this requires the inspection of
a large amount of information. In support for
this assumption, the authors put forward the
connection of cyberchondria with perfectionism
and other aspects of the obsessive-compulsive
disorder (39). However, no research on the link
between perfectionism and cyberchondria has
yet been published. Thirdly, unclear and com-
plex information found on the Internet creates
a feeling of uncertainty, and since the users have
difficulty tolerating uncertainty, they continue
searching in order to decrease this uncertainty.
Currently, there is existing research indicating
a connection between cyberchondria and un-
certainty intolerance (40), but it seems there
are variables that are more relevant for cyber-
chondria (41). And, finally, it is assumed that
such people have difficulty ascertaining whether
a certain Internet source is reliable or not, and
this leads them to continue searching. This as-
sumption has not been completely confirmed
because it has been shown that people with high
health anxiety and those with low health anxie-
ty do not differ in their ability to assess the accu-
racy of information found on the Internet (38).
Furthermore, people with high health anxiety
are upset by information about diseases only if
the information source comes from a reliable
source (a health institution) (33), which implies
that they have successfully distinguished such

sources from those that are unreliable.

Here we may add another explanation for con-
tinued searching despite an increase in anxiety.
The temporary relief that follows a search may,
in the long term, maintain this dysfunctional
behaviour because it strongly negatively sup-

ports it at irregular intervals. Research has
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tome §to su svjesne da su neke informacije ne-
to¢ne ili dane od strane nekompetentnih osoba
(42).

Unato¢ tome §to sve njegove pretpostavke jo$
nisu dobile ¢vrstu empirijsku potvrdu, opisani
model kiberohondrije vrijedan je s vise aspe-
kata. Prvo, omogucuje integraciju fenomena
kiberohondrije u postojeéi kognitivno-bihe-
vioralni model zdravstvene anksioznosti koji
je detaljno istrazen i primjenjiv u tretmanu
(43). Drugo, model jasno razlikuje kiberohon-
driju od drugih ponaganja i ishoda povezanih
s pretrazivanjem zdravstvenih informacija na
internetu $to olak$ava njezinu preciznu i jed-
noznaénu operacionalizaciju u istraZivanjima.
Trece, model je pokusaj integracije dosadas-
njih nalaza u podruéju. I na kraju, zasigurno
je potaknuo mnoga istraZivanja ovog fenome-
na koja ce, bez obzira na to pokaze li se model
to¢nim ili ne, pomo¢i boljem razumijevanju

kiberohondrije.

CIMBENICI RANJIVOSTI ZA
RAZVOJ KIBEROHONDRIJE

Zasto pretrazivanje nekada dovodi do porasta
zdravstvene anksioznosti, a nekada ne? Do
sada je prepoznato nekoliko potencijalnih ¢im-
benika ranjivosti za kiberohondriju koji mogu
pomodi boljem razumijevaju sadrZaja ovog
konstrukta i razvoju hipoteza o tome kako do

kiberohondrije dolazi.

Zdravstvena anksioznost

Zdravstvena anksioznost se pokazala kao jedan
od znacajnijih ¢imbenika ranjivosti za pojavu
kiberohondrije. Do sada je utvrdeno da osobe
s visokom zdravstvenom anksioznog¢u zaista
o zdravlju pretrazuju e§ce, vecina barem jed-
nom tjedno (33,38,44-46) te da njihove sesije
pretrazivanja traju dulje (38,44,45) §to bi uka-
zivalo u prilog ekscesivnosti ovog ponasanja.

Kada govorimo o posljedicama pretraZivanja,

confirmed that people with high health anxi-
ety see searching as a form of problem solving
that leads to relief, although they are aware
that some information is incorrect or provided

by people who are not experts (42).

Although all of its assumptions have yet to re-
ceive firm empirical confirmation, the described
model of cyberchondria is valuable in several
ways. Firstly, it enables the integration of the
phenomenon of cyberchondria into the existing
cognitive-behavioural model of health anxiety,
which has been researched in detail and is ap-
plicable in treatment (43). Secondly, the model
clearly distinguishes cyberchondria from other
behaviours and outcomes connected to searching
for health-related information on the Internet,
which facilitates its precise and unequivocal op-
erationalization in research. Thirdly, the model is
an attempt at integrating existing findings in the
field. And finally, it has certainly prompted ample
research of this phenomenon which will, wheth-
er or not the model proves to be accurate, help

to improve the understanding of cyberchondria.

VULNERABILITY FACTORS
FORTHE DEVELOPMENT OF
CYBERCHONDRIA

Why does searching sometimes lead to an in-
crease in health anxiety and sometimes not?
Several potential vulnerability factors for cy-
berchondria have been recognized and may
help better understand the content of this
construct and the development of hypotheses

regarding how cyberchondria happens.

Health anxiety

Health anxiety has been recognized as one of
the more significant vulnerability factors for the
onset of cyberchondria. It has been confirmed
that people with high health anxiety actually
search more often about health, most of them at
least once a week (33,38,44-46), and that their
search sessions last longer (38,44,45), which
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pokazalo se da visoko zdravstveno anksiozne
osobe izvjestavaju o vecoj uznemirenosti i ank-
sioznosti nakon pretrazivanja (38,45), te da ce-
§c¢e odlaze lije¢niku na temelju informacija koje

pronadu na internetu (44,47).

Znadili to da je pretraZivanje o zdravlju ,sigur-
no“ za osobe koje nisu zdravstveno anksiozne?
Rezultati istrazivanja ne daju jednoznac¢ne od-
govore. Neka istrazivanja pokazuju da u ovoj
populaciji pretraZivanje rezultira padom anksi-
oznosti (38,45) te da veca ulestalost pretrazi-
vanja kod njih rezultira manjim brojem posjeta
lije¢niku (47). Takoder, jedna studija (33) je po-
kazala da ¢itanje informacija o bolesti na inter-
netu kod nisko zdravstveno anksioznih osoba
ne dovodi do uvjerenja da su zarazene tom bo-
leg¢u, kao $to je bio sluéaj s visoko zdravstveno
anksioznima. To bi ukazivalo da pretraZivanje o
zdravlju na internetu za ove osobe nije $tetno,
ve¢ moze biti korisno, kao izvor informiranja i

umirenja.

Nasuprot tome, neka istraZivanja pokazuju da
pretrazivanje moze imati negativne posljedice
i na osobe koje nisu zdravstveno anksiozne.
Tako se pokazalo da se zabrinutost nakon pre-
traZivanja, prac¢ena dugotrajnijim pretraziva-
njem o izvoru uznemirenosti i odlaskom lije¢-
niku radi tih informacija moze javiti i u opcoj
populaciji (11). Cini se da ¢e, kada do eskala-
cije od benignog simptoma do ozbiljne bole-
sti jednom dode, i visoko, i nisko zdravstveno
anksiozne osobe doZivjeti porast anksioznosti
(48). Medutim, iz nekog razloga pretrage nisko
zdravstveno anksioznih osoba rjede dovode do
zastragujucih dijagnoza (11). Dva longitudinal-
na istrazivanja takoder ukazuju u prilog pret-
postavci da pretrazivanje moze biti opasno i za
osobe koje nisu zdravstveno anksiozne. Ranije
spomenuto longitudinalno istrazivanje (46)
pokazalo je da porast pretraZivanja o zdravlju
predvida porast u anksioznosti dva mjeseca
kasnije upravo kod nisko zdravstveno anksio-
znih osoba i obratno, da porast anksioznosti u

ovoj populaciji predvida porast u pretrazivanju.

goes in favour of the excessiveness of this be-
haviour. When talking about the consequences
of searching, it has been shown that people with
high health anxiety report greater concern and
anxiety after searching (38,45), and that they
visit their doctor more frequently on the basis

of information found on the Internet (44,47).

Does this mean that searching for information
about health is “safe” for people who do not have
health anxiety? Research results do not provide
unequivocal answers. Some studies have shown
that searching results in a decrease of anxiety in
this population (38,45) and that more frequent
searching results in fewer visits to the doctor
(47). Also, one study (33) has shown that peo-
ple who have low health anxiety do not develop
the belief that they have a certain disease when
they read information about it on the Internet,
unlike in the case of those who have high health
anxiety. This indicates that searching the Inter-
net about health information is not harmful for
such people and may actually be beneficial as a

source of information and peace of mind.

On the other hand, some studies show that
searching may have negative consequences on
people who do not have health anxiety. It has
been shown that concern after searching, fol-
lowed by a longer search on the source of concern
and a visit to the doctor due to such information,
may also occur in the general public (11). It seems
that, once a benign symptom escalates into a
serious disease, both people with low and high
health anxiety experience a serious increase in
anxiety (48). However, for some reason, search-
ing done by people with low health anxiety rarely
leads to frightening diagnoses (11). Two longi-
tudinal studies also go in favour of the assump-
tion that searching may also be dangerous for
people with no health anxiety. The abovemen-
tioned longitudinal study (46) has shown that
increased searching about health is a predictor of
an increase in anxiety two months later in people
with low health anxiety and vice versa, that an in-

crease in anxiety in this population is a predictor
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Sukladno tome, drugo je longitudinalno istra-
Zivanje na opéem uzorku pokazalo da porast
pretrazivanja rezultira porastom depresivnosti

6 do 8 mjeseci kasnije (49).

Netolerancija neizvjesnosti

Jedan od glavnih ciljeva pretraZivanja o zdrav-
lju na internetu je smanjenje neizvjesnosti
(50). Vazna prednost za korisnike je ¢injenica
da internet nudi mogucnost da se neki nejasan
simptom istrazi ¢im se pojavi (42), §to znadi da
osoba ne mora tolerirati neizvjesnost neko vri-
jeme kao §to je slucaj s lije¢ni¢kim pregledom.
No, s obzirom da ¢e korisnik na internetu biti
izloZen velikoj koli¢ini informacija, koje mogu
biti kontradiktorne (51), pretraZivanje moze
rezultirati i poveéanom neizvjesnosti. U skla-
du s time, pokazalo se da je povezanost ucesta-
losti pretraZivanja i zdravstvene anksioznosti
snaZznija za vise razine netolerancije neizvjesno-
sti (52). Autor zaklju¢uje da bi teskoée u toleri-
ranju neizvjesnosti mogle biti rizi¢ni faktor za
kiberohondriju. Kao dodatni argument navodi
se da su osobe s izrazenijom netolerancijom
neizvjesnosti sklone dvosmislene informacije
o zdravlju procijeniti na katastrofi¢an na¢in te
precijeniti negativne posljedice (52,53). Kada
pronadu takve informacije na internetu, ove
bi se osobe mogle snazno uznemiriti, a potom
zbog potrebe da smanje neizvjesnost nastaviti
pretrazivati (21) $to dovodi do ekscesivnosti

pretraZivanja.

Naknadno se pokazalo da je samo jedan as-
pekt konstrukta netolerancije neizvjesnosti
relevantan za kiberohondriju - inhibitorna di-
menzija (npr. ,Kada nisam siguran, ne mogu
funkcionirati®), za razliku od prospektivne
(npr. ,Uvijek Zelim znati $to mi buducnost
nosi“) (41). Sli¢no je utvrdeno i za zdravstvenu
anksioznost (40). Cini se da je nemoguc¢nost
osobe da nastavi funkcionirati kada se neizvje-
snost pojavi klju¢an aspekt briga oko zdravlja,
osobito za kiberohondriju jer bi mogao pota-

knuti dugotrajno pretrazivanje s ciljem sma-

of increased searching. In line with this, the sec-
ond longitudinal study done on a general sample
has shown that increased searching results in an

increase of depression 6 to 8 months later (49).

Intolerance of uncertainty

One of the main goals of searching the Internet
about health is reduction of uncertainty (50).
The fact that the Internet offers the ability to
research an insignificant symptom immediately
after its appearance constitutes an important
advantage for the users (42), which means that a
person does not have to tolerate uncertainty for
some time, unlike in the case of a visit to the doc-
tor. However, since users are exposed to a large
amount of information on the Internet, which
may be contradictory (51), searching may also
result in increased uncertainty. In line with this,
it has been shown that the connection between
the frequency of searching and health anxiety is
stronger for higher levels of intolerance of uncer-
tainty (52). The author concludes that difficulties
in tolerating uncertainty may be risk factors for
cyberchondria. As an additional argument, the
author claims that people with more pronounced
intolerance of uncertainty have a tendency to as-
sess ambiguous information about health in a
catastrophic way, thus overevaluating negative
consequences (52,53). Once they find such infor-
mation on the Internet, these individuals may be
seriously upset and may then continue searching
in order to reduce uncertainty (21), which leads

to excessive searching.

Subsequently, it has been shown that only one
aspect of the construct of intolerance of uncer-
tainty is relevant for cyberchondria — inhibitory
dimension (e.g. “When I am not sure, I cannot
function”), unlike the prospective one (e.g. “I al-
ways want to know what the future will bring for
me”) (41). A similar conclusion has been reached
concerning health anxiety (40). It seems that a
person’s inability to continue functioning when
faced with uncertainty is a key aspect in caring

about their health, especially for cyberchondria
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njenja neizvjesnosti §to ometa druge aspekte

funkcioniranja.

Anksiozna osjetljivost

Sklonost katastrofi¢nim interpretacijama
simptoma anksioznosti zbog vjerovanja da ¢e
one rezultirati tetnim tjelesnim, psihi¢kim i
socijalnim posljedicama (54) klju¢na je karak-
teristika konstrukta anksiozne osjetljivosti. Pri
tome osoba moze biti zabrinuta zbog somat-
skih posljedica (npr. sré¢ani udar), psihologkih
posljedica (gubitak razuma) ili socijalnih poslje-

dica (sramodenje).

Veza anksiozne osjetljivosti i hipohondrije
utvrdena je ranije (55), a relevantnom se poka-
zala samo dimenzija straha od somatskih po-
sljedica (40). No, za kiberohondriju je utvrden
drugaciji uzorak povezanosti: razli¢iti aspekti
kiberohondrije povezani su sa sve tri kompo-
nente anksiozne osjetljivosti (41), $to moze
pomodi razjasniti razliku izmedu zdravstvene
anksioznosti i kiberohondrije. Osobito je zani-
mljiva veza kiberohondrije sa socijalnim aspek-
tom anksiozne osjetljivosti. Naime, logi¢no je
da su medu zdravstveno anksioznim osobama,
pretraZivanju na internetu sklone upravo one
osobe koje vjeruju da bi pokazivanje zabrinu-
tosti za zdravlje pred drugima moglo imati
negativne socijalne posljedice (41). Tako su,
primjerice, ove osobe u intervjuima izjavile da
pretrazuju o svojim zdravstvenim brigama na
internetu jer imaju negativna o¢ekivanja i isku-
stva sa zdravstvenim djelatnicima (42). Stoga
mozda preferiraju internet kao izvor razuvje-
ravanja umjesto razgovora s lije¢nikom, obitelji

ili prijateljima.

Metakognicije

Vjerovanja koja pojedinac ima o svojim brigama
oko zdravlja mogu utjecati na nacin na koji ¢e
se s njima nositi. Metakognicije, odnosno kogni-
cije o kognicijama, pokazale su se vaznima kod

razli¢itih psihi¢kih poremecaja (56), uklju¢ujudi

because this may instigate long-term searching
with the goal of reducing uncertainty, which dis-

rupts other aspects of functioning.

Anxiety sensitivity

The tendency for catastrophic interpretations
of anxiety symptoms due to the belief that they
will result in harmful physical, psychological,
and social consequences (54) is the key char-
acteristic of the construct of anxiety sensitivity.
The person may be concerned about somatic
consequences (e.g. cardiac arrest), psychologi-
cal consequences (loss of sanity), or social con-

sequences (embarrassment).

The connection between anxiety sensitivity
and hypochondria has already been established
(55), and only the aspect of fear from somatic
consequences has been shown to be relevant
(40). However, a different pattern of connection
has been established for cyberchondria: differ-
ent aspects of cyberchondria connected with all
three components of anxiety sensitivity (41),
which can help clarify the difference between
health anxiety and cyberchondria. Of special in-
terest is the connection between cyberchondria
and the social aspect of anxiety sensitivity. It is
logical that among individuals who have health
anxiety, those who have a tendency to search
the Internet also believe that showing concern
about their health in front of others may have
negative social consequences (41). For example,
in interviews such people have said that they
search the Internet about their health concerns
because they have negative expectations and
experiences with health workers (42). There-
fore, they may prefer the Internet as a source
of reassurance instead of a conversation with a

doctor, family member, or friend.

Metacognitions

An individual’s beliefs about their concern about
health may affect the way they handle them.

Metacognitions, or cognitions about cognitions,
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izdravstvenu anksioznost (57). Prema metako-
gnitivnom modelu (58) pozitivna vjerovanja o
brigama, u ovom kontekstu da briga moze za-
$titi osobu od razvoja bolesti i smrti, potpoma-
Ze odrzavanju ove disfunkcionalne i iscrpljujude
kognitivne aktivnosti. S druge strane, negativ-
na vjerovanja o brigama, npr. da ih nije moguce
kontrolirati i da ¢e brige u konaénici nastetiti
zdravlju, pojacavaju osjecaj distresa. Pokazalo
se da je kiberohondrija povezana s metakogni-
tivnim vjerovanjima, ¢ak i kada se zdravstvena
anksioznost kontrolira (59). Posebno vaZnima
pokazala su se vjerovanja o nekontrolabilnosti
vlastitih briga o zdravlju. Autori pretpostavljaju
da kada se pojavi zabrinutost za zdravlje, ove
osobe pretrazuju o zdravlju na internetu da bi
smanjile svoju anksioznost. Medutim, ona se
zbog informacija na internetu moze dodatno
pojacati $to ¢e ulvrstiti vjerovanje da brige o

zdravlju nije moguce kontrolirati.

MJERENJE KIBEROHONDRIJE

Navedene informacije upuéuju na veliku vaz-
nost proucavanja kiberohondrije. Tu vaZnost
prepoznali su McElroy i Shelvin (60) i razvili
prvu multidimenzionalnu ljestvicu pod nazi-
vom Ljestvica izrazenosti kiberohondrije (Cy-
berhondria Severity Scale, CSS) sa 33 Cestice.
Autori pretpostavljaju postojanje petofaktor-
ske strukture kiberohondrije (kompulzivnost,
rastresenost, ekscesivnost, traZenje drugog
misljenja i nepovjerenje u medicinsko osoblje).
Upravo je zadnji faktor izazvao najvise nesla-
ganja oko Jjestvice. Iako su McElroy i Shelvin u
svojem istraZivanju dobili petfaktorsku struk-
turu, kasnije provjere nisu uspjele do¢i do istih
rezultata. Fergus (24), Norr i sur. (61) te Barke
isur. (62) smatraju da peti faktor nije dio kon-
strukta kiberohondrije. Faktorska struktura
hrvatskog prijevoda nailazi na identi¢ne pro-
bleme (63).

U nas je razvijena Kratka ljestvica kiberohon-
drije (The Short Cyberhondria Scale, SCS) (64).

have been shown to be important in various
psychological disorders (56), including health
anxiety (57). According to the metacognitive
model (58), positive beliefs about worry (in this
context, the belief that worrying may protect
a person from developing a disease and dying)
help maintain this dysfunctional and exhausting
cognitive activity. On the other hand, negative
beliefs about worry, e.g. that they are impossi-
ble to control and that they will ultimately harm
one’s health, increase the feeling of distress. It
has been shown that cyberchondria is connect-
ed with metacognitive beliefs, even when health
anxiety is controlled (59). Of special importance
are beliefs about the uncontrollability of health
related thoughts. The authors assume that, once
worry about one’s health appears, such people
search the Internet about health in order to re-
duce their anxiety. However, due to information
on the Internet, their anxiety may actually in-
crease, which strengthens the belief about un-

controllability of illness related thoughts.

MEASURING CYBERCHONDRIA

The abovementioned information indicates the
great importance of studying cyberchondria.
This importance has been recognized by McEl-
roy and Shelvin (60), who have developed the
first multidimensional scale called Cyberchon-
dria Severity Scale (CSS), which has 33 items. The
authors report five-factor structure of cyber-
chondria (compulsivity, distractedness, exces-
siveness, asking for a second opinion, and lack
of trust in medical workers). The last factor has
provoked the largest amount of disagreement
about the scale. Although McElroy and Shelvin
reached a five-factor structure in their research,
subsequent examinations have failed to rep-
licate identical results. Fergus (24), Norr et al.
(61), and Barke et al. (62) all believe that the
fifth factor is not part of the construct of cyber-
chondria. The factor structure of the Croatian

translation encounters identical problems (63).
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Radi se o istrazivackom instrumentu koji je
ekstremno kratak (4 Cestice), valjana je, stan-
dardizirana mjera kiberohondrije, jednostavan
je za primjenu, i medukulturnu upotrebu jer
se Cestice odnose na srzne elemente kibero-
hondrije. Medutim, nuzna su daljnja istrazi-
vanja ove ljestvice kako bi se potvrdila njezi-
na univerzalnost u medukulturnim uvjetima.
Kratka ljestvica kiberohondrije prikazana je u
tablici 1.

PREVENCIJA ITRETMAN
KIBEROHONDRIJE

Do sada je u literaturi predloZeno nekoliko
strategija za prevenciju pojave kiberohon-
drije. Neke od njih usmjeravaju se na inter-
netske trazilice, algoritme u podlozi trazilica
i zdravstvene sadrZaje na internetu. Tako se
predlaze razvoj softweare-a koji moze detek-

tirati poku$aje samo-dijagnosticiranja, osigu-

In Croatia, The Short Cyberchondria Scale (SCS)
has been developed (64). This is a research in-
strument that is extremely short (4 units) and
is a valid, standardized measurement tool for
cyberchondria, easy for implementation and in-
tercultural use because the items refer to core
elements of cyberchondria. However, further
research of this scale is required in order to con-
firm its universality in intercultural conditions.
The Short Cyberchondria Scale is shown in Table 1.

PREVENTION AND TREATMENT
OF CYBERCHONDRIA

Several strategies for the prevention of the
onset of cyberchondria have been proposed
in the literature. Some of them focus on Inter-
net search engines, algorithms that underlie
the search engines, and health content on the
Internet. There has been the suggestion of de-

veloping software that can detect attempts at

45

TABLICA 1. Kratka ljestvica kiberohondrije (Short Ccyberhondria Scale, SCS, Joki¢-Begic i sur., 2017)

Molimo Vas da za svaku tvrdnju oznacite onaj odgovor za koji smatrate da se najvise odnosi na Vas:

Uopce se ne slazem

Uglavnom se ne slazem Niti se slazem niti ne slazem Uglavnom se slazem U potpunosti se slazem

1. Nakon pretrage zdravstvenih informacija zbunjena sam informacijama 1 2 3 4 5
koje sam pronasla.

2. Nakon pretrage zdravstvenih informacija osje¢am se preplaseno. 1 2 3 4 5
3. Nakon pretrage zdravstvenih informacija osje¢am se frustrirano. 1 2 3 4 5
4. Kada jednom po¢nem traziti zdravstvene informacije, tesko mi je prestati. 1 2 3 4 5

Bodovanje: Rezultat se racuna kao zbroj bodova za sve cetiri tvrdnje pri ¢emu pojedini odgovori nose sljedeci broj bodova: uopce se ne slazem = 1, uglavnom se ne slazem
=2, niti se slazem, niti se ne slazem = 3, uglavnom se slazem = 4 i u potpunosti se slazem = 5.

TABLE 1. Short Cyberchondria Scale, SCS, Joki¢-Begi¢ et al., 2017
For each claim, please select the response that is most relevant for you.

Completely disagree Mostly disagree Neither agree nor disagree Mostly agree Completely agree

1. After searching for health information, | am confused by information | 1 2 3 4 5
have found.

2. After searching for health information, | feel frightened. 1 2 3 4 5

3. After searching for health information, | feel frustrated. 1 2 3 4 5

4. Once | start searching for health information, I find it difficult to stop. 1 2 3 4 5

Scoring: The result is calculated as the sum of points for all four claims, whereby the individual responses have the following number of points: completely disagree = 1,
mostly disagree = 2, neither agree nor disagree = 3, mostly agree = 4, and completely agree = 5.
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ravanje pouzdanih i to¢nih rezultata trazilica
kao odgovor na nekoliko uobicajenih pretra-
ga, oznacavanje potencijalno opasnih stra-
nica (11) te inkorporiranje ¢injenica o pre-
valenciji i vjerojatnosti pojedinih dijagnoza
u trazilice (21). Ponuda to¢nih i razumljivih
zdravstvenih informacija (65) te navodenje
vjerojatnijih uzorka simptoma u tekstovima
koji opisuju rijetke i ozbiljne bolesti (11), ta-
koder moze smanjiti vjerojatnost eskalacije.
Ove strategije podrazumijevaju blisku surad-
nju stru¢njaka iz zdravstvene i informaticke

domene.

Neke strategije za prevenciju kiberohondrije
usmjeravaju se izravno na korisnike interneta
pa se primjerice predlaze njihova edukacija o
zdravlju koja moze olaksati procjenu to¢nosti
informacija na internetu $to bi smanjilo vjero-
jatnost eskalacije (45) ili edukacija o tome kako
pronadi Zeljenu informaciju na internetu bez
osjecaja preplavljenosti njihovom kvantitetom
(65). Trebalo bi provijeriti jesu li takve edukacije
zaista djelotvorne u prevenciji kiberohondrije
kada dode do izlozenosti zastragujuéim infor-

macijama o zdravlju.

No, kako pomo¢i korisnicima kod kojih je do
kiberohondrije ve¢ doslo, osobito onih koji
imaju visoku zdravstvenu anksioznost? Ako je
kiberohondrija dio psihi¢kog poremecaja — pa-
toloske zabrinutosti za zdravlje — ima ju smisla
tretirati u okviru tog poremecaja. Uglavnom
se predlaZu tehnike iz kognitivno-bihevioralne
terapije (KBT) za koje se pokazalo da su utin-
kovite u tretmanu zdravstvene anksioznosti
(43). Kiberohondriju je moguce konceptua-
lizirati kao sigurnosno ponadanje, a potom
putem bihevioralnih eksperimenata pomo¢i
pacijentu da prepozna negativne posljedice
ove strategije i ubudude ograniti pretrazivanje
(38). U tome moze pomodi software koji blokira
pristup onim sadrzajima koji mogu potaknuti
anksioznost (45). Kao i u klasi¢nom tretmanu
zdravstvene anksioznosti moze se preporuciti

postupno izlaganje zastragujud¢im sadrzajima

self-diagnosis, ensuring reliable and accurate
search results as an answer to several common
topics, marking potentially dangerous pages
(11), and incorporating facts on the prevalence
and probability of certain diagnoses into the
search engines (21). Offering accurate and un-
derstandable health information (65) and list-
ing the most probable causes of symptoms in
texts describing rare and serious diseases (11)
may also reduce the probability of escalation.
These strategies require the close cooperation
of experts from the fields of medicine and in-

formation technology.

Certain strategies for the prevention of cyber-
chondria focus on Internet users directly so, for
example, there is the suggestion of educating us-
ers about health, which may aid them in assess-
ing the accuracy of information on the Internet
and may reduce the probability of escalation
(45), or the suggestion of educating them on
how to find desired information on the Internet
without feeling overwhelmed by their quantity
(65). Future research is needed to test whether
such forms of education are truly effective in the
prevention of cyberchondria in the case of ex-

posure to frightening information about health.

However, how do we help users who already
have cyberchondria, especially those with high
health anxiety? If cyberchondria is part of a psy-
chological disorder — a pathologic concern about
health - it makes sense to treat it within the
framework of that disorder. Most of the sug-
gested techniques are from the cognitive-behav-
ioural therapy (CBT), which have been shown to
be effective in the treatment of health anxiety
(43). Cyberchondria can be conceptualized as a
safety seeking behaviour, and then patients can
be helped to recognize the negative consequenc-
es of this strategy through behavioural experi-
ments and, in the future, limit their search (38).
This can be aided by software that blocks access
to content that may trigger anxiety (45). As in
classic treatment for health anxiety, a gradual

exposure to frightening content on the Inter-
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na internetu s ciljem habituacije (21). S obzi-
rom da postoje naznake da su netolerancija
neizvjesnosti, anksiozna osjetljivost i metako-
gnicije o zdravlju povezane s kiberohondrijom,
moze biti korisno posebno se na njih usmjeriti
u okviru psihoterapijskog tretmana (41,52,59).
U tu svrhu mogu se koristiti razli¢ite tehnike
poput izlaganja neizvjesnosti, mijenjanja vje-
rovanja o neizvjesnosti i zdravstvenim briga-
ma, mindfulness, itd. No, za sada jo$ ne postoje
istrazivanja o u¢inkovitosti navedenih tehnika

u tretiranju kiberohondrije.

ZAKLJUCAK

Dostupnost interneta $irokom krugu ljudi udi-
nila je pretrazivanje informacija jednostavni-
jim i brzim nego ikad prije. Sve vi$e ljudi okre-
e se internetu u potrazi za informacijama, pa
tako i informacijama o zdravlju. lako su pred-
nosti interneta nesumnjive, sve su jasnije i
negativne posljedice takvog nacina informira-
nja. Jedna od negativnih posljedica je kibero-
hondrija, odnosno intenziviranje anksioznosti
koje prati opetovano pretrazivanje zdravstve-
nih informacija na internetu. Ovaj se fenomen
istrazuje zadnjih 15-tak godina i do sada nije
postignut konsenzus radi li se o zasebnom psi-
hopatoloskom entitetu ili se radi o0 ponagajnoj
manifestaciji zdravstvene anksioznosti. Kibe-
rohondrija je osobito karakteristi¢na za osobe
s visokom zdravstvenom anksioznos¢u, Sto
ide u prilog da se radi o istom fenomenu. No,
metodologki dobro osmisljena longitudinalna
istrazivanja pokazuju da bi i kod zdravih oso-
ba pretrazivanje moglo vremenom potaknuti
razvoj pretjerane zabrinutosti za zdravlje. Ovi
nalazi daju podrsku kognitivno-bihevioralnom
modelu prema kojemu pretrazivanje moze biti
i okida¢ zdravstvene anksioznosti i njezin odr-
Zavajudi faktor. Nuzna su daljnja istraZivanja,
prije svega na klini¢kim skupinama koja ée po-
kazati radi li se o specifi¢nim obrascima pona-

$anja i dozivljavanja koja su povezana upravo

net with the aim of habituation may be recom-
mended (21). Since there are indications that
intolerance of uncertainty, anxiety sensitivity,
and metacognitions about health are connected
with cyberchondria, it may be useful to focus
on them specifically within psychotherapeutic
treatment (51,52,59). For this purpose, vari-
ous techniques may be used, such as exposure
to uncertainty, changing beliefs about uncer-
tainty and health concerns, mindfulness, etc.
However, there are no existing studies on the
effectiveness of the aforementioned techniques

in the treatment of cyberchondria.

CONCLUSION

The availability of the Internet to a wide circle of
people has made searching for information sim-
pler and faster than ever before. Increasing num-
bers of people reach for the Internet in search
of information, including information about
health. Although the advantages of the Internet
are beyond doubt, the negative consequences of
this form of obtaining information are becoming
more obvious. One such negative consequence is
cyberchondria, or the intensification of anxiety
followed by repeated searching for health infor-
mation on the Internet. This phenomenon has
been studied for the past fifteen years, and no
consensus has yet been reached regarding wheth-
er it is a separate psychopathological entity or
a behavioural manifestation of health anxiety.
Cyberchondria is particularly characteristic for
people with a high level of health anxiety, which
goes in favour of the claim that this is actually
the same phenomenon. However, methodolog-
ically well-conceived longitudinal studies have
shown that even in healthy people searching may
over time trigger the development of excessive
concern about health. Such findings support the
cognitive-behavioural model, according to which
searching may be also a trigger for health anxie-
ty and its maintenance factor. Further research

is required, primarily on clinical groups, which
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s pretrazivanjem interneta ili se radi samo o
ponasajnoj manifestaciji pretjerane zabrinu-
tosti za zdravlje. Iako je sada prepoznato ne-
koliko karakteristika korisnika i internetskih
trazilica koje bi mogle olaksati pojavu porasta
anksioznosti zbog pretraZivanja, to¢ni me-
hanizmi putem kojih do toga dolazi jo$ nisu
razja$njeni.

Sasvim je izvjesno da e internet postajati sve
znacajniji izvor podataka o zdravlju i bolesti,
te je stoga vazno razumjeti ¢imbenike koji do-
vode do pojacavanja zdravstvene anksiozno-
sti i kiberohondrije kako bi se mogle osmi-
sliti prevencijske i tretmanske aktivnosti.
Znadajni pomaci mogu se uliniti u edukaciji.
Prije svega, sadasnje i buduce zdravstvene
djelatnike treba educirati o fenomenu pre-
traZzivanja i njegovim posljedicama. Svakako
treba povecavati zdravstvenu pismenost jav-
nosti uklju¢ivanjem informacija o zdravlju u
kurikule nastave ve¢ od osnovne kole. Iako
moze zvucati utopijski, trebalo bi educirati IT
stru¢njake koji kreiraju algoritme na traZili-
cama o posljedicama koje rangiranja stranica
ostavlja na mentalno zdravlje. Kod osoba koje
ve¢ imaju intenzivnu kiberohondriju prepo-
ruca se primjenjivati KBT tretmane koji pra-
te protokole za zdravstvenu anksioznost uz
prilagodbe usmjerene smanjivanju pretrazi-
vanja, odnosno informiranju na kvalitetnim

stranicama.
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Posttraumatski stresni poremecaj je produljena/odgodena reakcija na proZivljeni traumatski dogadaj, koja se
ocituje psiholoskim posljedicama poput izbjegavanja podsjetnika na traumu, ponovnog prozivljavanja traumatskog
dogadaja te pojacane pobudljivosti organizma. Desetljeca istraZivanja ovog poremecaja rezultirala su prosirivanjem
spoznaja identifikacijom razlicitih faktora rizika, zastitnih faktora te odrednica i korelata akutnog i kroni¢nog tijeka.
Cilj ovog rada pruziti je $to obuhvatniji pregled suvremenih spoznaja bioloskih, psiholoskih i socijalnih faktora
rizika i korelata poremecaja kao i odrednica njegovog akutnog i kroni¢nog tijeka. Nalazi istraZivanja ovog podrucja
doticu podru¢ja bioloskih, psiholoskih te socijalnih faktora u podlozi razvoja ovog poremecaja te ukazuju na
potrebu za integrativnim pristupom razumijevanju njegova nastanka. Spoznaje nedovoljno istrazenoga, no veoma
relevantnoga podrucja socioekonomskih faktora rizika, takoder su prikazane. Zaklju¢ci mnogih istrazivanja ovog
podrugja, posebice njegovog kroni¢nog tijeka, odnose se na zapreke u smislu poteskoca razlucivanja ¢imbenika
koji su premorbidni faktori od onih koji su posljedica samog tijeka poremecaja.

| Posttraumatic stress disorder (PTSD) presents a prolonged/delayed reaction to a traumatized event that manifests itself
in psychological consequences such as avoiding traumatic reminders, re-experiencing a traumatic event, and intensifying
body arousal. Decades of research of this disorder resulted in the expansion of knowledge through the identification of
various risk and protective factors, and the determinants and correlates of its acute and chronic course. The aim of this
paper is to provide a more comprehensive overview of the current discoveries of biological, psychological, and social
factors of risk and correlates of the disorder as well as the determinants of its acute and chronic course. Research findings
in this area address the areas of biological, psychological, and social factors underlying the development of this disorder
and suggest the need for an integrative approach to understanding its origin. The findings from the understudied, but
highly-relevant field of socio-economic risk factors are also presented. The conclusions of a lot of research in this area,
particularly its chronic course, are related to obstacles in terms of the difficulty of distinguishing factors that represent
premorbid factors than those resulting from the course of the disturbance itself.
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UvOoD

PTSP i definicija traumatskoga
iskustva

Posttraumatski stresni poremecaj je stanje koje
predstavlja neposrednu ili odgodenu/produlje-
nu reakciju na prozivljeni traumatski dogadaj
koja se manifestira psiholoskim posljedicama
poput izbjegavanja podsjetnika na traumu, po-
novnog prozivljavanja traumatskog dogadaja
(npr. uznemirujuéi snovi) te pojaane auto-
nomne pobudenosti organizma. U opéoj po-
pulaciji prevalencija ovog poremecaja krece se
od 1 % do 14 %, ovisno o metodi prikupljanja
podataka i uzorku, no i vaze¢im dijagnostickim
kriterijima. Dijagnosti¢ki kriteriji kao i defini-
cija samoga traumatskog dogadaja u kontekstu
ovoga poremecaja, radi viSestrukih implikaci-
ja, nerijetko su tematika znanstvenih debata o

Cemu Ce biti vise receno u sljedec¢em poglavlju.

U znanstvenom smislu ovaj se poremecaj spo-
minje ve¢ od 19. stoljeca kada ga u svojoj opsir-
noj studiji Gradanskog rata objavljenoj 1871.
Jacob Mendez DaCosta spominje pod termi-
nom vojnicko srce (1). DaCosta je, naime, poku-
$ao dokuditi koji su to ¢imbenici koji dovode
do tako zamjetnih promjena u ratnih vetera-
na kao rezultat bivanja u situaciji intenzivnog
stresora odnosno traume. Traumatske situacije

koje mogu inducirati ovaj poremecaj gotovo su

INTRODUCTION

PTSD and the traumatic
experience definition

Posttraumatic stress disorder PTSD is a con-
dition that presents an immediate or delayed/
prolonged reaction to a traumatic event, man-
ifested in psychological consequences such as
avoiding traumatic reminders, re-experiencing
traumatic events (e.g. disturbing dreams), and
increased autonomic reactivity of the body. In
the general population, the prevalence of this
disorder ranges from 1 to 14%, depending on
the method of participant sampling and data
collection, but also valid diagnostic criteria. Di-
agnostic criteria as well as the definition of the
traumatic event itself in the context of this dis-
order, for multiple implications, are often sub-
ject to scientific debates, which will be further
discussed in the following chapter. In scientific
terms, PTSD has been mentioned since the 19
century. In his extensive study of the Civil War
published in 1871, Jacob Mendez DaCosta de-
scribes this condition under the terms of the
soldier’s heart (1). DaCosta was interested in the
factors that lead to such noticeable changes in
war veterans as a result of experiencing intense
stress or a traumatic situation. Traumatic situ-
ations that usually induce this disorder almost

always represent some form of life-threatening
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uvijek neki oblik Zivotne ugrozenosti ili prijet-
nje sigurnosti traumatizirane osobe pri ¢emu
je nerijetko vazan i dozivljaj bespomoénosti
ili nedostatka kontrole. Situaciju traume cesto
predstavljaju ratna zbivanja, zatoleni$tvo, lo-
gori, silovanje, prirodne katastrofe te promet-
ne nesrece. Nerijetko se radi o situacijama koje
su izvan uobiajenog iskustva osobe, odnosno
koje bi bile vec¢inu ljudi trauma, stoga ne ¢udi
kako se ovaj poremecaj ¢esto naziva ,normal-

nom reakcijom na abnormalne dogadaje”.

Sama definicija traume predmetom je znan-
stvenih debata. To¢nije, nerijetko se postavlja
pitanje kriterija kojim neki dogadaj zadovoljava
kvalitetu traumatskoga. U okviru nove inacice
Medunarodne klasifikacije bolesti (MKB-11)
trauma je definirana kao ekstremno prijete(i ili
uzasavajuci dogadaj ili serija dogadaja (2). S dru-
ge strane, DSM-5 nudi temeljitiju definiciju u
kojoj je osoba izlozena smrti, prijetnjom smrti,
ozljedi ili prijetnjom ozlijedi te prijetnjom ili stvar-
nom seksualnom nasilju putem izravne izloZenosti,
osobnim svjedocenjem te indirektno putem bliske
osobe koja je bila izloZena traumi. Prepoznata je
i ponavljana ili intenzivna izloZenost traumat-
skim detaljima u okviru profesionalne duznosti

kao okida¢ posttraumatske reakcije (3).

U novije vrijeme, nova kategorija potencijal-
nih traumatskih dogadaja za PTSP sve se vise
istrazuje, a odnosi se na zdravstvena stanja po-
put poroda te dijagnoza Zivotno ugrozavajucih
bolesti poput karcinoma ili kardiovaskularnih
bolesti (npr. infarkt). Prema Modelu dugorocne
somatske ugroze D. Edmonsona (Enduring Soma-
tic Threat model) nakon neugodnih iskustava u
okviru zdravstvenih smetnji potencijalno se ra-
zvija specifi¢ni oblik PTSP-a koji je orijentiran
na zbivanja u buduénosti, posebice u kognitivnoj
domeni. Prema ovome modelu, trauma je tjele-
snog podrijetla, nerijetko je kroni¢noga tijeka,
dok su intruzivne misli povezane sa zbivanjima
u buduénosti (npr. povratak maligne bolesti) te
visoko kognitivne u svojoj kvaliteti (4). Iako se

podatci u okviru ovog podrugja tek prikupljaju,

situation or a threat to the safety of an indi-
vidual, with an emphasis on the experience of
helplessness or lack of control. These events
usually refer to war events, detention, war
camps, sexual violence, natural disasters, and
traffic accidents. Such experiences often repre-
sent events that are beyond the usual experi-
ence of a person, or that would be traumatic
for most people, so it’s no surprise that this
disorder is often termed as a “normal reaction
to abnormal events”. However, the definition
of trauma itself is often a subject of scientific
debates. More specifically, the question of es-
tablishing the criteria by which an event satis-
fies the quality of a trauma is often discussed
by researchers. Within the new version of the
International Classification of Diseases (MKB-
11), a traumatic event is defined as an extreme
threatening or horrifying event or series of events
(2). On the other hand, DSM 5 provides a more
elaborate definition of a traumatic event in a
way that a person is exposed to death, threatened
death, actual or threatened serious injury, or actu-
al or threatened sexual violence by direct exposure,
witnessing in person or indirectly through a close
traumatized person. Repetitive or intense expo-
sure to traumatic details within professional
duty as a trigger of a post-traumatic reaction

(3) is also recognized.

More recently, a new category of potential
traumatic events for PTSD that refer to health
conditions such as birth or diagnoses of poten-
tially life-threatening diseases such as cancer
or cardiovascular disease (e.g. cardiac arrest)
are increasingly investigated. According to the
Enduring Somatic Threat model by D. Edmonds, a
specific form of PTSD oriented towards future
events, especially in the cognitive domain, po-
tentially develops after unpleasant experiences
within health disturbances. According to this
model, trauma is of bodily origin, it is often
chronic, while intrusive thoughts are related
to future events (e.g. the return of a malignant
disease) and highly cognitive in their quality
(4). Although the data regarding this area is
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istrazivanja posljednjega desetljeca potvrduju
smjer ovih pretpostavki posebice u podrudju
kardiovaskularnih bolesti (5,6), malignih bole-
sti (7,8) te poroda, kao i njegove vrste (9-11).
Iz svega navedenoga namece se zaklju¢ak kako
nove kategorije kao i podvrste ovoga poremeca-
ja ¢ekaju svoju temeljitiju znanstvenu potvrdu
te ih moZemo ocekivati u okviru nekih buducih
inadica dijagnostickih klasifikacija bolesti. Upra-
vo su kriteriji novoobjavljenih dijagnosti¢kih
kategorizacija DSM-5 i MKB-11 te njihova pro-
blematika za utvrdivanje $to sa¢injava i uzrokuje

ovaj poremecaj predmetom sljedecega poglavlja.

PTSP i problematika
dijagnostickih kriterija

Opis same klinicke slike ovoga poremecaja ovisi
uvelike i o aktualnim dijagnostickim klasifika-
cijama koje se tijekom godina uskladuju s nala-
zima suvremenih istraZivanja. Tako je u novoj
inadici ameri¢cke DSM Kklasifikacije (DSM-5) iz
2013. godine PTSP iz kategorije anksioznih
premjesten u novu kategoriju Poremecaja ve-
zanih uz traumu i stresore. Nadalje, iznenadan
gubitak bliske osobe zbog prirodne smrti vise
se ne smatra jednim od traumatskih ¢imbenika
nastanka ovoga poremecaja kao ni nuzan do-
Zivljaj emocija straha, bespomo¢nosti ili strave.
Nova klasifikacija donosi i dvije zasebne sku-
pine simptoma koje se odnose na izbjegavajuce
ponasanje te negativne promjene u misljenju i ras-
polozenju. Naposlijetku, uklju¢ena su i tri nova
simptoma koja se javljaju nakon traume u raz-
matranju dijagnoze PTSP-a. Spomenuti se od-
nose na pretjerano negativne misli i pretpostavke
o sebi i svijetu kao i negativan afekt te nesmotreno
ili destruktivno ponasanje. Sto se samoga tijeka
poremecaja ti¢e DSM-5 ne ¢ini vige razliku iz-
medu kroni¢noga te akutnoga tijeka PTSP-a, no
zahtijeva da smetnje traju duze od mjesec dana

za postavljanje dijagnoze (3).

Iako prema novoj DSM kategorizaciji akutni

i kroni¢ni tijek ovoga poremecaja vise ne po-

still being collected, findings of recent research
confirm the direction of these assumptions,
particularly in the field of cardiovascular dis-
ease (5,6), malignant diseases (7,8), and differ-
ent kinds of birth (9-11). Therefore, it can be
concluded that new categories and subtypes of
this disorder are waiting for their more thor-
ough scientific confirmation and we can expect
for them to appear within some future versions

of the diagnostic classifications of this disease.

The next chapter deals with the aforemen-
tioned issues arising from the new DSM 5 and
ICD-11 PTSD diagnostic criteria.

PTSD and the diagnostic criteria
issues

The clinical description of PTSD is largely
dependent on current diagnostic classifica-
tions that are aligned with the findings of re-
cent research. Thus, in the new version of the
American DSM Classification (DSM 5), PTSD
is removed from the category of Anxiety Dis-
orders and has been placed to a new category
of Trauma and Stress Disorders. Furthermore,
the sudden loss of a close relative due to natu-
ral death is no longer considered to be one of
the traumatic factors of the emergence of this
disorder, nor is the experience of the emotion
of fear, helplessness, or horror a necessary
factor for diagnosing this disorder. The new
classification also brings two separate groups
of symptoms related to avoidance behaviour
and negative alterations in cognitions and
mood. Finally, there are three new symptoms
that must occur after trauma for considering
the diagnosis of PTSD. The above mentioned
are related to excessively negative thoughts
and assumptions about oneself and the world,
negative affect, and reckless or destructive be-
haviour. As far as the course of the disorder
itself is concerned, DSM-V does not differen-
tiate between the chronic and acute course of

PTSD but requires that the disturbances last
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stoje, klini¢ko iskustvo te mnoga istrazivanja
ovoga podrugja ukazuju kako se ovaj poremecaj
moze o¢itovati raznoliko (duljinom i klinickom
slikom) u razli¢itih pojedinaca. Isto potkreplju-
je izanimljiva ¢injenica kako nova kategorizaci-
ja unutar DSM-5 omogucava 636 120 razli¢itih
kombinacija u simptoma PTSP-a u okviru ko-
jih je mogucde postaviti dijagnozu istoga, dok je
prethodna (DSM-IV-TR) omogucavala 79 794
kombinacije (12). Stoga je moguée postaviti i
hipotetsko pitanje koli¢ine razli¢itih kombina-
cija produljenoga tijeka ovoga poremecaja koje
se mogu pojaviti u razli¢itih pojedinaca. Istrazi-
vanja tijeka PTSP-a pokazuju kako stope spon-
tanih oporavaka u prvoj godini nakon traume
iznose oko 50 % (13,14) te da oko jedna tredci-
na pacijenata ima PTSP s odgodenim pocetkom
(15-17). Dok su ove studije poboljsale nase ra-
zumijevanje rizika i tijeka PTSP-a, dugoro¢ni
tijek kroni¢nog PTSP-a ipak ostaje nejasnijim,
jer je vedina ovih istrazivanja usmjerena istra-

Zivanju prve godine nakon traume.

Nadalje, definicija ovog poremecaja dodatno
se komplicira objavom nove inacice Medu-
narodne klasifikacije bolesti (MKB-11) (2).
Svrha nove inacice bila je ostvarivanje razliko-
vanja izmedu normalnih reakcija na stresore
i PTSP-a, kao i pojednostavljenje utvrdivanja
dijagnoze. Kriteriji su stoga izdvojeni u svega
tri kategorije iz kojih je potrebno zadovoljiti
po dva simptoma. Kategorije se odnose na (1)
ponovno prozivljavanje traumatskog dogadaja,
(2) izbjegavanje podsjetnika na traumu, te (3)
intenzivni dozivljaj postojece prijetnje. Simp-
tomi moraju trajati mjesec dana ili duZe te je
potrebno naru$eno funkcioniranje u barem
jednom podrudju zivota pojedinca. No, tolerira
se i odgodena reakcija na traumatski dogadaj
na viSe od 6 mjeseci nakon samog iskustva.
Nadalje, MKB-11 razlikuje takoder i kategori-
ju kompleksnog PTSP-a koji je definiran kao
reakcija pojedinca nakon izloZenosti visestrukim
traumatskim dogadajima ili onima produljenoga

trajanja iz kojih je izlazak nemogud ili izrazito

longer than one month (3). Although accord-
ing to the new DSM-V categorization the acute
and chronic course of this disorder no longer
exist, clinical experience and a lot of research
in this area indicate that this disorder can be
manifested in a variety of forms in different in-
dividuals. The latter is further confirmed by the
fact that the new categorization within DSM-V
allows for 636,120 different combinations of
PTSD symptoms within which it is possible
to diagnose it, while the previous (DSM-IV-tr)
enabled for 79,794 combinations (12). There-
fore, a hypothetical question of the quantity of
different combinations of the prolonged course
of this disorder that may occur in different in-
dividuals also arises. PTSD studies show that
spontaneous recovery rates in the first year af-
ter trauma account for about 50% (13,14), and
about one third of patients have a delayed on-
set of PTSD (15-17). While these studies have
improved our understanding of the risk factors
and the course of PTSD, the long-term course
of chronic PTSD remains unclear, as most of
these studies focus on the first year following
trauma. Furthermore, the definition of this
disorder is further complicated by the publi-
cation of the new version of the Internation-
al Classification of Diseases (ICD-11) (2). The
purpose of the new diagnostic criteria concern-
ing PTSD was to make a distinction between
normal stress responses and PTSD as well as
to simplify diagnosing the disorder. Criteria are
therefore separated into only three categories
from which two symptoms should be met. The
categories are related to (1) re-experiencing a
traumatic event, (2) avoidance of traumatic
reminders, and (3) an intense experience of
an existing threat. Symptoms must last for a
month or longer and require the presence of
impaired functioning in at least one area of an
individual’s life. However, a delayed reaction to
a traumatic event for more than 6 months after
the experience itself is tolerated. Furthermore,
ICD-11 distinguishes between the category of
complex PTSD that is defined as an individual’s
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tezak (2). Osim zadovoljenja po dva simpto-
ma iz prethodne tri kategodije, ova dijagnoza
obuhvacda jos tri koje se odnose na teskoce sa-
moorganizacije. Navedeni se odnose na teskoce
regulacije raspolozenja; negativno samopoimanje

te naruseno interpersonalno funkcioniranje.

Moze se reci kako je glavna tema MKB-11 krite-
rija u okviru dijagnostike PTSP-a prepoznava-
nje dijagnoza od istaknutog klini¢kog znacenja.
Prijedlozi novih dijagnosti¢kih kriterija naisli
su na brojne reakcije znanstvene zajednice.
Istrazivali ovog podrudja upozoravaju kako ce
ti prijedlozi potencijalno $tetiti pojedincima s
laksim i umjerenim oblicima ovoga poremecaja
kojima ¢e potencijalna pomo¢, radi izostanka
zadovoljenja kriterija, mozda biti uskraéena.
IstraZivanje Wiscoa i suradnika potvrdilo je
kako predlozeni PTSP kriteriji u okviru MKB-
11 identificiraju zna¢ajno manje pojedinaca s
ovom dijagnozom od DSM-5 i1V, posebice pro-
tokom vremena (18). Istovremeno, novi krite-
riji MKB-11 nisu doveli u ovome istrazivanju
do smanjenja komorbidnih dijagnoza, $to je bio
jedan od ciljeva nove inac¢ice MKB-11. Stoga je
preporuka istrazivaca klini¢arima uzeti u obzir
cjelokupno stanje pojedinca, mimo strogoga
razvrstavanja smetnji u predloZene dijagno-
sticke kategorije (19). Potonje je veoma vazno
uzeti u obzir radi potencijalne zdravstvene po-
modi ili naknade za koju bi pojedinci mogli biti

uskracéeni.

PTSP te problematika trazenja
naknade i parni¢enja

U razmatranju razli¢itih faktora koji doprinose
odrzavanju PTSP-a upravo se jo§ nedovoljno
istrazen proces parnienja i trazenja naknade
¢ini osobito vaZznim. Stoga je pruzanje pregle-
da istraZivackih nalaza i unutar ovoga podru¢-
ja predstavlja jedan od vaznijih motiva pisanja
ovoga preglednoga rada. Naime, istrazivanja
pokazuju kako osobe koje traZze nov¢anu na-

knadu imaju izrazenije smetnje u okviru dija-

reaction after exposure to multiple traumatic
events or those of prolonged duration from
which the escape is impossible or extreme-
ly difficult (2). Apart from meeting the two
symptoms from the first three categories, this
diagnosis includes three more that relate to
the difficulties of self-organization. These are
related to mood regulation problems; negative
self-concept and impaired interpersonal func-
tioning. It can be argued that the main theme
of the ICD-11 criteria regarding the diagnosis
of PTSD is to recognize the diagnosis of clinical
significance. Proposals for new PTSD diagnos-
tic criteria within the new edition of ICD-11
have met numerous critiques and reactions of
the scientific community. Researchers of this
area warn that individuals with mild or mod-
erate forms of this disorder may be potential-
ly harmed by these criteria in a way that they
could be denied potential help due to the lack
of criteria for PTSD being met. Research by
Wisco and associates has confirmed that the
proposed PTSD criteria under ICD-11 identify
significantly fewer individuals with this disease
against DSM-5 and IV criteria, especially with
the passage of time (18). At the same time, the
new ICD-11 criteria did not lead to a reduction
of comorbid diagnoses in this study, which was
one of the goals of the new ICD-11 edition re-
garding PTSD. Therefore, the recommendation
to clinicians is to consider the overall condition
of an individual, rather than making a strict
classification of their disturbances against the
proposed diagnostic categories (19). The latter
is very important to consider for the purpose
of potential health care or compensation that

could be denied to these individuals.

PTSD and the problem
of litigation and seeking
compensation

In consideration of the various factors con-
tributing to the maintenance of PTSD, the

issue of litigation and compensation seeking
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gnoze PTSP-a od pojedinaca s ovim poreme-
¢ajem koji su izvan procesa trazenja naknade
i parni¢enja (20-22). Znanstvenici su opazene
nalaze pokusali razjasniti u okviru tri moguca
razja$njenja. Spomenuti se odnose na hipote-
ze stvarne naru$enosti funkcioniranja (disability
hypothesis), trazenja financijske dobiti (finantial
gain hypothesis) kao i hipoteze pojaanoga stresa
(stress hypothesis) (23). Iz navedenoga jasno je
kako veza izmedu izrazenosti simptoma PT-
SP-a i trazenja financijske dobiti nije sasvim
jednostavna i razja$njena. Stoga je ovo pod-
rudje vaZzan aspekt u istrazivanju faktora rizika
za kroni¢ni tijek ovoga poremecaja. Dostupni
nalazi istrazivanja ovoga podruéja opisani su
unutar posljednjeg poglavlja Socioekonomskih
faktora.

Zbog slozenosti klinicke slike te nerijetko
dugotrajnog i multidimenzionalnog pristupa
lije¢enju ovaj je poremecaj ve¢ dugi niz godina
predmet brojnih znanstvenih studija. Istrazi-
vacka pitanja ¢esto se odnose na razmatranja
razli¢itih faktora rizika za razvoj poremeca-
ja, poput biologkih i psihologkih ranjivosti,
tijeka oporavka kao i procjene uéinkovitosti
razli¢itih terapijskih tretmana PTSP-a u ovi-
snosti o tipu traume kao i rodu traumatizira-

ne osobe.

Na osnovi svega navedenoga, cilj ovoga rada
ponuditi je pregled suvremenih istrazivanja
faktora rizika te tijeka posttraumatskog stre-
snog poremecaja. Kako se radi o veoma kom-
pleksnom poremecaju o¢igledno je kako je sam
nastanak ovog poremecaja rezultat interakcije
razli¢itih elemenata, poput biologkih (anksio-
zni prag, interoceptivna svjesnost), psiholos-
kih, socijalnih te nedovoljno istraZzenih fakto-
ra socioekonomskog statusa pregledom kojih
biva zaklju¢en cjelokupni pregled. Stoga je ja-
sno kako utvrdivanje razli¢itih faktora rizika
za razvoj PTSP-a pruZa obuhvatniji odgovor
na pitanje tko ¢e s ve¢om vjerojatnoséu razviti
PTSP kao odgovor na traumatsko iskustvo, a

tko nece.

still remains under investigated. Hence, ex-
ploration of research findings within this area
is one of the key motives for writing this re-
view paper. Namely, research has shown that
people seeking financial compensation have
more severe symptoms within the PTSD di-
agnosis than individuals with this disorder
that are not seeking reimbursement (20-22).
The researchers of this area argue that these
findings could be clarified within three possi-
ble explanations. These refer to the disability
hypothesis, financial gain (hypothesis), and stress
hypothesis (23). From the above mentioned it
is clear that the link between the expression of
PTSD symptoms and seeking financial gain is
not quite so simple or clarified. Therefore, this
area represents an important aspect within
the studies of various risk- and chronic course
factors of this disorder. The available research
findings in this area are described within the
last chapter of this paper that refers to Socio-
economic Factors. Due to the complexity of its
clinical manifestation and the often long-term
and multidimensional approach to treatment,
this disorder has been the subject of numerous
scientific studies for many decades. Research
questions often relate to consideration of vari-
ous risk factors for the development of this dis-
order such as biological and psychological vul-
nerabilities, recovery rates, and assessment of
the effectiveness of various PTSD therapeutic
treatments depending on the type of trauma.
Therefore, the aim of this paper is to provide
an extensive overview of current findings on
PTSD risk factors. Since PTSD is a very complex
disorder, it is obvious that the very occurrence
of this disorder is the result of the interaction
of various elements. The above mentioned refer
to biological (anxiety threshold, interoceptive
sensitivity/consciousness), psychological, so-
cial, and insufficiently investigated factors of
socioeconomic status. It’s therefore clear that
determining the various risk factors important
for the development of PTSD provides a more

comprehensive answer to a question of who
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METODOLOGIJA

U okviru nastanka ovoga rada pretraZene su
internetske baze znanstvenih ¢asopisa Science
Direct, PubMed, PsychInfo i Researchgate tijekom
razdoblja od svibnja 2013. do svibnja 2018.
godine za klju¢ne rije¢i koje se ti¢u faktora
rizika i kroni¢noga tijeka PTSP-a. Termini za
pretrazivanje ukljucivale su kombinaciju rije¢i
PTSD/PTSP i sljede¢ih fraza i/ili termina na
engleskom i hrvatskom jeziku: risk factors/fak-
tori rizika, chronic course/kroni¢ni tijek, anxiety
sensitivity/anksiozna osjetljivost, neuroticism/
neuroticizam, osobine li¢nosti/personality traits,
neurobiology/neurobiologija, genetics/genetika,
brain imagery/mozgovni zapisi, anxiety/anksi-
oznost, depression/depresija, comorbidity/ ko-
morbiditet, reimbursement, compensation/par-
ni¢enje. Odabir radova s obzirom na relevan-
tnost teme rezultirao je kona¢nim odabirom
177 publikacija ¢iji su rezultati spomenuti u
ovom preglednom radu. S obzirom na opéenito
manju koli¢inu prospektivnih longitudinalnih
studija ovoga podrudja objedinjeni su dostupni
istrazivacki rezultati objavljeni u razdoblju od
1988. do 2018. godine.

FAKTORI RIZIKA ZA RAZVO)J
POSTTRAUMATSKOG STRESNOG
POREMECAJA

Faktore rizika za razvoj posttraumatskog stre-
snog poremecaja mozemo radi preglednosti podi-
jeliti u nekoliko veé¢ih skupina. To su faktori koji
proizlaze iz osobina li¢nosti i strategija suocava-
nja, psihijatrijske povijesti i komorbidnih stanja
poput poremecaja li¢nosti, vjerovanja i atribucija
te biologkih faktora i socijalnih okolnosti.

Osobine li¢nosti

Kada faktore rizika za razvoj posttraumatskog
stresnog poremecaja sagledavamo iz aspek-

ta osobina li¢nosti, jedna je osobina posebice

will most likely develop PTSD in response to a

traumatic experience and who will not.

METHODS

The Internet databases of Science Direct,
PubMed, Psychlnfo, and Researchgate were
searched over the period from May 2013 to
May 2018 for keywords related to risk factors
and chronic PTSD. The search terms included
a combination of the word PTSP and the fol-
lowing phrases and/or terminology in English
and Croatian: risk factors, chronic course, anx-
iety sensitivity, neuroticism, personality traits,
neurobiology, genetics, brain imagery, anxiety,
depression, comorbidity, litigation, reimburse-
ment, compensation. The selection of papers
with respect to relevance of the topic resulted
in the final selection of 177 publications whose
results are mentioned in this review paper.
Considering the generally smaller amount of
prospective longitudinal studies in this area,
the current review gathered the available re-
search results published during the period
from 1988 to 2018.

PTSD RISK FACTORS

Risk factors important for the development of
PTSD can be divided into several major groups.
These refer to the factors that arise from per-
sonality traits and coping strategies, psychiat-
ric history, and comorbid states such as person-
ality disorders as well as biological factors and

social circumstances.

Personality traits

When considering personality traits as risk
factors for the development of PTSD, one trait
seems to be particularly salient within this con-
text. The latter refers to neuroticism - a trait

that represents a permanent tendency to re-
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izraZena u ovom kontekstu. Rije¢ je o neuro-
ticizmu, odnosno osobini koja se manifestira
trajnom sklonog¢u k reagiranju na dogadaje
negativnim afektom, uklju¢ujuéi anksioznost
te depresivnost (24). Neuroticizam je zna¢ajno
povezan s PTSP-om (25,26) i faktor je rizika za
razvoj posttraumatskog stresnog poremecaja
nakon izlaganja traumatskom dogadaju (27).
Jedan od nalaza koji pokazuje koliko je ova
osobina znacdajna za nastanak PTSP-a je taj da
je izrazito naglasen neuroticizam faktor rizika
nezavisan od izloZenosti borbi koji je dobiven
na uzorku stotine veterana vijetnamskog rata s
posttraumatskim stresnim poremecajem (28) i
doprinosi vi$e objagnjavanju varijance simpto-
ma PTSP-a od samih ratnih iskustava (29-32).
Istrazivanje O’'Toolea, Marshalla, Schurecka i
Dobsona (33) na slu¢ajnom uzorku australskih
ratnih veterana s dijagnozom PTSP-a i bez te
dijagnoze pokazalo je kako su rezultati na lje-
stvici neuroticizma uo¢i novaéenja za vojsku
bili kasnije povezani s razvojem PTSP-a. Sli¢ni
rezultati (povezanost neuroticizma ili anksio-
znosti i posttraumatskih reakcija) dobivaju se
i na uzorku osoba oboljelih od civilnog PTSP-a
zbog razli¢itih vrsta traumatskih dogadaja (34-
37). Brojna istraZivanja ovoga podru¢ja takoder
ukazuju na povezanost PTSP-a i ostalih osobi-
na li¢nosti poput primjerice negativne emocio-
nalnosti, traZenja novosti, sklonosti hostilno-
sti i ljutnji i anksioznosti kao osobine li¢nosti
(38). Takoder, negativno je povezan s ekstra-
verzijom, optimizmom te kombinacijom viso-
ke pozitivne i niske negativne emocionalnosti
(39). Potonje ukazuje na potrebu obuhvatnijeg,
odnosno multidimenzijskog pristupa u razma-
tranju odnosa i uloge razli¢itih potencijalnih
faktora rizika u nastanka PTSP-s. Istrazivanja
su takoder pokazala kako je nisko izraZzena
osobina smjelosti (engl. hardiness) doprinosila
objasnjenju veée varijance simptoma PTSP-a
nego sami traumatski dogadaji (40). Nadalje,
u prospektivnom istrazivanju Tomassena i
sur. (41) smjelost je imala indirektan utjecaj na

smanjenje simptoma PTSP-a u norveskih voj-

act to events with a negative affect, including
anxiety and depression (24). Neuroticism is
significantly associated with PTSD (25,26) and
presents a risk factor for the development of
PTSD after exposure to a traumatic event (27).
One of the findings showing the significance
of this trait for the emergence of PTSD is that
high neuroticism presents a risk factor inde-
pendently of exposure to combat in Vietnam
veterans with PTSD (28). This trait also con-
tributes more to the explanation of the vari-
ance of PTSD symptoms than war experiences
themselves (29-32). The research of O’Toole,
Marshall, Schureck, and Dobson (33) on a ran-
dom sample of Australian veterans with and
without PTSD showed that the results on the
neuroticism scale in military recruits were later
related to the development of PTSD. Similar re-
sults (association of neuroticism or anxiety and
posttraumatic reactions) were also obtained on
a sample of individuals with PTSD developed
as a result of various types of traumatic events
(34-37). Ample research in this area also points
to the correlation between PTSD and other per-
sonality traits, such as negative emotionality,
seeking novelty, hostility, and anger and trait
anxiety (38). PTSD is also negatively associated
with extraversion, optimism, and combination
of high positive and low negative emotionality
(39). The latter points to the need for a more
comprehensive or multidimensional approach
to the consideration of the relationship and
role of the various potential risk factors in the
emergence of PTSD. Studies have also shown
that the low expression of hardiness contribut-
ed to the explanation of a greater variation of
PTSD symptoms than traumatic events them-
selves (40). Furthermore, in a prospective
study by Tomassen et al. (41) hardiness has had
an indirect impact on reducing PTSD symp-
toms in Norwegian soldiers via reduced use of
avoidance strategies - another risk factor sig-
nificant for the emergence of PTSD. Hardiness
is a feature that represents a set of personality

traits that act as a protective factor in dealing
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nika djelujuéi na smanjeno koristenje strategija
izbjegavanja - jo$ jednoga od fakora rizika za
nastanak PTSP-a. Rijec je o osobini koja je skup
osobina li¢nosti koje djeluju kao zastitni faktor
pri suocavanju s traumatskim iskustvom (42).
Ova osobina djeluje mehanizmima videnja stre-
sne situacije zanimljivom i punom znacenja za
pojedinca koji istovremeno stresore procjenjuje
podloznima kontroli. Takoder, promjena je vi-
dena kao mogucnost osobnog rasta te je pro-
cijenjena normalnim dijelom Zivota. Jo$ jednu
od osobina za koju se pretpostavlja kako mno-
gostrukim putevima djelovanja uvecava rizik za

pojavu PTSP-a je anksiozna osjetljivost.

Anksiozna osjetljivost

Anksiozna osjetljivost je veoma vazan faktor
u razmatranju nastanka posttraumatskog
stresnog poremecaja (43). Rije¢ je o osobini
koja predstavlja strah od unutarnjih promje-
na (tjelesnih, mentalnih, socijalne brige) radi
uvjerenja kako su te promjene ugrozavajuée
za dobrobit pojedinca. Pretpostavka je kako je
ova osobina faktor rizika putem dva zasebna
mehanizma djelovanja (44). Pojedinci s vi-
sokim razinama ove osobine mogu reagirati
intenzivnije na traumatski stresor pri ¢emu
¢e im dodatan izvor stresa biti i zabrinutost
zbog vlastitih reakcija na stresor. Spomenuto
potencijalno umanjuje i prag potreban za stre-
snu reakciju povecdavaju¢i spektar situacija
koje bi kod pojedinca mogle potaknuti pojavu
posttraumatskog stresa. Drugi mehanizam
pretpostavlja kako traumatska situacija moze
potaknuti pojavu PTSP-a i anksiozne osjetlji-
vosti koja tada povratno uvedava intenzitet
simptoma. Dosadasnji istrazivacki napori op-
¢enito potvrduju pretpostavku o anksioznoj
osjetljivosti kao faktoru rizika za pojavu PT-
SP-a (45-48). Feldner i sur. (49), primjerice, u
prospektivnoj su studiji utvrdili kako je anksi-
ozna osjetljivost znac¢ajan prediktor simptoma
PTSP-a u uzorku 400 mladih odraslih osoba ti-

jekom razdoblja pracenja od 18 mjeseci. Boffa

with traumatic experience (42). This feature
works via mechanisms of perceiving a stressful
situation as interesting and full of meaning for
an individual who at the same time perceives
stressors as controllable. Also, these individu-
als perceive change as a potential for personal

growth and view it as a normal part of life.

The next section is devoted to the trait of anxie-
ty sensitivity - another feature that is assumed

to increase the risk for PTSD in multiple ways.

Anxiety sensitivity

Anxiety sensitivity presents an important fac-
tor in considering the emergence of PTSD (43).
This feature refers to fear of internal changes
(physical, mental, social worries) due to a be-
lief that an individual’s wellbeing is being en-
dangered. It’s hypothesized that this feature
presents a risk factor through two separate
mechanisms of action (44). Individuals with
high levels of this trait may react more inten-
sively to a traumatic stressor, with worry (that
arises as a result of their own reactions to the
stressor) being an additional source of stress.
This potentially reduces the threshold required
for a stress response by increasing the range
of situations that could cause an individual to
develop posttraumatic stress. Another mecha-
nism assumes that a traumatic situation may
trigger the onset of PTSD and anxiety sensi-
tivity, which then increases the intensity of the
PTSD symptoms. Previous research generally
confirms the assumption of anxiety sensitivity
being a risk factor for the occurrence of PTSD
(45-48). In prospective studies, Feldner et al.
(49), for example, found that anxiety sensitiv-
ity was a significant predictor of PTSD symp-
toms in a sample of 400 young adults during
an 18-month follow-up period. Boffa et al. (50)
investigated whether elevated anxiety sensitiv-
ity before the traumatic event is a risk factor
for posttraumatic stress symptoms. The results

of their study showed that pretraumatic elevat-
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i sur. (50) istrazili su je li povi$ena anksiozna
osjetljivost prije traumatskoga dogadaja faktor
rizika za pojavu simptoma posttraumatskoga
stresa. Rezultati njihove studije pokazali su
kako je upravo pretraumatska povisena anksi-
ozna osjetljivost predvidala simptome posttra-
umatskog stresa (PTSS) u skupini ameri¢kih
studenata izloZenih na razli¢iti naéin pucnjavi
na sveucilistu. Takoder, tjelesna komponenta
anksiozne osjetljivosti djelovala je u interakciji
sa stupnjem izloZenosti traumatskom dogada-
ju na intenzitet izrazenosti simptoma PTSS-a
(50). Nadalje, Marshall, Miles i Stewart (44)
istrazili su longitudinalnim nacrtom vremen-
ski odnos anksiozne osjetljivosti i intenziteta
simptoma PTSP-a neposredno nakon tjelesne
ozljede te nakon 6 i 12 mjeseci u 677 sudioni-
ka. Utvrdeno je kako i anksiozna osjetljivost i
intenzitet simptoma PTSP-a medusobno dje-
luju recipro¢nim putem. Toénije, anksiozna
osjetljivost predvidala je izraZenost simptoma
PTSP-a, kao §to su i potonji predvidali kasni-
ju izrazenost osobine anksiozne osjetljivosti
(44). Nadalje, ¢ini se kako je anksiozna osjetlji-
vost povezana i sa smanjenim mogucénostima
samoregulacije pojedinca u kontekstu proce-
siranja emocionalnih podrazaja (51) te spo-
sobnostima postizanja usredotocene svjesnosti
(engl. mindfulness) (52). To¢nije, ¢ini se kako
su pojedini faktori unutar spomenute osobi-
ne potencijalne karakteristike pojedinca koje
stvaraju vedi rizik za razvoj PTSP-a. U istrazi-
vanju Schoorlove i Van Der Doesa (52) fakto-
ri usredotolene svjesnosti koji se odnose na
mogucnosti opisivanja iskustva, prihvaéanje bez
osudivanja te odsustvo reagiranja na unutarnje
iskustvo bili su u sudionika negativno povezani
sa simptomima PTSP-a te depresivnom simp-
tomatikom (52). Nadalje, ovi su faktori pred-
vidali zasebnu varijancu simptoma PTSP-a
nezavisno od varijabli anksiozne osjetljivosti
iintenziteta traume (52). Faktori mogucnosti
opisivanja iskustva, prihvacanje bez osudivanja te
djelovanje sa svjesno$¢u predvidali su zasebnu

varijancu simptoma depresije u osoba s PT-

ed anxiety sensitivity predicted posttraumatic
stress (PTSS) symptoms in a group of American
students exposed to different proximities to a
shooting situation at their university. Also, the
bodily concerns component of anxiety sensitiv-
ity has interacted with the degree of exposure
to a traumatic event in predicting the inten-
sity of PTSS symptoms (50). Furthermore,
Marshall, Miles, and Stewart (44) investigated
the temporal relationship of anxiety sensitiv-
ity and the intensity of PTSD symptoms im-
mediately after physical injury and 6 and 12
months later on a sample of 677 participants.
It was found that both anxiety sensitivity and
the intensity of the PTSD symptoms interact-
ed with each other in reciprocal ways. More
specifically, anxiety sensitivity predicted the
expression of PTSD symptoms, and the latter
predicted a later expression of anxiety sensi-
tivity (44). Furthermore, anxiety sensitivity
seems to be associated with reduced possibil-
ities of self-regulation of the individual in the
context of processing emotional stimuli (51)
and the ability to achieve mindfulness (52).
Specifically, it appears that the individual vari-
ations within the aforementioned traits repre-
sent potential characteristics of an individual
that pose a higher risk for PTSD development.
In the research of Schoorl and Van Der Does
(52), mindfulness questionnaire factors regard-
ing the ability to Describe (experiences), Accept
without Judgement, and Non-Reactivity to In-
ner Experience were negatively associated with
symptoms of PTSD and depressive symptoms
(52). Furthermore, these factors explained
additional variance of PTSD symptoms inde-
pendently of the anxiety sensitivity and trau-
matic intensity variables (52). Factors related
to the ability to Describe (experiences), Accept
without Judgement, and Act with Awareness
accounted for a separate variance of depression
symptoms in PTSD individuals independently
of the cognitive reactivity variables and the
amount of traumatic experiences (52). As can

be seen from the described results, comorbid
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SP-om nezavisno od varijabli kognitivne reak-
tivnosti te koli¢ine traumatskih iskustava (52).
Kao $to je vidljivo iz posljednjega primjera, ko-
morbidne smetnje poput primjerice depresije,
nerijetko se pojavljuju zdruzeno sa smetnjama
iz kruga PTSP-a.

Komorbiditet kao faktor rizika

Kao $to je navedeno u uvodu poglavlja, osim
odredenih osobina li¢nosti, prijasnje psihi¢-
ke tegkoce, odnosno psihijatrijska povijest
te komorbidni poremecaji licnosti takoder su
faktori rizika koji doprinose razvoju PTSP-a.
Prema Kessleru (53) osobe s posttraumatskim
stresnim poremecajem imaju vecu koli¢inu
peritraumatskih psihijatrijskih dijagnoza. U
studiji Kulke i suradnika (54) prethodna dija-
gnoza anksioznog poremecaja pokazala se naj-
znadajnijim faktorom rizika za razvoj PTSP-au
vijetnamskih veterana, dok je u drugom istra-
zivanju bilo koja dijagnoza s Osi I tadasnjega
DSM-IV bila povezana s dvostruko vecom razi-
nom dijagnoze PTSP-a u istrazivanju Northa i
suradnika (55). Cini se kako dugogodinja dija-
gnoza poremecaja strukture li¢nosti, posebice
antisocijalnog poremecaja li¢nosti, takoder po-
veclava rizik od nastanka ratnog PTSP-a zbog
traumatskog dogadaja (54). Sto se ratnog PT-
SP-a tice, povijest djecjeg antisocijalnog pona-
$anja bila je povezana s razvojem PTSP-a (56),
dok je dijagnoza dje¢jeg poremecaja u opho-
denju bila povezana s vjerojatnoscu izlaganja
traumatskom dogadaju kao i PTSP-om (57).
Niza inteligencija faktor je rizika za izlaganje
bududim traumatskim dogadajima te PTSP-a
nakon izlaganja traumatskom dogadaju (58).
Stovise, prospektivne longitudinalne studi-
je djece u rizi¢nim podru¢jima pokazale su
kako se ¢ini da visa inteligencija reducira ri-
zik za oboljenje od psihijatrijskog poremecaja
(59,60) uklju¢ujuc¢i PTSP (61). Naposlijetku,
meta-analiza Brehove i Seidlera (62) pokazala
je kako je i stanje peritraumatske disocijacije

rizik za kasniji razvoj PTSP-a. Ova se osobina

conditions such as depression often occur to-
gether with PTSD disturbances. Therefore, the
purpose of the next paragraph is to provide

relevant research findings regarding the area.

Comorbidity as a risk factor

As stated in the Introduction, apart from cer-
tain personality traits, previous mental prob-
lems, psychiatric history and comorbid per-
sonality disorders also represent risk factors
that contribute to the development of PTSD.
According to Kessler (53), people with PTSD
have a higher amount of peritraumatic psy-
chiatric diagnoses. In the study of Kulke et al.
(54), an earlier diagnosis of an anxiety disor-
der was the most significant risk factor for the
development of PTSD in Vietnamese veterans,
while in the second study, any diagnosis from
the DSM IV Axis I was associated with a twice
higher probability of a PTSP diagnosis in the
research of Northa et al (55). It appears that
the long-term diagnosis of a personality disor-
der, particularly the antisocial personality dis-
order, also increases the risk for the emergence
of PTSD due to a traumatic war event (54). As
far as war PTSD is concerned, the history of
child antisocial behavior was related to the de-
velopment of PTSD in later life (56), while a
diagnosis of childhood conduct disorder was
associated to a higher probability of an expo-
sure to a traumatic event in later life as well as
PTSD (57). Lower intelligence is a risk factor
for exposure to future traumatic events and

post-exposure PTSD.

Moreover, prospective longitudinal studies of
children in high-risk areas have shown that
higher intelligence reduces the risk of psychi-
atric disorders (59,60), including PTSD (61).
Finally, a meta-analysis by Brehove and Seidler
(62) showed that the state of peritraumatic dis-
sociation is also a risk for a later development
of PTSD. This characteristic refers to the subjec-

tive experience of emotional numbing, distanc-
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odnosi na subjektivni dozivljaj emocionalne
otupjelosti, distanciranja od drugih, smanjene
reaktivnosti, depersonalizacije i derealizacije
u trenutku zbivanja traumatskog dogadaja.
Iako je u trenutku njezine pojave pojedinac
trenutacno zasticen od apsolutnog dozivljaja
traume, pretpostavka je kako ona dugoroéno
Steti ometajudi integraciju traumatskog isku-
stva unutar eksplicitnog pamdenja pojedinca
(63,64).

Kognitivni faktori

Posebna skupina faktora rizika za razvoj PT-
SP-a proizlazi iz kognitivne sfere, odnosno na-
¢ina na koji ljudi pridaju zna¢enje dogadajima
i kako ih tumace. Pojedinceva vjerovanja mogu
djelovati raznoliko na smjer oporavka nakon
traumatskog iskustva, $titeci ga ili olak3avajuci
nastanak smetnji. Primjerice, zastitnim fakto-
rima za razvoj ovog poremecaja nakon fizickog
napada pokazala su se vjerovanja o vlastitioj
vrijednosti, sigurnosti i povjerenju u druge
(65). Vjerovanje da svijet funkcionira na na¢in
kojeg opisuju znaenje i koherentnost takoder
predstavlja zastitni faktor kao i pozitivna vjero-

vanja o vlastitoj samoefikasnosti (66-68).

S druge strane, u slu¢aju PTSP-a, Cetiri su se
kognitivna elementa, odnosno vjerovanja po-
kazala zna¢ajnim za razvoj ovog poremecaja. To
su: procjena dogadaja kao ugrozavajuceg; vjero-
vanja o osobnoj ranjivosti; pokusaji pripisiva-
nja posebnog znacéenja dogadaju te vjerovanja o
koli¢ini osobne kontrole (69). Procjena vlastite
ranjivosti kao i ograni¢eni kapaciteti za suoca-
vanje s izazovima (70,71), niska samoucinko-
vitost (72,73), procjena §tetnosti te pridavanje
zastra$ujucih znaéenja dogadajima (74-76) vje-
rovanja su koja su povezana s razvojem posttra-
umatskih poremecaja. Jo$ jedan od kognitivnih
faktora rizika za razvoj PTSP-a je i pojedinceva
procjena Stetnosti simptoma poput intruziv-
nih misli (77-79). Jedan od znacajnih faktora

u pripisivanju znaéenja traumatskom dogadaju

ing from others, reduced reactivity, depersonal-
ization, and derealization at the moment of the
occurrence of a traumatic event. Although at
the time of its occurrence, peritraumatic disso-
ciation protects an individual from the absolute
trauma experience, it is assumed that it acts
harmfully in the long term by hindering the
integration of the traumatic experience within

the explicit memory of the individual (63,64).

Cognitive factors

A particular group of risk factors for the de-
velopment of PTSD results from the cognitive
sphere, or the ways people ascribe meaning to
events and how they interpret them. Individ-
ual beliefs can work differently on the direc-
tion of recovery after a traumatic experience,
protecting it or facilitating the occurrence of
disturbances. For example, beliefs about one’s
own value, safety and trust in others appeared
to be protective factors for the development of
this disorder after a physical attack (65). The
belief that the world functions in a way that
produces meaning and coherence is also a pro-
tective factor, as well as positive beliefs about
one’s self-efficacy (66-68). On the other hand,
in the case of PTSD, four cognitive elements,
or beliefs, have proven to be significant for the
development of this disorder. These are: as-
sessment of the event as a threat; beliefs about
personal vulnerability; attempts to attribute
special significance to the beliefs about the
amount of personal control (69). Estimated
self-vulnerability as well as limited capacity to
deal with challenges (70,71), low self-effica-
cy (72,73), attachment of harmful or horrific
meanings to events (74-76) are beliefs that
are associated with the development of post-
traumatic disorders. Another cognitive risk
factor for the development of PTSD refers to
the individual’s assessment of the harmfulness
produced by PTSD symptoms such as intrusive
thoughts (77-79). One of the important factors

in ascribing significance to a traumatic event is
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je i atribucija odgovornosti te lokus kontrole,
odnosno koncept koji se odnosi na pripisivanje
kontrole, odgovornosti i krivnje unutarnjim ili
izvanjskim faktorima. Posttraumatski stresni
poremecaj povezan je s pripisivanjem kontro-
le izvanjskim uzrocima (80), dok druga istra-
Zivanja ukazuju na kompleksan odnos izmedu
tijeka poremecaja i lokusa kontrole u ovisnosti
o vrsti traumatskog dogadaja $to je detaljnije
pojasnjeno u poglavlju koji razraduje faktore

kroni¢nog tijeka poremecaja.

U novije se vrijeme jo$ jedan kognitivni faktor
rizika za anksiozne poremecdaje isti¢e unutar
istrazivanja ovog poremecaja. Rijec je o kogni-
tivnom stilu strepnje koji se odnosi na stabilnu
sklonost pojedinca videnju prijetnje kao brzo
napredujuce u vremenu i prostoru (81). Dosa-
dasnji nalazi otkrivaju kako je simptomatika
PTSP-a umjereno povezana s kognitivnim sti-
lom strepnje (82,83). Iako tek u zacetku, dosa-
dasnji nalazi ukazuju kako manifestacije ovog
kognitivnog stila u obliku pristrane obrade
informacija, paznje i pamdenja vezanih uz pri-
jetnju podrzavaju njegovu vaznost kao faktora
rizika za razvoj PTSP-a (84-88).

Kumulacija stresora i traumatskih
iskustava

Osim biologkih faktora, osnovna pretpostav-
ka aktualnog modela ,kumulacije stresora“u
nastanku PTSP-a (engl. stressor-dose model)
je kako gomilanje prozivljenih nedaca tijekom
zivota doprinosi nastanku poremecaja te kako
veca koli¢ina odnosno intenzitet traumatskog
dogadaja uvjetuje vedi intenzitet posttraumat-
skog stresnog poremecaja (89). Prijasnji vise-
struki traumatski dogadaji, posebice nasilje u
obliku napada, su najjaci faktor rizika za ra-
zvoj PTSP-a u populaciji (90), u veterana (91),
silovanih Zena (92) i medu onima koji su ra-
zvili PTSP kao odgovor na napad u SAD-u 11.
rujna (93). lako je literatura puna nalaza koji

potvrduju povezanost koli¢ine traumatskih

the attribution of responsibility and the locus
of control, that is, the concept of attributing
control, responsibility and guilt to internal or
external factors. PTSD is often associated with
attribution of control to external agents (80)
while other studies suggest a complex relation-
ship between the course of the disturbance and
the locus of control in dependence on the type
of a traumatic event. The latter is explained
in more detail in the chapters that deal with
factors contributing to PTSD’s chronic course.
In recent times, one more cognitive risk factor
for anxiety disorders is highlighted within the
studies of this disorder. This refers to the loom-
ing cognitive style - a stable tendency of an in-
dividual to perceive a threat as rapidly rising in
risk and intensity through time and space (81).
Previous findings reveal that PTSD symptoms
are moderately related to this cognitive factor
(82,83). Although still in their beginning, the
research findings indicate that the manifesta-
tions of this cognitive style in the form of bi-
ased information processing, as well as biased
attention to threat and threat-related memo-
ries support its importance as a risk factor for
PTSD development (84-88).

Stressor cumulation and
traumatic experiences

In addition to the biological factors, the un-
derlying assumption of the current Stress-
or-Dose Model is that the build-up of life-long
disadvantages contributes to the emergence
of a disorder. It also assumes that the great-
er intensity of a traumatic event will produce
higher PTSD intensity (89). Previous multiple
traumatic events, particularly violence in the
form of attacks, represent the strongest risk
factor for PTSD development in the gener-
al population (90), as well as in war veterans
(91), raped women (92), and among those who
developed PTSD in response to the attacks of
September 11* (93). Although the literature is

full of findings confirming the correlation of
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dogadaja s vjerojatno$éu rizika od PTSP-a, ve-
liki broj istraZivanja ne podrZava pretpostavku
o senzitizaciji u odgovoru na traumatski stre-
sor. Primjerice, na uzorku americ¢kih studena-
ta Falsetti i Resnick (94) nisu utvrdili razlike
u pojavnosti PTSP-a i depresije s obzirom na
to je li osoba bila Zrtva jednog ili nekoliko kri-
minalnih dogadaja. Isti nalaz dobiven je u slu-
¢aju usporedbe uzorka kanadskih i ameri¢kih
vatrogasaca (95). Medutim, kada su Wykes
i Whittington (96) u napadnutih sestara s
psihijatrijskog odjela utvrdili kako se uzorak
dijeli na one koje su na stres odgovorile ni-
skom ili visokom razinom distresa postavilo
se pitanje adaptiraju li ili senzitiziraju li pri-
jasnji stresori pojedinca u odgovoru na trau-
matski stresor? U sluc¢aju medicinskih sestara
s reakcijom niske razine distresa autori su in-
terpretirali ovaj nalaz adaptacijom, odnosno
razvojem kognitivnih i emocionalnih vjestina
zbog suolavanja sa sli¢nim iskustvima. Iz toga
je slijedio zakljuc¢ak kako ¢e odredene osobe
razviti adaptivne odgovore na visestruke tra-
umatske dogadaje, dok ce se u drugih pojacati
osjetljivost na traumatske stresore (96). Neki
autori povlaée analogiju bioloskom procesu
imunizacije organizma od nekih bolesti kao
odgovora na male doze otrovnih tvari (cje-
pivo) (89). To¢nije, smatraju kako pojedinac
razvija adaptaciju i strategije savladavanja ve-
¢ih stresora kao odgovor na prijasnje iskustvo
ponavljanih stresora manjih intenziteta (89).
Konzistentno s ovim modelom 90 % sudioni-
ka u istrazivanju Aldwina, Suttona i Lachmana
(97) izvijestilo je kako je suoc¢avanje sa stre-
snim dogadajima potpomognuto prijadnjim
iskustvima suocavanja sa stresorima. Ta su
iskustva rezultirala poticanjem razvoja samo-
pouzdanja i nekih novih i adaptivnih strategi-

ja suolavanja (97).

Osim psiholoskih faktora, biologija PTSP-a op-
sezno je proucavana u smislu genetskih i hor-
monskih faktora te psihofizioloskih odgovora

kao i mozgovne anatomije.

the number of traumatic events and the risk
for developing PTSD, a large number of studies
do not support the assumption of a sensitiza-
tion in response to traumatic stressors. For ex-
ample, on a sample of US students, Falsetti and
Resnick (94) did not determine the differences
in the PTSD emergence and depression as to
whether a person was a victim of one or sev-
eral criminal events. The same finding was ob-
tained in the case of a comparison of Canadian
and American firefighters (95). However, when
Wykes and Whittington (96) observed a dual
pattern when observing attacked nurses from
the psychiatric department, the authors found
that the nurses either belonged to a group of
those who responded to stress with a low or
high level of distress. In the case of nurses with
low levels of experienced distress, the authors
interpreted this finding as an adaptation by de-
veloping cognitive and emotional skills through
coping with similar experiences. This was fur-
ther followed by the conclusion that certain in-
dividuals would develop adaptive responses to
multiple traumatic events, while others would
increase susceptibility to traumatic stressors
(96). Some authors draw the analogy to the
biological process of immunization of the or-
ganism from some diseases as a response to
small doses of toxic substances (e.g. vaccine)
(89). More specifically, it’s assumed that the
individual develops an adaptation and strate-
gies for mastering major stressors in response
to previous experiences of repeated stressors of
lower intensity (89). Consistent with this mod-
el, 90% of participants in Aldwin, Sutton, and
Lachman’s research (97) reported that facing
stressful events was backed by previous expe-
rience of dealing with stressors. The same has
resulted in encouraging self-confidence and
some new and adaptive coping strategies in
these individuals (97). In addition to psycho-
logical factors, PTSD biology has been exten-
sively studied in terms of genetic and hormonal
factors of these psycho-physiological responses

as well as brain anatomy.
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Bioloski faktori

Prema bioloskim teorijama, trauma ostecuje
noradrenergic¢ki sustav pri ¢emu povisene kon-
centracije noradrenalina uzrokuju da se osoba
lakse prestrasi i snaznije izraZava emocije nego
$to bi to inace bilo normalno $to podrzavaju
i empirijski nalazi (98,99). Nadalje, jedna od
specifitnosti ovog poremecaja je i kroni¢no
poremecena regulacija hipotalamo-pituitar-
no-adrenalne osi (HPA-os) za koju se ¢ini kako
zbog povisene razine kortikotropin-oslobada-
juceg hormona postaje poja¢ano osjetljiva na
stres i uc¢inke kortizola (100,101). Takoder,
¢ini se kako je promijenjena aktivnost triju
mozdanih struktura: prefrontalnog korteksa,
hipokampusa te amigdala od posebnog znace-
nja za istrazivanja karakteristika ovog poreme-
¢aja (102,103). Naime, rezultati velikog broja
studija slikovnih prikaza mozga kod PTSP-a
zaletak su modela limbicke senzibilizacije te
smanjene kortikalne inhibicije kod PTSP-a uz
specifi¢nu disfunkciju podrugja uklju¢enih u
pamcdenje, emocije i vidno-prostornu obradu
(104). U studijama koje su inducirale simptome
PTSP-a traumatskim audiozapisima utvrdena
je aktivacija desnog limbickog i paralimbi¢kog
sustava (105) i vidnog korteksa kao i smanje-
ni protok krvi u medijalnom prefrontalnom
korteksu, hipokampusu i vidnom asocijativ-
nom korteksu (104). Kod veterana s PTSP-om,
kao odgovor na slikovne podraZaje povezane
s borbom, utvrden je povecan protok krvi u
jezgrama amigdala i prednjem cingularnom
korteksu, a smanjen u Brockinom podrudju
(106). Ove nalaze autori dovode u vezu s ne-
verbalnim emocionalnim vidnim predodzba-
ma koje su dio ponovnog proZivljavanja simp-
toma PTSP-a (106). Nadalje, izlaganje osoba s
PTSP-om dovodi do smanjenja protoka krvi u
medijalnom prefrontalnom korteksu, podru¢ju
odgovornom za regulaciju emocionalnog odgo-
vora preko inhibicije amigdala (104). Dugi se
niz godina smatralo kako zbog traume dolazi

do ostecenja mozdanih struktura (npr. smanje-

Biological factors

According to biological theories, trauma causes
a noradrenergic system damage, with elevated
levels of norepinephrine causing a person to
become frightened more easily and to express
emotions more intensively than would normal-
ly be supported by empirical findings (98,99).
Furthermore, one of the specificities of this dis-
order appears to be the chronically disturbed
regulation of the hypothalamic-pituitary-adre-
nal axis (HPA) that is more sensitive to stress
and cortisol effects as a result of elevated levels
of corticosteroid-releasing hormone (100,101).
It also appears that the activity of three brain
regions is altered in PTSD: the prefrontal cor-
tex, the hippocampus, and the amygdala, which
is of particular importance for the research of
the manifestations of this disorder (102,103).
Namely, the results of a large number of brain
imaging studies in PTSD presented the foun-
dation for the lymphatic sensitization model
and the reduced cortical inhibition hypothesis
in PTSD with specific dysfunctions of areas
involved in memory, emotions, and visuo-spa-
tial processing (104). In studies that induced
PTSD symptoms with traumatic audio, the
activation of the right lymphatic and paralim-
bic system (105) and visual cortex as well as
reduced blood flow in the medial prefrontal
cortex, hippocampus, and visual associative
cortex (104) were determined. In PTSD vet-
erans, in response to images of stress-relat-
ed stimuli, increased blood flow was found
in amygdala nuclei and the frontal cingulate
cortex, while it was decreased in Brock’s area
(106). These findings were linked to unrealistic
emotional visual concepts that are part of the
re-experiencing symptoms of PTSD (106). Fur-
thermore, exposure therapy of individuals with
PTSD leads to a decrease in blood flow in the
medial prefrontal cortex, the area responsible
for regulating the emotional response through
amygdala inhibition (104). For a number of

years, it has been thought that trauma results
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ni volumen hipokampusa) koja se tada o¢ituju
i u funkcijskim deficitima verbalnog pamcéenja
(107). Odredeno vrijeme postojala je i pretpo-
stavka o znacajnoj povezanosti izmedu volume-
na hipokampusa i izraZenosti posttraumatskih
reakcija. Medutim, zakljucak studije Gilbertso-
na i suradnika (108) u kojoj je prou¢avano 40
muskih monozigotnih blizanaca razli¢itih po
izloZenosti traumi u vijetnamskom ratu poka-
zala je nesto sasvim drugacije. Naime, traumi
neizlozeni, manji hipokampalni volumen bio je
pretraumatski faktor rizika, umjesto da je nje-
gov smanjeni volumen rezultat traumatskog
dogadaja ili PTSP-a (108). Cini se kako sli¢an
slijed prati i uo€ena pojac¢ana aktivacija dorsal-
nog anteriornog cingularnog korteksa (dACK)
u osoba s PTSP-om. Naime, studija blizanac¢kih
potomaka osoba s PTSP-om pokazala je kako i
prije izloZenosti stresoru djeca ovih osoba po-
kazuju povisenu aktivaciju ove mozdane regije
vazne za procesiranje emocionalnih sadrzaja
(109,110). Istrazivanja takoder ukazuju kako
predispoziciju za razvoj PTSP-a mozZemo po-
traziti i u premorbidnoj abnormalnoj strukturi
i funkciji dACK-a (111,112), kao i u abnormal-
noj povezanosti amigdala i dACK-a (113,114).
Naposlijetku, Hendlerova i Admon (115) impli-
ciraju kako je premorbidna osjetljivost na stres
u osoba s PTSP-om potencijalno posredovana
pretjeranom produkcijom emocije straha kao i
disfunkcionalnom regulacijom straha u nastan-

ku ovog poremecaja.

Sto se genetskih istrazivanja tice, znac¢ajan
utjecaj genetskih faktora utvrden je u studi-
jama monozigotnih i dizigotnih blizanaca te
objasnjava gotovo 30 % varijance glavnih ka-
tegorija simptoma PTSP-a (116,117). Velika
studija blizanaca veterana vijetnamskog rata
utvrdila je kako 38 % genetske varijance dopri-
nosi i pani¢nom poremecaju i PTSP-u, dok je
dodatnih 14 % genetskog doprinosa bilo speci-
fi¢no za PTSP (118).

Glavna premisa istrazivanja hormonskih utje-

caja odnosila se na to da postoji vjerojatnost

in brain damage (e.g. decreased volume of the
hippocampus), which is then manifested in
functional deficits of verbal memory (107). For
a certain time, there was also a presumption of
significant correlation between the volume of
the hippocampus and the expression of post-
traumatic reactions. However, the conclusion
of a study by Gilbertson and associates (108)
in which 40 male monozygotic twins were
studied against different Vietnam War trau-
mas showed different results. Namely, trauma
non-exposed, lower hippocampal volume was
a pre-traumatic risk factor, rather than its re-
duced volume being the result of a traumatic
event or PTSD (108). It seems that the same
pattern can be observed in the increased acti-
vation of the dorsal anterior cingulate cortex
(dACC) in PTSD individuals. Namely, the study
of the twin descendants of people with PTSD
has shown that prior to the stressor exposure,
the children of these persons showed elevated
activation of this cerebral region important for
the processing of emotional content (109,110).
Research also suggests that the predisposition
to developing PTSD can be found in the pre-
morbid abnormal structure and function of
dACK (111,112), as well as in the abnormal
communication between the amygdala and
dACK (113,114). Ultimately, Hendler and Ad-
mon (115) imply that premorbid stress sensi-
tivity in PTSD patients is potentially mediated
by excessive fear production as well as dysfunc-
tional regulation of fear in the onset of this dis-
order. As far as genetic research is concerned,
significant influence of genetic factors has
been established in monozygotic and dizygot-
ic twin studies and explains nearly 30% of the
major groups of PTSD symptoms (116,117).
A large study of twin Vietnam veterans found
that 38% of genetic variance contributed to
panic disorder and PTSD, while an additional
14% of genetic contributions were specific to
PTSD (118). The main premise of research on
hormonal effects was that there is a likelihood

that long-term stress hormone delivery caus-
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kako dugotrajno lué¢enje hormona stresa uzro-
kuje promjene u mozdanoj fiziologiji pa ¢ak i
anatomiji mozga, odnosno pokusalo se utvrditi
postoje li ikakve promjene takve vrste specifi¢-
ne za PTSP te jesu li faktor rizika ili su posljedi-
ca traumatskog dogadaja, odnosno poremecaja.
Sredi$nji element ovog pitanja ¢inili su nalazi
studija hipotalamo-pituitarno-adrenalne osi
(HPA os) koja kontrolira lu¢enje hormona, po-
sebice kortizola zbog suo¢avanja sa stresorima.
Toc¢nije, studije su se bavile utvrdivanjem osla-
bljivanja lu¢enja kortizola odnosno otupljivanja
funkcije HPA osi zbog ponavljanog izlaganja
traumatskim dogadajima. Naime, nekolicina
studija utvrdila je kako su razine kortizola ne-
posredno nakon traume niZe u pojedinaca koji
kasnije razvijaju PTSP (119,120). Nadalje, dok
je razina kortizola bila povi§ena u osoba Zrtvi
prvog seksualnog napada, oslabljeno lu¢enje
kortizola zamijeceno je u Zrtava visestrukih
seksualnih napada (121). Razine kortizola bile
su manje u veterana s aktualnom dijagnozom
PTSP-a od onih koji vise nemaju tu dijagnozu
(122). Iz toga je proizasao zaklju¢ak kako po-
stoji moguénost kako ponavljanje traume uzro-
kuje senzitizaciju na podraZaje te pretjeranu
aktivaciju sustava povezanih s tjelesnom pobu-
denoscu $to dugoroéno dovodi do iscrpljivanja
sustava hormonskih odgovora. S druge strane,
mozda se radi o faktoru rizika koji se o¢ituje u
neadekvatnoj moguénosti davanja hormonskog
odgovora na traumu, bududi da novije studije
ovoga podrudja ukazuju kako nema povezano-
sti izmedu razina kortizola i osoba s PTSP-om
(123).

IstraZivanja psihofizioloskih obrazaca pove-
zanih s PTSP-om utvrdila su kako su poja¢ani
sréani puls, plasljive reakcije te generalizirane
reakcije na podraZaje s izostankom navikavanja
Cesti korelati PTSP-a (124,125). Studija mono-
zigotnih parova Orra i suradnika (126) poka-
zala je kako pojacani sréani puls u odgovoru
na zastra$ujudi podrazaj nije faktor rizika, veé

znak koji nastaje nakon razvoja PTSP-a. Istra-

es changes in brain physiology and even brain
anatomy. That is, it was attempted to establish
whether any changes of these patterns exist
that are specific to PTSD and whether they are
a risk factor or a consequence of a traumatic
event. The central element of this question pre-
sented the findings of the HPA axis studies, in
which the secretion of hormones due to stress-
ors, particularly cortisol, is controlled. Specif-
ically, the studies focused on the weakening
of cortisol secretion or the HPA axis function
numbing due to repeated exposure to trau-
matic events. Specifically, several studies have
determined that cortisol levels immediately af-
ter trauma are lower in individuals who subse-
quently develop PTSD (119,120). Furthermore,
while the cortisol level was elevated in victims
of the first sexual assault, impaired cortisol el-
evation was observed in multiple sexual assault
victims (121). Cortisol levels were lower in vet-
erans with current PTSD diagnosis than those
who no longer have this diagnosis (122). The
authors came to the conclusion that there is a
possibility that repeated trauma experiences
cause sensitization to stimuli and excessive ac-
tivation of the system associated with physical
excitement which in the long run leads to the
exhaustion of the hormonal response system.
On the other hand, this may also present a risk
factor that is reflected in the inadequate abili-
ty to provide a hormonal response to trauma
since recent studies in this area suggest there
is no correlation between cortisol levels and
PTSD (123).

The research findings on PTSD-related psy-
cho-physiological patterns showed that in-
creased heart rate, startle reactions, and
generalized reactions without habituation to
stimuli often correlate with PTSD (124,125).
The study of monozygotic twins of Orr and as-
sociates (126) showed that an increased heart
rate in response to a fearful stimulus is not a
risk factor, but a sign that arises after the de-

velopment of PTSD. Research by Keane et al.
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zivanje Keanea i suradnika (127) pokazalo je
pak kako trec¢ina osoba s PTSP-om ne pokazuje
nikakav specifi¢an obrazac psihofizioloskog od-
govora na znakove traume, §to je podrzanoiu

nekim drugim studijama (128).

Iz cjelokupne istraZivacke grade opisane unu-
tar ovog poglavlja moze se zakljuciti kako me-
dudjelovanje razli¢itih faktora rizika pogoduje
nastanku ovog poremecaja. To¢nije, proizlazi iz
interakcije razli¢itih osobina li¢nosti i strategija
suocavanja pojedinca, psihijatrijske povijesti i
komorbidnih stanja poput poremecaja li¢nosti,
vjerovanja i atribucija te biologkih faktora i so-
cijalnih okolnosti. Medutim, usprkos faktori-
ma njegova nastanka, ¢injenica je kako se ovaj
poremecaj nece odrzati jednako dugo u razli¢i-
tih pojedinaca. Stoga je cilj sljedeceg odlomka
pruziti uvid u raznolike faktore koje dosadasnji
istrazivacki rad isti¢e vaznima za produljeno

trajanje, odnosno kroni¢ni tijek PTSP-a.

FAKTORI KRONICNOGA TIJEKA
POSTTRAUMATSKOG STRESNOG
POREMECAJA

Tijek PTSP-a moduliran je i razli¢itim psiho-
logkim i socijalnim faktorima. Nadalje, studije
biologije kroni¢nog tijeka PTSP-a impliciraju
promjene u senzitivnosti HPA-osi, potencijal-
no o$tecenje mozdanih struktura povezanih s
pamdcenjem te obrazac poja¢anog psihofiziolos-
kog odgovora na stresore. Medutim, istrazivaci
ovog podrudja nerijetko naglasavaju poteskoce
odredivanja radi li se o premorbidnim defici-
tima ili rezultatom perzistiraju¢ih simptoma
ovog poremecaja. Nadalje, isti¢u potrebu za
veéom koli¢inom longitudinalnih istrazivanja
koja bi se u $to adekvatnijoj mjeri pozabavila
ovim problemom. Iako postoji relativno veliki
broj studija tijeka PTSP-a u smislu prevalenci-
je i kvantifikacije zastupljenosti ove dijagnoze
u vremenskom tijeku, manji ih se broj istra-
Zivao, pogotovo longitudinalnim pristupom,

povezanost razli¢itih faktora s tijekom samog

(127) showed that a third of PTSD individu-
als show no specific pattern of psychophysi-
cal response to signs of trauma, which is also
supported in some other studies (128). From
the overall research material described in this
chapter, one can conclude that the interaction
of different risk factors favours the emergence
of this disorder. Specifically, it stems from the
interaction of different personality traits and
coping strategies of an individual, psychiatric
history and comorbid states such as personal-
ity disorders, beliefs, and attributions as well
as biological factors and social circumstances.
However, despite the factors of its origin, the
fact is that this disorder will have a different
course both in length and intensity in different
individuals. Therefore, the aim of the next sec-
tion is to provide an insight into various factors
that the research has shown to be important

for the prolonged duration or chronic course
of PTSD.

FACTORS OF THE PTSD CHRONIC
COURSE DEVELOPMENT

The chronic course of PTSD is modulated by
various psychological and social factors. Fur-
thermore, the studies on the biology of chron-
ic PTSD imply changes in HPA axis sensitivity,
potentially impaired functions of memory-re-
lated brain structures, and a pattern of en-
hanced psychophysical response to stressors.
However, researchers in this area often em-
phasize the difficulty of differentiating be-
tween premorbid deficiencies and the results of
persistence of PTSD symptoms. Furthermore,
they emphasize the need for more longitudi-
nal research that would address the problem
more adequately. Although there is a relatively
large number of PTSD chronic course studies
in terms of prevalence and quantification of
this diagnosis over time, only a small number
of them have been investigating, especially by

longitudinal approach, the association of var-
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poremecaja. Sljededi odlomak sadrzi pregled
dosadasnjih spoznaja o tijeku ovog poremecaja

u podlozi razli¢itih vrsta traumatskih stresora.

Faktori razvoja kroni¢noga tijeka

Sto se kroni¢nog tijeka tice, u¢estalost simpto-
ma PTSP-a variraod 1 % (129) do 46 % (130) u
Zrtava prometnih nesreca 3-12 mjeseci nakon
nesrece. U studiji Korena i suradnika (131)
utvrdeno je kako otprilike 30 % ozlijedenih
Zrtava prometnih nesreca ima PTSP i godinu

dana nakon nesrece.

Malo je studija koje su se sustavno bavile istra-
Zivanjem prirodnog tijeka PTSP-a i odrednica-
ma kroni¢nog tijeka ovog poremecaja. Kroni¢-
ni PTSP Cesto je registriran u Zrtava silovanja,
mucdenja, politickog nasilja, u izbjeglica i u
ratnih veterana (132,133). Nadalje, razli¢ita
istrazivanja, kao i razli¢ite vrste traumatskih
stresora pruzaju ponesto drugacije podatke o
zastupljenosti ovog poremecaja tijekom vreme-
na. Tako prospektivna studija na australskim
vatrogascima pokazuje kako 29 mjeseci nakon
sudjelovanja u velikom §umskom pozaru 30 %
i dalje zadovoljava kriterije za prisutnost po-
remecaja, dok 14 godina nakon velike poplave
u Buffalu 28 % prezivjelih i dalje nije postiglo
remisiju (54,134). Nadalje, 19 godina nakon
izloZenosti ratnim bitkama 15 % vijetnamskih
veterana jo$ uvijek je imalo PTSP (54), dok je
10 % zrtava prometnih nesre¢a imalo PTSP i 3
godine nakon nezgode (131). Opcenito, $to se
tijeka ovog poremecaja tice, istrazivanja uka-
zuju multifaktorski model longitudinalnog ti-
jeka ovog poremecaja s razli¢itim ishodima u
ovisnosti 0 mnogobrojnim pre-, peri- i posttra-
umatskim faktorima rizika poput kognitivnog
stila, strategija suo¢avanja, socijalne potpore i
mnogih drugih koji potencijalno odreduju nje-
gov kroni¢ni tijek.

Simptomi PTSP-a brze se povlace tijekom prve

godine, a kasnije je povlacenje postupno (53).

Kronicitet ovog poremecaja olaksan je fakto-

ious factors with the disorder itself. The next
section presents an overview of the current
knowledge about the different types of trau-
matic stressors underlying the chronic course
of this disorder.

The PTSD chronic course factors

As far as PTSD chronic course is concerned,
the frequency of PTSD symptoms varies from
1% (129) to 46% (130) in car accident victims
3-12 months post-accident. The study of Koren
et al. (131) showed that about 30% of injured
victims of traffic accidents had PTSD one year
after the event. There have been a few stud-
ies that have systematically investigated the
chronic course of this disorder. Chronic PTSD
is often registered in victims of rape, torture,
political violence, refugees, and war veterans
(132,133). Furthermore, different research,
as well as various types of traumatic stress-
ors, provide somewhat different information
on the presence of this disorder over time. A
prospective study on Australian firefighters
showed that 29 months after participating in
a large forest fire, 30% of participants still met
the criteria for the presence of the disorder,
while 14 years after the major flood in Buffalo,
28% of survivors still didn’t achieve remission
(134,54). Furthermore, 19 years after exposure
to war combat, 15% of Vietnamese veterans
still had PTSD (54), while 10% of victims of
traffic accidents had PTSD even 3 years after
the accident (131). Generally, concerning the
course of this disorder, research suggests a
multifactorial model of a longitudinal course of
this disorder with different outcomes depend-
ing on many pre- and posttraumatic risk fac-
tors such as cognitive styles, coping strategies,
social support, and many others potentially de-
termining its chronic course. PTSD symptoms
diminish faster during the first year and later
retreat gradually (53). The chronicity of this
disorder is facilitated by factors such as high

intensity traumatic experiences (e.g. concen-
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rima poput traumatskog iskustva visokog in-
tenziteta (npr. koncentracijski logori), otprije
postojedim anksioznim poremecajima i pore-
mecajima raspolozenja, socijalnim otudenjem,
veéim brojem prvotnih simptoma PTSP-a, Zen-
skim rodom, pojacanom otupjeloécu ili pobude-
noscu kao reakcijom na stresor te komorbid-
nim zdravstvenim bolestima (27). Perkonigg i
suradnici (129) u svojoj prospektivnoj longitu-
dinalnoj studiji zajednice pokusali su utvrditi
po ¢emu se skupine potpune remisije razlikuju
od skupine kod koje je zabiljezen kronié¢ni ti-
jek PTSP-a. Utvrdili su kako je iskustvo novog
traumatskog dogadaja u razdoblju izmedu dva
mjerenja najvise razlikovalo ove dvije skupine.
Nadalje, kada su iz uzorka izuzete ove retrau-
matizirane osobe, prediktorima kroniciteta po-
kazali su se vedi broj izbjegavajucih ponasanja
te simptoma PTSP-a te manja stopa percipirane
samokompetentnosti i traZenja pomodi u slu-
¢aju kroni¢ne slike PTSP-a. Kroni¢ni je tijek ta-
koder povezan s neposrednom akutnom reak-
cijom na stres, primjerice u obliku pojacane psi-
homotorne napetosti (136). U studiji Davisona
isuradnika (132) kroni¢ni PTSP bio je povezan
sa smanjenom socijalnom podr$kom, vedom
zastupljeno§céu simptoma socijalne fobije kao i
vecom stopom izbjegavaju¢ih ponasanja. Zlot-
nick i suradnici (137) izvjestavaju kako su tra-
uma u odrasloj dobi kao i alkoholizam takoder
povezani s nizim stopama remisije. Veliki broj
studija kroni¢nog tijeka PTSP-a usredoto¢io se
na istrazivanja razli¢itih kognitivnih faktora u
podlozi izostanka remisije ovog poremecaja iz
kojih je proizasla i kognitivna teorija kroni¢nog
tijeka PTSP-a.

Kognitivni mehanizmi i obrada
informacija

Perzistiranje simptoma PTSP-a u podskupi-
ni osoba koje su prezivjele traumu objasnjava
se putem ¢imbenika poput nepotpune emo-
cionalne obrade (138) i disfunkcijske obrade

informacija traumatskih sjec¢anja (139). Na-

tration camps), pre-existing anxiety disorders
and mood disorders, social alienation, multiple
initial symptoms of PTSD, female genital muti-
lation, increased numbness or excitement as a
stressor response, and comorbid health illness-
es (27). The prospective longitudinal commu-
nity study of Perkonigg et al. (129) attempted
to determine distinguished the groups that
achieved complete remission from the groups
that had a chronic PTSD. They found that the
experience of a new traumatic event in the pe-
riod between the two measurements contrib-
uted the most to explaining the differences be-
tween these two groups. Furthermore, when
these retraumatised individuals were excluded
from the sample, predictors of chronicity be-
came a greater number of avoidance behaviours
and PTSD symptoms, and a lower rate of per-
ceived self-competency and seeking assistance
in individuals with chronic PTSD. The chron-
ic course is also associated with an immedi-
ate acute stress response, for example in the
form of increased psychomotor tension (136).
In the study of Davison et al., (132) chronic
PTSD was associated with reduced social sup-
port, greater manifestation of the symptoms
of social phobia, and higher rates of avoidance
behaviour. Zlotnick et al. (137) reported that
adult traumas and alcoholism are also associat-
ed with lower remission rates. A great number
of chronic PTSD studies have focused on the
research of various cognitive factors that pre-
vented remission of its symptoms. The findings
from these studies presented later a basis for
the cognitive theory of PTSD.

Cognitive mechanisms and
information processing

The persistence of PTSD symptoms in the sub-
group of traumatic-event survivors is explained
by factors such as incomplete processing of
emotional stimuli (138) and dysfunctional
processing of traumatic memory information
(139). Furthermore, Rachman (138) completes
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dalje, Rachman (138) nadopunjava koncept
emocijske obrade naglasavajuéi vaznost ko-
gnitivnih mehanizama u emocijskoj obradi.
Ovaj obnovljeni fokus na individualne razlike
u progcjeni i sje¢anja na traumu potencijalno
pomaze objasniti suprotstavljene nalaze rani-
jih istrazivanja o ulogama akutnih intruzija i
simptoma izbjegavanja kao prediktora PTSP-a
(139). Naime, simptomi akutnih intruzija po-
vezivani su s uspje$nim oporavkom od trau-
me, jer su intruzije bile videne pokazateljima
emocionalne obrade (140), dok su druge studije
otkrile kako su visoke razine akutnih intruzija
prediktori slabijeg oporavka (142). Cini se da
kognitivna teorija nudi moguce rjesenje ovih
naizgled proturje¢nih nalaza upudujuéi na to
da simptomi PTSP-a perzistiraju kada poje-
dinci procesiraju traumu na nacin da dovodi
do osjedaja intenzivne i neposredne prijetnje
(143). Taj osjecaj prijetnje uvelike je potaknut
negativnim procjenama i slabijom razradom i
kontekstualizacijom kognitivne reprezentacije
traume (143). Promjene u negativnim procje-
nama i sje¢anjima na traumu obi¢no su spri-
jefene zbog nastojanja pojedinca da primijeni
niz zagtitnih mehanizama i procesa kako bi
se izbjegli bilo kakvi podsjetnici na traumat-
ski dogadaj (142). Perzistentno visoke razine
izbjegavajué¢ih simptoma obi¢no se zamjecuju
kod nekih traumatiziranih pojedinaca tijekom
vremena (144) te mogu ukazivati na smanjenu
sposobnost asimilacije i potpune emocionalne

obrade traumatskog dogadaja (138).

Atribucijski stilovi

Druga vrsta kognitivnih faktora koja doprinosi
objasnjavanju kroni¢nog tijeka PTSP-a proizla-
zi iz istrazivanja atribucijskih stilova i lokusa
kontrole traumatiziranih osoba. To¢nije, mno-
go dokaza pokazuje da prihvacanje vlastite
krivnje (povezano vjerovanjima u unutarnji
lokus kontrole) smanjuje rizik za nastanak
PTSP-a. Prihvadanje ,umjerene krivnje“ po-

vezano je s najznacajnijim pobolj$anjem zbog

the concept of emotional processing by em-
phasizing the importance of cognitive mech-
anisms in processing emotional information.
This renewed focus on individual differences
in appraisals and trauma memories potentially
helps in explaining the controversial findings of
earlier research on the role of acute intrusions
and avoidance symptoms as PTSD predictors
(139). Namely, the symptoms of acute intru-
sions were linked to successful trauma recovery
because intrusions were seen as indicators of
emotional processing (140), while other stud-
ies found that high levels of acute intrusions
predicted poorer recovery (142). Cognitive the-
ory seems to offer a possible solution to these
seemingly contradictory findings suggesting
that PTSD symptoms persist when individuals
process trauma in a way that leads to a sense of
intense and immediate threat (143). This sense
of threat is greatly stimulated by an individual’s
negative appraisals and the weaker elaboration
and contextualization of traumatic cognitive
representations (143). Changes in negative
appraisals and memories of trauma are usually
prevented by the effort of an individual to ap-
ply a series of protective mechanisms and pro-
cesses to avoid any reminders of a traumatic
event (142). Persistent high levels of avoidance
symptoms are commonly observed in some
traumatized individuals over time (144) and
may indicate reduced ability to assimilate and
complete emotional treatment of a traumatic
event (138).

Attributional styles

Another type of cognitive factor that contrib-
utes to the explanation of chronic PTSD arises
as a result of the research on attributional styles
and locus of control of traumatized individu-
als. Specifically, ample evidence suggests that
accepting one’s own guilt (linked to beliefs in
the internal locus of control) reduces the risk of
PTSD. Acceptance of “moderate guilt” is asso-

ciated with the most significant improvement
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lije¢enja 225 veterana s PTSP-om (145). Medu
osobama pracenima 6 i 12 mjeseci nakon tes-
ke prometne nesrece, oni koji i dalje pokazuju
simptome PTSP-a bili su oni koji su pripisivali
vise od polovice krivnje drugima (146). Sli¢ni
rezultati dobiveni su u drugom uzorku u ko-
jem je samookrivljavanje bilo povezano s ma-
njim intenzitetom prvotnih simptoma i brzim
oporavkom (147). Izvanjska atribucija krivnje
nakon teske ozljede glave takoder je povezana
s vecom tezinom simptoma PTSP-a u opseznoj
Studiji zajednice Velike Britanije (Great Brita-
in Community Survey) (148). Medutim, nalazi
daljnjih istrazivanja ukazivali su na kompek-
sniji odgovor na pitanje je li samookrivljavanje
ili vanjska atribucija krivnje vedi rizik za razvoj
PTSP-a ostavljajudi otvorenom mogucnost da
su ta uvjerenja u interakciji s vrstom traumat-
skog dogadaja. Kada su pojedinci s internalnim
lokusom kontrole suoceni s osobito tegkim is-
hodima, njihovo je blagostanje znacajnije naru-
Seno (149). Nadalje, u slu¢aju PTSP-a nastalog
u odgovoru na traumatsko iskustvo silovanja,
samookrivljavanje, olak$ano negativnim stavo-
vima socijalne okoline, povezano je s kroni¢nim
tijekom ovog poremecaja te duzim oporavkom
(150,151). Pesimisti¢an atribucijski stil, koji
se olituje stabilnom i globalnom unutarnjom
atribucijom uzroka za negativne dogadaje, po-
vezan je s depresijom (152). Ovakav je stil ta-
koder bio povezan s PTSP-om u veterana (153)
te u adolescenata nakon katastrofa (154). Va-
lidacijska studija inventara posttraumatskih
kognicija utvrdila je samookrivljavanje jednim
od tri faktora koji uspjesno identificiraju PTSP,
zajedno s negativnim mislima o sebi i svijetu
(155). Vedi intenzitet simptoma PTSP-a tipi-
¢an za zene potencijalna je posljedica poveca-
nog samookrivljavanja (156). Na osnovi svih
ovih nalaza istrazivaci su predlozili potenci-
jalno objasnjenje suprotstavljenih nalaza o
pripisivanju odgovornosti i PTSP-a. Moguce
je da uvjerenja o unutarnjem lokusu kontro-
le, uéinkovita u sirokom rasponu situacija u

normalnim uvjetima, funkcioniraju drugadije

due to the treatment in 225 veterans with PTSD
(145). Among those observed 6 and 12 months
after a severe traffic accident, those who still ex-
hibit PTSD symptoms were those who attribut-
ed more than half of the blame to others (146).
Similar results were obtained in another sample
in which self-blame was associated with lower
intensity of initial symptoms and faster recov-
ery (147). Excess attribution of guilt after severe
head injury is also associated with more severe
PTSD symptoms in the Great Britain Communi-
ty Survey (148). However, further research has
suggested a more rational answer to the ques-
tion whether self-blame or external attribution
of guilt poses a higher risk for PTSD develop-
ment, leaving an open chance for these beliefs to
interact with the type of traumatic event. When
individuals with internal locus of control are
faced with particularly difficult outcomes, their
welfare is significantly impaired (149). Further-
more, in the case of PTSD resulting from trau-
matic rape experience, self-blame, facilitated by
negative attitudes of the social environment, is
associated with a chronic course of this disorder
and longer recovery (150,151). The pessimistic
attributional style, which is manifested as a sta-
ble and global internal attribution of causes for
adverse events, is associated with depression
(152). This style was also associated with PTSD
in veterans (153) and adolescents after disasters
(154). The validation study of The Posttraumatic
Cognition Inventory has determined self-blame
as one of three factors that successfully identify
PTSD, along with negative thoughts about one-
self and the world (155). The increased inten-
sity of PTSD symptoms typical for the female
gender is a potential consequence of increased
self-blame (156). Based on all of these findings,
researchers have suggested a potential expla-
nation of various conflicting findings regarding
attributional styles and PTSD. It is possible that
beliefs about the internal locus of control, ef-
fective in a wide range of situations under nor-
mal conditions, work differently under extreme

conditions. It is possible that in their core lies a
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u ekstremnim uvjetima. U podlozi njih mozda
lezi globalna osobina koja je sposobnost poje-
dinca da prepozna uvjete pod kojima je unu-
tarnja atribucija odgovornosti prikladna, i one
u kojima nije. Janoff-Bulman (157) smatra da
su pojedinci u najveéem riziku od poremecaja
vezanih uz traumu oni ¢ija su uobi¢ajena uvje-
renja i pretpostavke o sebi ili svijetu ,razdrma-
na“ traumatskim dogadajem. Ova pretpostavka
ukazuje da krhkost uvjerenja moze biti dublji
faktor rizika te postoje neki empirijski dokazi
koji to i podrzavaju. Medu zrtvama silovanja,
napadi u percipiranom sigurnom okruZenju
doveli su do tezih simptoma PTSP-a od napada
u procijenjenim opasnim okruzenjima (158).
Prema Bowmanu i Yehudi (89), na neki nadin,
¢ini se da je razbijanje vjerovanja u sigurnost
okruzenja dodatni faktor rizika za PTSP. Cini se
kako vjerovanja o pravednosti svijeta, osobnoj
ucinkovitosti i sigurnosti te unutarnjem lokusu
kontrole, funkcioniraju kao faktori rizika kada
ih se osoba rigidno pridrzava unato¢ dogada-
ju koji snazno ukazuje na suprotno. Isto tako,
fleksibilnije prihvacanje ideje da neki dogadaji
nisu u skladu s vjerovanjima jedna je od stra-
tegija koja potencijalno pruza zastitu kada je
osoba suocena s traumom visokog intenziteta.
Moguce je kako je rigidnost samog vjerovanja,
viSe nego bilo koje specifi¢no vjerovanje, naj-
vazniji kognitivni faktor rizika za razvoj kro-
ni¢nog PTSP-a (89).

Samoefikasnost

Osim vjerovanja i pripisivanja uzro¢nosti per-
cipirana samoefikasnost konstrukt je koji se
pokazao povezanim sa simptomima PTSP-a.
Ovaj se konstrukt odnosi na vjerovanja u vla-
stite sposobnosti organizacije i izvr$avanja
slijeda radnji potrebnih za izvrSenje nekog
zadatka ili aktivnosti. Istrazivanje Ginzburga
i suradnika (159) pokazalo je kako veterani s
kroni¢nim PTSP-om pokazuju zna¢ajno manji
stupanj percipirane samoefikasnosti od odli-

kovanih veterana koji nisu razvili poremecaj.

global feature that represents the ability of an
individual to recognize the conditions under
which the internal attribution of responsibili-
ty is appropriate, and those in which it is not.
Janoff-Bulman (157) suggests that individuals
at the greatest risk of traumatic disorders are
those whose common beliefs and assumptions
about themselves or the world are “disrupted”
by a traumatic event. This assumption suggests
that the fragility of one’s belief can be a deeper
risk factor and there is some empirical evidence
to support this. Among rape victims, attacks in
a perceived safe environment led to more severe
PTSD symptoms than attacks in estimated dan-
gerous environments (158). According to Bow-
man and Yehuda (89), in some ways, breaking
the belief in the safety of one’s environment is
an additional risk factor for PTSD. It seems that
beliefs about the fairness of the world, person-
al efficacy and safety, and the internal locus of
control, work as risk factors when a person is
rigidly adhered to them, despite an event that
strongly suggests the opposite. Likewise, the
more flexible acceptance of the idea that some
events are not consistent with one’s beliefs is
one of the strategies that potentially provide
protection when a person faces a high-intensi-
ty trauma. It is possible that the rigidity of the
belief, more than any specific belief itself, is the
most important cognitive risk factor for the de-
velopment of chronic PTSD (89).

Self-efficacy

In addition to an individual’s beliefs and at-
tributions of causality, perceived self-efficacy
presents a construct that appears to be associ-
ated with the symptoms of chronic PTSD. This
construct relates to beliefs in one’s own organ-
izational abilities and the execution of the se-
quence of actions required to carry out a task or
activity. The research of Ginzburg and associates
(159) showed that veterans with chronic PTSD
showed a significantly lower degree of self-effi-

cacy than veterans who received war medals and

D. Curzik: Faktori rizika i kroni¢nog tijeka posttraumatskog stresnog poremecaja: pregled suvremenih spoznaja.

Soc. psihijat. Vol. 47 (2019) Br. 1, str. 51-85.



Ovi su ispitanici pokazivali manju tendenciju
od odlikovanih suboraca da pripisu neuspjeh i
uspjeh unutranjim faktorima te vecu tenden-
ciju pripisivanja neuspjeha nekontrolabilnim
i stabilnim faktorima, $to je konzistentno s
prethodnim istrazivanjima (160,161). Kroni¢ni
PTSP bio je povezan s logijim funkcioniranjem
na bojistu pri ¢emu autori ponovo naglasavaju
problematiku uzro¢no-posljedi¢ne povezanosti
pri interpretaciji ovih nalaza (159). Veterani s
kroni¢nim PTSP-om su takoder imali slabiji
stupanj obrazovanja od suboraca bez PTSP-a
te odlikovanih suboraca. Autori ukazuju na
mogucnost kako obrazovanje pomaze razvoju
osobina vaznih za suocavanje i prilagodbu po-
put osjecaja koherentnosti i samopouzdanja
koji su se pokazali povezani s obrazovanjem i
sposobnostima prilagodbe (160,161). Faktor
dodatnih komplikacija pri oporavku od PTSP-a
¢ini i nerijetka istovremena pojavnost i drugih
psihijatrijskih dijagnoza u pojedinca s ovim
poremecajem, o ¢emu Ce biti govora u iducem

odlomku.

Komorbiditet kao faktor
odrzavanja kroni¢noga tijeka
PTSP-a

Nekoliko je studija utvrdilo kako je klini¢ka de-
presija jedan od faktora koji imaju utjecaj na
tijek ilije¢enje PTSP-a (164). Bryant i suradnici
(165) utvrdili su, primjerice, kako su osobe s
PTSP-om koje su vremenom odustale od KBT-a
imale izraZenije simptome depresije od osoba
koje su tretman privele kraju. Sli¢ne nalaze
utvrdili sui McDonagh i sur. (166), no i Stein,
Dickstein, Schuster, Litz i Resnick (167) koji su
utvrdili i viu pocetnu razinu autonomne po-
budenosti u osoba s PTSP-om koje nisu poka-
zivale poboljsanje stanja zbog KBT tretmana.
Medutim, samo pitanje komorbiditeta i tijeka
oporavka od PTSP-a o¢ito zahtijeva podrobni-
ju istrazivac¢ku provjeru. Na potonje upucuju
nalazi istrazivanja koja nisu utvrdila znacajne

veze izmedu simptoma velikog depresivnog po-

did not develop the disorder. These respondents
showed a lesser tendency to attribute either fail-
ure or success to internal factors and a greater
tendency to attribute failure to non-controlla-
ble and stable factors than participants with-
out PTSD, consistent with previous research
(160,161). Chronic PTSD was associated with
inferior functioning on the battlefield, where
authors again emphasize the cause-and-effect
relationship in the interpretation of these find-
ings (159). Veterans with chronic PTSD also had
alower level of education from non-PTSD veter-
ans and veterans who received war medals. The
authors suggest the possibility that education
helps to develop features that are important
for coping and adaptation, such as feelings of
coherence and self-confidence that have shown
to be related to education and adaptation skills
(160,161). The simultaneous occurrence of oth-
er psychiatric diagnoses in individuals with this
disorder presents another factor of potential ad-
ditional complications in PTSP recovery, which

will be discussed in the next section.

Comorbidity as a factor for
maintenance of chronic PTSD

Several studies have established that clinical
depression is one of the factors influencing the
course and the treatment of PTSD (164). Bryant
etal. (165) found, for example, that persons with
PTSD who eventually dropped out of CBT had
more pronounced symptoms of depression than
the treatment recipients who endured the thera-
py to the planned end. Similar findings have been
found by McDonagh et al. (166), however, Stein,
Dickstein, Schuster, Litz, and Resnick (167) also
found a higher initial autonomic arousal levels in
PTSD patients who did not show improvement
post-CBT. The issue of comorbidity and the re-
covery process from PTSD obviously requires
more detailed research. The latter is indicated
by research findings that have not established
significant links between the symptoms of ma-

jor depressive disorder and the course of PTSD
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remecaja i tijeka PTSP-a (168-170). Istrazivanje
Gillespiea i suradnika (171) utvrdilo je kako de-
presija, alkoholizam te pani¢ni poremeéaj nisu
povezani s manje uspje$nim ishodima lije¢enja
osoba s PTSP-om. Medutim, stanje osoba s ko-
morbidnim smetnjama zahtijevalo je veéi broj
susreta u okviru terapije za postizanje slicnoga
uspjeha kao s osobama bez komorbidnih smet-
nji. Na osnovi opisanoga, o¢iglednom se isti¢e
drugja, posebice za nacrtima koji bi utvrdvali
medijatore odnosa izmedu komorbiditeta i te-

rapijskog napretka u osoba s PTSP-om.

Socijalna podrska

Jedan od faktora koji je takoder istrazivan u
kontekstu tijeka oporavka od PTSP-a je i uloga
razli¢itih aspekata socijalne podrske. Istraziva-
nje Klari¢a i suradnika (172) na uzorku trauma-
tiziranih mostarskih Zena pokazalo je kako je
percipirana socijalna podrska prijatelja i radnih
kolega niZa nego u kontrolnog uzorka. Ova vr-
sta socijalne podrske pokazala se ja¢im zastit-
nim faktorom za sve razine intenziteta simp-
toma PTSP-a, ja¢im ¢ak i od obiteljske podrske.
Percipirane niske razine prijateljske podrske
pokazale su se jedinim znacajnim prediktorom
simptoma PTSP-a (172). Andrews i suradnici
(173) istrazivali su rodne razlike u razli¢itim
aspektima percipirane socijalne pomo¢i na
uzorku u mugkaraca i Zena Zrtava nasilnog na-
pada. Iako su pripadnici oba roda mjesec dana
nakon traume izvje§tavali o jednakim stupnje-
vima pozitivne podrske i zadovoljstva, Zene su
izvijestile o vi§im razinama negativnih reakci-
ja od obitelji i prijatelja koje su bile medijator
povezanosti roda i simptoma PTSP-a 6 mjeseci
nakon napada. Socijalna podrska pri povratku
s rata i aktualna socijalna podrska pokazali su
se faktorima zastite i/ili ublazavanja simptoma
kroni¢nog PTSP-a dok ostala istrazivanja uka-
zuju na ulogu socijalne podrske kao zastitnog
faktora u prevenciji nastanka PTSP ili ublaza-

vanju postojecih simptoma (174,175). Naposli-

(168-170). Research by Gillespie et al. (171)
found that depression, alcoholism, and panic
disorder were not associated with less success-
ful outcome of PTSD treatment. However, the
condition of people with comorbid dysfunction
required a greater number of treatments within
a therapy to achieve similar success as in individ-
uals without comorbid disorders. Based on the
above, the need for more thorough research in
this area is evident, especially for designs that
would determine mediators of the relationship
between comorbidity and therapeutic progress
in individuals with PTSD.

Social support

One of the factors that has also been explored
in the context of the PTSD recovery process is
the role of various aspects of social support. The
research of Klari¢ and his associates (172) on a
sample of traumatized Bosnian women from the
city of Mostar showed that these women per-
ceived lower levels of social support by friends
and work colleagues than the comparison group.
This type of social support has been shown to be
a stronger protective factor for all levels of PTSD
symptom intensities, even stronger than family
support. Perceived low levels of support from
friends have proved to be the only significant
predictor of PTSD symptoms (172). Andrews
et al. (173) investigated gender differences in
different aspects of perceived social support on
a sample of male and female victims of violent
assaults. Although members of both genders
reported a degree of positive support and social
support satisfaction after the trauma, women
reported higher levels of negative reactions
from family and friends that mediated gender
related PTSD symptoms 6 months after the at-
tacks. Social support after the return from war
and current social support have been shown to
act as protective or mitigating factors of chron-
ic PTSD symptoms while other studies point to
the role of social support as a protective factor

in the prevention of PTSD or the alleviation of
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jetku, negativna usmjerenost socijalnoj mrezi
(engl. negative network orientation) definirana
negativnim stavovima i o¢ekivanjima pojedin-
ca o koristi socijalne podrske u suo¢avanju sa
stresom, povezana je s intenzitetom simptoma
PTSP te je u negativnoj povezanosti s percipi-

ranom socijalnom podrskom (176).

Faktori socioekonomskog statusa

Na kraju, zanimljivo, jo§ nedovoljno istrazeno
podrugje u kontekstu trajanja simptoma PT-
SP-a, su istraZivanja uloge socioekonomskog
statusa traumatizirane osobe. To¢nije, uloge
parnienja i trazenja odsStete u udvrsicivanju
simptoma PTSP-a, pa ¢ak i njegovog kroni¢nog
oblika. Naime, stupanj u kojem na kroni¢ni
PTSP utjece parnilenje jo$ je uvijek predmet
rasprava u literaturi. Tradicionalni pogled,
koji se o¢ituje i u Millerovom pojmu ,neuroza
nezgode® (131), ukazuje na ulogu motivacije
i ponavljanja traumatskog iskustva za sudske
sporove u formiranju PTSP-a. Ipak, nedavne
studije koje su ispitivale ovu hipotezu daju
oprecne rezultate. Dok su neki otkrili vezu iz-
medu parnice i PTSP-a (177,178) drugi nisu po-
tvrdili takav odnos (16) kao ni izmedu nagodbe

inaknade i oporavka (179).

Kao $to je spomenuto u uvodu, tri su osnov-
ne hipoteze koje se odnose na opazene razlike
u izraZenosti simptoma PTSP-a u osoba koje
traze financijsku dobit od onih koji ju ne traze.
Jedna od hipoteza odnosi se na pretpostavku
o stvarnom stvarne narusenosti funkcioniranja
(disability hypothesis). Druga hipoteza je pret-
postavka traZenja financijske dobiti (finantial
gain hypothesis). Kao $to ime predlaZe ova hi-
poteza se odnosi na pretpostavku kako osobe s
ovim poremecajem pretjeruju prigodom iskaza
o0 svojim simptomima kako bi maksimizirali fi-
nancijsku dobit. Ova je hipoteza najvise istrazi-
vana pri ¢emu vedina istraZivanja upuéuje kako
petina sudionika obi¢no pokazuje profile na di-

jagnosti¢koj ljestvici MMPI-2 koji ukazuju na

existing symptoms (174,175). In the end, nega-
tive network orientation, defined through nega-
tive attitudes and expectations of the individual
on the benefits of social support in dealing with
stress, is associated with higher intensities of
PTSD symptoms and is negatively associated

with perceived social support (176).

Factors of socioeconomic status

Finally, an interesting, still insufficiently ex-
plored area in the context of the duration of
PTSD symptoms, refers to the role of socioec-
onomic status of a traumatized person. Specif-
ically, the role of litigation and compensation
seeking in alleviating the symptoms of PTSD
and even its chronic forms. Namely, the degree
to which chronic PTSD is affected by litigation
is still a subject of discussion in literature. The
traditional view, also expressed in Miller’s con-
cept of “accident neurosis” (131), suggests the
role of motivation and repetition of traumatic
experience during court disputes in the forma-
tion of PTSD, although recent studies that have
been examining this hypothesis give contradic-
tory results. The relationship between litigation
and PTSD (177,178) did not confirm such a
relationship (16) nor the relation between set-
tlement and compensation and PTSD recov-
ery (179). As mentioned in the introduction,
there are three basic hypotheses that relate to
the observed differences in the expression of
PTSD symptoms in people seeking financial
gain from those who do not seek it. The first
hypothesis refers to the assumption of the
presence of actual disability in individuals with
PTSD (disability hypothesis). The second refers
to the assumption of one’s financial gain (finan-
cial gain hypothesis). As the name suggests,
this hypothesis refers to the assumption that
people with this disorder exaggerate when they
report their symptoms to maximize their finan-
cial gain. This hypothesis is the most explored
one, with most studies suggesting that a fifth

of the participants usually show profiles on the
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ekstremne rezultate na kontrolnim ljestvicama
koje ukazuju na pretjerivanje u opisu izrazeno-
sti simptoma (22). Posljednja pretpostavka od-
nosi se na hipotezu pojacanoga stresa (the stress
hypothesis). Navedena pretpostavka odnosi se
na pojacavanje simptoma PTSP-a kako je po-
jedinac prisiljen ponovo proZivljavati razli¢ite
aspekte traumatskog iskustva prolazedi kroz
postupke parnicenja. Posljednja hipoteza nije
znanstveno nikada direktno istraZena, no za-
sada postoje indirektni istrazivacki nalazi koji
impliciraju njezinu utemeljenost (180). Zani-
mljivi su i nalazi istrazivanja koji ukazuju kako
financijska dobit nije jedini razlog trazenja
kompenzacije. Za osobe s PTSP-om spomenu-
to predstavlja i odredenu simboliku koja se od-
nosi na priznanje vezano uz prozivljenu patnju
kao i odrjesenje od dozivljaja krivnje posebno
vezano uz zrtve seksualnog nasilja. Takoder,
utvrdeno je kako je visina pojedincevih prihoda
Cesto povezana s dozivljajem manjeg znacenja
same financijske dobiti koja je rezultat parnice-
nja i obrnuto (181).

tora rizika za kronican tijek ovoga poremecaja

svakako su nuzni u buduénosti.

ZAKLJUCAK

PTSP je poremedaj ¢iji je nastanak uvjetovan
kompleksnom interakcijom biologkih, psiholos-
kih te socijalnih faktora koji odreduju reakciju
pojedinca. Dosada$nja istrazivanja izdvojila su
razli¢ite faktore rizika koji pogoduju nastanku
ovog poremecaja, a proizlaze iz interakcije ra-
zli¢itih osobina li¢nosti i strategija suo¢avanja
pojedinca, psihijatrijske povijesti i komorbid-
nih stanja poput poremecaja li¢nosti, vjerova-
nja i atribucija te bioloskih faktora i socijalnih
okolnosti. lako su ova istraZivanja opterec¢ena
problematikom uzro¢no-posljedi¢ne poveza-
nosti, ¢ini se kako se ipak u nastanku PTSP-a
znadajnima isti¢u osobine poput neuroticizma

te genetskih nasljednih faktora, prethodna po-

MMPI-2 diagnostic scale that have extreme
results on control scales that indicate an ex-
aggeration in the description of symptoms ex-
pression (22). The last assumption refers to the
stress hypothesis. The aforesaid assumption re-
fers to the increase of the symptoms of PTSD as
an individual is forced to re-experience differ-
ent aspects of a traumatic experience through
litigation procedures. The last hypothesis has
never been directly researched empirically, but
there are indirect research findings that imply
its assumptions (180). Interestingly, there are
also research findings that indicate that finan-
cial gain is not the only reason for seeking com-
pensation. For individuals with PTSD, seeking
compensation also presents a certain symbol of
acknowledgment regarding the suffering expe-
rienced as well as the omission of guilt - espe-
cially related to the victims of sexual violence. It
has also been found that an individual’s income
is often negatively associated with estimations
of the significance of potential financial gain
from litigation and vice versa (181). Further
research with more elaborate designs of this
important risk factor for the chronic course of

PTSD is necessary in the future.

CONCLUSION

PTSD is a result of a complex interaction of bi-
ological, psychological and social factors that
determine an individual’s response. Present
research has identified a variety of risk factors
that favour the emergence of this disorder, re-
sulting from the interaction of different person-
ality traits and coping strategies of an individual,
psychiatric history and comorbid states such as
personality disorders, beliefs and attributions as
well as biological factors and social circumstanc-
es. Although these studies do not provide an an-
swer to the issue of causality, it seems that the
emergence of PTSP is significantly alleviated by
specific features such as neuroticism and genetic

heritability factors, the previous history of anx-
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vijest anksioznih poremecaja, odnosno osobine
poput povisene anksioznosti kao osobine li¢-
nosti te posebice anksiozna osjetljivost. Znacaj-
nima su se posebno pokazali kognitivni faktori
poput procjene dogadaja kao ugroZzavajudeg;
vjerovanja o osobnoj ranjivosti; pokusaja pri-
pisivanja posebnog znacenja dogadaju te vjero-
vanja o koli¢ini osobne kontrole, a potencijalno
i kognitivni stil strepnje. Cini se kako faktori
rizika takoder proizlaze i iz stupnja intelektu-
alnih sposobnosti pojedinca, razine socijalne
podrske kao i iz vigestrukih iskustava traume
za koje postoji pretpostavka kako putem senzi-
tizacije HPA-osi djeluju na smanjenje adaptivne

spremnosti odgovora na stresor.

Sto se kroni¢nog tijeka PTSP-a tice ¢ini se kako
stupanj trajanja simptoma varira s obzirom
na vrstu traumatskog stresora te je uvjetovan
interakcijom vi$estrukih faktora poput ko-
gnitivnog stila, strategija suotavanja, socijal-
ne potpore i mnogih drugih koji potencijalno
odreduju njegov kroni¢ni tijek. Ponovna trau-
matizacija te intenzitet prvotnog odgovora na
traumu prediktori su kroni¢nog tijeka. Nacin
na koji pojedinac procesira traumu (osjecaj in-
tenzivne i neposredne prijetnje te izbjegavanje)
te rigidnost vjerovanja uzdrmanog traumom,
vise nego bilo koje specifi¢no vjerovanje o sebi,
svijetu i okolini, predstavlja istaknuti kogni-
tivni faktor rizika za razvoj kroni¢noga tijeka
PTSP-a. Naposlijetku, socijalna podrska, po-
gotovo ona negativna u slu¢aju Zenskoga roda,
pokazala se faktorom rizika kroni¢noga tijeka

ovog poremecaja.

Iako se naizgled radi o veoma temeljito istra-
zenom podrudju, daljnja istraZivanja, pogoto-
vo ona longitudinalne prirode nuzna su kako
bi se u $to boljoj mjeri razumjeli faktori u pod-
lozi nastanka i kroniciteta ovog poremecaja.
Takoder, ¢ini se kako je potrebno podrobnije
istraziti doprinos procesa parniéenja, rentnih
faktora te dru$tveno-ekonomskih okolnosti u
kontekstu formiranja identiteta traumatizira-

noga te odrzavanja ovoga poremecaja.

iety disorders, or features such as elevated trait
anxiety and particularly anxiety sensitivity. Spe-
cial contributors to the development of this dis-
order appear to be cognitive factors. The latter
refer to the assessment of an event as a threat-
ening one; beliefs about personal vulnerability;
attempts to attribute special significance to the
beliefs about the amount of personal control
and potentially — the looming cognitive style. It
also appears that risk factors arise from the de-
gree of an individual’s intellectual abilities, the
level of social support, as well as from multiple
trauma experiences, for which there is a hypoth-
esis that HPA-axis sensitization acts to reduce
adaptive responsiveness to the stressor. As far
as the chronic course of PTSD is concerned, it
seems that the duration of the symptoms varies
with regard to the type of a traumatic stressor
experienced. The PTSD chronic course also ap-
pears to be conditioned by the interaction of
multiple factors such as cognitive styles, cop-
ing strategies, social support, and many others
that potentially determine its chronic course.
Re-traumatization and the intensity of the
first response to trauma are also predictors of
the chronic course. The way in which an indi-
vidual processes trauma (intense and immedi-
ate threats and avoidance) and the rigidity of
traumatic beliefs, more than any specific beliefs
about oneself, the world and the environment,
is a prominent cognitive risk factor for the devel-
opment of chronic PTSD. Ultimately, social sup-
port, especially negative in the case of the female
gender, has been shown to be the risk factor of
the chronic course of this disorder. Although
this area of research appears to be thoroughly
explored, further research, especially of longitu-
dinal quality, is necessary to better understand
the underlying factors of the development and
chronicity of this disorder. Also, it seems more
necessary to explore the contribution of the pro-
cess of litigation, compensation seeking factors
and socio-economic circumstances in the con-
text of the traumatized identity formation and

maintenance of this disorder.
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50 milijuna ljudi oboljelih od demencije, a procjenjuje se da ¢e do 2030. broj oboljelih narasti na 65,7 milijuna,
odnosno na 115,4 milijuna oboljelih do 2050. godine. Danas kada demenciju nastojimo dijagnosticirati $to ranije,
bitno je oboljelima i njihovim obiteljima ponuditi kontinuirani i $to kvalitetniji program lijecenja i skrbi. U ovom
radu zeljeli smo pokazati koji su glavni problemi vezani uz Alzheimerovu bolest i druge demencije u suvremenom
svijetu, a bitno utjecu na Zivot Zena njegovatelja. Opisan je utjecaj na Zene koje skrbe za ljude s demencijom u
ulozi profesionalnog njegovatelja i na Zene koje preuzimaju ulogu neformalnog njegovatelja osobe oboljele od
demencije. Rano prepoznavanje emocionalnog stresa kod njegovatelja nuzno je kako bi se uspjelo preventivno
djelovati (savjetovanje, suportivna psihoterapija, kognitivno-bihevioralni tretman), te sprijeciti razvoj ili pogorsanje
vec postojecih tjelesnih bolesti (npr. kardiovaskularnih), odnosno mentalnih poremecaja od kojih su, osim nesanice,
najcesdi anksioznost i depresivnost.

/Dementia is a public health problem that will become more obvious as the population grows older. There are 50 million
people with dementia in the world, and it is estimated that the number of people with dementia will rise to 65.7 million by
2030, and 115.4 million by 2050. At present, we are trying to diagnose dementia as early as possible, and it is important
to offer patients and their families a continuous and high-quality program of treatment and care. In this article, we
wanted to show the main problems connected with Alzheimer’s disease and other dementias in the modern world which
influence the lives of female caregivers. The influence on women who take care of people with dementia as professional
caregivers, as well as women who take the role of an informal caregiver of a person with dementia has been described.
Early recognition of emotional stress in caregivers is necessary for successful preventive actions (counselling, supportive
psychotherapy, cognitive-behavioural treatment) and for preventing the development or worsening of already existing
somatic diseases (e.g. cardiovascular), as well as mental disorders, among which, apart from insomnia, anxiety and

depression are the most common forms.
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UvoD

Demencija je javno zdravstveni problem koji
ri. Danas u svijetu Zivi 50 milijuna ljudi obo-
ljelih od demencije, a procjenjuje se da ¢e do
2030. broj oboljelih narasti na 65,7 milijuna,
odnosno na 115,4 milijuna oboljelih do 2050.
godine (1,2). U dobi od 65 godina Alzheimero-
va bolest (AB) pojavljuje se u 0,6 % mugkaraca
10,8 % zena. Ucestalost raste s dobi pa se pro-
¢jenjuje da je incidencija oko 0,5 % za svaku
godinu izmedu 65. i 69. godine Zivota, oko 1 %
za svaku godinu od 70. do 74. godine; 2 % za
svaku godinu od 75. do 79. godine; 3 % godis-
nje od 80. do 84. godine i 8 % godisnje nakon
85. godine (3). U dobi od 85 godina prisutna
jeul4 % zenaill % muskaraca, u dobi od 90
godina taj je odnos 25 %121 %, a u dobi od 95
godina 41 % i 36 %. Od ukupno oboljelih bole-
snika od demencije 50-60 % imaju najéesdi tip
demencije, tj. AB. Ucestalost i incidencija AB
povecavaju se eksponencijalno sa Zivotnom
dobi (3-5). Demografski trend trajno ubrzano
rastuceg starijeg hrvatskog pucanstva, koje
po procjeni u 2014. godini iznosi ¢ak 18,62 %
udjela 65-godisnjaka, posljedi¢no donosi sve
vecu razliku izmedu osobitosti zdravstvenih
potreba starijih osoba i njihovog zadovoljenja.
Najvece dostignucde, a time i izazov 21. stolje-
¢a je veli¢ina pojavnosti udjela stogodisnjaka
odnosno dugovje¢nih osoba starijih od 95 go-
dina. Tako je u Hrvatskoj broj stogodi$njaka,

odnosno dugovje¢nih osoba starijih od 95 go-

INTRODUCTION

Dementia is a public health problem that will
become increasingly obvious as the population
ages. Today, 50 million of people with demen-
tia live in the world and it is estimated that the
number of affected people will rise to 65.7 mil-
lion by 2030, and 115.4 million by 2050 (1,2).
At the age of 65, Alzheimer’s disease (AD) occurs
in 0.6% men and 0.8% women. The frequency
increases with age and it is estimated that the
incidence is 0.5% for every year between 65 and
69 years of age, 1% for every year between 70
and 74, 2% for every year between 75 and 79,
3% for every year between 80 and 84, and 8%
after 80 (3). At the age of 85 it is present in 14%
of women and 11% of men; at the age of 90 it
is present in 25% of women and 21% of men;
at the age of 95 it is present in 41% of women
and 36% of men. Of the total number of people
with dementia, 50-60% have the most frequent
type of dementia, that is, AD. The frequency and
incidence of AD increase exponentially with age
(3-5). Regarding the demographic trend in Cro-
atian population whose aging is permanently
accelerated it is estimated that in 2014 18.62%
of people aged 65 will consequently experience
more and more difference between the specific-
ity of their health needs of and their fulfilment.
Both the greatest achievement the greatest chal-
lenge of the 21% century is the size of incidence
of proportion of 100-year-olds, that is, people
over 95 years of age. The number of 100-year-

olds, that is, people over 95 years of age in Cro-
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dina, 2001. godine iznosio 1.455 (1.132 starije
Zene i 323 starije muske osobe). U usporedbi s
popisom 2011. godine, broj dugovje¢nih osoba
starijih od 95 godina, iznosio je 2.201 (1.719
starijih Zena i 482 starijih muskih osoba), $to
ukazuje na povecanje od 51,21 % (34,15 %
starijih Zena i 49,23 % starijih musgkih oso-
ba) u desetogodisnjem razdoblju (6). Hrvat-
ska, kao zemlja ¢ije je prosje¢no stanovnistvo
jedno od najstarijih u Europi, treba napraviti
akcijski plan za borbu s AB, tj. znatno ozbilj-
nije se pripremati za nadolaze¢u epidemiju
te bolesti u skoroj budué¢nosti (7,8). Trosak
lije¢enja demencije je 600 milijardi godi$nje
na svjetskoj razini; trogkovi se odnose na me-
dicinsku, socijalnu, formalnu i neformalnu
skrb. U razvijenim zemljama na neformalnu
skrb trosi se 45 % sredstava, na socijalnu skrb
40 %, a 15 % na medicinsku skrb. U siromas-
nijim zemljama veéina sredstava odlazi na ne-
formalne nacine skrbi (9). Sukladno Globalnoj
povelji o Alzheimerovoj bolesti koju je usvojilo
Medunarodno udruzenje za Alzheimerovu bo-
lest u rujnu 2008. godine, a na hrvatski jezik
prevela i poduprla Hrvatska udruga za Alzhe-
imerovu bolest, navodi se da demencija utjece
na mnoge aspekte Zivota oboljele osobe kao i
osoba koje ju okruzuju, a posebice onih koji
ih iz dana u dan njeguju (10). Raspon poten-
cijalnih izvora socijalne podrske pokazao se
kao jedan od najznadajnijih medijatora stresa
i uspjesnijeg suoc¢avanja s AB (11,12). Danas
kada demenciju nastojimo dijagnosticirati §to
ranije bitno je oboljelima i njihovim obite-
ljima ponuditi kontinuirani i §to kvalitetniji
program lije¢enja i skrbi (7,8). Skrb za osobu
oboljelu od AB ili druge demencije, u naim je
uvjetima najcesce na ¢lanovima obitelji, a oni
obi¢no nisu stru¢ne osobe. Takva skrb zahti-
jeva barem mali stupanj znanja o problemima
oboljele osobe. Zato su informiranje, poduca-
vanje i savjetovanje obitelji osobe s demenci-
jom sastavni dio cjelovitog procesa dijagno-
sticiranja, lije¢enja i skrbi za oboljelu osobu

(12). Skrb za nemo¢noga ¢lana obitelji jedan

atia was 1455 in 2001 (1132 older women and
322 older men). In comparison with the register
from 2011, the number of long-lived people old-
er than 95 was 2201 (1719 older women and
482 older men), which suggests an enlargement
0f 51.21% (34.15% of older women and 49.23%
of older men) in a 10 year period (6). Croatia
as a country with an average age of population
that places it among the oldest in Europe needs
to make an action plan to combat AD, that is,
to prepare much more seriously for the upcom-
ing epidemic of this illness in the near future
(7,8). The cost of treatment of dementia is $600
billion worldwide; the cost concerns medical,
social, formal, and non-formal care. In devel-
oped countries 40% of resources are spent on
non-formal care, 40% on social care and 15% on
medical care. In poorer countries most resources
are spent on non-formal care (9). In parallel with
the Global Declaration of AD that was adopted
by the Alzheimer’s Disease International in
September 2008, and which was translated into
Croatian and supported by the Alzheimer Cro-
atia, it is stated that dementia influences many
aspects of the affected person’s life as well as the
lives of people surrounding the affected person,
especially those who take care of them on a dai-
ly basis (10). The range of potential sources of
social support has been proven to be one of the
most important mediators of stress and more
successful coping with AD (11,12). Today, when
we try to diagnose dementia as early as possi-
ble, it is important to offer a continuous and
high-quality program of treatment and care to
the affected people and their families (7,8). In
our environment, care for a person with AD or
other dementias is most often provided by fam-
ily members and they are most often not profes-
sionals. This kind of care requires at least a small
degree of knowledge of problems of the affected
person. Therefore, informing, teaching, and ad-
vising the family of the person with dementia
are integral parts of the overall process of di-
agnosing, treating, and caring for the affected

person (12). The care for the weak member of
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je od najstresnijih dogadaja u Zivotu obitelji.
Skrbnici su izloZeni primarnim stresorima:
dogadajima i aktivnostima izravno poveza-
nima s pruZzanjem pomo¢i oboljeloj osobi, te
sekundarnim stresorima: promjenama u Zi-
votu nastalima zbog pruzanja skrbi (13). Pe-
arlin i sur. u svojem modelu procesa stresa u
skrbnika osoba oboljelih od demencije opisuju
kako usmjeriti pomo¢ (14). Psiholoske inter-
vencije za skrbnike uklju¢uju: procjenu stanja
iizloZenosti skrbnika opisanim stresorima te
procjenu izvora pomodi. U sklopu tretmana za
skrbnike sljedece su strategije: edukacija, kon-
trola stresa, pruzanje potpore - individualno i
grupno te savjetovanje skrbnika i savjetovanje
obitelji (15).

Svrha je ovog rada pokazati koji su glavni pro-
blemi vezani uz AB u suvremenom svijetu, a
bitno utje¢u na zivot Zena njegovatelja. Opisan
je utjecaj na zene koje skrbe za ljude s demen-
cijom u ulozi profesionalnog njegovatelja i Zene
koje preuzimaju ulogu neformalnog njegova-
telja osobe oboljele od demencije. Poznato je
da diljem svijeta demencija neproporcionalno
utjede na zene. U mnogo zemalja postoji oce-
kivanje da ce se obitelj skrbiti za starije ¢lano-
ve obitelji, uklju¢ujudi i one s demencijom. To
ocekivanje se Cesto proteZe na olekivanje da ée
zenski ¢lanovi obitelji preuzeti ulogu izravnog
njegovatelja. Posebice se u zemljama s niskim
nacionalnim bruto dohotkom pokazalo vaznim
osigurati dostupnost usluga zajednice neobra-
zovanim Zenama ili Zenama s niskim stupnjem

obrazovanja (16).

POLOZAJ | ULOGA ZENA
NJEGOVATELJA U BRIZI O
OBOLJELIMA OD ALZHEIMEROVE
BOLESTI

Zene ¢ine vedinu starijeg stanovnistva. Godine
2014. 62 % stanovnistva starijeg od 80 godina

bile su Zene, a starenje stanovni$tva pogoto-

the family is one of the most stressful events
in family life. Caregivers are exposed to primary
stressors, events and activities directly connect-
ed with helping the affected person, and second-
ary stressors, changes in one’s life that occurred
due to providing care (13). Pearlin et al. in their
Stress process model for caregivers of individ-
uals with dementia describe how to direct help
(14). Psychological interventions for caregivers
include the evaluation of condition and exposi-
tion of caregiver to the described stressors and
the evaluation of the source of help. As part of
treatment for caregivers, the strategies are the
following: education, stress control, providing
help - individually and in a group, and advising
the caregiver and the family (15).

The aim of this article is to show which main
problems are connected to AD in the modern
world, which significantly influence the lives of

women caregivers.

The influence on women that take care of people
with dementia in the role of a professional care-
giver and women who take the role of a non-for-
mal caregiver of a person with dementia has been
described. It is well known that all around the
world dementia affects women disproportional-
ly. In many countries there is an expectation that
the family will take care of older family members,
including those with dementia. It is often expect-
ed of female members of the family to directly
take care of the affected member of the family.
The importance of securing accessibility of social
support for women without education or wom-
en with a low level of education has been shown,

especially in the countries with low income (16).

STATUS AND ROLE OF WOMEN
CAREGIVERS OF INDIVIDUALS
WITH ALZHEIMER'S DISEASE

Women are the majority of the older popula-
tion. In 2014, 62% of population older than 80

years of age were women, and the aging of the
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vo je ubrzano u Africi, Latinskoj Americi, na
Karibima i u Aziji (17). Medutim, ulestalost
demencije diljem svijeta je u porastu. Do
2050. godine 71 % ljudi s demencijom Zivjet
¢e u zemljama s niskim nacionalnim bruto
dohotkom. Ué¢inak demencije na Zivot Zena
znacajniji je nego za mugkarce. Zene su te koje
u bitno vecoj mjeri pruzaju neformalnu njegu
ljudima s demencijom pa su oko dvije treci-
ne neformalnih njegovatelja Zene. Taj omjer
je puno veéi u zemljama s niskim i srednjim
bruto nacionalnim dohotkom, te je stoga u¢i-
nak pruZzanja njege na zdravlje i dobrobit, kao
i financijski ué¢inak, veéi za Zene u zemljama
s niskim bruto nacionalnim dohotkom (17).
Zene takoder ¢ine ve¢inu formalne njegova-
teljske radne snage, posebice u njezi osoba s
demencijom te su one te koje pruzaju vec¢inu
zdravstvene i socijalne skrbi u zajednici, bol-

nicama i domovima (17).

Veliki broj istrazivanja o utjecaju demencije na
Zene proveden je u zemljama s visokim bruto
nacionalnim dohotkom, ali potrebno je i bolje
razumijevanje problema s kojima se suocavaju
zene u zemljama s niskim bruto nacionalnim
dohotkom (16).

Kad se pojavi bolest ¢lanovi obitelji i okolina
bolesnika kao i on sam prolaze kroz razli¢ite
faze njenog prihvacanja. Postoji ogromna po-
treba u cjelokupnoj zajednici za $to boljim ra-
zumijevanjem bolesti, te na¢inima ophodenja
prema bolesniku/obitelji, a sam bolesnik/obi-
telj ima potrebu §to vise saznati o svojoj bole-
sti i stanju, svojim mogucénostima, pravima i
obvezama (17). Mugki njegovatelji, supruzni-
ci, pomaZu suprugama nanijeti make-up, obuci
se, kupuju im kozmeti¢ke proizvode na koje su
one prethodne naviknute. Supruge njegovate-
ljice pak pomazu supruznicima obuéi se, obri-
jati se i pocesljati (17). Pozeljno je za obolje-
log da $to duze bude u obiteljskom okruZenju
uz kvalitetnu njegu. Od velike pomodi su tzv.
dnevni boravci ili dnevne bolnice, gdje oboljeli

tijekom dana imaju odgovarajucu njegu, tret-

population is especially accelerated in Africa,
Latin America, in the Caribbean and in Asia
(17). Nevertheless, the frequency of dementia
is growing worldwide. By 2050, 71% of people
with dementia will live in countries with low
national income. The effect of dementia on the
lives of women is more significant in compar-
ison with men. Women are the ones who to a
higher degree provide non-formal care of peo-
ple with dementia; two thirds of non-formal
caregivers are women. This ratio is much high-
er in countries with low and middle national
income, and therefore the effect of caregiving
on health and wellbeing, as well as the financial
effect, is higher for women in countries with
low national income (17). Women also make
up the majority of formal caregivers, especially
in the care of individuals with dementia, and
they are the ones who provide the majority of
health and social care in the community, hos-

pitals, and nursing homes (17).

A large number of investigations of the in-
fluence of dementia on women has been per-
formed in countries with high national income,
but there is a necessity for a better understand-
ing of the problem women face in countries

with low national income (16).

When illness occurs, family members and the
patient’s environment, as well as the patient, go
through different stages of its acceptance. There
is an immense necessity in the whole commu-
nity for a good understanding of the illness
and ways of communicating with the patient
through families, and the patient/family have
the need to learn as much as possible about the
illness and the condition, options, rights, and
obligations (17). Male caregivers, husbands,
help their wives to dress and put on make-up;
they buy them cosmetic products which they
were previously used to. Wives caregivers help
their husbands dress, shave, and comb their
hair (17). It is advisable for the affected person
to be in a family surrounding with quality care.

Day hospitals are of great help, where patients
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manske aktivnosti i druzenja, a za to vrijeme
¢lan obitelji moze obavljati druge poslove ili
se jednostavno odmoriti. Dnevni boravci do-
laze u obzir samo u pocetnoj fazi bolesti, dok
je jos mogud transport oboljelog i primjerena
terapijska aktivnost (18). Dostupnost socijal-
ne podrske pomaze kod prilagodbe na bolest,
dok njena odsutnost dovodi do pogorsanja
ishoda skrbi (depresivnosti i njegovateljskog
stresa) kako za oboljelu osobu tako i za njego-
vatelja (19,20). Koji ¢e oblik socijalne podrske
pojedinom njegovatelju biti vaZzniji ovisi sva-
kako i o stadiju bolesti pa ¢e tako instrumen-
talna podrska biti iznimno znacajna u akutnoj
fazi bolesti kada su kapaciteti oboljele osobe
ograni¢eni u izvr§avanju svakodnevnih aktiv-
nosti. Emocionalna podrska u svim fazama
bolesti moze takoder unaprijediti suocava-
nje s izazovima skrbi (21). Socijalna podrska
oznacava dostupne resurse u socijalnoj okolini
koji pridonose dobrobiti njegovatelja i poma-
zu mu u obnogenju njegove uloge (22-24). Po-
stoji distinkcija izmedu ,povezujuée” podrske
i ,nepovezane” podrske, koja se temelji na
percepciji njegovatelja oboljelih od demencije
u primanju pomodi, tj. podrske. ,Povezujuca“
podrska oznacava interakciju koju njegovatelj
percipira kao pomazucu u bavljenju njegovim/
njezinim potrebama. ,Nepovezana“ podrska
oznacava interakcije/u koja pojacava otude-
nost njegovatelja, jer podrska nije kongru-
entna s potrebama koje percipira njegovatelj
(2,25). Rezultati istrazivanja Kovaci¢ Petrovi¢
i Repovecki (26) upucuju na simptome sagori-
jevanja i kod obiteljskih i profesionalnih dje-
latnika, te na nedostatnu skrb za osobe koje
se brinu o oboljelima od AB koja je kroni¢na
bolest i uzrokuje stresne odgovore i kod ¢lano-
va obitelji koji su najc¢es¢i njegovatelji. Vazno
bi bilo razviti specifi¢ne suportivne programe
za obiteljske njegovatelje kakvi veé postoje u
mnogim zemljama (26). Otprilike dvije tre-
¢ine ljudi s demencijom u zemljama s vi§im
bruto nacionalnim dohotkom Zivi u vlastitim

domovima. Njega osoba s demencijom ponaj-

have adequate care during the day, treatment
activities, and a chance to socialize; during that
time, a member of the family can do other ac-
tivities or simply relax. Day care becomes an op-
tion only during the initial stage of the illness
when it is still possible to transport the patient
and provide adequate therapeutic activity (18).
The accessibility of social support helps them
adapt to the illness while its absence leads to
a worsening in the outcome of caretaking (de-
pression and caregiver’s stress) for the patient
but also for the caregiver (19,20).

Which type of social support will be more im-
portant to a particular caregiver depends on the
stage of the illness. Instrumental support will be
very important in the acute stage of the illness,
when the capacities of the affected person are
limited when it comes to performing everyday
activities. Emotional support in all stages of the
illness can also improve coping with challenges
in providing care (21). Social support presents
accessible resources in a social environment,
which contribute to the wellbeing of the care
provider and help him/her in performing his/her
role (22-24). There is a distinction between “con-
necting” support and “non-connecting” support,
which is based on the perception of caregivers of
individuals with dementia in receiving help, that
is, support. “Connecting” support means inter-
action which the care giver perceives as helping
his/her needs. “Non-connecting” support means
interaction during which the detachment of the
caregiver is enhanced because the support is
not congruent with the needs perceived by the
caregiver (2,25). The results of the research con-
ducted by Kovacic-Petrovic and Repovecki point
to the symptoms of burnout in family and pro-
fessional workers and to insufficient care for peo-
ple who take care of individuals with AD, which
is a chronic illness and causes stress response in
family members who are most often caregivers.
It would be important to develop specific sup-
porting programs for family caregivers that are
present in many countries (26). About two thirds

of people with dementia in countries with higher
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prije se provodi u zajednici. U zemljama s ni-
skim bruto nacionalnim dohotkom ta brojka
je mnogo veca iako ju je tesko kvantificirati.
Uobicajeno je da njegu pruzaju ¢lanovi obitelji
(naj¢esce keeri ili snahe) kod kuce (27). Pozi-
tivni ¢imbenici povezani s preuzimanjem ulo-
ge njegovatelja su osjecaj ponosa i zadovolj-
$tine; motivi za preuzimanje te uloge su ¢esto
sloZeni od mje$avine oéekivanja i obveze za-
jedno s ljubavlju i osjecajem zahvalnosti pre-
ma osobi s demencijom, ili vra¢anje njege koju
su primili kao djeca (28). U neformalnoj skrbi,
razlozi odabira uloge njegovatelja razlikuju se.
Ovdje navodimo ¢etiri glavna razloga. Cesto je
ta uloga nametnuta zbog kulturoloskih razlo-
ga i tradicije. Na primjer, na Cipru se smatra
prirodnom ulogom Zene, a sli¢nog su stava u
obiteljima Latinoamerikanaca u Sjedinjenim
Ameri¢kim Drzavama (SAD) i Spanjolskoj (27-
29). Zatim, uloga njegovatelja je kulturoloska
i tradicijska u multigeneracijskim kucanstvi-
ma (Sri Lanka, azijske zemlje). Takva uloga
je neupitna i altruisti¢na. Kceri i snahe su
emotivna potpora, podrika u svakodnevnim
aktivnostima, sinovi su financijska potpora
(30,31). U SAD, u latinoameri¢kim obiteljima
78 % njegovatelja su kéeri i nevjeste, u kine-
skim obiteljima 63 %, a u ostalim obiteljima
49 % (32). U Nizozemskoj, u turskim i maro-
kanskim obiteljima najstarija kéi ili supruga
najstarijeg sina, tradicionalno je njegovatelj
(33). Prosirena bra¢na uloga takoder je razlo-
gom za$to Zena preuzima ulogu njegovatelja
te na kraju, Zena ce preuzeti ulogu njegova-
telja zbog osjecaja ponosa i zadovoljstva (33).
Zene ¢ine najveci udio profesionalne njego-
vateljske radne snage u skrbi za demenciju te
u pruzanju formalne zdravstvene i socijalne
skrbi i potpore osobi s demencijom i njenom
ili njegovom njegovatelju. Mnoge Zene koje
rade kao njegovateljice skrbe i za svoju djecu
i starije roditelje. To djeluje na njihovu spo-
sobnost pruzanja obiteljske skrbi i utjece na
kvalitetu Zzivota cijele obitelji, uklju¢ujudi i

osobe koja zivi s demencijom. Razlika u pla-

income live in their own homes. Care for persons
with dementia is primarily conducted in the
community. In countries with low income this
number is much higher although it is not easy
to quantify it. Care is usually provided by family
members (most often daughters and daughters-
in-law) at home (27). Positive factors connected
with taking the role of a caregiver are the sense
of pride and satisfaction; motives for taking that
role are often complicated, from a mixture of ex-
pectations and obligations along with love and a
sense of thankfulness towards the person with
dementia or returning care that they received as
children (28). In non-formal care the reasons for
choosing the role of a care giver differ and here
we state the four main reasons. Often, this role
is imposed because of cultural reasons and tradi-
tion. For instance, in Cyprus it is considered the
natural role of women and the similar attitude
is in the families of Latin American descent in
USA and Spain (27-29). Furthermore, the role
of a caregiver is cultural and traditional in multi-
generational households (Sri Lanka, countries of
Asia). This role is unquestionable and altruistic.
Daughters and daughters-in-law are emotional
support and support in everyday activities, while
sons are financial support (30,31). In the USA
and Latin American families, 78% of caregivers
are daughters and daughters-in-law, in Chinese
families 63%, and in other families 49% (32).
In Dutch, Turkish, and Moroccan families the
oldest daughter or wife of the oldest son is tra-
ditionally the caregiver (33). Expanded marital
role is also the reason why women take the role
of caregiver and, finally, women will accept the
role of a caregiver because of the sense of pride
and satisfaction (33). Women present the major-
ity of professional workers in taking care of peo-
ple with dementia and in providing formal medi-
cal and social care and support to people with de-
mentia and his/her caregiver. Many women who
work as caregivers also take care of their children
and elderly parents. This influences their abili-
ty to provide family care and affects the quality

of life of the entire family, including the person
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¢ama izmedu muskaraca i zena koji rade u su-
stavu zdravstva i socijalne skrbi znaéi da Zene
u prosjeku zaraduju 10 % manje od muskaraca
koji rade sli¢ne poslove (34). Zene ¢ine 42 %
radnog pucanstva, a u zdravstvenom sektoru
u mnogim zemljama ¢ine 75 % radne snage.
Veéina ih je zaposlena u skrbi za oboljele od
demencije, kako u primarnoj, ku¢noj njezi, so-
cijalnoj skrbi, dobrotvornim organizacijama,
udruZenjima. U Velikoj Britaniji 87 % osoba
koje rade u formalnoj skrbi su Zene, %, su
izravno uklju¢ene, a % u radu kod privatnih

poslodavaca (34).

Medu zaposlenicima najvedi je postotak imigra-
nata, oko 20 %. Opéenito, vrlo su lose educira-
ni o demenciji. Zbog objektivnih i subjektivnih
razloga mnogo radnika imigranata koji su 24
sata zaposleni kod oboljelih pate od simptoma
depresije. Takav posao nije predviden za mus-
ke njegovatelje (34). U Latinskoj Americi i Kini
formalni njegovatelji imaju poprili¢no nere-
guliran status, nemaju treninga ni uvjezbanih

vjedtina za taj posao (34).

ZDRAVSTVENE TEGOBE
NJEGOVATELJA | STRUKTURE
POTPORE

Njegovatelji ljudi s demencijom, koji su ujed-
no i ¢lanovi obitelji, skloniji su razvijanju
mentalnih zdravstvenih problema poput
tegke depresivne epizode i anksioznih pore-
mecaja. Zene njegovateljice prijavljuju visu
razinu tereta, stresa i simptoma depresije
od muskih njegovatelja, a rezultati su sli¢ni
u svim zemljama i okruZenjima (3). Njegova-
telji-¢lanovi obitelji razvijaju psihicke tegobe
poput velikog depresivnog poremecaja i ank-
sioznih poremecaja (16,35). Supruge-njego-
vateljice puno teze podnose ulogu njegova-
telja i taj teret je osobito vidljiv nakon dvije
godine brige za oboljelog ¢lana; javljaju se
tezi distres, gubitak bliskosti, anksiozni i de-

presivni simptomi, manja je podrska okoline

who lives with dementia. The average difference
in wages between men and women who work in
the system of health and social care means that
women earn 10% less than men who do similar
jobs (34). Women make up 42% of workers, and
in the health sector in many countries they make
up 75% of workers. Most of them are employed
in the care of people with dementia in primary,
house care, social care, and charity organiza-
tions. In Great Britain, 87% of those who work
in formal care are women, two thirds are directly
included and one third is employed by private
employers (34).

Among employees, the highest percentage are
immigrants, around 20%. Generally, they are
very poorly educated about dementia. Due to ob-
jective and subjective reasons, many immigrant
workers who spend 24 hours a day with affected
individuals suffer from symptoms of depression.
This kind of job is not intended for male caregiv-
ers (34). In Latin America and China, formal care
providers have a rather unregulated status, and

do not receive training for this job (34).

HEALTH PROBLEMS OF CARE
GIVERS AND STRUCTURES OF
SUPPORT

Caregivers of people with dementia who are at
the same time family members are more sus-
ceptible to developing mental health problems
such as major depressive disorder and anxiety
disorders. Women caregivers report a higher
level of burden, stress, and symptoms of de-
pression compared to male caregivers, and the
results are similar in all countries (3). Caregiv-
ers who are family members develop mental
health problems such as major depressive dis-
order and anxiety disorders (16,35). Wives who
are caregivers tolerate the role of caregiver with
much more difficulty, and this burden is espe-
cially obvious after two years of care for the af-
fected family member; serious distress, loss of

closeness, anxiety, and depressive symptoms
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(16,36). Susrecu se prvo s gubitkom kontro-
le, zbunjeno prihvacaju novu ulogu, kvaliteta
braka i bliskost stradavaju, te se moraju na-
viknuti na nove uloge u kuéanstvu. Musgkar-
ci supruZnici njegovatelji se Zzale na gubitak
kvalitetne komunikacije, kognitivne i bihevi-
oralne simptome, gubitak drustva i financijski
teret (37). Kéeri-njegovateljice bolje podnose
stres njegovanja, imaju takoder vlastitu ulogu
majke, ali vige puse, smanjene su im tjelesne
aktivnosti, vise dobivaju na tjelesnoj tezini,
krvnom tlaku, a i ¢e§cée obolijevaju od kro-
ni¢nih bolesti plu¢a od majki njegovateljica.
Latinoamerikanke bolje podnose stres u od-
nosu na kineske imigrante te bijelu populaciju
u SAD-u (38).

Njegovatelji ljudi s demencijom su ¢esto primo-
rani promijeniti svoje zaposlenje. Zene ¢eéce od
muskaraca moraju reducirati svoje radno vrije-
me na polovicu ili potpuno prestati raditi kako

bi mogle pruzati njegu (34,38).

Putevi njege i strukture potpore koje se nude
njegovateljima ljudi s demencijom razlikuju
se od zemlje do zemlje, a i unutar pojedine
zemlje, ovisno o setting-u i lokaciji. U vedini
zemalja s visokim bruto nacionalnim dohot-
kom postoje usluge u zajednici koje pomazu
ljudima s demencijom, no u zemljama s ni-
skim bruto nacionalnim dohotkom takvih
usluga je vrlo malo, pogotovo u ruralnim po-
drugjima (39). Tradicionalne strukture prosi-
rene obitelji s kulturologkim ocekivanjima
skrbi za ¢lanove obitelji unutar te obitelji opi-
sane su u mnogim zemljama. No, kako se obi-
teljske strukture mijenjaju zbog razvoda, po-
novnog sklapanja braka, opadajuce stope na-
taliteta, povecane mobilnosti i povecanja za-
poslenosti Zena, viSe se za pruzanje njege ne
moze u istoj mjeri oslanjati na tradicionalne
strukture (39). Potrebno je pobrinuti se za
potrebe ljudi s demencijom i njihovih obitelj-
skih njegovatelja u ruralnim podruéjima ze-
malja s niskim bruto nacionalnim dohotkom,

gdje je dostupno manje zdravstvenih i socijal-

occur, and the support from the environment
is decreased (16,36). First, they encounter loss
of control, they are confused when they accept
the new role, the quality of marriage and close-
ness are impaired, and they have to get used to
their new roles in the household. Husbands who
are caregivers complain about the loss of qual-
ity communication, cognitive and behavioural
symptoms, loss of companionship, and finan-
cial burden (37). Daughters who are caregivers
endure the stress of caretaking better, they also
have their own role of being mothers, but smoke
more, their physical activities are decreased,
they gain more weight, their blood pressure
increases, and they more often become ill with
chronic pulmonary diseases compared to moth-
ers who are caregivers. Latin Americans endure
stress better compared to Chinese immigrants
and the Caucasian population in the USA (38).

Caregivers who take care of people with de-
mentia are often forced to change their em-
ployment. Women, more often than men,
need to reduce their working hours by half or
to stop working completely in order to provide
care (34,38).

Forms of care and structures of support offered
to caregivers of people with dementia are dif-
ferent in different countries and also within
particular countries depending on setting and
location. In the majority of countries with high
income there are services in the community
which help people with dementia, but in coun-
tries with low income there are very few such
services, especially in rural areas (39). Tradi-
tional structures of extended family with cul-
tural expectations regarding the care for fami-
ly members within the family are described in
many countries. But along with changes in the
family structures because of divorce, marrying
again, decreasing birth rate, increased mobility,
and an increase in the employment of women,
it is not possible to rely on traditional struc-

tures in providing care to the same degree (39).

It is necessary to deal with the needs of people

with dementia and their caregivers who are fam-
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nih usluga i gdje je ostvarivanje zdravstvenih
usluga oteZzano zbog pomanjkanja infrastruk-
ture, lokalne dostupnosti i poteskoca u prije-
vozu. Zene pruzaju znatnu koli¢inu neplacene
njege ljudima s demencijom na svim mjesti-
ma. Treba osigurati odgovarajucu potporu
kako bi Zene mogle nastaviti ulogu njegovate-
lja, uzimajudi u obzir zdravstvene i financijske
poteskoce povezane s ulogom njegovatelja
(39). Zene je potrebno upoznati s pomoci koja
im je dostupna, putem podizanja svijesti i bo-
ljeg obavjestavanja od organizacija zdravstve-
ne i socijalne skrbi o formalnim i neformal-
nim uslugama koje postoje i kako ih ostvariti.
Sve zdravstvene radnike koji rade u zajednici
treba obuciti o demenciji kako bi se povecalo
njihovo samopouzdanje u shva¢anju ponasa-
nja ljudi s demencijom i u¢inak koji to ima na
njihove karijere, a kako bi im se omogucilo da
pruzaju ucinkovitu podrsku. Nizak ekonom-
ski status, financijske nagrade i nedostatna
obuka i podrska za rad u njegovateljskoj stru-
ci utjetu na Zene, njihove obitelji i na ljude
koji zive s demencijom. Postoji potreba za
stru¢nim kompetencijama zdravstvenih i nje-
govateljskih radnika koji rade s ljudima koji
zive s demencijom s kompleksnim potrebama
i komorbiditetima. Dostupnost socijalne po-
drske pomaze kod prilagodbe na bolest, dok
njena odsutnost dovodi do pogorsanja ishoda
skrbi u smislu depresivnosti i njegovateljskog
stresa, kako za oboljelu osobu tako i za njego-
vatelja (20,21). Koji ¢e oblik socijalne podrske
pojedinom njegovatelju biti vazniji ovisi sva-
kako i o stadiju bolesti, pa ¢e tako instrumen-
talna podrsgka biti iznimno znacajna u akutnoj
fazi bolesti kada su kapaciteti oboljele osobe
ograniceni u izvr§avanju svakodnevnih aktiv-
nosti. Emocionalna podrska u svim fazama
bolesti moze takoder unaprijediti suo¢avanje
s izazovima skrbi (22). Socijalna podrska
oznacava dostupne resurse u socijalnoj okoli-
ni koji pridonose dobrobiti njegovatelja i po-
maZzu mu u obno$enju njegove uloge (22,23).

Postoji razlika izmedu ,povezujuce” podrske i

ily members in rural areas of countries with low
income where fewer health and social services are
accessible and where the realization of health
services is harder because of the lack of infra-
structure, local accessibility, and problems in
transportation. Women provide a significant
amount of unpaid care to people with dementia
in all settings. It is necessary to ensure adequate
support in order for women to be able to contin-
ue with the role of a caregiver, taking into consid-
eration health and financial problems connected
with the role of a caregiver (39). It is necessary to
inform women about the help that is accessible
by raising awareness and providing better infor-
mation through health and social care organiza-
tions about formal and non-formal services and
how to realize them. All health workers who work
in the community need to be taught about de-
mentia in order to increase their confidence in
understanding the behaviour of people with de-
mentia and the effect that it has on their careers
in order to enable them to give efficacious sup-
port. Low socioeconomic status, financial prizes,
and insufficient training and support for working
as caregivers affect women, their families, and
people who live with dementia. There is a need
for professional competences of health workers
and caregivers who work with people who live
with dementia with complex needs and comor-
bidities. The accessibility of social support helps
in adapting to the illness, while the lack of it
leads to a worsening in the outcome of caregiving
in the sense of depression and care giver’s stress
for the affected person and for the caregiver
(20,21). Which type of social support will be
more important to the particular caregiver de-
pends on the stage of the illness. Instrumental
support is very important in the acute phase of
illness, when the capacities of the affected person
are limited in performing everyday activities.
Emotional support in all stages of illness can also
improve coping with challenges of caregiving
(22). Social support signifies available resources
in the social environment that contribute to the

wellbeing of the caregiver and help him/her in
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Lnepovezane“ podrgke, koja se temelji na per-
cepciji njegovatelja oboljelih od demencije u
primanju pomodi, tj. podrske. ,Povezujuéa®
podrska oznacava interakciju koju njegovatelj
shvaca kao pomazucu u bavljenju njegovim/
njezinim potrebama. ,Nepovezana“ podrska
oznacava interakcije/u koja pojacava otude-
nost njegovatelja, jer podrska nije u skladu s
potrebama koje percipira njegovatelj (25).
Njegovatelji s manje socijalne podrske i s ni-
zim stupnjem zadovoljstva primljenom soci-
jalnom podrskom imaju znaéajno vii stupanj
sagorijevanja nego njegovatelji koji socijalnu
podrgku percipiraju viSom i socijalne veze ja-
¢ima (21). Nadalje, njegovatelji s visom emo-
cionalnom i socijalnom podrskom imaju nizi
stupanj depresivnosti, te svoju kvalitetu Zivo-
ta i zadovoljstvo Zivotom percipiraju vigima.
Neformalni njegovatelji osoba oboljelih od
demencije izvje$§¢uju o visoj razini stresa, psi-
holoskih problema, problema s fizi¢kim
zdravljem, vecoj socijalnoj izolaciji te logijem
obiteljskom funkcioniranju od osoba koje
nisu u ulozi pruzatelja skrbi oboljeloj osobi.
Kod njegovatelja koji su pod visokim stresom
veda je vjerojatnost pojave depresije, zlostav-
ljanja i zanemarivanja oboljele osobe, te u ko-
nacnici institucionalizacije oboljelog. Navede-
no moze biti posljedica nedostatka emocio-
nalne podrske, socijalne izolacije, ljutnje koja
se javlja kod njegovatelja, nemoguénosti no-
Senja sa zahtjevima bolesti i njegovateljske
uloge. Niza razina socijalne podrske povezana
je s vi§im stupnjem sagorijevanja i depresijom
njegovatelja, kao i s niZom razinom iskazanog
zadovoljstva (22,25,40,41). Druga studija
znacajnim prediktorima za negativne ishode
za njegovatelja navodi razinu prihoda i per-
cepciju zdravstvenog stanja, te manjak soci-
jalne podrske i osjecaja obiteljske napusteno-
sti (42). Istrazivanje Yurtsever i sur. potvrdu-
je da njegovatelji mladi od 50 godina, $ire
socijalne mreZe te boljeg obrazovnog statusa
iskazuju vise zadovoljstva i manje sagorijeva-
nja (43). Andren i Elmstahl (44) su istraZivali

performing his/her role (22,23). There is a dis-
tinction between “connecting” support and
“non-connecting” support, which is based on the
perception of caregivers of people with dementia
in receiving help, that is, support. “Connecting”
support signifies interaction which a caregiver
perceives as helping in attending his/her needs.
“Non-connecting” support signifies interaction/s
which enhances a caregiver’s detachment since
the support is not congruent with the need per-
ceived by the caregiver (25). Caregivers with less
social support and a lower level of satisfaction
with received social support have a significantly
higher level of burnout compared to caregivers
who perceive a higher level of social support and
stronger social connections (21). Furthermore,
caregivers with higher emotional and social sup-
port have a lower level of depression and their
quality of life and satisfaction with life are per-
ceived as higher. Non-formal caregivers of per-
sons with dementia report a higher level of
stress, psychological problems, problems with
physical health, higher social isolation, and poor-
er functioning in the family in comparison with
persons who do not have the role of caregivers.
In caregivers with a high level of stress, the
chance for the occurrence of depression, mal-
treatment, and neglect are higher, and may ulti-
mately lead to the institutionalization of the pa-
tient. This can be a consequence of alack of emo-
tional support, social isolation, care giver’s anger,
or the incapacity for coping with the demands of
the illness and the role of a caregiver. A lower lev-
el of social support is connected with a higher
level of burnout and depression of a caregiver, as
well as a lower level of reported satisfaction
(22,25,40,41). Another research considers the
level of income, perception of health condition,
lack of social support, and feeling of being aban-
doned by family as significant predictors for neg-
ative outcomes for caregivers (42). The research
by Yurtsever et al. confirms that caregivers
younger than 50 years of age with a broader so-
cial network and a higher level of education re-

port more satisfaction and less burnout (43).
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u¢inak podrske njegovateljima tijekom 5 tje-
dana stru¢ne podrske i tri mjeseca sudjelova-
nja u grupama za podrsku, te naveli sljedecée
pozitivne ishode: povecanje osjecaja zadovolj-
stva i smanjenje osjecaja napora i razocaranja
koji traju minimalno 12 mjeseci od sudjelova-
nja u programu formalne podrske (44). Budu-
¢i da ¢lanovi obitelji koji brinu o oboljeloj oso-
bi od AB nemaju dostatna saznanja o samoj
bolesti i pristupu oboljelom te veéi dio vreme-
na provode s oboljelim za pretpostaviti je
kako je kod njih veca ucestalost anksiozno
depresivnih simptoma u odnosu na zdrav-
stvene djelatnike (26,45). Skrb oboljelima
pruzaju i profesionalci i neprofesionalci, naj-
Cesce clanovi obitelji. Ponasajni i psihi¢ki
simptomi u AB povezani su sa stresom i psi-
hi¢kim simptomima kod osoba koje se skrbe
o oboljeloj osobi od AB (45). Obiteljski njego-
vatelji (naj¢esce djeca i unuci) osoba oboljelih
od AB imaju ¢e§ce izrazenu anksioznost i de-
presivnost u odnosu na profesionalne njego-
vatelje; Zivot s oboljelom osobom povecava
razinu anksioznosti kod obiteljskih njegova-
telja; visa Zivotna dob je rizi¢ni ¢imbenik za
nastanak anksioznih i depresivnih simptoma
kod obiteljskih njegovatelja; duZi radni staz
negativno utjefe na pojavu anksioznih i de-
presivnih simptoma, ali ne i razina obrazova-
nja profesionalnih njegovatelja (srednja, visa
ili visoka razina obrazovanja medicinskih se-
stara/tehnic¢ara) (26). Sun i sur. (46) navode
da Zene njegovateljice rjede koriste usluge
pomodi u kudi, ¢esce koriste usluge prijevoza
te podrsku iz neformalnih izvora u odnosu na
musgkarce njegovatelje (46). Wallsten te Sun i
sur. nalaze da Zene primaju vise neformalne
podrske od muskaraca (46,47). Pinquart i So-
rensen navode da su muskarci motiviraniji i
spremniji traZiti pomoc izvana $to se povezu-
je s manjom pripremljeno§cu i osjecajem ugo-
de u ulozi njegovatelja, odnosno teorijom so-
cijalnih uloga (48). Analize pokazuju i kako je
percepcija osjecaja izolacije ra$irenija kod

ekonomski siromasnih (49). Rano prepozna-

Andren and Elmsthl researched the effect of
support provided to caregivers during five weeks
of professional support and three months of par-
ticipation in groups for support and stated the
following positive outcomes: an increase in the
sense of satisfaction and a decrease of the sense
of effort and disappointment that last at least 12
months from participation in the program of for-
mal support (44). Since the members of the fam-
ily that take care of the person with AD don’t
have sufficient knowledge about the illness and
approach to the patient and spend most of the
time with the person, it can be assumed that they
have a higher frequency of anxiety symptoms
compared to health workers (26,45). The care for
the affected persons is provided by professionals
and non-professionals, most often members of
the family. Behavioural mental symptoms in AD
are connected with stress and mental symptoms
in persons who take care of the person with AD
(45). Family caregivers (most often children and
grandchildren) of the person with AD have more
often expressed anxiety and depressiveness com-
pared to professional caregivers; life with an af-
fected person increases the level of anxiety in
family caretakers; older age is a risk factor for the
occurrence of anxiety and depressive symptoms
in family caregivers; longer occupational record
negatively affects the occurrence of anxious and
depressive symptoms, but not the level of educa-
tion of professional caregivers (middle, higher, or
high level of education of nurses) (26). Sun et al.
state that women caregivers use the services of
help in the house more rarely, and use transport
services and support for non-formal sources
more often when compared to male caregivers
(46). Sun et al. and Wallsten find that women re-
ceive more non-formal support than men
(46,47). Pinquart and Sorensen state that men
are more motivated and readier to seek help from
outside, which is connected with less prepared-
ness and a sense of comfort in the role of the
caregiver, that is, with social roles theory (48).
Analyses show that the perception of the sense

of isolation is more widespread among the finan-
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vanje emocionalnog stresa kod njegovatelja
nuzno je kako bi se uspjelo preventivno djelo-
vati (savjetovanje, suportivna psihoterapija,
kognitivno-bihevioralni tretman), te sprijeci-
ti razvoj ili pogorsanje vel postojecih tjele-
snih bolesti (npr. kardiovaskularne), odnosno
mentalnih poremecaja od kojih su, osim nesa-
nice, najée$ci anksioznost i depresivnost (50).
Zbog izazova skrbi o oboljeloj osobi vecina
njegovatelja ima potrebu za dodatnom eduka-
cijom i ve¢om podrskom u lokalnoj zajednici.
Kada je njegovateljima podrska dostupna, a
prisutna je veca opterecenost zahtjevima
dnevne skrbi i niZi stupanj sagorijevanja, za-
dovoljstvo formalnom podrskom je vece (50).
Zato je klju¢no da ¢lanovi obitelji i skrbnici
razumiju pojedinosti u vezi s promjenama u
ponasanju bolesnika s demencijom, te da su
educirani kako se nositi s njima. Strategije
koje uklju¢uju odrzavanje pozitivnog kontek-
sta komunikacije, jasnog izraZavanja, postav-
ljanja jednoznaénih pitanja, pojednostavljiva-
nja kompleksnih zadataka, te sposobnost
odvracanja pozornosti s negativnih aspekata
i preusmjeravanje na trenutne zadatke, omo-
gucuju kvalitetan odnos s bolesnikom, te
znatno pridonose kvaliteti zivota (51). Komu-
nikacija s osobama oboljelima od demencije
vremenom postaje oteZana, a na kraju se
moze i gotovo potpuno izgubiti. Ve¢ od rane
faze bolesti potrebno je raditi na pobolj$anju
komunikacije. Koriste¢i se odredenim tehni-
kama njegovatelji mogu poboljsati komunika-
ciju s oboljelim osobama i zadrzati je na toj
razini dulje vrijeme. Nefarmakologke inter-
vencije mogu biti od koristi u ublazavanju bi-
hevioralnih poremedéaja koji se ¢esto javljaju
tijekom progresije demencije, a kombinacija
nefarmakologkih tehnika i lijekova u pravilu
je uinkovitija od primjene samih psihofar-
maka (52,53). Alzheimerova demencija je kro-
ni¢na bolest ¢ije razdoblje moze obuhvacdati
godine njegovateljske skrbi, stoga je vazno da
podrska njegovateljima bude dostupna od ini-

cijalne sumnje na bolest do njenog kraja, tj.

cially poor (49). Early detection of emotional
stress in caregivers is necessary in order to per-
form preventive actions (counselling, supportive
psychotherapy, cognitive-behavioural treatment)
and to prevent the development or worsening of
already existing somatic illnesses (for example
cardiovascular), or mental disorders, among
which, beside insomnia, the most frequent ones
are anxiety and depression (50). Because of the
challenges of caring for the affected person, most
caregivers have the need for additional education
and more support in the local community. When
support is available for care givers and a higher
burden of requirements of daily care is present
with a lower level of burnout, satisfaction with
formal support is higher (50). Therefore, it is cru-
cial that family members and care givers under-
stand the details connected with changes in the
behaviour of patients with dementia and be edu-
cated to cope with them. Strategies involve the
maintenance of a positive context of communi-
cation, clear expression, asking clear questions,
simplifying complex tasks, and the ability to dis-
tract attention from the negative aspects and
redirect it to present tasks enable a quality rela-
tionship with the affected person and contribute
significantly to quality of life (51). Communica-
tion with people with dementia becomes more
difficult over time and finally can be lost alto-
gether. Since the early stage of the illness, it is
necessary to work on the improvement of com-
munication. By using certain techniques, care-
givers can improve communication with the pa-
tients and maintain it at that level for a longer
time. Non-pharmacological interventions can be
useful in the alleviation of behavioural disorders
which often occur during the progression of de-
mentia, and a combination of non-pharmacolog-
ical techniques and medications is generally more
efficacious then the use of psychopharmaceuti-
cals only (52, 53). AD is a chronic illness the du-
ration of which can include years of caregiving.
Therefore, it is important that the support to
caregivers is available from the initial doubt re-

garding the illness until the end of the illness,
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smrti oboljelog, te i poslije toga u fazi zalova-
nja odnosno adaptacije na proZivljeni gubitak
(54).

ZAKLJUCAK

Postoji potreba za daljnjim istrazivanjima utje-
caja demencije na zene kao njegovateljice u lon-
gitudinalnim studijama. Potrebno je napraviti
ili poboljsati postojece nacionalne programe za
lije¢enje demencije te u njima jasnije naglasi-
ti ulogu Zena i njihovu specifi¢nost vezanu za
ovaj entitet. Buduca se translacijska istraziva-
nja trebaju seusredotoditi na pitanja kako nje-
govateljima, a to su poglavito Zene, pomodi se
prilagodili novonastaloj situaciji, dugoro¢no se
s njom nositi i iz toga izadi zdrav, odnosno sa

§to manjim posljedicama.

that is, death of the affected person, but also af-
terwards, during the period of bereavement, that

is, adaptation to experienced loss (54).

CONCLUSION

There is a need for further research of the in-
fluence of dementia on women as caregivers
in longitudinal studies. It is necessary to make
or improve existing national programs for the
treatment of dementia and to more clearly em-
phasize the role of women and their specific is-
sues related to this disease. Future translation-
al research needs to focus on questions such
as how to help caregivers, who are most often
women, to adapt to the new situation, cope with
it in the long term, and finally to come out of it

healthy or with as few consequences as possible.
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Tko lijeci seksualne probleme u hrvatskom
zdravstvenom sustavu?

Who Treats Sexual Problems in Croatian Health System?
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/ University Hospital Vrapce, Zagreb, University of Rijeka, Faculty of Medicine, Rijeka, Croatia

U Hrvatskoj ne postoji specijalizacija iz seksualne medicine i mali je broj lije¢nika (nekolicina androloga i psihijatara)
koji su educirani u podru¢ju seksualnog zdravlja. Cilj ovog istrazivanja je utvrditi tko su specijalisti u hrvatskom
zdravstvenom sustavu koji prepoznaju, dijagnosticiraju (i lijece) seksualne probleme i poremecaje. Metode: Koristeni
su podatci Hrvatskog zavoda za zdravstveno osiguranje. Pretrazen je sustav kako bi se utvrdilo koji su seksualni
problem dijagnosticirani u jednoj kalendarskoj godini (2013.) u Hrvatskoj i tko su lijec¢nici (koji specijalisti) koji su ih
dijagnosticirali. Rezultati: Godine 2013. u Hrvatskoj su specijalisti u sekundarnoj zdravstvenoj zastiti dijagosticirali
seksualne poremecaje kod ukupno 288 osobe (239 muskaraca i 49 Zena). Najvedi broj slucajeva dijagnosticirali su
psihijatri, a za njima slijede urolozi. Ginekolozi su dijagnosticirali samo mali broj seksualnih problema. Najcesce
dijagnosticirani poremecaji kod muskaraca bili su erektilni poremecaj i poremecaj sa smanjenom seksualnom
zeljom. Lijecnici nisu dijagnosticirali ni jedan slucaj dispareunije. Zakljucci: Specijalisti u Hrvatskoj dijagnosticiraju
mnogo vise seksualnih problema kod muskaraca, nego kod Zena. Potrebno je obratiti vise paznje edukaciji studenata
medicine i lije¢nika kako da prepoznaju i dijagnosticiraju seksualne probleme.

/In Croatia there is no residency programme in sexual medicine, and there is only a small number of medical doctors (a
few andrologists and psychiatrists) who are educated in the area of sexual health. The aim of this study was to identify the
specialists in the Croatian health system who recognize and diagnose (and possibly treat) sexual problems and disorders.
Data from the Croatian health insurance system was used: the system was retrieved to find out what sexual problems were
diagnosed in a single year (2013) in Croatia and by whom (which specialists). Altogether 288 persons (239 men and 49
women) were diagnosed with sexual disorders in 2013 by secondary level specialists in Croatia. Psychiatrists diagnosed the
majority of cases, followed by urologists. Gynaecologists diagnosed only a small proportion of sexual problems (or problems
related to sexuality). The most commonly diagnosed disorders in men were the erectile disorder and the hypoactive sexual
desire disorder. No cases of dyspareunia were recognized by medical doctors. Specialists in Croatia diagnosed more sexual
problems in men in comparison to women. More care should be placed on educating medical students and medical
doctors on the recognition and diagnosis of sexual problems.
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Mnogo muskaraca i Zena ima seksualne pro-
bleme/disfunkcije. Istrazivanja pokazuju da do
jedne Cetvrtine muskaraca i jedne tredine Zena
barem jednom u svom Zivotu imaju neki seksu-
alni problem (1-3). Sli¢na je ulestalost seksual-
nih problema utvrdena u nekoliko istraZivanja
u Hrvatskoj (4-6).

Seksologija uklju¢uje znanstvene discipline,
medicinske i nemedicinske specijalnosti, skup
terapijskih postupaka, edukacije i intervencija,
koje mogu biti medicinske, psihoterapijske i
edukacijske (7). Kao posebno podrugje znanja i
prakse pojavila se u drugoj polovici 19. stolje¢a
(6). U drugoj polovici dvadesetog stoljeéa po-
Cela se razvijati u nekoliko podru¢ja: seksualna
medicina, klini¢ka seksologija (seksualna tera-
pija), seksualno zdravlje, seksualna edukacija i

seksualna prava (9).

U razli¢itim zemljama seksolozi su razli¢itih
primarnih zanimanja: lije¢nici, psiholozi, me-
dicinske sestre, primalje, socijalni radnici, fizio-
terapeuti, bra¢ni terapeuti, obiteljski terapeuti,
psihoterapeuti. U nekoliko istraZivanja pokusa-
lo se utvrditi tko su seksolozi (ili seksualni te-
rapeuti) u razli¢itim europskim zemljama, kao

i utvrditi razlike medu njima (10-14).

U posljednjih dvadesetak godina postoje poku-
$aji uskladivanja edukacije i $kolovanja sekso-
loga sirom svijeta (15). Skandinavske su zemlje
prve organizirale zajednicki program edukaci-
je s medusobnim priznavanjem diploma (16).
Godine 2013. odrzan je prvi ispit iz seksualne
medicine (Fellow of the European Committee for
Sexual Medicine - FECSM), pod pokrovitelj-
stvom Europskog drustva za seksualnu medi-
cinu (15,17).

Hrvatska je drzava na jugoistoku Europe koja
se odcijepila od Jugoslavije 1991. g. Vecina
stanovni$tva su katolici. Stavovi prema sek-
sualnosti su konzervativni, §to pokazuje i re-
ferendum o braku odrzan 2014. g. (vedina je

glasala da brak bude isklju¢ivo zajednica mus-

INTRODUCTION

Many men and women suffer from sexual prob-
lems/dysfunctions; studies show that up to
one fourth of men and one third of women will
have at least one sexual problem during their
lifetime (1-3). Similar prevalence of sexual
problems has been reported in several studies
in Croatia (4-6).

Sexology includes scientific disciplines, medical
and non-medical specialties, and a set of ther-
apeutic practices, training, and interventions
that may be medical, psychotherapeutic, or ed-
ucational (7). As a specific field of knowledge
and practice, it has appeared in the second half
of the 19th century (8). In the second half of
the twentieth century it started to develop in
several areas: sexual medicine, clinical sexolo-
gy (sex therapy), sex health, sex education, and
sexual rights (9).

In different countries sexologists are of dif-
ferent educational backgrounds: physicians,
psychologists, nurses, midwives, social work-
ers, physiotherapists, couple therapists, fam-
ily counsellors, psychotherapists. Several re-
searchers tried to identify the sexologists (or
sexual therapists) in different European coun-
tries and to grasp the differences among them
(10-14).

In the last twenty years, there has been a ten-
dency to harmonize the education and training
of sexologists around the world (15). Nordic
countries were the first to establish a joint ed-
ucational programme with mutual recognition
of certificates (16). In 2013 the first exam for
the Fellow of the European Committee for Sex-
ual Medicine (FECSM) title was held under the
auspices of the European Society for Sexual
Medicine (15,17).

Croatia is a south-eastern European country
that separated from Yugoslavia in 1991. The
majority of the population is Roman Catholic.
Attitudes toward sexuality are conservative,

shown by the 2014 referendum on the mar-
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karca i zene). Seksualna medicina nije ukljuce-
na u plan i program medicinskih fakulteta. Tek
odnedavno postoje izborni kolegiji iz ljudske
seksualnosti na medicinskim fakultetima i na

studiju psihologije (18).

Godine 2007. prvi su entuzijasti osnovali Hr-
vatsko drustvo za seksualnu terapiju (ponaj-
prije psiholozi, nekoliko psihijatara i jedan
sociolog) (18,19). Ovo je drustvo organiziralo
edukaciju iz seksualne terapije i savjetovanja.
Urolozi su organizirali subspecijalnost androlo-
gije i trenuta¢no je u Hrvatskoj desetak andro-
loga (12). Jedan psihijatar ima titulu EFCSM.
Prva ambulanta za seksualnu terapiju osnova-
naje 2014. g. (20).

Cilj ovog istrazivanja bio je utvrditi tko su bili
specijalisti u Hrvatskoj koji su lije¢ili ljude sa
seksualnim problemima prije 2014. g. i koji su
bili najces¢i seksualni problemi. Ovo je prvo
takvo istrazivanje u bivéim komunisti¢kim/so-

cijalisti¢kim zemljama.

METODE

U Hrvatskoj, svi specijalisti koji rade u javnoj
sluzbi moraju dijagnosticirati svoje bolesnike u
skladu s Medunarodnom klasifikacijom bolesti,
10. izdanje (MKB-10), te ih 8ifrirati prema od-

govarajué¢im dijagnozama.

Hrvatski zavod za zdravstveno osiguranje
(HZZO) prikuplja sve podatke iz svih javnih
zdravstvenih ustanova u Hrvatskoj. Svaka osi-
gurana osoba u zemlji ima jedinstvenu $ifru,
koja je specifi¢na. Takoder, svaki specijalist
ima svoju $ifru (broj). Stoga je moguce povezati
svakog od pacijenata s odgovarajucim specijali-

stom i MKB $ifrom.

Uz pomo¢ osoblja iz HZZO-a pretrazena je baza
podataka u odnosu na sljede¢e MKB-10 $ifre:
E52 seksualne disfunkcije, koje nisu prouzro-
kovane organskom boleséu ili poremecajem;
F64 poremecaji rodnog identiteta; F65 poreme-

¢aji seksualne sklonosti i F66 psiholoski i bi-

riage (the majority voted for the marriage to
be the exclusive union of a man and a woman).
Sexual medicine is not represented in medical
school curricula. Only recently, elective courses
in human sexuality appeared in medical schools

and psychology master’s degree education (18).

In 2007 the first enthusiasts formed the Cro-
atian Association for Sexual Therapy (mainly
psychologists, with a few psychiatrists and a
sociologist) (18,19). The Association started
education in sexual therapy and counselling.
Urologists organized a subspecialty in androlo-
gy and currently there are a dozen andrologists
in the country (12). One psychiatrist holds the
FECSM title. The first outpatient unit for sexu-
al therapy was established in 2014 (20).

The aim of this study was to identify the spe-
cialists in Croatia who were treating people
with sexual problems prior to 2014 and what
the most prevalent sexual problems were. To
our knowledge, this is the first such study in

Eastern Europe.

METHOD

In Croatia, all the specialists working in the
public domain have to diagnose their patients
in accordance with the International classifica-
tion of diseases, 10th revision (ICD-10), and to

code the diagnoses accordingly.

The national health insurance company (Cro-
atian Health Insurance Fund - CHIE, HZZO
in Croatian) collects all the data from all the
public institutions in the country. Each in-
sured person (patient) in the country has a
specific code (number), which is specific and
unique. Also, each specialist has a specific
code (number). Therefore, it is possible to
match each patient with a specific specialist
and ICD code.

With the help of the ICT staff from CHIF, this
database was retrieved for the following ICD-

10 codes: F52 sexual dysfunction, not caused

G. Arbanas: Tko lijeci seksualne probleme u hrvatskom zdravstvenom sustavu? Soc. psihijat. Vol. 47 (2019) Br. 1, str. 102-112.



hevioralni poremecaji povezani sa seksualnim

razvojem i orijentacijom, za 2013. g.

Godine 2014. otvorena je prva ambulanta za
lije¢enje seksualnih problema i budu¢i da u Hr-
vatskoj ne postoji specifi¢na $ifra za seksualnu
medicinu, ona je $ifrirana pod §ifrom psihija-
trije. Zbog toga, svi podatci od 2014. g. nadalje
bili bi takvi da bi pokazivali veéi broj psihijatara
i manje drugih specijalista u dijagnosticiranju
i lije¢enju seksualnih problema (jer su pacijen-
ti znali za postojanje ove ambulante i javljali
se u nju). Kako je osoblje HZZO-a utvrdilo da
nema velikih razlika izmedu ranijih godina u
ukupnom broju dijagnosticiranih pacijenata,
odabrana je posljednja odgovarajuca godina
(2013.).

REZULTATI

Sveukupno, u 2013. g. svi specijalisti zaposleni
u javnim zdravstvenim ustanovama dijagno-
sticirali su bilo koji od seksualnih poremecaja
(kategorije F52, F64, F65 i F66 prema MKB-10)
kod 288 osoba, 239 muskaraca i 49 Zena. Kate-
gorija seksualnih disfunkcija dijagnosticirana je
kod 244 osobe (66,3 %), za kojom slijede pore-
mecaji spolnog identiteta (66 - 19,5 %), psiho-
logki i bihevioralni poremecaji povezani sa sek-
sualnim razvojem i orijentacijom (33 - 9,8 %)

te poremecaji seksualne sklonosti (15 - 4,4 %).

Postoje znacajne razlike u spolnoj raspodje-
li ovih ¢etiriju skupina poremecaja (y*>= 126;
p<0,001) (tablica 1) pri ¢emu su seksualne
disfunkcije (F52) bile naj¢esée dijagosticirana
kategorija kod muskaraca, a poremecaji rodnog
identiteta (F64) kod (bioloskih) Zena.

TABLE 1. The gender distribution of sex-related disorders

F52 215 (79.9%) 9 (13.0%)
F64 24 (8.9%) 42 (60.9%)
F65 12 (4.5%) 3(4.3%)

F66 18 (6.7%) 15 (21.7%)

by organic disorder or disease; F64 gender
identity disorders; F65 disorders of sexual pref-
erence; and F66 psychological and behavioural
disorders associated with sexual development

and orientation in 2013.

In 2014 the first outpatient clinic for sexual
problems was established, and since there is
no specific code for sexual medicine in Croa-
tia, it was coded under the “psychiatry” code.
Therefore, all the data after 2014 would be
skewed and biased toward showing more psy-
chiatrists and less other specialists diagnosing
and treating sexual problems (as patients were
aware of the existence of this clinic and sought
help there). Since the ICT staff from CHIF
found that there were no big differences from
one year to another in the total number of di-
agnosed patients, the most recent appropriate

year was chosen (2013).

RESULTS

Altogether, in 2013 all the specialists working
in the public domain diagnosed any of the sex
related disorders (categories F52, F64, F65,
and F66 in ICD-10) in 288 persons, 239 men
and 49 women. Specifically, sexual dysfunction
category was diagnosed in 224 people (66.3%),
followed by gender identity disorders (66,
19.5%), psychological and behavioural disor-
ders associated with sexual development and
orientation (33, 9.8%) and disorders of sexual
preference (15, 4.4%).

There is a significant difference in gender dis-
tribution of these four groups of disorders (y’=
126; p<0.001) (Table 1), with sexual dysfunc-
tion (F52) category being the most diagnosed
group of disorders in men, and gender identity

disorders (F64) in born women.

The distribution of specific sexual dysfunctions
in men is shown in Figure 1 (women were ex-
cluded from the Figure, since there were only

nine women diagnosed with a diagnosis of any
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Raspodjela specifi¢nih seksualnih disfunkcija
kod muskaraca prikazana je na slici 1 (Zene su
isklju¢ene iz ove slike, jer je samo devet Zena
dobilo dijagnozu neke od seksualnih disfunk-
cija). Najéesce je postavljena dijagnoza F52 bez
navodenja to¢ne disfunkcije (ovo nije prikaza-
no na slici 1). Od specifi¢nih disfunkcija, najée-
§¢e dijagnosticirana bila je erektilna disfunkcija
(48,6 %), koju slijedi poremecaj sa smanjenjem
seksualne Zelje (31,9 %). Ni jedan od pacijena-
ta nije dobio dijagnozu pretjeranog seksualnog

nagona i dispareunije.

Od parafilija, kod Zena je dijagnosticiran jedan
slu¢aj feti§izma, dok je kod muskaraca dija-
gnosticirano tri slu¢aja ekshibicionizma, jedan
slu¢aj pedofilije i jedan slucaj visestrukog pore-
mecaja seksualnih sklonosti. I u ovoj kategoriji,
9 od 15 slucdajeva parafilija dijagnosticirano je
op¢om 8ifrom F65, bez navodenja o kojoj se pa-
rafiliji radi.

Slike 2 i 3 prikazuju koji su specijalisti dijagno-
sticirali seksualne probleme kod musgkaraca i

zena.

Od seksualnih disfunkcija, od ukupno 291

slu¢ajeva, 100 su dijagnosticirali psihijatri, 67

sexual dysfunction). The most prevalent di-
agnosis was F52 without specifying the exact
dysfunction (this was not shown in the Figure).
Of the specific dysfunctions, the most preva-
lent was erectile dysfunction (48.6%), followed
by hypoactive sexual desire disorder (31.9%).
None of the patients were diagnosed with ex-

cessive sexual drive or dyspareunia.

Of paraphilias, one case of fetishism was diag-
nosed in women, while three cases of exhibi-
tionism, one case of paedophilia and one case
of multiple disorders of sexual preference were
diagnosed in men. Again, nine out of 15 cases
of paraphilias were diagnosed with a non-spe-
cific code F65, without specifying which of the

paraphilia it was.

Figures 2 and 3 show which specialists diag-

nosed sexual problems in men and women.

Among the sexual dysfunctions, of 219 cases
100 were diagnosed by psychiatrists, 67 by
urologists, 17 by internal medicine specialists,
3 by gynaecologists. Of all the cases of erectile
dysfunction (35), 50% were diagnosed by psy-
chiatrists, and 30% by urologists. Among the

cases of hypoactive sexual desire disorder (24)

40
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20
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FIGURE 1. Distribution of different sexual dysfunctions in men
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FIGURE 2. Specialists who diagnosed sexual problems in
men

urolozi, 17 specijalisti interne medicine, 3 gine-
kolozi. Od svih slucajeva erektilne disfunkcije
(35), 50 % su dijagnosticirali psihijatri, a 30 %
urolozi. Od slu¢ajeva poremecaja sa smanje-
nom seksualnom Zeljom (24) 40 % su dijagno-

sticirali psihijatri, a 30 % urolozi.

Od slucajeva rodne disforije, 61 % su dijagno-
sticirali psihijatri, 38 % specijalisti interne me-
dicine, 3 % ginekolozi. Sve slucajeve parafilija

dijagnosticirali su psihijatri.

Psihijatri su dijagnosticirali veéinu slucajeva
svih dijagnosti¢kih kategorija, osim sljedece
Cetiri: urolozi su dijagnosticirali vie slu¢ajeva
smetnji orgazma (F52.3), prijevremene ejaku-
lacije (F52.4) i neodredene seksualne smetnje
(F52.9); dok su internisti dijagnosticirali naj-

vedi broj slu¢ajeva transseksualnosti (F64.0).

RASPRAVA

Premda su ranija istraZivanja pokazala da je
prevalencija seksualnih disfunkcija kod mus-
karaca i Zena u Hrvatskoj sli¢na onoj u drugim
zemljama $irom svijeta te pokazuje visoke vri-
jednosti (otprilike 30 % Zena i 20 % mugkaraca)
(4-6), samo malom broju ovih ljudi se prepo-
zna/dijagnosticira neka od seksualnih disfunk-

cija/poremecaja vezanih uz seksualnost. Nasi

surgents

pedijatri ~ 12%

7%

ginekolozi —_
3%
psihijatri

54%

internisti
24%

FIGURE 3. Specialists who diagnosed sexual problems in
women

40% were diagnosed by psychiatrists, and 30%
by urologists.

Of the gender dysphoria cases, 61% were diag-
nosed by psychiatrists, 38% by internal medi-
cine specialists, 3% by gynaecologists. All the
cases of paraphilias were diagnosed by psychi-

atrists.

Psychiatrists diagnosed the majority of cases
of all the diagnoses except four: urologists di-
agnosed more cases of orgasmic dysfunctions
(F52.3), premature ejaculation (F52.4), and un-
specified sexual dysfunction (F52.9), while in-
ternal medicine specialists diagnosed the larg-

est number of cases of transsexualism (F64.0).

DISCUSSION

Although earlier research showed that the
prevalence of sexual dysfunctions in men
and women in Croatia is the same as in other
countries around the world, and is quite high
(roughly 30% of women and 20% of men) (4-
6), only a small percentage of these people is
diagnosed with a sexual dysfunction/sex relat-
ed disorder. Our data cannot clarify whether
people with sexual problems in Croatia do not
consult their doctors, whether doctors do not

diagnose these disorders, or whether patients
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podatci ne mogu odgovoriti na pitanje ne sa-
vjetuju li se ljudi sa seksualnim problemima u
Hrvatskoj s lije¢nicima, ne dijagnosticiraju li
lije¢nici ove poremedaje ili se pacijenti javljaju
iskljutivo privatnicima. Prema naem misljenju
najvjerojatnije se radi o tome da ljudi ne traze
pomoc stru¢njaka. Tijekom pripremanja ovog
istraZivanja autor je kontaktirao privatnike
koji se javno reklamiraju kao seksualni terape-
uti, no svi oni zajedno imali su tijekom 2013.
g. svega desetak pacijenata, te buduci da je ovaj
broj ovako nizak, a privatnici ne daju MKB-10
gifre redovito, odluceno je da se ovi pacijenti
iskljuce iz statisticke analize. Dakle, ¢ini se da
ljudi u Hrvatskoj koji imaju seksualne proble-
me pokusavaju ih sami rijesiti i ne prepoznaju
lije¢nike kao one stru¢njake koji bi im mogli po-
modi. Malo je vjerojatno da specijalisti kojima
bi se ljudi javili zbog seksualnog problema ne bi
dijagnosticirali taj problem. Ovo nije tako samo
u Hrvatskoj, jer velik broj istraZivanja pokazuje
da samo mali broj ljudi sa seksualnim problemi-
ma trazi pomo¢ lije¢nika (npr. samo 2 % ljudi
u Koreji do oko 10 % muskaraca i 20 % zena u

zapadnoj i sjevernoj Europi) (21,22).

Drugi iznenadujuéi rezultat bio je da vedina
ljudi kojima se dijagnosticira neki seksualni
problem su mugkarci. No, ovakav je rezultat u
skladu s drugim istrazivanjima koji pokazuju da
musgkarci ¢e§ce traze pomo¢ za svoje seksualne
probleme nego Zene pri ¢emu se udio muskaraca
medu pacijentima klinika za seksualno zdravlje
krece oko 75 % (13,23,24). Moguce je da seksu-
alni problem imaju vedi negativni u¢inak na Zi-
vot mugkaraca, nego Zena, vjerojatno zbog toga
$to seksualna aktivnost i funkcioniranje imaju
vece znalenje za musku spolnu ulogu, nego
$to ima za Zensku. Takoder, u tradicionalnom
drustvu, kao $to je hrvatsko, veca je sramota
i vide je socijalno nepozeljno za Zenu da trazi
pomod. S druge strane, mali broj lije¢nika koji
su dijagnosticirali seksualne probleme moze biti
posljedica ¢injenice da ni jedan od medicinskih

fakulteta u Hrvatskoj ne poducava studente u

go to private practitioners exclusively. In our
opinion, the most likely scenario is that they do
not consult a professional. During the prepara-
tion of this research, the author had contacted
private practitioners who publicly advertised
themselves as sexual therapists, but all of them
had only a dozen patients in 2013, and since
this number is so small and the private prac-
titioners do not regularly give ICD-10 codes,
we decided to exclude these patients from our
statistical analysis. So, it seems that people in
Croatia who have sexual problems rely on their
own strengths and do not recognize physicians
as a group of professionals who could help
them. It is unlikely that specialists who would
be consulted for a sexual problem would not
diagnose that problem. This is not a Croatian
specificity, since a lot of research shows that
only the minority of people with sexual prob-
lems contact a medical professional (e.g. only
2% of people in Korea to up to around 10% of
men and 20% of women in western and north-
ern Europe) (21,22).

The other striking result is that the majority
of the people diagnosed with sexual problems
were men. But, this finding is in accordance
with other research showing that men seek
help for their sexual problems more often than
women, with a ratio of men among the pa-
tients in sex health clinics being around 75%
(13,23,24). It is possible that sexual problems
have a greater negative impact on men’s lives
than on women’s, probably due to the great-
er importance that sexual activity and fitness
have for the masculine sex role than for the
feminine role. Also, in a traditional society,
such as Croatian, it is more embarrassing and
socially inappropriate for a woman to ask for
help. On the other hand, the small number of
physicians diagnosing sexual problems could be
due to the fact that none of the medical schools
in Croatia have sexual problems in their cur-
riculum, and sexual problems are not taught

during residency programmes.
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podrudju seksualnog zdravlja, a seksualni pore-

mecaji se ne obraduju ni tijekom specijalizacije.

Jedina kategorija stanja vezanih uz seksualnost
(u sirem smislu) koja je €esce dijagnosticirana
kod Zena, bila je rodna disforija (poremecaj
spolnog identiteta u MKB), te je u Hrvatskoj
dijagnosticirano vise biologkih Zena (transmus-
karaca). Neka ranija istrazivanja takoder su
nasla da je u hrvatskom zdravstvenom sustavu
prevalencija transmugkaraca vi$a od prevalen-
cije transzena (25). Premda je polozaj rodne
disforije u dijagnostickim sustavima pitanje o
kojem se posljednjih godina mnogo raspravlja,
brojni autori ju i dalje smatraju poremecajem,

te ona i nadalje ima svoju MKB sifru.

NaZalost, ve¢ina lije¢nika koji su dijagnosticirali
neki od poremecaja vezanih uz seksualnost, ko-
ristili su $iroku, nespecifi¢nu, nadredenu $ifru,
bez Cetvrtog znaka. Ovo je vjerojatno posljedi-
ca nedostatka vremena (svaki lije¢nik na kraju
pregleda mora postaviti neku dijagnozu, ali da
bi bio brzi, moze samo napisati neku opcu $i-
fru, bez traZenja specifi¢ne dijagnosticke Sifre).
Medu navedenim disfunkcijama kod musgka-
raca najce$ce je bila dijagnosticirana erektilna
disfunkcija (ED), a zatim nedostatak ili gubi-
tak seksualne Zelje. To $to je ED bila najéesca
seksualna disfunkcija u klini¢kim uvjetima nije
iznenadujuée, no odsutnost prijevremene eja-
kulacije jest. Istrazivanja iz drugih zemalja po-
kazuju da su naj¢eséi razlozi javljanja stru¢njaku
za seksualnu medicinu kod muskaraca erektilna
disfunkcija i prijevremena ejakulacija (PE) (pri-
jevremena ejakulacija dijagnosticira se kod 65 %
pacijenata klinika za seksualne smetnje u nekim
istrazivanjima) (11,13,14,24,26,27). Moguce je
daje medu onima s opéom $ifrom F52 bilo mno-
go vise ljudi s PE nego s ED, no u to ne mozemo
biti sigurni. Takoder je moguce da mnogi lije¢ni-
ci znaju za dijagnosticku $ifru za ED (F52.2), ali
ne i za $ifru za PE (F52.4), §to moze biti poseb-
no to¢no za urologe, jer su seksualni problemi
klasificirani medu du$evnim poremecajima, a

ne medu urologkim poremecajima.

The only category of sex-related conditions
(in a broader sense) that was more frequently
diagnosed in women was the gender dyspho-
ria (gender identity disorder in ICD) category,
with more biological women (trans men) di-
agnosed in our country. Some earlier research
also found that in the Croatian health system
the prevalence of trans men is greater than the
prevalence of trans women (25). Although the
position of gender dysphoria in diagnostic sys-
tems has been under a lot of debate, and many
authors do not consider it a disorder, it still has
its ICD code.

Unfortunately, the majority of physicians who
diagnosed any of the sex-related disorders/con-
ditions used a broad, non-specific code without
the fourth digit. This is probably due to time
constraints (every physician has to give a diag-
nosis at the end of a session with a patient, but
to be quicker, they might just write the gener-
al code, not looking for the specific diagnostic
code). Among the specified dysfunctions in
men, erectile dysfunction (ED) was most often
diagnosed, followed by hypoactive sexual de-
sire. ED being the most prevalent dysfunction
in clinical setting is not a surprise, but the lack
of premature ejaculation is. Research from oth-
er countries showed that the most prevalent
presenting problems in men contacting a sexual
specialist were erectile disorder and premature
ejaculation (PE) (premature ejaculation was di-
agnosed in up to 65% of attendants of sex clin-
ics in some research) (11,13,14,17,24,26,27). It
is possible that among those with the general
code of F52, there were more people with PE
than with ED, but we cannot be sure. It is also
possible that many of the doctors are familiar
with the diagnostic code for ED (F52.2), but
not for PE (F52.4); this can be especially true
for urologists, since sexual problems are classi-
fied among mental disorders, and not urologi-

cal disorders.

It is worth noting that the diagnoses of hyper-

sexuality and pain disorders, but also of sexual
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Vazno je napomenuti da dijagnoze hiperseksu-
alnosti i bolnih poremecaja, te seksualne aver-

zije i vaginizma nisu zabiljeZene.

Psihijatri su dijagnosticirali ve¢inu seksualnih
problema kod muskaraca i Zena. Bududi da su
sve ove dijagnoze u MKB-10 navedene pod po-
glavljem F - dusevni poremecaji, to nije iznena-
dujuce. No, odsutnost ginekologa koji bi dija-
gnosticirali seksualne probleme kod Zena veliko
je iznenadenje. Ocekivali bismo da ginekolozi
imaju priliku razgovarati o seksualnosti sa svo-
jim pacijenticama. Specijalisti interne medicine
i kirurzi dijagnosticirali su velik udio zZenskih
seksualnih problema/stanja u ovom istraZiva-
nju, no smatramo da je tome tako samo zbog
toga $to je ukupno dijagnosticirano samo de-
vet sluéajeva seksualnih disfunkcija, veéina
slu¢ajeva bili su poremecaji spolnog identiteta,
a osobe koje ulaze u hormonsku ili kirursku
tranziciju moraju kontaktirati internista i ki-
rurga. Mogudi razlog za odsutnost ginekologa
moze biti ¢injenica da su u ovo istrazivanje bili
ukljuceni samo ginekolozi koji rade na sekun-
darnoj razini (tj. u bolnici). U Hrvatskoj, vedi-
na ginekologa su lije¢nici primarnog kontakta
i Zene ne trebaju uputnicu svoga lije¢nika obi-
teljske medicine da bi dosle do ginekologa (za
razliku od svih drugih specijalista) pa zbog toga
nismo mogli prikupiti podatke o ovim primar-
nim ginekolozima. Mogucée je da su mnogi od
primarnih ginekologa dijagnosticirali neki od

seksualnih poremecaja.

ZAKLJUCCI

Hrvatski lije¢nici — specijalisti imaju slabu ili
nikakvu edukaciju u seksualnoj medicine pa su
im zbog toga manje poznati nacdini prepozna-
vanja i dijagnosticiranja seksualnih disfunk-
cija i srodnih stanja navedenih u MKB-10 i
DSM-5. Medu onima koji dijagnosticiraju ova
stanja, oni ne navode specifi¢ne $ifre/dijagno-
ze. Ginekolozi koji rade u sekundarnoj razini

zdravstvene zastite dijagnosticirali su mali broj

aversion and vaginismus, were almost non-ex-

istent.

Psychiatrists diagnosed the majority of sex-
ual problems in both men and women. Since
all of these diagnoses are in ICD 10 under
the heading F — mental disorders, this is not
a surprise. But, the lack of gynaecologists di-
agnosing sexual problems in women is a big
surprise. We would expect gynaecologists to
have the opportunity to talk about sexuality
with their patients. Internal medicine special-
ists and surgeons diagnosing female sexual
problems/conditions make a significant pro-
portion of physicians in this research, but we
think this is because in women only nine cases
of sexual dysfunctions were diagnosed, and the
majority of cases were gender identity disor-
ders, and in patients who ask for a hormonal
or surgical transition, internists and surgeons
are involved. The possible reason for a lack of
gynaecologists is the fact that in this research
only gynaecologists working at a secondary lev-
el (i.e. in hospitals) were included. The majority
of gynaecologists are primary level physicians
in Croatia, and a woman does not need a re-
ferral letter from her general practitioner to
contact a gynaecologist (which is contrary to
all the other specialists) and therefore we were
not able to collect data from these primary care
gynaecologists. It is possible that many of the
primary gynaecologists diagnosed some of the

sexual problems.

CONCLUSION

Croatian physicians - specialists receive limited
or no training and are therefore less proficient
than their peers at recognising and diagnosing
sexual dysfunctions and similar conditions
listed in the ICD-10 or DSM-5. Among those
who do diagnose these conditions, they are
not specific in recording the appropriate diag-
nosis. Gynaecologists working at the second-

ary level diagnosed only a few sexual problems
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seksualnih problema kod Zena. U Hrvatskoj su
potrebne promjene plana i programa medicin-
skih fakulteta i programa cjeloZivotne lije¢nicke
edukacije kako bi se ukljucile teme seksualnih
pitanja, tehnika kako razgovarati s pacijentima
o seksualnosti, kako prepoznati, dijagnostici-
rati i lijeciti seksualne poremecaje. Takoder,
potrebno je obratiti vi§e paznje kako bi lije¢-
nici bili precizniji u dijagnosticiranju razli¢itih
poremecaja, umjesto da daju opce, nespecificne

sifre siroke dijagnosticke skupine.
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Landau-Kleffnerov sindrom - prikaz bolesnika

/ Landau-Kleffner Syndrome - Case Report
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Landau-Kleffnerov sindrom je epilepticki sindrom djecje dobi i sinonim je za stecenu epilepticku afaziju. Od 1957.
godine kada su Landau i Kleffner opisali Sestero djece s ovim stanjem do danas opisano je vise od 350 djece Sirom
svijeta s tim sindromom. Specifi¢cnost Landau-Kleffnerovog sindroma je akutni gubitak govora i jezika u djeteta koje
se do tada govorno normalno razvijalo te globalna regresija ponasanja. Rijetkost susretanja s ovim sindromom ¢ini
ga iznimno zahtjevnim za dijagnosticiranje. Potrebna je multidisciplinska obrada stru¢njaka iz podrucja pedijatrije,
neuropedijatrije, djecje psihijatrije, psihologije, logopedije, otorinolaringologije, neuroslikovnog prikaza mozga.
Kona¢na dijagnoza postavlja se na temelju specifi¢cno epileptogeno promijenjenog nalaza EEG-a u spavanju uz
uredan nalaz MR mozga, zajedno s klini¢ckim manifestacijama sindroma. U ovom radu opisani su prikazom bolesnika
multidisciplinska obrada, zapocinjanje tretmana i prije samog postavljanja dijagnoze, uspostavljanje dijagnoze,
daljnji tijek bolesti i lijecenje.

/ Landau-Kleffner syndrome is an epileptic childhood syndrome and is synonymous with acquired epileptic aphasia.
Since 1957, when Landau and Kleffner identified six children with the disorder, more than 350 cases worldwide have
been reported. The specificity of Landau Kleffner syndrome is an acute loss of speech and language in a child who
developed normal language and global regression of behaviour. The rarity of this syndrome makes it extremely
demanding to diagnose. It requires a multidisciplinary treatment by specialists in the field of pediatrics, neuropediatrics,
child psychiatry, psychology, logopedia, otorhinolaryngology, and brain imaging. The final diagnosis is based on an
epileptogenically altered EEG finding during sleep with an orderly brain MRI finding, along with clinical manifestations
of the syndrome. This paper describes a multidisciplinary treatment, early initiation of treatment, and further course

of illness.
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UvOoD

Definicija

Landau-Kleffnerov sindrom (LKS) je epileptic¢-
ki sindrom dje¢je dobi karakteriziran ste¢enom
afazijom i epileptiformnim elektroencefalo-
grafskim (EEG) abnormalnostima tijekom spa-
vanja. Klasificiran je medu epilepticke encefa-
lopatije i smatra se dijelom spektra idiopatskih
fokalnih epilepsija. U sklopu sindroma nastupa
i globalna regresija pona$anja, a karakteristic¢-
no je da mu u vedini slu¢ajeva prethodi do tada

normalan razvoj djeteta (1).

Etiologija

Etiologija Landau-Kleffnerovog sindroma nije
poznata, ali se pretpostavlja kako je sindrom
zavrni zajednic¢ki put viSestrukih etiolos-
kih faktora, kao $to su genetski i epigenetski
faktori (studije blizanaca) te utjecaj okolisa.
U 5-20 % obiteljskih i sporadi¢nih slucajeva
LKS-a dokazana je mutacija GRIN2A, a etio-
logija poremecaja kod preostalih pacijenata
ostaje nejasna (2). Druga stanja povezana s
mogucom etiologijom LKS-a uklju¢uju progre-
sivni encefalitis, akutni diseminirani encefalo-
mijelitis, toksoplazmozu, tumore temporalnog

reznja i upalni encefaliticki proces (3).

Epidemiologija

Godine 1957. Landau i Kleffner opisali su $este-
ro djece s ovim stanjem. Od tada je vise od 350
djece Sirom svijeta dijagnosticirano kao LKS.
Procjenjuje se da je dob pocetka bolesti u ras-
ponu od 2 do 8 godina, s vrthuncem izmedu 517
godina. U rjedim slu¢ajevima zabiljeZen je i po-
Cetak s 18-22 mjeseci te s 13-14 godina. Djecaci
su dvostruko ¢esce pogodeni od djevojéica (4,5).

Klinicka slika

Landau-Kleffnerov sindrom je stanje s akut-
nim ili subakutnim gubitkom govora i jezika

te globalnom regresijom ponasanja. Nakon $to

INTRODUCTION
Definition

Landau-Kleffner syndrome (LKS) is an epi-
leptic syndrome in children that is marked by
acquired aphasia and epileptic electroencepha-
lographic (EEG) abnormalities during sleep. It
is defined as an epileptic encephalopathy and
considered to be part of idiopathic focal epilep-
sy. It usually affects children with previously
normal development and causes regression in
all behaviours (1).

Etiology

Landau-Kleffner’s syndrome etiology is still
unknown, but it is considered to be under the
influence of many factors, such as genetics, epi-
genetics, and the environment. A genetic ba-
sis is still unclear, but 5-20% of families show
mutations in the GRIN2A gene (2). Other con-
ditions correlated with a possible etiology of
LKS are progressive encephalitis, toxoplasmo-
sis, temporal lobe tumour, and inflammatory

encephalitis (3).

Epidemiology

Landau and Kleffner described six children
with the condition in 1957. Since then, more
than 350 children have been diagnosed world-
wide with LKS. The onset is usually between
2-8 years of age with a peak between 5 and 7
years. In some cases, it has been reported as
early as 18-22 months and as late as 13-14
years of age. Boys are affected twice as often
as girls (4,5).

Clinical presentation

Landau-Kleffner syndrome is a condition with
acute or subacute loss of language and global
regression in behaviour. After a previously nor-
mal development, the child experiences loss of

receptive and expressive language, but intelli-
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je prethodno postiglo normalni napredak u
razvoju jezika, dijete gubi receptivne i ekspre-
sivne jezi¢ne vjestine, ali zadrzava opcu inte-
ligenciju. Pojava je poprad¢ena abnormalnosti-
ma EEG-a, a u dijelu sluéajeva i epileptickim
napadajima. Vjestine se gube tijekom dana ili
tjedana. Povezanost javljanja epilepti¢kih napa-
daja i gubitka jezika varira, epilepti¢ki napadaju
mogu nekoliko mjeseci do dvije godine pretho-
diti gubitku govora te obrnuto, gubitak govora
moze prethoditi epilepti¢kim napadajima (4).
LKS nije povezan s organskim o$teenjima
mozga i javlja se u prethodno normalne djece
koja su vec razvila dobno odgovarajuéi govor.
Medutim, postoje i izvjestaji o ,klini¢ki defini-
ranom® LKS-u u bolesnika s kongenitalnom ili
ste¢enom lezijom mozga te u djece koja su po-
kazivala anomalije jezi¢nog razvoja prije jezi¢ne
regresije (5,6). Najznacajnija odrednica sindro-
ma je stelena afazija, zatim slijede kognitivno
ostecenje i globalna regresija ponasanja. Epilep-
ticki napadaji su rijetki i nisu preduvjet za dija-
gnozu. Tip afazije tipi¢no je auditorna verbalna
agnozija, odnosno nesposobnost pridavanja
znadenja zvukovima. Djeca koja su se razvijala
urednim tokom odjednom pokazuju gubitak
jezika, potpunu ili djelomi¢nu nemogucnost
prepoznavanja, procesiranja i interpretiranja
verbalnih i/ili neverbalnih zvukova. Zbog toga
se ovaj sindrom Cesto zamjenjuje gluho¢om ili,
ako je u kombinaciji s problemima u ponasanju,
poremecajem iz spektra autizma. Vazno je na-
glasiti da je kod Landau-Kleffnerovog sindroma
slusanje o¢uvano (audiogram pokazuje normal-
nu krivulju), ali dijete ne razumije ono $to Cuje.
Problemi s razumijevanjem govora vremenom
utje¢u i na govornu produkciju. Nastupaju pro-
blemi s artikulacijom i prizivanjem rijeci, br-
bljanje, perseveracije i mutizam (4). Tijek afa-
zije progresivan je i fluktuirajudi, sa spontanim
poboljsanjima i pogorsanjima tijekom vremena
(7). Konac¢na i ¢esto teska klini¢ka manifestaci-
ja LKS-a je poremecaj ponasanja, koji se javlja
kod gotovo 75 % bolesnika, u obliku znacajnih

deficita paZnje i koncentracije, impulzivnosti

gence remains intact. Other manifestations of
LKS are EEG abnormalities and, in some cases,
epileptic seizures. In the course of days, weeks,
or months, those abilities are lost. Correla-
tions between epileptic seizures and language
impairments vary. Seizures can precede lan-
guage impairments up to a couple of months
to 2 years, and otherwise (4). As previously
mentioned, LKS is not related to organic brain
lesions and it affects children with previous-
ly normal development of speech. However,
some authors report “clinically defined” LKS
in patients with a congenital or acquired brain
lesions and in children with pre-existing lan-
guage difficulties (5,6). The most prominent
symptom of LKS is acquired aphasia, followed
by cognitive damage and global behavioural
problems. Epileptic seizures are rare and not
required for setting the final diagnosis of LKS.
The type of aphasia is usually verbal-auditory
agnosia, a failure to give a semantic signifi-
cance to different sounds. Children show a
sudden loss of language, complete or partial
ability to recognise, process, and interpret ver-
bal and/or non-verbal sounds. That is why LKS
is commonly misdiagnosed as deafness. LKS
patients have normal peripheral hearing and
problems with understanding the meaning of
what is said. Receptive language problems af-
fect speech production with typical signs such
as difficulties with articulation, babbling, ver-
bal perseverations, or mutism (4). The aphasia
demonstrates a progressive course with spon-
taneous improvements and exacerbations
over time (7). Behavioural difficulties such as
attentional deficits, impulsivity, and hyperac-
tivity are common, found in 75% of patients
with LKS (5,8). Behavioural disorders can oc-
cur primarily due to functional disinhibition at
the limbic or diencephalic level and secondary
as a result of frustration due to a loss of un-
derstanding. Periods of anger and aggression
often appear unmotivated, which can be inter-
preted as a primary behavioural disorder, and

such children are sent to a psychiatrist under
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i hiperaktivnosti (5,8). Smetnje u ponaganju
mogu nastupiti primarno zbog funkcijske dez-
inhibicije na limbickoj ili diencefali¢koj razini
i sekundarno kao posljedica frustracije zbog
gubitka razumijevanja. Cesto se nemotivirano
javljaju izljevi bijesa i agresije, koji se mogu tu-
maciti kao primarni poremecaj u ponasanju te
se takva djeca pod pogre$nom uputnom dija-
gnozom posalju psihijatru (9). Robinson i su-
radnici u svom radu (10) opisuju tri faze razvo-
ja sindroma. Prva faza je faza akutnog propa-
danja jezi¢nog razumijevanja najcesce praceno
pogor$anjem u jezi¢noj proizvodnji. Problemi
u ponasanju su blagi i povezani s frustracijom
oko komunikacijskih teskoca, a neverbalne
vjestine ostaju o¢uvane. Prva faza obi¢no traje
nekoliko tjedana nakon &ega prelazi u drugu
fazu. Druga faza je faza kroni¢nog pogorsanja u
kojoj se nastavljaju abnormalnosti EEG-a. Kod
tezih slucajeva gubi se razumijevanje zvukova
iz okoline, dijete potpuno gubi govor (muti-
zam) i nastupaju ozbiljni problemi u ponasanju.
Djeca mogu postati agresivna i destruktivna, a
njihova je paznja znacajno naru$ena. Ponekad
su agresivnost i udaljavanje toliko izrazeni da
izgledaju kao psihoti¢ni poremecaj. Druga faza
se javlja izmedu prve i sedme godine Zivota.
U trecoj fazi nastupa spontani oporavak, pro-
sje¢no 5,2 mjeseci nakon normalizacije EEG-a
i prestanka epilepti¢kih izbijanja. Problemi u
ponasanju nestaju prvi. U laksim slucajevima
jezi¢no razumijevanje se generalno poboljsava,
govor se polinje prepoznavati te se odbacuju
sredstva alternativne komunikacije. Kod tezih
slu¢ajeva prvo se oporavlja sposobnost razumi-
jevanja neverbalnih zvukova iz okoline, a po-

stupno i razumijevanje govora.

Dijagnoza

Postavljanju dijagnoze prethodi multidisciplin-
ska obrada stru¢njaka iz podrudja pedijatrije,
neuropedijatrije, dje¢je psihijatrije, psihologi-
je, logopedije, otorinolaringologije. Osnovna

dijagnosti¢cka metoda je elektroencefalogra-

an incorrect referral diagnosis (9). In their pa-
per, Robinson and associates (10) described the
evolution of LKS through three stages. The first
stage is acute deterioration of receptive lan-
guage followed by deterioration in expressive
language. Behavioural difficulties are usually
mild and linked to communication frustration.
The duration of the first stage is usually a few
weeks. The second stage is chronic deteriora-
tion with continuation of EEG abnormalities.
In more severe cases, the understanding of the
sounds from the environment is lost, the child
completely loses speech (mutism), and expe-
riences serious behavioural problems. Chil-
dren can become aggressive and destructive,
and their attention is significantly disrupted.
Sometimes aggression and distress are so pro-
nounced that they look like a psychotic disor-
der. The second phase occurs between 1 and 7
years of age. In the third stage, spontaneous
recovery occurs, averaging 5.2 months after
EEG normalization and epileptic outbreaks.
Behavioural problems disappear first. In the
milder cases, language understanding is gener-
ally improved, speech is beginning to be recog-
nized and alternative means of communication
are rejected. In more severe cases, the ability to
understand non-verbal sounds from the envi-
ronment is first recovered, followed by gradual

understanding of speech.

Diagnosis

LKS requires an interdisciplinary assessment
of different specialists — a pediatrician, neu-
ropediatrician, child psychiatrist, psycholo-
gist, speech and language pathologist, and an
otolaryngologist. The basic diagnostic method
is electroencephalography. Increased epilep-
tiform activity can be confirmed by polysom-
nographic recording. As soon as a child falls
asleep, CSWS occurs (Continuous Spike and
Wave During Slow Sleep), mainly at 1.5-2.5 Hz,
which lasts throughout all stages of slow sleep.
In 70-80% cases of LKS, epileptic seizures of
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fija. Prisutna povecana epileptiformna aktiv-
nost moze se potvrditi polisomnografskim
cjelono¢nim snimanjem. Cim dijete zaspi jav-
lja se CSWS - kontinuirano izbijanje $iljak-val
kompleksa za vrijeme spore faze spavanja (od
engleskog termina Continuous Spike and Wave
During Slow Sleep), uglavnom na 1,5-2,5 Hz,
koje traje u svim fazama sporog spavanja. U
70-80 % slucajeva javljaju se i epilepticki na-
padaji niske ucestalosti. U ostalim slu¢ajevima
(20-30 %) epilepticki napadaji se nikada ni ne
pojave unatoc znacajnim elektroencefalograf-
skim abnormalnostima. Epileptogena izbijanja
su pretezito unilateralna ili jasno lateralizirana.
Kada su prisutni, napadaji su rijetki i uglavnom
jednostavni za kontrolu i lije¢enje. Oni mogu
biti parcijalni kompleksni, parcijalni kloni¢ki,
generalizirano tonic¢ko-klonicki i atonicki napa-
daji (5). U sklopu diferencijalne dijagnoze mogu
se uliniti nalazi cerebrospinalnog likvora, CT
snimanje (kompjutorizirana tomografija) i MR
snimanje (magnetska rezonancija) mozga koji
su obi¢no uredni i bez specifine patologije.
U rjedem broju slucajeva zabiljeZeni su blagi
porast proteina u likvoru, promjene na bijeloj
tvari i strukturna lezija. Mogu¢ je pronalazak
blagog povecanja ili asimetrije temporalnih ro-
gova, moguce kao posljedica dugotrajnih epi-
leptickih napadaja. Nije pronadena povezanost
afazije i hipometabolizma glukoze temporalnog
reZnja, jer su sli¢ni nalazi opaZeni i kod djece
s epilepsijom koja nemaju smetnje govora (3).
Mikroskopski pregled kirurskih uzoraka moz-
ga pokazao je minimalnu gliozu, ali za sada bez

dokaza za encefalitis (9).

Diferencijalna dijagnoza

lako postoje znatna preklapanja u klinic¢koj slici
LKS-aiautizma, postoje i razlike. Velika veéina
djece s autizmom pretrpi jezi¢nu regresiju pri-
je dobi od 3 godine, u usporedbi s prosje¢nom
dobi jezi¢ne regresije u LKS-u od 5-7 godina.
Samo u 10 % djece s LKS-om jezi¢na regresija

nastupi prije 3. godine. Kako se regresija u au-

low frequency occur. In other cases (20-30%),
epileptic attacks never occur, despite signifi-
cant electroencephalographic abnormalities.
Epileptogenic outbreaks are predominantly
unilateral or clearly lateralized. When present,
seizures are rare and mostly simple to con-
trol and treat. They can be partially complex,
partially clonic, generalized tonic-clonic, and
atonic seizures (5). As a part of the differential
diagnosis, cerebrospinal fluid, CT scans (com-
puterized tomography), and MR (magnetic res-
onance) brain scans can be performed, which
are usually normal and without a specific pa-
thology. In a small number of cases there is a
slight protein increase in cerebrospinal fluid,
changes in white matter, and structural le-
sions. It is possible to find a slight increase or
asymmetry of temporal horns, possibly due to
long-lasting epileptic seizures. No association
of aphasia and glucose hypometabolism of
temporal lobe was found, as similar findings
have been observed in children with epilepsy
with no speech difficulties (3). The microscopic
examination of surgical brain patterns showed
aminimal gliosis, but for now without evidence

of encephalitis (9).

Differential diagnosis

Although there are significant overlaps in the
clinical course of LKS and autism, there are also
differences. The vast majority of children with
autism suffer from language regression before
the 3" year of age, compared to the average age
in LKS of 5 to 7 years. In only 10% of children
with LKS the speech regression appears before
3 years of age. As regression in autism occurs
early, there usually appears a loss of individual
words, as compared to more drastic changes in
children with LKS that are typically older and
have more developed vocabulary and language.
LKS does not have a behavioural profile with
core changes in autism as specific abnormalities
of social functioning and stereotypical patterns

of interest and behaviour. Children with severe
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tizmu pojavljuje rano, obi¢no dolazi do gubitka
pojedinaénih rijedi, u usporedbi s drasti¢nijim
promjenama kod djece s LKS-om koji su tipié-
no stariji i imaju razvijeniji vokabular i jezik.
LKS ne sadrzi profil ponasanja koji obuhvaca
jezgrovne promjene u autizmu kao specifi¢ne
abnormalnosti socijalnog funkcioniranja i ste-
reotipne obrasce interesa i ponasanja. Djeca
s teskom fokalnom epilepsijom od stati¢nih
ostedenja mozga koji ukljucuju jezi¢ni korteks
mogu imati epizodi¢nu iktalnu afaziju ili status
epileptikus i postati trajno afazi¢ni (3). Rane
faze LKS-a s hiperkinezijom i blagom auditor-
no verbalnom agnozijom mogu se zamijeniti s
hiperkineti¢ckim poremecajem. Diferencijalna
dijagnoza takoder ukljucuje gluhoéu, selektiv-

ni mutizam i akutne psihijatrijske poremecaje.

Lijecenje LKS-a

Ne postoji medunarodna usuglasenost u po-
gledu lije¢enja LKS-a. Sto ranije zapo¢injanje
farmakoterapije pokazalo se blagotvornim za
kasniju prognozu. Dugotrajna epilepticka ak-
tivnost povecava tezinu bolesti i u progresiji
bolesti ima vece znacenje od dobi nastanka. Du-
goroc¢ni cilj lijeCenja je normaliziranje jezi¢nih
poremecaja. Konvulzije su obi¢no blage, rijetke
i reagiraju na antiepileptike, medutim Cesto je
potrebna dugogodis$nja terapija odrzavanja.
Od antiepileptika se najéesce koriste valproati,
klobazam, levetiracetam, etosuksimid i sultiam
(4). Opcenito se preporuluje izbjegavanje dru-
gih antiepileptika kao $to su fenitoin, fenobar-
bital, karbamazepin, okskarbazepin, lamotrigin
i topiramat jer su povezani s pogorSanjem epi-
lepti¢kih praznjenja (5). Ucestalost i vrsta na-
padaja nemaju utjecaj na prognozu. Lijecenje
antikonvulzivnom monoterapijom opcenito
je u¢inkovito za kontrolu napadaja, ali ne i za
afaziju (3). Ako epilepticka aktivnost i jezi¢ni
problemi nisu poboljani antiepilepticima tije-
kom nekoliko tjedana, preporuluje se upotreba
kortikosteroida (4). Intravenski imunoglobuli-

ni pokazali su obecavajuce rezultate u nekim

focal epilepsy resulting from brain damage of
linguistic cortex may have episodic ictal aphasia
or status epilepticus and become permanently
aphasic (3). Early LKS phases with hyperkinesia
and mild auditory-verbal agnosia may be mis-
taken by a hyperkinetic disorder. The differen-
tial diagnosis also includes deafness, selective

mutism, and acute psychiatric disorders.

Treatment of LKS

There is no international agreement on the
treatment of LKS. The earlier start of pharmaco-
therapy proved to be beneficial to the later prog-
nosis. Long-term duration of epileptic activity
increases the severity of the disease and appears
to have a more adverse effect than the earlier
age onset. The long-term goal of treatment is
improving language difficulties. Convulsions
are usually mild, rare, and respond well to an-
tiepileptics, however, long-term therapy is often
required. Valproate, clobazam, levetiracetam,
ethosuximide, and sulthiame are most com-
monly used in antiepileptics (4). It is generally
recommended to avoid other antiepileptics such
as phenytoin, phenobarbital, carbamazepine,
oxcarbazepine, lamotrigine, and topiramate as
they are associated with worsening of epileptic
discharges (5). Frequency and type of seizure
have no effect on the prognosis. Anticonvul-
sant monotherapy treatment is generally ef-
fective for seizure control but not for aphasia
(3). If epileptic activity and language problems
are not improved with antiepileptics over a
few weeks, corticosteroids are recommended
(4). Intravenous immunoglobulins have shown
promising results in some cases of LKS. Keto-
genic diet and vagus nerve stimulation have
led to clinical improvement in some patients
(5). Surgical treatment in the form of multiple
subpial transections was performed in a limited
number of children, with the aim of stopping
the spread of epileptiform activity. Improve-
ments were described in individual cases. Such

type of treatment is reserved for those children
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slu¢ajevima LKS. Ketogena dijeta i stimulacija
vagusnog zivca doveli su do klini¢kih pobolj-
$anja kod pojedinih pacijenata (5). Kirursko
lije¢enje u obliku viestrukih subpijalnih tran-
sekcija provedeno je u ograni¢enom broju tes-
ko pogodene djece, u svrhu sprjetavanja $irenja
epileptiformne aktivnosti. Opisana su pobolj-
$anja u pojedina¢nim slu¢ajevima. Takva vrsta
lije¢enja rezervirana je za onu djecu kod koje su
prisutni ustrajna afazija i napadaji rezistentni
na lijekove (4,9). Drugi oblik lije¢enja, presu-
dan za odnos djeteta s okolinom, ponasanje i
psihosocijalno funkcioniranje, odrzavanje je
komunikacije putem govorno jezi¢ne terapije.
Uvode se mjere u obliku u¢enja znakovnog jezi-
ka i drugih oblika potpomognute komunikacije
s istovremenim osposobljavanjem sluganja, §to
pozitivno pridonosi intelektualnoj stimulaciji
irazvoju (4). Pojedina djeca s dugogodi$njom
auditornom verbalnom agnozijom uspjesno su

integrirana u $kole za gluhe (3).

Prognoza

Na prognozu moze utjecati koliko varijabli: dob
pocetka, obrazac jezi¢nog deficita, ucestalost i
topografija EEG praZnjenja, trajanje epilepsije,
ucinkovitost i nuspojave antiepileptika. Nepo-
voljni prognosticki faktori su pojava LKS-a prije
Cetvrte godine Zivota, trajanje afazije dulje od
jedne godine, trajanje i kontinuitet CSWS-a (3).
Epilepticki napadaji imaju tendenciju smanjiva-
nja i obi¢no nestaju do 15. godine Zivota. Opéa
inteligencija je naj¢e$ée sacuvana (4). Prognoza
za poremecaje govora i jezika varira od potpu-
nogidjelomi¢nog oporavka do trajnog o$tecenja
verbalne komunikacije. Za potonju skupinu vaz-
no je uspostaviti komplementarne i alternativne
metode komunikacije $to je prije moguce. Brzi
pocetak lijecenja lijekovima pokazao se vaznim
za prognozu. Dugotrajnost epilepticke aktivno-
sti pogorsava prognozu i ¢ini se da ima veéi ne-
povoljni utjecaj od ranije dobi javljanja sindro-
ma. Ucestalost i vrsta epileptickih napadaja ne

utjece na prognozu kognicije i jezi¢nog razvoja.

with persistent aphasia and drug resistant sei-
zures (4,9). Another type of treatment, crucial
to the relationship of the child to the environ-
ment, behaviour, and psychosocial functioning,
is maintaining communication through speech
therapy. Measures are introduced in the form
of sign language learning and other forms of
assisted communication, which positively con-
tributes to intellectual stimulation and devel-
opment (4). Some individuals with long-term
auditory-verbal agnosia have successfully inte-

grated into schools for deaf children (3).

Prognosis

Several variables can affect the prognosis: age,
the form of language deficit, frequency, and
topography of EEG discharges, the duration of
epilepsy, efficacy, and side effects of antiepilep-
tics. Unfavourable prognostic factors are the oc-
currence of LKS prior to the fourth year of life,
duration of aphasia for longer than one year,
duration and continuity of CSWS (3). Epileptic
seizures tend to decrease and usually disappear
up to 15 years of age. General intelligence is
most often preserved (4). Prognosis for speech
and language disorders varies from total and
partial recovery to permanent damage of verbal
communication. For the last group it is impor-
tant to establish complementary and alterna-
tive communication methods as soon as possi-
ble. The rapid onset of drug treatment proved
to be important for the prognosis. Long-term
epileptic activity exacerbates the condition and
appears to have a more adverse effect than the
earlier age onset. Frequency and types of ep-
ileptic seizures do not affect the prognosis of

cognition and language development.

CASE REPORT

In May 2017, a boy aged 4 years and 8 months
reported to a child and adolescent psychiatrist

at the recommendation of a speech therapist,
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PRIKAZ BOLESNIKA

U svibnju 2017. g. dje¢ak u dobi od 4 godine i
8 mjeseci doveden je na pregled dje¢jem psihi-
jatru, po preporuci logopeda, u sklopu specifi¢-

nog poremecaja razvoja govora i jezika.

U obitelji postoji pozitivan psihijatrijski here-
ditet na shizoafektivni poremecaj po ocu i de-
presivni poremecaj po majci. Dje¢ak je roden iz
prve majéine trudnoce odrzavane mirovanjem
zbog insuficijencije cerviksa. Majka hospitalizi-
rana 2 tjedna prije poroda, koji je bio prirodnim
putem, zadrzan 5 dana zbog simptomatskog li-
jeCenja novorodenacke zutice. Urednog ranog
psihomotornog razvoja, prohodao u dobi od
12 mjeseci, sfinktere kontrolirao u dobi od 2,5
godine, prve rije¢i sa zna¢enjem s godinu dana,
spajao recenice u dobi od 2 godine. Ne pohada
vrti¢. Odrasta u naru$enim obiteljskim odno-
sima, izloZen roditeljskom neslaganju, roditelji
su se razveli no zbog nepovoljne financijske si-
tuacije Zive na istoj adresi. Ima 4 godine mladu
sestru koja je zdrava. Majka je nezaposlena, u

potpunosti je posvecena djecaku.

U dobi od 3 godine zapocele su promjene u po-
nasanju u obliku neposlu$nosti, hiperaktivno-
sti iljubomore prema mladoj sestri koja povre-
meno prerasta u fizicku agresiju. U dobi od 4
godine i 5 mjeseci, iz govora razvijenog normal-
nog za dob (izraZavanje u re¢enicama), prestao
je verbalno komunicirati. Obitelj je proZivjela i
tragediju, tada je od sr¢ane bolesti naglo premi-
nuo brati¢ po majci u dobi od 15 godina. Dje¢ak
od rane dobi izbjegava igru s drugom djecom,
igra se ve¢inom sam. Motoricki je nespretan,
¢ak i uz stalni nadzor ima &este padove i oz-
ljede. U ozujku 2017. g. logoped i psiholog su
utvrdili da ima niZi kvocijent mentalnog razvo-
ja, govorno-jezi¢ne teskoce i teskode socijalne

komunikacije.

Na tjelesnom planu boluje od astme (u terapiji
montelukast, flutikazon, loratadin), ¢esto tes-
ko dige na nos, po noéi hrce. U svibnju 2017.

g. pregledao ga je otorinolaringolog: timpano-

as part of a specific speech and language devel-

opmental disorder.

In the family there is a positive psychiatric he-
redity to a schizoaffective disorder (father) and
a depressive disorder (mother). The boy was
born from mother’s first pregnancy, held at
rest due to cervical insufficiency. The mother
was hospitalized for 2 weeks before the birth,
which was naturally occurring, and the boy was
kept for 5 days due to symptomatic treatment
of newborn jaundice. The early psychomotor de-
velopment was correct, he walked at the age of
one year, controlled sphincters at the age of 2.5
years, had the first meaningful word at the age
of one year, merged words into sentences at the
age of 2 years. He did not go to kindergarten. He
is growing up in a disrupted family, is exposed
to parental disagreement. Parents divorced but
because of unfavourable financial situation still
live at the same address. He has a sister who
is 4 years younger and healthy. The mother is
unemployed, she is entirely devoted to the boy.

At age 3 changes in behaviour began in the form
of disobedience, hyperactivity, and jealousy and
physical aggression towards the younger sis-
ter. At the age of 4 years and 5 months, after
fully developed speech for his age (expression
in sentences), he stopped communicating. At
that time the family experienced a tragedy, his
15-year-old cousin suddenly died of a heart dis-
ease. From an early age he avoided playing with
other children, mostly plays alone. He is clum-
sy, prone to injury, even with constant monitor-
ing. In March 2017 he was estimated by speech
therapist and psychologist (lower quotient of
mental development, speech-language difficul-

ties, and difficulties of social communication).

He suffers from asthma (in the treatment with
montelukast, fluticasone, loratadine), his nose
is often clogged, snores during the night. In
May 2017 he was examined by an otolaryngolo-
gist, the timpanogram was in order, a review of
an audiologist was recommended. He is regular-

ly vaccinated. No known allergy to medication.
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gram je bio uredan, preporucen je pregled au-
diologa. Redovito je cijepljen prema kalendaru

cijepljenja. Nema alergija na lijekove.

Prigodom prvog pregleda kod djecjeg psihijatra
uspostavio se kontakt o¢ima i komunikacija ge-
stama. Govor je imitirao s nekoliko jednostav-
nih slogova (npr. ato-tu-ta; au-au) pri ¢emu se
dobio dojam kako nes$to poku$ava objasniti.
Kako je pregled tekao, postao je motori¢ki ne-
miran, Zelio napustiti sobu, a na maj¢inu zabra-
nu poceo bacati predmete iz blizine te udarati
nogama u zid. Pokazale su mu se igracke na $to
se smirio, a igru je ostvarivao na razini niZoj
od ocekivane za dob (ubacivanje geometrijskih
oblika). Preporuceno je ponavljanje logopedske

procjene i pregled neuropedijatra.

Pocetkom lipnja 2017. g. u¢injena je logoped-
ska procjena prigodom koje je opservirano da
se sluzi nezrelim komunikacijskim sredstvi-
ma, najce$ce gestom pokazivanja uparenom
s vokalizacijama (npr. pokazuje na kisu vani
i na glavu kako ce biti mokar). Jezi¢no razu-
mijevanje se nije uspjelo procijeniti zbog sla-
bije paznje, ostavio je dojam da ne razumije
oc¢ekivanja i uputu ispitiva¢a. Jednostavne
naloge razumije u svakodnevnim situacijama.
Zabranu razumije, ali ne postuje uvijek. Tes-
ko je imitirao i najjednostavnije slogove. Ipak,
povremeno se mogla ¢uti rije¢ sa znaenjem
(doma, mama). Odmah je uklju¢en u logoped-
sku terapiju, s ciljem razvoja komunikacijskih
sredstava i $irenja broja funkcija kako bi se

umanyjila frustracija.

Sredinom lipnja uéinjen je kontrolni pregled
kod dje¢jeg psihijatra. Primijecen je napredak
u ponaanju, poceo se ukljucivati u igru s dru-
gom djecom, kada bi povrijedio majku ispri¢ao
bi se, u trgovini je bio spreman na kompromis,
prema sestri je bio obazriviji, jedino $to se ko-
munikacija svela gotovo u potpunosti na geste.
Pri pregledu je bio razigran, uspijevao je biti
djelomi¢no poslusan uz povremeno maj¢ino
fizicko sputavanje, §to je dozivljavao kao igru

i nije prkosio.

During that first examination, the child psy-
chiatrist established eye contact and gesture
communication. He imitated speech with a
few simple slogans (e.g. ato-tu-ta; au-au), leav-
ing the impression that he was trying to ex-
plain something. As the examination went on
he became motor-driven and wanted to leave
the room. As his mother forbid it, he began to
throw objects and kick his legs at a wall. The
therapist showed him toys, he began to play
and calmed down. The game was at a level lower
than expected for his age (inserting geometric
shapes). We recommended logopedic re-eval-

uation and examination by a neuropediatrist.

At the beginning of June 2017, he underwent
a logopedic assessment that observed he used
immature communication means, most often
gestures paired with vocalizations (e.g. show-
ing rain outside and pointing to the head as it
would be wet). The linguistic understanding
was not evaluated because of the lack of atten-
tion; he left the impression that he did not un-
derstand the examiners’ expectations and guid-
ance. Simple orders are understood in everyday
situations. Lack of permission is understood,
but he does not always respect it. It was hard
for him to imitate the simplest slogans. How-
ever, occasionally a meaningful word could be
heard (home, mom). He was immediately in-
volved in logopedic therapy, with the aim of de-
veloping communication tools and expanding

the number of functions to reduce frustration.

In mid-June a psychiatric examination was car-
ried out. Progress in behaviour was noted, he
began to be involved in playing with other chil-
dren, when he would hurt his mother, he would
apologize, towards his sister he was more cau-
tious. But, he communicated almost entirely by
using gestures. He was playful during the re-
view, managed to be partially obedient with oc-
casional interventions from his mother, which

he experienced as a game and did not defy.

In early July 2017 he was reviewed by a neuro-

pediatrist, EEG and MR brain imaging were rec-
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Pocetkom srpnja 2017. g. pregledao ga je neu-
ropedijatar, preporuceno je EEG i MR snimanje
mozga. MR mozga udinjen 24. 7. 2017. g. bio
je uredan (,,Nesto 8iri perivaskularni likvorski
prostori sublentikularno obostrano. Diskret-
ni hiperintenziteti bijele tvari peritrigonalno,
prvenstveno odgovaraju nedovrenoj mijelini-
zaciji. Ostalo uredno.). Nalaz EEG-a bio je teh-
nicki lo§, nije ga se moglo analizirati, preporu-
¢eno je cjelonoéno snimanje u specijaliziranoj
ustanovi. Sredinom srpnja 2017. g. pregledao
ga je audiolog koji je preporucio detaljniju audi-

olosku obradu upuéivanjem u drugu ustanovu.

Krajem kolovoza 2017. g. kontrolnim pre-
gledom kod dje¢jeg psihijatra opservirano je
pogordanje psihi¢kog stanja u obliku daljnjeg
neposluha te fizicke agresije koju je poceo is-
poljavati i prema drugoj djeci, koja se onda
izbjegavaju s njim igrati. No¢ni san postaje sve
viSe naruden, isprekidan, budi se noc¢u uz pla¢
i strah. Tada smo, uz logopedski tretman, pre-

porucdili ukljuc¢ivanje u neurofeedback tretmane.

Poc¢etkom rujna 2017. g. pristigao je nalaz cje-
lonoénog EEG snimanja: uvjerljivo epileptigeno
promijenjen, na osnovi ¢ega je postavljena di-
jagnoza Landau Kleffnerovog sindroma. Poslan
je uzorak za analizu panel gena za epilepsiju.
Krajem rujna uveden je u terapiju antiepilep-
tik etosuksimid. Ukljuéen i u tretman radnog

terapeuta.

Na kontrolnom pregledu kod neuropedijatra u
prosincu 2017. g., nakon pocetnog pozitivnog
u¢inka i pomaka na uvodenje antiepileptika,
opservira se ponovno pogor$anje u obliku jav-
ljanja afektivnih kriza prigodom kojih prestane
disati i poplavi, preporucuje se uvodenje anksi-

olitika diazepama po potrebi.

U sije¢nju 2018. g. prigodom kontrolnog pre-
gleda kod dje¢jeg psihijatra takoder je prepo-
ru¢eno uzimanje nizih doza anksiolitika dia-
zepama, povremeno i po potrebi. Zamijecena
je nastavna regresija ponasanja, dje¢ak nije u

potpunosti svjestan posljedica svojih djela i

ommended. MR imaging was done on 24 July,
2017 and it was in order (“discrete hyperinten-
sities of white matter peritrigonally, primarily
corresponding to unfinished myelination.”).
The EEG finding was technically bad, could not
be analysed. It was recommended to redo the
EEG examination at a specialized institution.
In mid-July 2017 he was examined by an au-
diologist that recommended more detailed au-

diological examination in another institution.

At the end of August 2017, he was re-examined
by a child psychiatrist. The following was ob-
served: a deterioration of the mental state in
the form of further disobedience and physical
aggression that he began to show towards oth-
er children who then avoided playing with him.
Night sleep became more and more disturbed,
intermittent, he was waking up at night while
weeping and fearful. At that time, with logope-
dic treatment, we recommended starting with

neurofeedback treatments.

At the beginning of September 2017 arrived
the result of EEG recording during a whole
night of sleep, which showed convincingly epi-
leptogenically altered EEG, and the diagnosis
of Landau Kleffner syndrome was established.
A sample for analysis of epileptic genes was
submitted. At the end of September, he was
introduced to the therapy of an antiepileptic
drug ethosuksimide. Also, he was included in

the treatment by an occupational therapist.

In December 2017, after the initial positive ef-
fect on the introduction of antiepileptic drugs,
affective crises started to appear, in which he
would stop breathing and “turn blue”. A neu-
ropediatrist recommended the introduction of

anxiolytic drug diazepam.

In January 2018 a child psychiatrist also rec-
ommended to occasionally take lower doses
of anxiolytic diazepam. Further regression of
the behaviour was noted, the boy was not fully
aware of the consequences of his actions and

the possible danger to himself and others that
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moguce opasnosti za sebe i druge koja slijedi.
Ponaganje regredira, predmete iz neposredne
blizine stavlja u usta, igra postaje nesvrsishod-
nija. U obitelji se dogadaju velike promjene, s
majkom i sestrom preselio je u Sigurnu kucu,
majka je formirala novu bra¢nu zajednicu, o¢uh
je na radu u inozemstvu. Planiraju preseljenje
koje je otezano jer otac ne daje privolu. Majci je
pruZen suport te je preporuceno ustrajanje na
strukturiranim odgojnim mjerama te nastavak

radno-terapijske i logopedske terapije.

U vrijeme pisanja ovog ¢lanka djecak je i dalje
u lije¢enju. S povecavanjem doze antiepilep-
tika vise se ne javljaju no¢ni napadaji, poslje-
di¢no je smanjen dnevni umor. Kontinuirano
je ukljucen u logopedsku terapiju u kojoj se
radi na uvodenju potpomognute komunikacije
manualnim znakovima i sli¢icama, $to pozitiv-
no utjece na njega te se smanjuje frustracija i
agresija u ponasanju. IzraZavanje je i dalje na
razini nehoti¢nih vokalizacija i nekoliko slo-
gova i vokala koje djecak na poticaj ponavlja.
Jezi¢no razumijevanje zasad je ovisno o vizu-
alnim podraZzajima s obzirom da je kod djec¢aka
prisutna verbalno-auditivna agnozija koja mu
onemogucava razumijevanje slusnih podra-
zaja iz okoline. Oc¢ekuju se nastavni pozitivni
pomaci jer se planira daljnja titracija terapije
antiepileptikom, a i jer se primje¢uju usvojene

adekvatnije odgojne vjestine majke.

RASPRAVA

Ponajprije bismo se osvrnuli na pravodobnost
uspostavljanja dijagnoze. Djecaku je u svibnju
2017. godine preporucen pregled kod neurope-
dijatra, a u rujnu iste godine je ukljucen u terapi-
ju antiepileptikom, koja je presudna u sprjecava-
nju daljnjih ostedenja mozga. Sa stru¢ne strane
u konkretnom prikazanom slu¢aju zamjetna je
iznimno dobra diferencijalna dijagnostika i upu-
¢ivanje djeteta na sve neophodne potrebne dija-
gnosticke preglede. Postoji prostor za poboljsa-

nje skracenjem liste ¢ekanja za pojedine pretra-

could follow. He placed objects from close prox-
imity in his mouth, played differently. His fam-
ily underwent major changes, with them mov-
ing to a safe house, the mother entering into
a new marriage with a stepfather that worked
abroad. They planned relocation, but the father
did not give his consent. We provided support
to the mother and recommended structured
educational measures and continuation of the

occupational and speech therapies.

At the time of writing this article, the boy is still
in treatment. With increasing doses of antiepi-
leptics, no night-time seizures occur, resulting
in reduced daily fatigue. He is continuously
involved in speech therapy with introducing
assisted communication (in the form of sign
language and pictures), which has a positive
influence and reduces frustration and aggres-
sion. Expression is still on the level of vocali-
zation and several vocals that the child repeats
when encouraged to do so. Language compre-
hension is now dependent on visual stimuli, as
there is a presence of verbal-auditory agnosia
that prevents him from understanding any au-
ditory stimuli. Positive outcomes are expected
as further titration of antiepileptic therapy is
planned, and also due to the fact that the moth-
er is adopting more appropriate education skills.

DISCUSSION

It’s important to set the diagnosis in time. In May
2017, the boy was referred to a neuropediatrician,
and in September of the same year antiepileptic
pharmacotherapy was initiated, crucial in pre-
venting further brain damage. From a profession-
al point of view in the present case, a very good
differential diagnosis and referral of the child to
all the necessary diagnostic examinations are no-
ticeable. Further improvements could be made,
such as shortening of the waiting list for certain
examinations, which is a general problem, and
not only for this diagnostic category. Introduced

pharmacotherapy with antiepileptics proved to
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ge, $to nije problem isklju¢ivo ove dijagnosticke
kategorije. Uvedena farmakoterapija antiepilep-
ticima pokazala se uspje$nom, no¢ni napadaji
se vi$e ne pojavljuju. lako su opcenito kod LKS
epilepticki napadaji rijetki, zbog uvijek prisut-
nih epileptogenih promjena preporuka je da se
terapija antiepilepticima uvodi. Za razliku od
epilepsije, regresiju govora je mnogo zahtjevni-
je lijeciti i potreban je multidisciplinski pristup.
Cesto se dogada da unato¢ aktivnom pristupu ne
vidimo znadajnije terapijske pomake. Dijete nije
u mogucnosti u potpunosti sudjelovati u inter-
vencijama, jer ih dobrim dijelom nije sposobno
shvatiti. Prigodom pretrazivanja literature za
prostor Hrvatske naisli smo na prikaz djeteta s
LKS sindromom ¢ija je prva klini¢ka manifesta-
cija bila konvulzivni napadaj a tek zatim regresija
govora. Naglasen je takoder problem razvoja go-
vora iizazova koje on predstavlja (11). lako je bo-
lest progresivna, Cesta su spontana pobolj$anja
ipogorsanja, $to smo jasno mogli zamijetiti kod
djecaka. Faze pogorsanja su uobicajeno trajale
nekoliko mjeseci, a jednako dugo su trajale i faze
poboljsanja. Djecak je ispoljavao glavninu smet-
nji ponasanja opisanih u literaturi, kao $to su de-
ficit paznje, impulzivnost, hiperaktivnost, izljevi
bijesa i agresije (5,8). Majka prikazanog djeteta
prigodom cijelog procesa obrade, pracenja i lije-
enja bila je vrlo suradljiva, savjesno je dovodila
dijete na tjedne terapije i pokusavala primijeniti
sve preporuke. Unato¢ nagim naporima i savje-
tovanjima ima nerealna olekivanja od lijecenja
i nije sposobna shvatiti ograni¢enja djeteta, $to
je razumljivo s obzirom da je do 3. godine Zivo-
ta dijete imalo uredan razvoj govora. U sklopu
LKS-a razvoj dje¢aka bit ¢e odreden i ograni¢en
spoznajnim teskocama zbog Cega je istovremeno

potrebno raditi i na pruZanju suporta majci.

ZAKLJUCAK

U radu smo nastojali ukazati prije svega na
multidisciplinsku obradu i jaku povezanost

izmedu dje¢jih psihijatara, pedijatara i surad-

be successful, night-time seizures no longer ap-
pear. Although epileptic seizures are rare in LKS
due to continuously present epileptogenic alter-
ations, it is recommended that an antiepileptic
therapy is introduced. Unlike epilepsy, speech
regression is much more difficult to treat and
requires a multidisciplinary approach. It is often
the case that despite the active approach, we do
not see any significant therapeutic changes. The
child is not able to fully participate in the inter-
ventions as is largely unable to understand them.
When searching for Croatian literature, we came
across a child with LKS syndrome whose first
clinical manifestation was a convulsive attack
and then speech regression. The emphasis was
also placed on the problem of speech develop-
ment and the challenges it poses (11). Although
the disease is progressive, spontaneous improve-
ments and deteriorations are common, which we
can clearly see in this case. The deterioration phe-
nomena usually lasted for several months, and
the improvement phases for the same length of
time. The boy showed most of the behavioural
disturbances described in the literature, such as
attention deficit, impulsiveness, hyperactivity,
outbreaks of anger, and aggression (5,8). During
the entire process of monitoring and treatment
the mother was very cooperative, conscientiously
brought the child into weekly therapy and tried
to apply all the recommendations. Despite our
efforts and counselling, she still has unrealistic
treatment expectations and is incapable of un-
derstanding the limitations of the child. This is
understandable since the child had first 3 years
of normal speech development. Within LKS, the
development of the boy will be determined and
limited by cognitive difficulties, which is why it is

also necessary to work on supporting the mother.

CONCLUSION

In this paper, we have tried to point out to the
multidisciplinary approach and the strong con-

nection between psychiatrists, paediatricians,
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nih struka u sustavu sa ciljem $to brze dija-
gnostike i upucivanja djeteta u tretman. Cesto
se upravo ovaj poremecaj okarakterizira kao
mutizam, autizam ili neki drugi pervazivni
razvojni poremecaj ¢ime izostaje pravodob-
na obrada i intervencija. Specifi¢nost Landau
Kleffnerovog sindroma je akutni gubitak go-
vora i jezika u djeteta koje se do tada govorno
normalno razvijalo te globalna regresija pona-
$anja, no rijetkost susretanja s ovim sindro-
mom ¢ini ga iznimno zahtjevnim za dijagno-
sticiranje. Dijagnoza se postavlja specifi¢no
epileptogeno promijenjenim nalazom EEG-a
uz uredan nalaz MR-a mozga, zajedno s kli-
ni¢kim manifestacijama sindroma. Nadamo
se kako ¢emo ovim prikazom povecati svijest
stru¢njaka i prepoznavanje ovog sindroma, s
ciljem $to ranije intervencije i rehabilitacije.
Vazno je naglasiti da se govorna rehabilitacija
moze zapoceti i prije postavljanja dijagnoze,
na osnovi klinicke slike, kako bi ishod lije¢enja

bio $to bolji.
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Robert Perinci¢

Na putu kudi -, Vidljivo i
nevidljivo u psihoterapiji”

/ On the Way Home -
“Visible and Invisible in
Psychotherapy”

Krajem 2018. godine Medicinska naklada
objavila je knjigu Na putu kuéi - ,,Vidljivo i
nevidljivo u psihoterapiji“ autora Rober-
ta Perinéiéa. Radi se lijepo uredenoj, tvrdo
ukori¢enoj knjizi izrazito privla¢nog dizajna
s omotnom stranicom koja mami ¢itatelja da
knjigu uzme u ruke i prelista je. Knjiga je to od
339 stranica koja je podijeljena u Cetiri dijela,
odnosno, kako autor navodi, u etiri knjige.
Svaka od tih knjiga sadrzi vise dijelova. Tako se
u prvoj knjizi nazvanoj ,OKP“ - ,0d najgoreg
do najboljeg®, u prvom dijelu, iznose psihote-
rapijski primjeri (opisuju se razlozi javljanja
psihijatru i tijek psihoterapije Anite, Branimi-
ra, Sanje, Patricije i Marka), a u drugom dijelu
autor opisuje ,unutarnjeg sabotera i njegove
atribute - teoriju/prirodu/terapiju”. U drugoj
knjizi nazvanoj ,,JA” kroz ¢etiri poglavlja au-
tor ,,sa svih strana“ opisuje JA (self, sebstvo).
U trecoj knjizi nazvanoj , Psihoterapija“ autor
se pozabavio teorijskim i prakti¢nim pitanji-
ma psihoterapije, uglavnom one zasnovane na
psihodinamskim (psihoanalitickim?) teorijama
i 8kolama. U ¢etvrtoj knjizi naslovljenoj ,Mi-
krosvijet i makrosvijest” (vanjski obezvrijedi-
vaciisaboteri) uglavnom se orijentira na opise
djelovanja vanjskog svijeta na unutarnji svijet

¢ovjeka, pacijenta.

U uvodnom dijelu autor opisuje kako je knji-
ga nastala, s kojim se dvojbama i problemima

tijekom njezinog nastanka suocavao, a nasta-

PRIKAZ KNJIGE / BOOK REVIEW

ROBERT mim iy

NAPUTU KUy

At the end of 2018, Medicinska naklada pub-
lished the book On the Way Home - “Visible
and Invisible in Psychotherapy”. It is a nicely
arranged hard cover book with a very attractive
design and cover that invites the reader to pick
it up and flip through its pages. The book is com-
prised of 339 pages divided into four sections o,
as the author describes it, four books. Each one
of these books is made up of multiple sections.
The first book is entitled “OKP”- “Od najgoreg do
najboljeg” (OCD, from worst to best). In the first
section there are psychotherapeutic examples
(Anita, Branimir, Sanja, Patricija, and Marko),
in the second section the author describes the
“inner saboteur and his attributes - theory/na-
ture/therapy”. In the second book, entitled “JA”
(“Me”), the author uses four chapters to describe
Me (the self) “from all sides”. In the third book,
called “Psihoterapija” (“Psychotherapy”), the au-
thor deals with theoretical and practical aspects
of psychotherapy, mostly those based on psycho-
dynamic (psychoanalytic?) schools and theories.
In the fourth book, entitled “Mikrosvijet i mak-
rosvijest” (Micro-world and macro-world) (out-
side discouragers and saboteurs), deals mostly
with describing the outside world and its effects

on the inner world of a person, the patient.

In the introduction the author describes how
the book came to be, the doubts and problems
he encountered during its making. The book is a

result of many years’ work, of taking notes and
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la je kao plod visegodi$njeg rada i biljezenja
asocijacija vezanih uz psihoterapijske procese
i teorijska saznanja, te navodi da mu nije bila
namjera pisati ni stru¢ni ni pregledni rad (npr.
o OKP-u) ,nego samo zapisati iskustva, sadr-
Zaj, razmi$ljanja i spoznaje koje su proistekle iz
susreta i rada s pacijentima“. [ sam se za¢udio
kada je vidio da je zapisao puno vise nego $to
je u pocetku namjeravao. Sadrzaje je Sirio na
osnovi onoga $to je saznavao od pacijenata i §to
im je davao, ali i na osnovi literature koja mu
je, kako iz svega proizlazi, ,kruh svagdasnji®.
Rad s pacijentima s jedne strane i dobar uvid u
literaturu s druge strane medusobno su se pro-
zimali, pretapali i tako radali tekstove koji su

kao cjelina sabrani u ovoj knjizi.

Autor posebno naglasava, a isto se moze i§¢itati
iz cijele knjige, da mu je bila Zelja ukazati i na
,neke $tetne neistine na koje traZitelji (psihija-
trijske) pomodi nailaze na raznim internetskim
portalima i forumima, pa i kod osoblja u medi-
cinskim i vjerskim institucijama.“ Anticipirajuéi
na neki nac¢in eventualne primjedbe na knjigu,
autor upozorava kako ¢e neki pristupi i dijelovi
knjige vjerojatno smetati akademskoj zajednici
zbog ,nedovoljno stru¢nog nacina izrazavanja,
citiranja duhovnih sadrZaja, prepletanja du-
hovnosti i psihoterapije“. U ovom kontekstu
kratko se osvrce na ,visoko stru¢ne knjige
koje prosje¢nog Citatelja, jer ih tesko razumije,
obeshrabruju, te dodaje da je ,ova knjiga pi-
sana istoj populaciji s kojom se svakodnevno
susrece u psihoterapijskoj praksi“. Dodaje da
nije zanemario stru¢nu bazu podataka za one
koji bi htjeli saznati vise. Na kraju knjige popis
je literature i ,filmografija“. Koristio je, dakle,
83 knjige iz raznih podrug¢ja koja govore o psi-
hi¢kom i ljudskom bivstvovanju u svijetu — tu
su knjige iz psihoterapije, psihologije, filozofije,
antropologije, duhovnosti, religije itd. Intere-
santan je i popis (filmografija) 28 filmova koje
autor navodi kao ,literaturu” kojom se sluzio
pidudi ovu knjigu odnosno koje na neki na¢in

preporuca ,onima koji Zele vise znati®.

keeping a record of associations related to the
psychotherapeutic process and theoretical find-
ings. His aim was not to write a professional or
review paper (e.g. about OCD) but rather “to re-
cord experiences, content, thoughts, and discov-
eries which came from work with patients”. He
was himself surprised when he realized that he
had written a lot more than initially intended.
The content of his writing broadened based on
what he discovered from his patients and what
he imparted to them, but also based on litera-
ture, which was, as it appears, his “daily bread”.
Work with patients on the one hand and good
insight into literature on the other conjointly
pervaded and combined gave rise to the texts

which are as a whole assembled in this book.

The author emphasizes, and this can be con-
strued from the entire book, that his desire
is to point out “some of the harmful untruths
that those seeking (psychiatric) help may come
across on various web portals and forums, and
even from medical personnel and religious in-
stitutions”. Anticipating in some way possible
objections to the book, the author warns that
parts of the book and some of the approaches
will probably bother the academic community
due to the “insufficiently expert terms and use
of expressions, citing spiritual content and the
interlacing of spirituality and psychotherapy”.
In the context of this, he shortly reviews “high-
ly expert” books which to the average reader
are discouraging because they are hard to un-
derstand., adding that “this book is written for
the same population which he encounters in his
everyday psychotherapeutic practice”. He fur-
ther adds that he did not neglect expert data
bases for those who would like to learn more. At
the end of the book there is a bibliography and a
“filmography”. He used 83 books from different
fields dealing with the psychological and human
condition in the world. This includes books on
psychotherapy, psychology, philosophy, anthro-
pology, spirituality, religion, etc. Also of inter-
est is the filmography, a list of 28 films which

the author lists as “literature”, which he used
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Uz ovu knjigu dr. Roberta Perinci¢a javlja se
vie asocijacija od kojih neke ne mogu ne spo-
menuti. Prva asocijacija je ona da jedan psi-
hijatar, psihoterapeut ,iz provincije“ (Robert
Perinti¢ je psihijatar, psihoterapeut koji prije
deset godina napusta mjesto Sefa psihijatrije
u Zadru i u svom gradu, Zadru, otvara vlasti-
tu psihijatrijsko-psihoterapijsku ordinaciju),
nepovezan s akademskom zajednicom, gotovo
samacki prelistava svoje biljeske o psihotera-
pijskim procesima svojih pacijenata, literatu-
ru (impresionira $irina autorovih interesa i
uvida u literaturu) i pide knjigu koja bi, barem
po nekim njezinim dijelovima, mogla postati
knjigom na koju ¢e se u buduénosti pozivati
autori sli¢nih radova. Druga asocijacija je au-
torov pozitivan, no nikako ne naivan pristup
problemima s kojima se susrece u svom sva-
kodnevnom radu, ali i u literaturi i zivotu. Na-
dalje, uz pohvalu navedenu u prvoj asocijaciji,
javlja se i ona koja ima kriti¢an pristup, a to je
da je s ,jo$ malo truda“ od ove knjige trebao
napraviti najmanje dvije knjige: jednu o onom
unutarnjem svijetu, njegovim problemima i
razrje$avanju tih problema psihoterapijskim
zahvatima, a drugu o vanjskom (makro) svi-
jetu i egzistenciji fragilnog, modernog ¢ovjeka

unjemu.

I, asocijacija koja je prisutna tijekom cijelog ¢i-
tanja knjige i pisanja ovog prikaza, prava je sre-
¢a da ovdje opisano iskustvo i izneseno znanje

nisu ostali neobjavljeni javnosti.

Predvidam da ¢e ova knjiga nai¢i na dobar
odjek kod ¢itatelja. To su u prvom redu psihi-
jatri i psihoterapeuti svih provenijencija. Sva-
kako je interesantna intelektualcima huma-
nisti¢ke orijentacije, ali i svima drugima, po-
sebno obrazovanijoj kategoriji onih koji imaju
odredene psihicke tegobe. Njima je, ¢ini se, i
namijenjena. Oni, kao i svi drugi, ¢itajudi je,
»,do¢i Ce na svoje“. Zbog svega preporuéujem

daju se ¢ita.

Vlado Jukié¢

in writing this book and, in a way, recommends

“to those who want to learn more”.

This book by Dr Roberta Perinci¢ gives rise to
many associations, some of which I must men-
tion. The first association is that a “provincial”
psychiatrist and psychotherapist (Robert Perin-
¢ic¢is a psychiatrist and psychotherapist who left
his workplace ten years ago as head of psychi-
atry in Zadar, his home town, and opened his
own practice as a psychiatrist/psychotherapist).
With no ties to the academic community and of
his own accord, using his notations about the
psychotherapeutic processes of his patients and
literature (with an impressive range of interests
and insight into literature) he wrote a book which
could, atleast in part, become one that future au-
thors of similar works will call upon. The second
association is the author’s positive, but in no way
naive, approach to problems which he faces in his
everyday work, in literature and in life. Further-
more, along with praises held in the first associ-
ation, there is one with a more critical approach;
that with a “little more effort” the book should
have been at least two books: one about the inner
world, its problems, and working through these
problems through psychotherapy, and the other
about the outside (macro) world and the exist-

ence of the fragile, modern man in it.

Finally, an association present throughout read-
ing the book and writing this review: we are for-
tunate that the experiences described and knowl-

edge conveyed here did not stay unpublished.

I predict that this book will be favourably re-
ceived by the reader. In the first place, by those
who are psychiatrists and psychotherapists of
different provenance. It will surely be interesting
to intellectuals oriented towards the humanities
and social sciences, and to all those with certain
mental difficulties, especially if they are more
educated, for it seems as though it is a book in-
tended for them. In reading the book they will,
as will all other readers, “find their place”. For all

these reasons I recommend reading this book.

Vlado Jukié¢



In memoriam

Vlado Juki¢
Prof. dr. sc., dr. med. / Professor, MD, PhD

(23. lipnja 1951., Osoje - 3. ozujka 2019., Zagreb)
(June 23, 1951, Osoje — March 3, 2019, Zagreb)
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Umro je Vlado Juki¢. Naglo i iznenadno. Te
rije¢i zvuce nestvarno, a ta se finjenica ¢ini
nemogucom. No ipak je to stvarno i to se dogo-
dilo. Zauvijek nas je napustio prof. dr. sc. Vla-
do Juki¢. Oti$ao je onako kako je i Zivio, radio,
razmisljao - Zestoko i brzo. A nas je sve ostavio
u nevjerici i $oku.

Vlado Juki¢ roden je 23. lipnja 1951. godine u
malom hercegovackom selu Osoje pokraj Po-
sudja, od petero djece, kao 3. dijete majke Jage
i oca Dominika. U obliZznjem Posusju zavrsio je

osnovnu $kolu i gimnaziju.

Godine 1970. upisao se na Medicinski fakultet
Sveutilista u Zagrebu, na kojemu je diplomirao
1976. Nakon zavrienog obveznog lije¢nickog
staza u Medicinskom centru Koprivnica, krat-
kotrajno je radio u Domu zdravlja Pore¢ i Me-

dicinskom centru Sisak.

Godine 1978. zaposlio se u Neuropsihijatrij-
skoj bolnici ,Dr. Ivan Barbot“ u Popovaci, gdje

je 1979. zapoceo, a 1982. zavrsio specijaliza-

Vlado Juki¢ has died. Suddenly and shockingly.
These words sound unreal, and this fact seems
impossible. But they are true, and this has really
happened. Prof Vlado Juki¢, MD, PhD, has left us
forever. He departed the way he lived, worked and
thought — quickly and intensely - leaving all of us
in shock and disbelief.

Vlado Juki¢ was born on June 23, 1951 in the
small Herzegovienian village of Osoje near Posus-
je as the third of five children of his mother Jaga
and father Dominik. He finished primary and

secondary school in the nearby town of Posugje.

In 1970 he enrolled at the University of Zagreb
Medical School, from which he graduated in
1976. After completing his mandatory medical
residency at the Koprivnica Medical Centre, he
briefly worked at the Pore¢ Medical Centre and
Sisak Medical Centre.

In 1978 he started working at the Dr Ivan Barbot
Neuropsychiatry Hospital in the town of Popo-
vaca, where he started his residency in psychia-
try in 1979 and finished it in 1982. He often said
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ciju iz psihijatrije. Cesto je govorio kako ga je
psihijatrija zanimala jo§ od studentskih dana.
Zelio je pomagati osobama s dusevnim smet-
njama ne samo kao lije¢nik. To je dokazivao
tijekom cijeloga radnog vijeka. Znao je reéi ,za
te ljude treba se boriti, jer ¢esto oni to sami
ne mogu®. Poznate su njegove borbe s admi-
nistracijama i sustavima u kojima je izvojevao
i mnoge pobjede. Tako je ,vratio“ na posao
shizofrenog bolesnika koji je dobio otkaz, a
kasnije ga i ,umirovio“. Omogucio je promjenu
oporuka kojima su dusevni bolesnici izostav-
ljeni iz nasljedivanja. Pomogao je da shizofreni
bolesnik koji je u stanju neubrojivosti usmrtio
majku naslijedi obiteljsku mirovinu. I jo§ mno-

go, mnogo toga.

U Kliniku za psihijatriju KBC-a Zagreb prelazi
1986., najprije u Centar za krizna stanja, a po-
tom na Odjel mugke psihijatrije. Godine 1994.
prelazi u Psihijatrijsku bolnicu Vrapce i postaje
njezin ravnatelj. Pod njegovim vodstvom Bolni-
ca se obnavlja i mijenja nazive, prvo u Klinicka
psihijatrijska bolnica Vrapce, a zatim u Klini-
ka za psihijatriju Vrapce. Po rije¢ima njegove
zamjenice, doc. dr. sc. Petrane Breci¢, ali i svih
kolega u toj ustanovi, bio je ,najuspjesniji i naj-

dugovjeéniji vrapéanski ravnatelj*.

U 25 godina on je izgradnjom, dogradnjom i
adaptacijom zgrada u potpunosti izmijenio
arhitektonsku sliku Bolnice. Obnovio ju je iz
temelja i izgradio nove zgrade. Tako je, krono-
logki gledano, izgradena plinska kotlovnica,
obnovljene su zgrade ,$estice” i ,petice”, do-
gradena je i adaptirana zgrada ,Cetvorke®. Za-
tim je sanirana glavna zgrada, ulaz u Bolnicu
(,kameni portal®), obnovljena ,devetka“i “je-
danaestica“. Poslije su izgradene galerija , Slava
Ragkaj“ikapelica, adaptirana je velika bolnicka
dvorana u Centar za edukaciju, obnovljene su
»osmica“izgrade u kojima su smjesteni Centar
za radno-okupacijsku terapiju i rehabilitaciju
te Muzej bolnice Vrapce. Posljednji sagraden
Zavod za forenzi¢ku psihijatriju otvoren je

potkraj 2018. godine. Uz njegovo je otvaranje

psychiatry interested him ever since he was a stu-
dent of medicine. He wanted to help people with
mental issues, not just as a physician. He demon-
strated that throughout his career. Prof Juki¢ was
known to say “we have to fight for these people,
because they cannot do it on their own”. His bat-
tles with administration and systems are well-
known, and he won many victories. Among them
are successfully returning a schizophrenic patient
to work after he had been fired and then arranging
his retirement later on. He worked on changing
last wills and testaments where mental health pa-
tients were left out of the inheritance. He helped
a schizophrenic patient who killed his mother in
a mentally unsound state inherit the family pen-

sion, and many, many other people besides.

He transferred to the Psychiatry Clinic of the Za-
greb Clinical Hospital Centre in 1986, initially to
the Crisis Centre and later to the Male Psychiatry
Ward. Under his leadership, the Hospital was ren-
ovated and changed its name, first to the Vrapce
Clinical Psychiatric Hospital and then to the
Vrapée Psychiatry Clinic. According to the words
of his deputy director, Dr Petrana Breti¢, MD,
PhD, but also all his colleagues in that institution,
he was the “most successful and longest-acting di-

rector of the Vrapce Psychiatry Clinic”.

Over 25 years in which he built, expanded
and adapted hospital buildings, he completely
changed the architectural picture of the Hospi-
tal. He renovated it from the very foundations
and added new buildings. Chronologically list-
ed, this included the construction of the boiler
house, renovations of buildings “six” and “five”
and expansion and adaptation of building “four”.
This was followed by refurbishment of the main
building and the entrance to the Hospital (the
“stone portal”) and renovation of buildings “nine”
and “eleven”. Later on, the Slava Ragkaj Gallery
and chapel were built, the great hospital hall was
adapted to be the Education Centre and building
“eight” and the buildings housing the Centre for
Occupational Therapy and Rehabilitation as well
as the Vrapce Hospital Museum were renovated.
Finally, the Institute for Forensic Psychiatry was
opened near the end of 2018. To accompany the

opening of the institute, Prof Juki¢ organized an



prof. Juki¢ organizirao medunarodni simpozij
na temu forenzicke psihijatrije na pocetku 21.
stoljeca, u okviru kojega je odrzan i okrugli stol
o forenzickoj psihijatriji u Hrvatskoj. To je sma-

trao ,vrhuncem svoje stru¢ne karijere®.

Da je samo obnovio i izgradio Bolnicu bio bi
uspje$an. Ali, on je bio veliki ravnatelj jer je
unaprijedio sve aktivnosti Bolnice, profilirao
ju je kao u mnogocemu najznacajniju psihija-
trijsku ustanovu u nas. Zaposljavao je mlade,
omogucavao im specijalizacije, usavriavanja,
edukacije. Poticao je stru¢ni i znanstveni rad.
Brojnim kolegama omogudio je izbor u znan-
stvena i znanstveno-nastavna zvanja. Pozivao
je na objavljivanje radova, sudjelovanje na
stru¢nim skupovima, medijske istupe. Na go-
di$njicu osnivanja bolnice (15. studenoga) go-
dinama je organizirao uspje$ne stru¢ne i znan-
stvene skupove koji su popraceni i zbornikom
radova. Neke od tih knjiga su i danas traZena
literatura. Takoder je organizirao tribine Film
i psihijatrija, koje su poprimile kultni status.

Osnovao je i Muzej Bolnice Vrapce.

Zavrs$io je poslijediplomski studij iz Forenzicke
psihijatrije (1980.-1981.) i odslugao sva preda-
vanja na poslijediplomskim studijima iz psiho-
terapije i socijalne psihijatrije (1980.-1982.).
Zavrsio je edukaciju iz grupne psihoterapije
(kod prof. E. Klaina, 1978.-1986.) te obitelj-
sku psihoterapiju (kod doc. Vlatkovi¢, 1986.-
1989.).

Magistrirao je 1989. godine s temom ,,Prekid
stacionarnog lijeenja i ¢uvanja psihicki ab-
normalnih delinkvenata® (mentor prof. dr. sc.
Rudolf Turéin). Doktorirao je s temom ,Utje-
caj stresova na klini¢ku sliku posttraumatskog
stresnog poremecaja u hrvatskih ratnih stra-
dalnika“ (mentor prof. dr. sc. Eduard Klain)
1997. godine.

Na Medicinski fakultet Sveucilista u Zagrebu
primljen je kao asistent 1990. u tadasnju Ka-
tedru za psihijatriju i medicinsku psihologi-

ju (danas Katedra za psihijatriju i psiholosku

international symposium on the topic of forensic
psychiatry at the start of the 21 century, which
included a round table discussion on forensic psy-
chiatry in Croatia. He considered this “the peak of

his professional career”.

If he had just renovated and built the Hospital,
he would have been considered a successful di-
rector. But he was a truly great hospital director
because he also improved all hospital activities
and established it as the in many ways most sig-
nificant psychiatric institution in the country. He
employed young people and enabled them to get
residencies, training and education. He encour-
aged expert and scientific engagement. There
were numerous colleagues whom he helped in se-
lection for scientific and teaching positions. He
encouraged publication of papers, participation
on scientific conferences and engagement in the
media. On the anniversary of the foundation of
the Hospital (November 15) he successfully or-
ganized annual expert and scientific conferences
that were accompanied by a book of conference
proceedings. Some of these books are still pop-
ular and sought-after today. Additionally, he or-
ganized a series of public discussions, Film and
Psychiatry, which achieved cult status. He also
founded the Vrapce Hospital Museum.

Prof Juki¢ completed his postgraduate studies in
Forensic Psychiatry (1980-1981) and attended all
the lectures at the postgraduate courses in psy-
chotherapy and social psychiatry (1980-1982).
He completed education courses in group psy-
chotherapy (with Prof E. Klain, 1978-1986) and
family psychotherapy (with Assistant Prof Vlatk-
ovi¢, 1986-1989).

He won his master’s degree in 1989 with the title
“Ending Infirmary Treatment and Safeguarding
Psychologically Abnormal Delinquents” (men-
tored by Prof Rudolf Tur¢in, MD, PhD). His doc-
toral thesis was titled “Influence of Stresses on the
Clinical Picture of Posttraumatic Stress Disorder
in Croatian War Victims” (mentored by Prof Edu-
ard Klain, MD, Phd) and was completed in 1997.

The University of Zagreb Medical School ap-
pointed him as an instructor in 1990 at the De-
partment of Psychiatry and Medical Psychology
(today called the Department of Psychiatry and
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medicinu). Docent je postao 1998., izvanredni
profesor 2004., redoviti profesor 2010., a redo-

viti profesor u trajnom zvanju 2016.

Na Medicinskom fakultetu u Zagrebu sudjelo-
vao je u dodiplomskoj nastavi predmeta ,,Psi-
hijatrija“, ,Medicinska etika®“, ,Ratna medi-
cina“, ,Forenzitka psihijatrija“. Bio je voditelj
predmeta ,Psihologija sestrinstva® na Studiju

sestrinstva.

U poslijediplomskoj nastavi sudjelovao je u vise
predmeta poslijediplomskih studija ,Forenzi¢-
na psihijatrija“ (od 1998. do 1999.), ,,Psihote-
rapija“ (od 1998.), ,Socijalna psihijatrija“ (od
1998. do 2004.), ,MenadZment u zdravstvu*
(0d 2000.). ,Klini¢ka farmakologija“ (od 1998.),
,Opce kompetencije lije¢nika specijalista“ (od
2014.). U poslijediplomskom specijalistickom
studiju ,,Psihijatrija“ (od 2014.) bio je nositelj
predmeta ,Bolesti ovisnosti®, ,Forenzicka psi-
hijatrija“i,Povijest psihijatrije®.

Na Pravnom fakultetu Sveuilista u Zagrebu, na
studiju socijalnog rada bio je nositelj predmeta
»Socijalna psihijatrija“i,Socijalni rad s ovisni-
cima“, a na Edukacijsko-rehabilitacijskom fa-
kultetu Sveucili$ta u Zagrebu nositelj kolegija
»Forenzitka psihijatrija“. Na Hrvatskim studjiji-
ma Sveudilista u Zagrebu na studiju psihologije
bio je nositelj kolegija ,Opéa psihopatologija“ i
»Specijalna psihopatologija“ te izbornog kole-
gija ,Forenzi¢ka psihijatrija“.

Na Zdravstvenom veleu(ilistu Zagreb bio je no-

sitelj kolegija ,Menadzment u zdravstvu® (od
2007. do 2015.).

Na Medicinskom fakultetu Sveudilista u Mo-
staru sudjelovao je u dodiplomskoj i poslijedi-
plomskoj nastavi te je bio predsjednik Eti¢kog
povjerenstva i ¢lan Povjerenstva za ocjenu ma-

gistarskih radova i doktorskih disertacija.

Na Filozofskom fakultetu Sveutilista u Zagrebu
u studiju ,,Klini¢ka psihologija“ bio je nositelj
predmeta ,Bioloski pristupi u lije¢enju psihija-
trijskih bolesti“ od 2011. Na Farmaceutsko-bi-

okemijskom fakultetu Sveucilista u Zagrebu

Psychological Medicine). He became an assistant
professor in 1998, an associate professor in 2004,
a full professor in 2010 and a tenured full profes-
sor in 2016.

At the Zagreb Medical School he participated
in teaching on the graduate courses Psychiatry,
Medical Ethics, War Medicine and Forensic Psy-
chiatry. He was head of the Psychology in Nursing

course at the Nursing Studies.

Prof Juki¢ participated in teaching numerous
postgraduate courses: Forensic Psychiatry (1998-
1999), Psychotherapy (from 1998), Social Psy-
chiatry (1998-2004), Management in Healthcare
(since 2014). As part of the Psychiatry postgrad-
uate specialization programme (since 2014) he
headed the courses Diseases of Addiction, Foren-
sic Psychiatry and History of Psychiatry.

As part of the social work studies at the Universi-
ty of Zagreb Faculty of Law, he headed the Social
Psychiatry and Social Work with Addicts courses,
and at the Faculty of Education and Rehabilitation
Sciences he headed the Forensic Psychiatry course.
At the University of Zagreb Centre for Croatian
Studies psychology course he headed General Psy-
chopathology and Special Psychopathology cours-
es and the elective Forensic Psychiatry course.

At the Zagreb Health Studies, he headed the
Management in Healthcare course (from 2007 to
2015).

Prof Juki¢ also participated in graduate and post-
graduate teaching at University of Mostar Med-
ical School and was the president of the Ethics
Committee and a member of the Commission
for the Evaluation of Master Theses and Doctoral

Dissertations.

At the University of Zagreb Faculty of Humani-
ties and Social Sciences, he headed the course Bi-
ological Approaches in the Treatment of Psychi-
atric [llnesses as part of the Clinical Psychology
study programme since 2011. At the University of
Zagreb Faculty of Pharmacy and Biochemistry as
part of the Clinical Pharmacy study programme,
he headed the course Pharmacotherapy of Mental
Illnesses and Disorders.

At his alma mater, he was the secretary of the De-

partment of Psychiatry and Psychological Medicine



na studiju ,Klini¢ka farmacija“ bio je nositelj
predmeta ,,Farmakoterapija duevnih bolesti i

poremecaja“.

Na mati¢nom je fakultetu bio tajnik Katedre
za psihijatriju i psiholosku medicinu (1991.-
1994.), ¢lan Fakultetskog vijeca (1996.-1998.),
¢lan Odbora za studentski standard (1996.-
1998.), ¢lan Etickog povjerenstva (1998.-
2002.), ¢lan Odbora za sudska migljenja (2002.-
2006.), ¢lan Povjerenstva za stegovni postupak
(od 2012.), pomoc¢nik procelnika Katedre i vo-
ditelj nastave za predmet , Psihijatrija“ u Klinici

za psihijatriju Vrapée (od 2010.).

Bio je mentor u brojnim studentskim diplom-
skim radovima, magisterijima i doktoratima.
Smrt ga je prekinula u mentorstvu tri doktor-

ska rada.

Publicisti¢ka je aktivnost prof. Juki¢a impresiv-
na. To je na neki nacin i logi¢no, jer je iz njega
neprestano izvirala ljubav za pisanom rije¢ju.
Knjige je ¢itao, volio, kupovao. Jo$ kao student
obozavao je u antikvarijatima tragati za nekom
knjigom, pronadi je i kupiti ili samo rezervirati.
Od skromnih studentskih prihoda uspijevao
je odvojiti dio novaca kako bi kupio neku sebi
vaznu knjigu. Kasnije je kupovao sve vise knjiga
i za obiteljsku i za knjiznicu Bolnice. Pisao je

puno i poticao druge da pisu.

Iza sebe je ostavio vie od 250 stru¢nih i znan-
stvenih radova, u domadéim i medunarodnim
¢asopisima, zbornicima i knjigama, vise od
100 priopcenja na stru¢nim skupovima i kon-
gresima te 24 poglavlja u udZbenicima. Objav-
ljene su mu tri monoautorske knjige: Hrvatska
psihijatrijska publicistika (2014.), Izgradnja,
dogradnje i adaptacije zgrada i drugih infra-
strukturnih objekata bolnice Vrapée od 1977.
do 2014. godine (2015.) i Psihijatrijske teme
za nepsihijatre (2018.). Urednik je 16 stru¢-
nih knjiga (medu njima i nekoliko temeljnih
udzbenika) te 5 popularnoznanstvenih knjiga.
Bio je ¢lan Urednickog vijeca Leksikona odgoj-

no-obrazovnih znanosti (2017.).

(1991-1994), a member of the Academic Council
(1996-1998), the Committee for Student Stand-
ards (1996-1998), the Ethics Committee (1998-
2002), the Committee for Court Expert Opinions
(2002-2006), a member of the Commission for
Disciplinary Procedures (since 2012), Department
Head Assistant and course head for the Psychiatry
course at the Vrapce Psychiatry Clinic (since 2010).

Prof Juki¢ mentored numerous student gradua-
tion theses, master theses and doctoral disserta-
tions. His death interrupted him in the mentor-

ship of three doctoral dissertations.

The publishing activities of Prof Juki¢ are impres-
sive. In a way this is to be expected, since he con-
stantly exuded love for the written work. He read,
loved and bought books. Even as a student, he
loved searching through antique bookshops for a
book, finding it and buying or just reserving it. He
would always somehow manage to dedicate a part
of his meagre student earnings to buying himself
an important book. Later he bought more and
more books for his family library and the Hospital
library as well. He wrote much, and encouraged

others to write.

Prof Juki¢ leaves behind more than 250 profes-
sional and scientific papers, published in Croa-
tian and in international journals, conference
proceedings and books, more than 100 presenta-
tions from conferences and congresses as well
as 24 chapters in course books. He published
three books as the sole author: Croatian Psychi-
atric Publishing (2014), Building, Expanding and
Adapting Buildings and Other Infrastructural
Objects at Vrapce Hospital from 1977 to 2014
(2015) and Psychiatric Topics for Non-psychia-
trists (2018). He was an editor for 16 profession-
al books (including a few fundamental course
books) and 5 popular science books. He was a
member of the Editorial Board of the Lexicon of
Education Sciences (2017).

He was also one of the editors of the translation
of Jaspers’ General Psychopathology (2015), a
diagnostic and statistical handbook for men-
tal disorders, fifth edition (DSM-5, 2014), and
the MMSE-2 Handbook (2011). Just before he

underwent his operation, he managed to com-
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Jedan je od urednika i prijevoda Jaspersove
,Opce psihopatologije” (2015.), Dijagnosti¢kog
i statistickog priru¢nika za dusevne poremeca-
je, peto izdanje (DSM-5, 2014.) te Priru¢nika
MMSE-2 (2011.). Neposredno prije nego §to je
oti$ao na operaciju uspio je zavrsiti tri rukopi-
sa i uputiti ih u Medicinsku nakladu, kao da je

slutio da je smrt toliko blizu.

Napisao je recenzije za vise od 30 knjiga i udz-

benika.

Bio je ¢lan urednistava ¢asopisa ,,Socijalna psi-
hijatrija“ (od 1994.), ,Farmaka“ (1998.-2008.),
»Klinicka psihologija“ (od 2008.), PLIVAmed.
net (od 2014.), ,Psychiatria Danubina“i ,,Psi-
hoterapija“ (od 2016.). Recenzirao je brojne ra-

dove za domace i medunarodne ¢asopise.

Za ,Socijalnu psihijatriju® bio je posebno vezan.
,Otkrio“ju je na studiju, pretplatio se kao mla-
di lije¢nik, prve radove objavio je u njoj. Godi-
ne 1994. postao je ¢lan urednistva i bio medu
najaktivnijima u tom dru$tvu. U dvadesetogo-
di$njem razdoblju objavio je najvise ¢lanaka u
»Socijalnoj psihijatriji, a vrlo je vjerojatno da
je to Casopis u kojemu je najéesce i objavljivao
svoje radove. Njegovi su rukopisi bili prepo-
znatljivi, detaljni, s puno podataka, dodataka
i fusnota. Te su fusnote katkad bile (pre)duge
pa bi ga tehnic¢ka urednica naseg ¢asopisa znala
zamoliti da od nekih fusnota odustane ili da ih
skrati. On je tada rekao kako je sve to vazno i
da tesko moze nesto izostaviti. Kao ravnatelj
Bolnice (Klinike) poticao je kolege i suradni-
ke da objavljuju u ¢asopisu, a istovremeno je
i financijski pomagao njegovo izlaZenje. On se
zalagao da ,Socijalna psihijatrija“ postane sluz-
beno glasilo Hrvatskog psihijatrijskog drustva
te je s pozicije njegova predsjednika pomagao
tiskanje ¢asopisa. Bez te pomoci ¢asopis bi se u
jednom razdoblju vjerojatno ,ugasio®, ali zahva-
ljujudi prije svega prof. Jukicu uspio se odrzati

i nastaviti kontinuirano izlaziti.

Bavio se svakodnevnim klini¢kim radom psihi-

jatra prakticara (bio je supspecijalist iz biologij-

plete three manuscripts and send them to the
“Medicinska naklada” publishing house, as if he
had suspected that death was close at hand.

He wrote reviews for more than 30 books and
course books.

He was a member of the Editorial Board of the
following journals: Social Psychiatry (from 1994),
“Farmaka” (1998-2008), Clinical Psychology
(from 2008), PLIVAmed.net (since 2014), Psychi-
atria Danubina and “Psihoterapija” (since 2016).
He peer-reviewed numerous manuscripts for Cro-

atian and international journals.

Prof Juki¢ was especially attached to the Social
Psychiatry journal. He “discovered” it as a stu-
dent, subscribed to it as a young physician and
published his first papers in this journal. He be-
came a member of the Editorial Board in 1994
and was among the most active members. Over
the twenty or so years of his career, it was in
this journal that he published the highest num-
ber of papers and it is very likely that this was
the journal where he published most often. His
manuscript submissions were easily recogniza-
ble, with a wealth of details, data, appendixes and
footnotes. These footnotes were sometimes (too)
long, and the technical editor of our journal would
sometimes ask him to remove or shorten these
footnotes. He would then say that all of it was im-
portant and that he can hardly leave anything out.
As the director of the Vrapée Hospital (Clinic), he
encouraged colleagues to publish in the Social
Psychiatry journal and provided financial support
to the journal as well. He worked to make Social
Psychiatry the official journal of the Croatian Psy-
chiatric Association and assisted the publication
of the journal as the president of the association.
Without his help, it is likely that publication of
the journal would have stopped at some point, but
primarily thanks to Prof Juki¢ it has survived and

continuously publishes new issues.

Prof Juki¢ performed the everyday duties of a
practicing psychiatrist (he was a subspecialist in
biological psychiatry) and forensic expert (he was
a long-serving expert court witness and subspe-
cialist in forensic psychiatry). He fought for the
de-stigmatization of mental issues, psychiatric

patients and members of their families. He par-



ske psihijatrije) i forenzicara (bio je dugogodis-
nji sudski vjestak i supspecijalist iz forenzicke
psihijatrije). Zalagao se za destigmatizcaiju
psihi¢kih smetnji, dusevnih bolesnika i ¢lanova
njihovih obitelji. Sudjelovao je u promjeni po-
stoje¢ih i donosenju novih zakona i pravilnika
koji su regulirali prava dugevnog bolesnika. Bio
je pokretac ideje o proglagenju 6. lipnja Danom

prava osoba s dusevnim smetnjama.

Organizirao je brojne skupove i kongrese. Naj-
vazniji su Ratna psihologija i psihijatrija (pred-
sjednik organizacijskog odbora), Zdravstveni
problemi Zrtava zlostavljanja u zatvorima i
koncentracijskim logorima agresora u ratu pro-
tiv Hrvatske 1991./92. godine (¢lan stru¢nog
i organizacijskog odbora), 1. hrvatski psihija-
trijski kongres (tajnik), 2., 3. i 4. hrvatski psi-
hijatrijski kongres (¢lan stru¢nog i organizacij-
skog odbora), 5. hrvatski psihijatrijski kongres
(dopredsjednik), 6. i 7. hrvatski psihijatrijski
kongres (predsjednik), 1. do 7. hrvatski psihija-
trijski dani (¢lan stru¢nog odbora), 8. do 15. hr-
vatski psihijatrijski dani (predsjednik stru¢nog
i organizacijskog odbora), 1. do 12. mostarske

psihijatrijske subote (¢lan stru¢nog odbora).

Bio je ¢lan Hrvatskog lije¢nickog zbora, ¢lan
stru¢nih drustava HLZ-a (za klini¢ku psihijatri-
ju, psihoterapiju, forenzi¢ku psihijatriju, biolo-
gijsku psihijatriju i klini¢ku psihofarmakologiju,
za alkoholizam i druge ovisnosti, za Alzheime-
rovu bolest), ¢lan Hrvatskog katoli¢kog lije¢ni¢-
kog drustva, ¢lan European Psychiatrists Associa-
tion (EPA), International Society for the Investi-
gation of Stress (ISIS), ¢lan svjetskog drustva za
biologijsku psihijatriju, predsjednik Crvenog
kriza Grada Zagreba (od 2012.), ¢lan Odbora
za neuroznanost i bolesti mozga pri Razredu za
medicinske znanosti HAZU (od 2015.), redovi-
ti ¢clan Akademije odgojno obrazovnih znanosti
Hrvatske (od 2017.), redoviti ¢lan Akademije
medicinskih znanosti Hrvatske (od 2018.).

Za psihijatre i sve druge djelatnike u psihijatriji
udinio je mnogo, a osobito kada je obnagao duz-

nost predsjednika Hrvatskog psihijatrijskog

ticipated in changing existing laws and rules and
making new ones regulating the rights of psychi-
atric patients. He was the initiator of the idea to
pronounce the 6% of June as the Rights of Per-

sons with Mental Issues Awareness Day.

He organized numerous conferences and congress-
es. The most important ones were War Psycholo-
gy and Psychiatry (president of the organization
committee), Health Problems in Victims of Abuse
in Prisons and Concentration Camps of the Ag-
gressor in the War against Croatia 1991/92 (mem-
ber of the expert and organization committee), 1
Croatian Psychiatric Congress (secretary), 2™, 3™
and 4™ Croatian Psychiatric Congress (member of
the expert and organization committee), 5% Croa-
tian Psychiatric Congress (vice-president), 6® and
7% Croatian Psychiatric Congress (president), 1
to 7™ Croatian Psychiatric Days (member of the
expert committee), 8 to 15 Croatian Psychiat-
ric Days (president of the expert and organization
committees), 1% to 12 Psychiatric Saturday in

Mostar (member of the expert committee).

He was a member of the Croatian Physicians As-
sociation (CPA) and a member of CPA’s expert so-
cieties (for clinical psychiatry, psychotherapy, fo-
rensic psychiatry, biological psychiatry and clini-
cal psychopharmacology, for alcoholism and other
addictions, for Alzheimer’s disease), a member of
the Croatian Catholic Medical Society, a member
of the European Psychiatrists Association (EPA),
the International Society for the Investigation of
Stress (ISIS), the World Federation of Societies of
Biological Psychiatry, the president of the City of
Zagreb Red Cross (since 2012), a member of the
Board of Neuroscience and Brain Diseases at the
Department of Medical Sciences of the Croatian
Academy of Sciences and Arts (since 2017) and a
regular member of the Croatian Academy of Med-
ical Sciences (from 2018).

Prof Juki¢ achieved much in helping psychiatrists
and other psychiatry workers, especially while
holding the position of the president of the Croa-
tian Psychiatric Association (from 2010 to 2018).
He was a member of the Committee for the Re-
organization of Psychiatric Services in Croatia
(1998-2001) and a working group of the same

name (since 2001), as well as the State Committee
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drustva (od 2010. do 2018.). Bio je i ¢lan Po-
vjerenstva za reorganizaciju psihijatrijske sluz-
be u Hrvatskoj (1998.-2001.) i istoimene radne
skupine (od 2001.), DrZzavnog povjerenstva za
za$titu osoba s duevnim smetnjama (1998.-
2015.), ¢lan Komisije za stru¢ni nadzor Hrvat-
ske lije¢nicke komore (od 2005.), ¢lan povjeren-
stva Gradskog ureda za zdravstvo (i socijalnu
skrb) za programe prevencije ovisnosti (1997.-
2014.), ¢lan Savjeta za zdravlje Gradske skup-
tine Grada Zagreba (2010.-2015.), ¢lan Povje-
renstva za psihijatriju Ministarstva zdravstva
(u svim mandatima, od 1996. do 2018.)., ¢lan
povjerenstva Ministarstva zdravstva za dodje-
lu zvanja primarijus (2004.-2011.), ¢lan povje-
renstva (grupe za planiranje ljudskih resursa)
Ministarstva zdravstva za izradu strategije ra-
zvoja zdravstva od 2012. do 2020. (od 2012.),
¢lan i predsjednik povjerenstva za izradu i pra-
Cenje provedbe strategije za zastitu mentalnog
zdravlja Ministarstva zdravstva (2017.-2018.),
predsjednik povjerenstva za izradu i pracenje
provedbe Nacionalne strategije zastite mental-
nog zdravlja od 2018. do 2030. (od 2018.).

Bio je ¢lan Povjerenstva za lijekove od 1993. do
2000., ¢lan upravnog odbora HLZ-a - PodruZni-
ca Zagreb i predsjednik Zagrebac¢ke podruznice
HLZ-a 0d 2004. do 2009., ¢lan Glavnog odbora
predsjedni$tva HLZ-a te predsjednik Suda ¢asti
Hrvatskog lije¢ni¢kog zbora (od 2013., reiza-
bran 2017.), predsjednik skupstine Hrvatske
lije¢ni¢ke komore (2011.-2015.), ¢lan pred-
sjednistva Udruge poslodavaca u zdravstvu (od
1999.), njezin predsjednik od 2003. do 2013.,
dopredsjednik od 2013. Bio je jedan od osni-
vaca i prvi predsjednik , Hrvatskog drustva za
psihijatriju i pravo“ (2003.-2008.), ¢lan izvrs-
nog odbora HDPP-a (2008-2015).

Tijekom Domovinskog rata bio je jedan od glav-
nih organizatora psihijatrijske sluzbe. Od 1991.
do 1992. bio je zamjenik, a od 1992. procelnik
Odjela za dusevno zdravlje Glavnog stozera Mi-
nistarstva zdravstva RH. Od 1995. bio je ¢lan

kriznog stozera Ministarstva zdravstva RH.

for the Protection of Persons with Mental Issues
(1998-2015), a member of the Commission for
the Expert Supervision of the Croatian Medical
Chamber (from 2005), a member of the Commit-
tee of the City Office of Health (and social ser-
vices) for Addiction Prevention Programs (1997-
2014), a member of the Health Advisory Board of
the Zagreb City Council (2010-2015), member of
the Committee for Psychiatry of the Ministry of
Health (in all the mandates, from 1996 to 2018), a
member of the Ministry of Health committee for
selecting chief physicians (2004-2011), a member
of the committee (of the human resources plan-
ning group) of the Ministry of Health for the plan-
ning of the National Health Care Strategy 2012-
2020 (from 2012), a member and the president of
the commission for the development and moni-
toring of the implementation of the strategy for
the protection of mental health of the Ministry of
Health (2017-2018), the president of the commit-
tee for the development and monitoring of the im-
plementation of the National Strategy for the Pro-
tection of Mental Health 2018-2030 (since 2018).

He was a member of the Committee on Medica-
tion from 1993 to 2000, a member of the Man-
agement Board of the CPA chapter in Zagreb and
the president of the Zagreb CPA chapter from
2004 to 2009, a member of the Main Board of
the presidency of the CPA and the president of
the Court of Honour of the Croatian Physicians
Association (from 2013, re-elected in 2017). He
was the president of the Council of the Croatian
Medical Chamber (2011-2015), member of the
presidential committee of the Croatian Health
Employers Association (from 1999), its president
from 2003 to 2013 and vice-president since 2013.
He was one of the founders and the first presi-
dent of the Croatian Association for Psychiatry
and Law (CAPL) and the member of the executive
board of CAPL (2008-2015).

During the Homeland War he was one of the
main organizers of psychiatric services. From
1991 to 1992 he was the deputy, and since 1992
the head of the Department for Mental Health of
the General Staff of the Ministry of Health of the
Republic of Croatia. In 1995 he was a member of
the Crisis Staff of the Ministry of Health of the
Republic of Croatia.



ZasluZio je mnoga priznanja: Spomenica do-
movinskog rata 1991., pohvala Predsjednika
Republike dr. Franje Tudmana za doprinos u
obrani Domovine, medalja ,Bljesak”, medalja
,Oluja“, medalja ,Ljeto 95 odlikovanje Re-
dom Danice Hrvatske s likom Katarine Zrinske
(1996.), povelja, diploma, zahvalnica Ladislav
Rakovac HLZ-a, Nagrada grada Zagreba 2008.

godine.

Jedino $to mu je bilo vaznije od njegova posla
bila je njegova obitelj. Supruga Branka, djeca
Katarina, Mislav i Matija, unuci Juraj i Jona bili
su mu radost i podrska. S njima je zivio u skla-
du sa svojim vrijednostima. Nikad nije zabora-
vio od kuda potjece i uvijek je znao kamo ide.
Krasila ga je nacionalna osvijestenost, vjera,
empatija i briga za bliZnjega. Brinuo je za one
koji pate, zalagao se za svakoga - i za psihijatra

i za psihijatrijskog bolesnika.

Vlado Juki¢ je bio prije svega Covjek. Bio je oni
lije¢nik, psihijatar, forenzicar, primarijus, dok-
tor znanosti, redoviti profesor u trajnom zva-
nju, ravnatelj, predsjednik Hrvatskog psihija-
trijskog drustva, autor i urednik knjiga, mentor
ivoditelj projekata. Ali, prije svega bio je dobar
¢ovjek. I posten ¢ovjek. I velik.

Koliko god je sada tesko svima koji smo ga po-
znavali i s njim suradivali, koliko god smo sada
tuzni, mozemo biti nadasve ponosni §to smo
Zivjeli s njim. On je svoj san ostvario, a mnogo
je nas, njegovih suradnika, bolesnika, prijatelja,

bilo dijelom toga sna.

Neki ljudi ne mogu umrijeti, jer su ostavili toli-
ko dubok trag u srcima onih s kojima su zivjeli,
jer su ostavili toliko velika i snazna djela kroz
koja ¢e i dalje zivjeti. Ti si, dragi Vlado, jedan od
tih besmrtnih ljudi.

Zato, za sve $to si napravio za hrvatsku psihi-
jatriju, za hrvatsku psihijatrijsku publicistiku,
za svoje Vrapce, za svoju Hrvatsku i za sve nas

prijatelje, neka ti je vje¢na hvala.

Anda Rai¢ i DraZen Begi¢

He received many awards and commendations:
the Homeland War of 1991 Memorial, the Com-
mendation of the President of the Republic Dr
Franjo Tudman for Contributions in the Defence
of the Homeland, the “Bljesak” medal, the “Oluja”
medal, the “Ljeto 95” medal, the Order of Dani-
ca Hrvatska with the Image of Katarina Zrinska
(1996), the Ladislav Rakovac charter, certificate
and letter of thanks of the CPA and the City of
Zagreb Award in 2008.

The only thing that was more important to him
than his work was his family. His wife Branka, his
children Katarina, Mislav and Matija and grand-
children Juraj and Jona were a source of joy and
support. He lived his life with them according to
his values. He never forgot where he came from
and always knew where he was going. Prof Juki¢
was marked by a patriotic sensibility, faith, em-
pathy and care for his fellow man. He cared for
those who suffered, and advocated for everyone

- both psychiatrists and psychiatric patients.

Vlado Juki¢ was above all a Human Being. He was
a physician, psychiatrist, forensic expert, chief
physician, Doctor of Philosophy, tenured full
professor, hospital director, the president of the
Croatian Psychiatric Association, an author and
editor of books and a mentor and project leader.
But above all that, he was a good man. And an

honest man. And a great one.

As hard as it is now for everyone who knew him
and worked with him, as sad as we now are, we can
be proud that we lived with him. He had achieved
his dream, and many of us, his colleagues, pa-
tients, friends, were part of that dream.

Some people cannot die, because they have left
such a deep mark on the hearts of those they have
lived with, because they have left such great and
powerful works that will live on. You, dear Vlado,

are one of these immortals.

Thus, for everything you have done for Croatian
psychiatry, for Croatian psychiatric publishing,
for your Vrapce Hospital, for your Croatian home-
land and for us your friends, we will be eternally
grateful.

Anda Rai¢ i Drazen Begic¢
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Upute
autorima

O casopisu

Socijalna psihijatrija je recenzirani ¢asopis koji je namijenjen objavljiva-
nju radova iz podrudja socijalne psihijatrije, ali i iz klinicke psihijatrije i
psihologije, biologijske psihijatrije, psihoterapije, forenzicke psihijatri-
je, ratne psihijatrije, alkohologije i drugih ovisnosti, zastite mentalnog
zdravlja osoba s intelektualnim tegko¢ama i razvojnim poremecajima,
epidemiologije, deontologije, organizacije psihijatrijske sluzbe. Prakti¢-
ki nema podrug¢ja psihijatrije iz kojeg do sada nije objavljen pregledni
ili strué¢ni rad.

Svi radovi trebaju biti pisani na hrvatskom i engleskom jeziku.

Svi zaprimljeni radovi prolaze kroz isti proces recenzije pod uvjetom da
zadovoljavaju i prate kriterije opisane u Uputama za autore i ne izlaze
iz okvira rada ¢asopisa.

Uredni$tvo ne preuzima odgovornost za gledista u radu - to ostaje is-
klju¢ivom odgovornoscu autora.

Casopis objavljuje sljedece vrste ¢lanaka: uvodnike, izvorne znanstve-
ne, stru¢ne i pregledne radove, prikaze bolesnika, lijekova i metoda,
kratka priopéenja, osvrte, novosti, prikaze knjiga, pisma urednistvu i
druge priloge iz podru¢ja socijalne psihijatrije i srodnih struka.
Iznimno Uredni$tvo ¢asopisa moze prihvatiti i drugu vrstu rada (pri-
godni rad, rad iz povijesti struke i sl.), ako ga ocijeni korisnim za ¢i-
tateljstvo.

Tijekom cijelog redakcijskog postupka, Socijalna psihijatrija slijedi sve
smjernice Odbora za etiku objavljivanja (Committee of publication ethics
- COPE), detaljnjije na: https://publicationethics.org/files/Code%20
0f%20Conduct_2.pdf, kao i preporuke ponasanja, izvjestavanja, ure-
divanja i objavljivanja znanstvenih radova u ¢asopisima medicinske
tematike kojeje objavio Medunarodni odbor urednika medicinskih
¢asopisa (International Committee of Medical Journal Editors - ICMJE),
detaljnije na: http://www.icmje.org/journals-following-the-icmje-re-
commendations/.

Urednici ¢asopisa Socijalna psihijatrija takoder su obvezni osigurati
integritet i promicati inovativne izvore podataka temeljenih na doka-
zima, kako bi odrzali kvalitetu i osigurali utjecaj objavljenih radova u
¢asopisu, a sukladno nacelima iznesenim u Sarajevskoj deklaraciji o
integritetu i vidljivosti (https://www.ncbi.nlm.nih.gov/pmc/articles/
PM(C5209927/).

Urednistvo

Svaki rad zaprimljen u Uredni$tvu ¢asopisa Socijalna psihijatrija pregle-
dava glavni urednik. Ako rad ne zadovoljava kriterije opisane u Upu-
tama za autore, glavni urednik ¢asopisa rad vra¢a autoru. Radovi koji

zadovoljavaju uvjete bit ¢e upuceni na recenziju.

Recenzija

Radovi koji su pisani prema Uputama za autore, $alju se na recenziju.
Casopis Socijalna psihijatrija recenzentima savjetuje da se pridrzavaju
uputa u Uputama za recenzente koje su dostupne na mreznim strani-

cama Casopisa.

Instructions
to authors

Aim & Scope

Socijalna psihijatrija is a peer-reviewed journal intended for publication
of manuscripts from the fields of social psychiatry, clinical psychiatry
and psychology, biopsychology, psychotherapy, forensic psychiatry, war
psychiatry, alcoholism and other addictions, mental health protection
among persons with intellectual and developing disabilities, epidemi-
ology, deontology and psychiatric service organisations.

All manuscripts must be written in the Croatian and English language.
All manuscripts undergo the same review process if they follow the
scope of the Journal and fulfil the conditions according to the Author
guidelines.

The Editorial board will not take the responsibility for the viewpoint
of the Author’s manuscript - it remains the exclusive responsibility
of an Author.

Socijalna psihijatrija publishes the following types of articles: editorials,
original scientific papers, professional papers, review’s, case reports,
reports on drugs and methods of treatment, short announcements,
annotations, news, book review’s, letters to the editor, and other pa-
pers in the field of social psychiatry.

Exceptionally, the Editorial board can accept other kinds of paper (so-
cial psychiatry event paper, social psychiatry history-related paper,
etc.).

During the whole peer-reviewed process, the Socijalna psihijatrija jour-
nal follows the Committee of publication ethics (COPE) guidelines
(https://publicationethics.org/files/Code%200f%20Conduct_2.pdf)
as well as the “Recommendations for the conduct, reporting editing,
and publication of scholarly work in medical journals” set by the Inter-
national Committee of Medical Journal Editors (ICMJE - http://www.
icmje.org/journals-following-the-icmje-recommendations/).

Editors at the Socijalna psihijatrija journal pay close attention to the in-
tegrity and visibility of scholarly publications as stated in Sarajevo Dec-
laration (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5209927/).

Editorial board

Each received manuscript is evaluated by the Editor-in-Chief. The
manuscripts that do not meet the main criteria listed in the Author
guidelines are returned to the Author. Manuscripts that are qualified

are processed further.

Peer-review
Manuscripts that meet the scope of the Journal and are prepared ac-
cording to the Author guidelines are sent to peer-review.

Socijalna psihijatrija advises its reviewers to adhere to the Journal’s

Guidelines for peer-reviewers available on the Journal webpage.



Eticki kodeks

Podrazumijeva se da su svi autori radova suglasni o publikaciji i da nije-
dan dio rada nije prije publikacije u Socijalnoj psihijatriji ve¢ bio objavljen
u drugom ¢asopisu te da nije u postupku objavljivanja u drugom ¢asopisu.
Uredni$tvo moze objaviti neki ve¢ prije tiskani tekst uz dogovor s au-
torima i izdavacima.

Rad objavljen u Socijalnoj psihijatriji smije se objaviti drugdje bez do-
pustenja autora, urednistva i izdavaca, uz navod da je ve¢ objavljen u
Socijalnoj psihijatriji.

Autorska pravai licence

Nakon $to je rad prihvaden autori moraju jam¢iti da su sva autorska
prava na rukopis prenesena u ¢asopis Socijalna psihijatrija. Izdava¢ (Me-
dicinska naklada d.o.0.) ima pravo reproducirati i distribuirati ¢lanak u
tiskanom i elektroni¢kom obliku bez trazenja dopustenja od autora. Svi
objavljeni rukopisi podlijezu licenci Creative Commons Attribution koja
korisnicima omogucuje ¢itanje, preuzimanje, kopiranje, distribuiranje,
ispis, pretraZzivanje ili povezivanje punih tekstova ovih ¢lanaka u bilo
kojem mediju ili formatu. Takoder, korisnici mogu mijenjati tekst pod
uvjetom da je originalni rad pravilno naveden i bilo kakva promjena
pravilno naznacena. Potpuna zakonska pozadina licence dostupna je
na: https://creativecommons.org/licenses/by/4.0/legalcode

Sukob interesa

Casopis Socijalna psihijatrija potie i podrzava sve autore i recenzente
da prijave potencijalne sukobe interesa kako bi se osigurala transparen-
tnost prigodom pripreme i recenzije radova. Prema ICMJE-u: ,,Sukob
interesa postoji ako autorove (ili institucija u kojoj je autor zaposlen) fi-
nancijske (zaposlenje, u posjedu dionica, placeni honorar), akademske,
intelektualne ili osobne veze neprimjereno utje¢u na njegove odluke®
(detaljnije objagnjenje dostupno je na mreznim stranicama ICMJE-a:

http://www.icmje.org/conflicts-of-interest/).

Otvoreni pristup
Casopis Socijalna psihijatrija je Easopis otvorenog pristupa i njegov je

sadrzaj dostupan besplatno na mreznim stranicama ¢asopisa.

Naplata troskova prijevoda radova

Autor snosi dio trogkova prijevoda na engleski ili hrvatski jezik, odno-

sno lektoriranja rada.

Oprema rukopisa

Rad i svi prilozi dostavljaju se iskljucivo u elektroni¢kom obliku. Prepo-
ruéena duljina teksta iznosi do 20 kartica (1 kartica sadrzi 1800 znako-
va s razmacima). Tekstove treba pisati u Wordu, fontom postavljenim
za stil Normal, bez isticanja unutar teksta, osim rijeci koje trebaju biti
u boldu ili italiku. Naslove treba pisati istim fontom kao osnovni tekst
(stil Normal), u poseban redak, a hijerarhiju naslova moZe se oznaditi
brojevima (npr. 1., 1.1, 1.1.1. itd.).

Autoru koji je zaduzen za dopisivanje treba navesti titulu, ime i prezi-
me, adresu, grad, drzavu i adresu e-poste. Takoder je potrebno navesti i
ORCHID identifikatore svih autora (vi$e na https://orcid.org/register).
Naslovna stranica rada sadrzi: naslov i skraceni naslov rada, puna
imena i prezimena svih autora, naziv ustanova u kojima rade. SaZzetak
treba sadrzavati do 200 rije¢i. U saZetku treba navesti temu i svrhu
rada, metodologiju, glavne rezultate i kratak zaklju¢ak. Uz sazetak tre-
ba navesti 3 do 5 klju¢nih rijeci koje su bitne za brzu identifikacijsku
klasifikaciju sadrZaja rada.

Znanstveni i stru¢ni radovi sadrze ove dijelove: saZetak, uvod, cilj rada,
metode, rezultati, rasprava i zakljuéci.

Uvod je kratak i jasan prikaz problema; u njemu se kratko spominju
radovi onih autora koji su u izravnoj vezi s istrazivanjem §to ga rad

prikazuje.
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All the submissions are accepted with the understanding that they
have not been and will not be published elsewhere in any substantially
format.
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can republish previously published manuscripts.

The manuscript published in Socijalna psihijatrija can be published
elsewhere without the permission of the Author, Editorial board and
Publisher, with the note that it has already been published in Socijalna
psihijatrija.

Copyright and publication licence

After a manuscript is accepted for publication, the Authors must guar-
antee that all copyrights of the manuscript are transferred to Socijalna
psihijatrija. The publisher (Medicinska naklada d.o.0.) has the right to
reproduce and distribute manuscripts in printed and electronic form
without asking permission from Authors. All manuscripts published
on line are subject to the Creative Commons Attribution License
which permits users to read, download, copy, distribute, print, search,
or link to the full texts of these articles in any medium or format. Fur-
thermore, users can remix, transform, and build upon the material,
provided the original work is properly cited and any changes properly
indicated. The complete legal background of the license is available at:

https://creativecommons.org/licenses/by/4.0/legalcode.
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Cilj je kratak opis §to se namjerava istrazivati, tj. $to je svrha istrazi-
vanja.

Metode se prikazuju tako da se ¢itatelju omoguci ponavljanje opisanog
istrazivanja. Metode poznate iz literature ne opisuju se, ve¢ se navo-
de izvorni literaturni podatci. Ako se navode lijekovi, rabe se njihova
genericka imena (u zagradi se moze navesti njihovo tvorni¢ko ime).
Rasprava sadrzi tumacenje dobivenih rezultata i njihovu usporedbu
s rezultatima drugih istraZivaca i postoje¢im spoznajama na tom po-
drugju.U raspravi treba objasniti vaznost dobivenih rezultata i njihova
ogranic¢enja, uklju¢ujudi i implikacije vezane uz buduc¢a istrazivanja,
ali uz izbjegavanje izjava i zaklju¢aka koji nisu potpuno potvrdeni do-
bivenim rezultatima.

Zakljuéci trebaju odgovarati postavljenom cilju istrazivanja i temeljiti
se na vlastitim rezultatima.

Tablice treba smjestiti unutar Word-dokumenta na kraju teksta, a
oznaciti mjesto njihovog pojavljivanja u tekstu. Ako se tablica daje u
formatu slike (tj. nije izradena u Wordu), za nju vrijede upute kao za
slike. Svaka tablica treba imati redni broj i naslov.

Slike treba priloziti kao posebni dokument u .tiff ili .jpg (.jpeg) forma-
tu, minimalne rezolucije 300 dpi. Uz redni broj svaka slika treba imati
legendu. Reprodukciju slika i tablica iz drugih izvora treba popratiti
dopustenjem njihova autora i izdavaca.

Rad moze sadrzavati i zahvalu na kraju teksta.

U tekstu se literaturni podatak navodi arapskim brojem u zagradi.

Literatura

Casopis Socijalna psihijatrija usvojila je Vancouverski stil citiranja li-
terature, prema standardima ICMJE koji preporucuju citiranje djela
objavljena u cijelosti, odnosno ona koja su javno dostupna, $to ujedno
znaci da treba izbjegavati navodenje saZetaka, usmenih priopcéenjaisl.
Ponovno citiranje nekog rada treba ozna¢iti istim brojem pod kojim je
prvi put spomenut.

Prigodom doslovnog navodenja izvatka iz drugog teksta koriste se na-
vodnici. Ovaj nadin citiranja treba koristiti samo u slu¢ajevima kada
se informacija ne moze kvalitetno preformulirati ili saZeti (npr. kod
navodenja definicija).

Sekundarno citiranje odnosi se na slu¢aj kada autor koristi navod iz
djela kojemu nema pristup, ve¢ je do navoda dosao posredstvom dru-
gog rada u kojem je izvorni rad citiran. Ovaj na¢in citiranja treba izbje-
gavati gdje god je to moguce, odnosno uvijek treba pokusati pronaci
izvorno djelo. Ako to nije moguce, u popisu literature se navodi rad koji

je zaista koristen, a ne rad u kojem je informacija primarno objavljena.

1. Autori

Ako djelo ima $est autora, navode se svi autori. Ako djelo ima vige od
Sest autora, navodi ih se prvih Sest, a ostali se ozna¢avaju kraticom et
al. ili i sur. Prvo se navodi prezime, a potom inicijali imena. Vise inicijala

imena iste osobe pise se bez razmaka.

2. Naslov i podnaslov rada
Prepisuju se iz izvornika i medusobno odvajaju dvotockom. Samo prva
rije¢ naslova i vlastita imena (osobna, zemljopisna i dr.) pisu se velikim

pocetnim slovom.

3. Naslov casopisa

Naslovi ¢asopisa skra¢uju se sukladno sustavu koji koristi MEDLINE
(popis kratica dostupan je na adresi: http://www.ncbi.nlm.nih.gov/
nlmcatalog/journals). Naslov ¢asopisa se ne skracuje ako se on ne na-

lazi na prethodno navedenom popisu kratica.

4. Numericki podatci o ¢asopisu

Arapskim brojkama upisuju se podatci koje se moze pronaci u samom
izvorniku ili u nekoj bibliografskoj bazi podataka i to sljede¢im redom:
godina, volumen ili svezak, sve§¢i¢ ili broj (engleski issue ili number

- no.), dio (engleski part), dodatak (engleski supplement ili suppl.),

and conclusion. The summary should be followed by 3 to 5 key words
for easy identification and classification of the content of the article.
Original scientific and professional papers should be arranged into
sections as follows: summary, introduction, aim, methods, results,
discussion and conclusion.

The Introduction section is a short and clear overview; it briefly men-
tion Authors involved with the research of the paper.

The Aim section briefly describes the goals and intentions of the re-
search, i.e. the point of the research.

The Methods section should be presented in such way as to allow the
reader to replicate them without further explanation. Methods known
from the literature need not be described but should simply be referred
to by their generic names (trade names should be given in parentheses).
The Discussion section includes the results and their comparison with
the results of other researchers and well known scientific knowledge in
that area. It should also explain the significance of the results and their
limitations, including implications regarding future studies, statements
and conclusions that are not verified by the results should be avoided.
The Conclusions section should correspond to the aim of the study and
be based on its results.

Tables should be placed at the end of the text in the Word document
and with an indication where they are to appear in the published ar-
ticle. If the table is submitted as an image (i.e. is not constructed in
Microsoft Word), the same instructions as for images apply.

Images should be submitted separately in .tiff or .jpg (jpeg) format,
with a minimum resolution of 300 dpi. Every image should have a
number and caption. Reproduction of images and tables from other
sources should be accompanied by a full reference and authorization
by their Authors and Publisher.

The manuscript may have an acknowledgement at the end of the text.

References should be written with Arabic numerals in parentheses.

References

Socijalna psihijatrija applies the Vancouver referencing style according to
the International Committee (ICMJE) standards. ICMJE recommends
citation of the complete manuscripts, i.e. publicly accessible manu-
scripts, meaning that summaries, announces, etc. should be avoid.
Repeated citing of a manuscript should be marked by the same number
as when it is mentioned for the first time.

Quotation marks should be used when citing another text. This mode
of citation should only be used when the information cannot be prop-
erly reformulated or summarized (e.g. when referring to a definition).
Secondary citations refer to cases when Authors quote a passage from an
inaccessible work to using a different text than the one where the quote
originated. This kind of quotation should be avoided as much as possible
i.e. always try to find the original scientific manuscript. In cases when it
is not possible, the manuscript should cite the work that was used and

not the work in which the information was primarily published.

1. Authors

In case the manuscript has six or fewer Authors, all of them should be
listed. Should the manuscript have more than six Authors, the first six
should be listed and the rest of them marked with the abbreviation et al.
or i sur. First list the surname and then the initials of the first name(s).

Multiple initials for the same person should be written without spaces.

2. Title and subtitle

Titles and subtitles are copied from the original and separated by a colon.

Only the first word of the title and name are written in capital letters.

3. Journal title

Journal titles are shortened according to the MEDLINE system (a list
of abbreviations is available at: http://www.ncbi.nlm.nih.gov/nlmcata-
log/journals). The title of the journal is not shortened if fit is not found

in the abovementioned shortcut list.



stranice (engleski pages). Broj sves¢i¢a upisuje se u okruglu zagradu, a
obvezno ga je upisati ako paginacija (numeracija) svakog sves¢ica po-
¢inje od 1. Ako ne moZete prepoznati broj/sves¢i¢ ¢asopisa (primjerice,
kad su sves¢ici uvezani), taj se podatak moze izostaviti. Stranice rada

se upisuju od prve do zadnje.

Primjer:

Kingdon DG, Aschroft K, Bhandari B, Gleeson S, Warikoo N, Symons
M et al. Schizophrenia and borderline personality disorder: similarities
and differences in the experience of auditory hallucinations, paranoia
and childhood trauma. J Nerv Ment Dis 2010; 10(6): 399-403.

5. Izdanje knjige
Navodi se rednim brojem i kraticom izd. Rednom broju sveska knjige

(ako je djelo u vise svezaka) prethodi oznaka sv.

6. Grad izdanja

Upisuje se prvi grad naveden u izvorniku, za sve ostale se dodaje itd.

(engleski etc.).

7. lzdavac¢

Prepisuje se iz izvornika.

8. Godina izdanja

Prepisuje se s naslovne stranice, a ako nije navedena godina izdanja,
biljezi se godina copyright-a © koja se ¢esto nalazi na poledini naslovne
stranice.

Primjer:
Kring AM, Johnson SL, Davison GC, Neale JM. Abnormal Psychology.
New York: Wiley, 2013.

9. Poglavlje u knjizi
Opisuje se prvo autorima i naslovom poglavlja, nakon ¢ega slijede
podatci o knjizi. Ispred navodenja urednika knjige stavlja se rije¢ u:

(engleski in:), a iza u okrugloj zagradi ur. (engleski ed.)

Primjer:

Millon T. Brief History of Psychopathology. In: Blaney PH, Millon T
(eds.) Oxford Textbook of Psychopathology. New York: Oxford Uni-
versity Press, 2009.

10. Stranica knjige

Navode se samo ako se citira dio knjige, uz oznaku str. (engleski pages).

Primjer:
Mimica N. Delirij. U: Begi¢ D, Juki¢ V, Medved V. (ur.). Psihijatrija. Za-
greb: Medicinska naklada, 2015, str. 84-86.

11. URL/Web adresa

Obavezno se navodi za mreZne izvore.

12. Datum koristenja/pristupa

Obavezno se navodi za mrezne izvore.

13. DOI

Ako postoji, obavezno se navodi za mreZne izvore.

Primjer:

Cook A, Spinazzola J, Ford J, Lanktree C, Blaustein M, Cloitre M,
DeRosa R, Hubbard R, Kagen R, Liautaud J, Mallah K, Olafson E,van
der Kolk B. Complex trauma in children and adolescents. Psych Ann
2005; 35(5): 390-398. Preuzeto 14. listopada 2017. shttps://doi.
org/10.3928/00485713-20050501-05.

4. Numerical journal data
The data that can be found in the original or in any of the bibliographic

database should be written in Arabic numerals, in the following order:
year, volume, issue, part, supplement, pages. Issue number is entered
in parentheses and it is required to enter it starting from 1. In case
the issue of the Journal cannot be recognized (e.g. when the issues
are bonded), that data may be omitted. The page numbers are written
from first to last.

E.g

Kingdon DG, Aschroft K, Bhandari B, Gleeson S,Warikoo N, Symons
Metal. Schizophrenia and borderline personality disorder: similarities
and differences in the experience of auditory hallucinations, paranoia
and childhood trauma. J Nerv Ment Dis 2010; 10(6): 399-403.

5. Book issue

Book issue is indicated by the ordinary number and the abbreviation
“Ed”. In case the book has more than one volume, use the abbreviation
“Vol”.

6. City of issue

Insert only the first city from the original work. For every additional

city, use the abbreviation etc.

7. Publisher
Copy from the original.

8. Year of issue

Copy it from the main page. In case the year is not indicated, the cop-

yright year should be written (it can be found at the end of the book).

E.g
Kring AM, Johnson SL, Davison GC, Neale JM. Abnormal Psychology.
New York: Wiley, 2013.

9. Book chapter

Book chapter should list the authors and title followed by book data.
Use the abbreviation “In” before the Editor’s name:

E.g

Millon T. Brief History of Psychopathology. In: Blaney PH, Millon T
(eds.) Oxford Textbook of Psychopathology. New York: Oxford Uni-
versity Press, 2009.

10. Book page
Book pages are marked with “pages” only if a part of the book is being
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