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Povezanost lucidnih snova, obrambenih mehanizama 
i psihičkih tegoba

/ The Relationship Between Lucid Dreams, Defense 

Mechanisms and Mental Difficulties

Marija Ivanović1, Nataša Šimić2
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/ 1Julije Kempf Elementary School in Požega, Požega, Croatia; 2University of Zadar, Department of Psychology, Zadar, 

Croatia

ORCID ID: 0000-0002-8747-8036

ORCID ID: 0000-0002-4215-3668

Lucidni su snovi hibridni fenomeni između spavanja i budnosti, s velikim terapijskim potencijalom. Tako je 

moguće proučavati kontinuitet psihopatologije i emocionalne regulacije u budnosti i snovima putem obrambenih 

mehanizama. Dosadašnja malobrojna istraživanja potvrđuju da multidimenzionalan pristup lucidnom sanjanju 

posljedično ima drugačije implikacije u objašnjenju (mal)adaptivnosti ovog fenomena za psihičko zdravlje. Cilj 

ovog istraživanja bio je ispitati odnose pojedinih dimenzija lucidnog sanjanja s varijablama psihopatološkog 

distresa. Upitnik obrambenih stilova (DSQ-40), Kratki inventar simptoma (BSI) te Upitnik frekvencije i intenziteta 

lucidnosti (FILD) primijenjeni su u online uzorku od 665 sudionika. Prvi put primijenjen na hrvatskom uzorku, 

FILD upitnik je pokazao zadovoljavajuće psihometrijske karakteristike. Sukladno hipotezi kontinuiteta, utvrđene 

su značajne pozitivne povezanosti negativnih emocija, broja buđenja, tehnika indukcije te frekvencije lucidnosti 

sa simptomima psihopatologije. Štoviše, dobivene su negativne značajne povezanosti kvalitete spavanja, želje za 

novim lucidnim snom, pozitivnih emocija te intenziteta lucidnosti sa ispitanim simptomima, kao i različiti obrasci 

povezanosti obrambenih mehanizama s dimenzijama lucidnosti u snovima. Dobiveni rezultati pokazuju kako su, 

pored kvalitete spavanja, broja buđenja i želje za novim lucidnim snom, emocionalnost i tehnike indukcije važne 

odrednice psihološke dobrobiti lucidnih sanjača. Ovo ja bitan pomak u dosadašnjim istraživanjima i razumijevanju 

višedimenzionalnosti lucidnog sanjanja.

/ Lucid dreams are hybrid phenomena between sleep and wakefulness, with great therapeutic potential. Thus, it is 

possible to study the continuity of psychopathology and emotional regulation in wakefulness and dreams through 

defense mechanisms. Only few studies so far have confirmed that a multidimensional approach to lucid dreaming 

consequently has different implications in explaining the (mal)adaptability of this phenomenon to mental health. 

The aim of this study was to examine the relationships of different dimensions of lucid dreaming with variables of 

psychopathological distress. The Defense Style Questionnaire (DSQ-40), the Short Symptom Inventory (BSI) and the 

Frequency and Intensity Questionnaire (FILD) were applied online in a sample of 665 participants. First applied to a 

Croatian population sample, the FILD questionnaire showed satisfactory psychometric characteristics. According to 

the continuity hypothesis, significant positive associations of negative emotions, number of awakenings, induction 

techniques and frequency of lucid dreams with symptoms of psychopathology were found. Moreover, negative significant 

correlations between sleep quality, desire for a new lucid dream, positive emotions and intensity of lucid dreams with 

the examined symptoms were found, as well as different patterns of defense mechanisms with lucidity dimensions in 

dreams. The obtained results show that, in addition to the quality of sleep, the number of awakenings and the desire for 

a new lucid dream, emotionality and induction techniques are important determinants of the psychological well-being 

of lucid dreamers. This represents a significant shift in research and understanding of the multidimensionality of lucid 

dreaming so far.
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UVOD 

Tijekom spavanja u odnosu na budnost, značaj-

ke svijesti bitno se mijenjaju. To je još Freud (1) 

opisao primitivnim, animalističkim mišljenjem, 

koje je danas neurobiološki potvrđen regresiv-

nim oblikom kognicije. Snovi najčešće nastaju 

u REM fazi spavanja, kad se električna aktiv-

nost mozga smanjuje u području prefrontalnog 

korteksa čime su onemogućene sposobnosti 

uvida, logičnog mišljenja i donošenja odluka 

(2). Spavač je tako pasivan, bez kontrole nad 

radnjom sna, a samo je iskustvo sanjanja dina-

mično i emocionalno intenzivno kao stvarnost 

(3). U odnosu na kvantitativne, ovakvi kvalita-

tivni aspekti spavačeve svijesti, poput paralize 

spavanja, hipnagognih halucinacija i konfuzija 

pri buđenju (4), još uvijek su manje istraženi. 

Watson (5) je empirijski podijelio iskustva pri 

spavanju na mnoštvo netipičnih fenomena pri 

sanjanju (i prijelazima k budnosti) te na doživ-

ljaj lucidnosti u snovima, što je definirao kao 

svijest pojedinca da sanja tijekom sna te da ima 

kontrolu nad radnjom sna.

Ovaj fenomen odavno ima kulturološko i reli-

gijsko značenje (6). Udaljavanjem od spiritua-

lizma i parapsihologije dvadesetim stoljećem 

počinju znanstvena istraživanja lucidnosti 

(7,8). Od 1970-ih, u sklopu transpersonalne 

psihologije ispituje se odnos s meditacijom i 

psihološkim blagostanjem (9). Hearne (10) je 

ubrzo demonstrirao da motorička aktivnost 

nije potpuno inhibirana tijekom REM spa-

INTRODUCTION 

During sleep as opposed to wakefulness, the 

characteristics of consciousness change signifi-

cantly. This was described by Freud (1) in prim-

itive, animalistic thinking, which is today neu-

robiologically confirmed by a regressive form of 

cognition. Dreams are the most common in REM 

sleep, when brain activity decreases in the area of 

the prefrontal cortex, impeding insights, logical 

opinions and decision making (2). Therefore, the 

sleeper is passive, without control over the action 

of the dream, and the experience of dreaming is 

as dynamic and emotionally intense as reality (3). 

Compared with the quantitative aspects of sleep, 

these qualitative aspects of sleep consciousness, 

such as sleep paralysis, hypnagogic hallucinations 

and waking confusion (4), are still less explored. 

Watson (5) empirically divided sleep experiences 

into a multitude of atypical phenomena in dream-

ing (and transitions to wakefulness) and the ex-

perience of lucidity in dreams, which he defined 

as an individual‘s awareness to dream during a 

dream and to have control over a dream.

This phenomenon has long had cultural and reli-

gious significance (6). By moving away from spir-

itualism and parapsychology, scientific research 

into lucidity began in the twentieth century (7,8). 

Since the 1970s, as part of transpersonal psychol-

ogy, the relationship with meditation and psycho-

logical well-being has been examined (9). Hearne 

(10) soon demonstrated that motor activity is 

not completely inhibited during REM sleep. His 

technique of signaling the onset of lucidity with 
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vanja. Njegovu tehniku signalizacije početka 

lucidnosti voljnim okulomotornim pokretima 

usvojio je i La Berge (11), čime je započela era 

psihofizioloških i neurobioloških ispitivanja. 

Daljnjim je istraživanjima lucidnost potvrđe-

na kao hibridno stanje svijesti sa značajkama 

i budnosti i nelucidnog sna. U određenim su 

moždanim strukturama utvrđene strukturne 

i fiziološke razlike pri pojavi lucidnih u od-

nosu na nelucidne REM snove (12), što može 

objasniti njihovu različitu fenomenologiju. Lu-

cidni su snovi tako popraćeni višom razinom 

dosjećanja, uvida, kontrole, refleksivnosti, di-

socijacije te pozitivnih emocija. Isto ne vrijedi 

za njihovu realističnost i popratne negativne 

emocije. Sadržajno gledano, postoji više slič-

nosti nego razlika pa u lucidnim snovima i da-

lje mogu perzistirati iracionalne misli, njihovo 

dosjećanje nije uvijek učestalije te je percepcija 

i dalje vrlo slična onoj u budnosti (13).

Moderna su istraživanja utvrdila osnovna 

obilježja lucidnih snova, a najvažnije je uvid, 

metakognitivna spoznaja o trenutnom stanju 

svijesti tijekom sna (14). Kontrola tijekom sna 

omogućava manipuliranje radnjom, a disocija-

tivnim mišljenjem lucidni sanjač zauzima per-

spektivu treće osobe. Česti su izvještaji u ko-

jima sanjači cijele scene lucidnosti vide poput 

filma na zaslonu (11). Pri uvježbavanju odre-

đenih radnji podudaraju se obrasci aktivnosti 

određenih kortikalnih regija i fizioloških para-

metara u lucidnom i budnom stanju (11), što 

može objasniti rezultate istraživanja (15) koji 

potvrđuju da je uvježbavanje određene radnje 

jednako učinkovito u oba stanja.

Lucidnost u snu doživi barem jednom tijekom 

života 55 % populacije, a 23 % barem jednom 

mjesečno (16). Incidencija spontane lucidnosti 

raste tijekom djetinjstva i adolescencije, s vr-

huncem u dobi od 16 godina, a potom ubrzano 

opada. Okidači takve nenamjerne lucidnosti 

najčešće su noćne more i emocije poput srama 

i ushita (17). Zahvaljujući tehnikama indukcije, 

lucidnost može postati i dobro naučena vješti-

voluntary oculomotor movements was also ad-

opted by La Berge (11), thus beginning the era of 

psychophysiological and neurobiological research. 

Further research confirmed lucidity as a hybrid 

state of consciousness, with features of both 

wakefulness and non-lucid sleep. In certain brain 

structures, structural and physiological differenc-

es were found in the occurrence of lucid versus 

non-lucid REM dreams (12), which may explain 

their different phenomenology. Lucid dreams are 

thus accompanied by a higher level of memory re-

call, insight, control, reflexivity, dissociation and 

positive emotions. This was not confirmed with 

regard to their realism and accompanying nega-

tive emotions. In terms of their content there are 

more similarities than differences, so irrational 

thoughts can still persist in lucid dreams, their 

recall is not always more frequent and the per-

ception is still very similar to that in wakefulness 

(13).

Modern studies have established the basic char-

acteristics of lucid dreams, the most important 

of which is insight, i.e. metacognitive cognition 

of the current state of consciousness during 

the dream (14). Control during dream ensures 

manipulation of actions, and the lucid dreamer 

takes a third-person perspective by dissociative 

thinking. There are frequent reports in which 

dreamers see the whole scene of lucidity like a 

movie on a screen (11). When practicing specific 

actions, the patterns of activity of corresponding 

cortical regions and physiological parameters in 

lucid and awake states (11) coincide, which may 

explain the results of studies (15) which confirm 

that practicing certain actions is equally effective 

in both states.

55% of the population experience lucidity in a 

dream at least once in life and 23% experience 

it at least once a month (16). The incidence of 

spontaneous lucidity increases during childhood 

and adolescence, peaking at age 16 and then de-

clining rapidly. The triggers of such unintention-

al lucidity are most often nightmares and emo-

tions such as shame and elation (17). Thanks to 

induction techniques, lucidity can also become a 

well-learned skill. In dreams, there are frequent 



96

M. Ivanović, N. Šimić: Povezanost lucidnih snova, obrambenih mehanizama i psihičkih tegoba. 

Soc. psihijat. Vol. 49 (2021) Br. 2, str. 93-112.

na. U snovima su česte distorzije u kvantiteti i 

kakvoći objekata iz budnosti, koje osviještene 

u snu naznačuju početak lucidnosti (17). Ipak, 

nijedna od poznatih tehnika nije dovoljno veri-

ficirana kao valjana metoda indukcije (18). 

Istraživanja lucidnosti upitničkom metodom 

nedovoljno su česta. U ovom je području očita i 

heterogenost istraživačkog pristupa, koja pro-

izlazi iz samih kriterija lucidnosti utemeljenih 

na uvidu i/ili kontroli nad radnjom sna. Prva 

su istraživanja lucidne snove ispitivala jednom 

česticom, npr. „Koliko često doživljavate tzv. lu-

cidne snove?“ (19) i “Jeste li ikada imali san tije-

kom kojeg ste znali da sanjate?” (20), što se ubrzo 

pokazalo nedovoljno osjetljivom mjerom. Prvu 

ljestvicu lucidnosti predložio je Watson (5), dok 

su Voss i sur. (14) konstruirali obuhvatniju 

mjeru. Najveći doprinos ipak su dale autorice 

Aviram i Soffer-Dudek (21), razvojem Upitnika 

frekvencije i intenziteta lucidnih snova (FILD), 

koji se temelji na opširnijoj definiciji ovog fe-

nomena i mjeri četiri dimenzije: frekvenciju, 

intenzitet i emocionalnu valenciju lucidnih 

snova te frekvenciju korištenja sedam tehnika 

indukcije. 

Nekonzistentni rezultati dosadašnjih istraživa-

nja o povezanosti između lucidnosti s depre-

sijom (22,23), posttraumatskim stresnim po-

remećajem (24,25), disocijacijom (5,23,25-27) 

i shizotipijom (5,27) mogu se, barem dijelom 

objasniti i različitim operacionalizacijama lu-

cidnosti. Ispitujući ovaj fenomen s ostalim noć-

nim fenomenima povezanima sa shizotipijom i 

doživljajima disocijacije (5), lucidnost je proma-

trana kao intruzivna pobuđenost u snu (4,23), 

rani biljeg prikrivenog distresa (28) te indika-

tor loše kvalitete spavanja (4). Međutim, 65 % 

lucidnih sanjača naglašava njene prednosti, 

poput psihičkog i duhovnog blagostanja (29). 

Prema istraživanjima, unutarnji lokus kontro-

le, psihološka otpornost (23), bolje opće men-

talno zdravlje (30) te asertivnost, autonomija 

i samopouzdanje (31) također su bitne odlike 

lucidnih sanjača. Dimenzionalnim pristupom 

distortions in the quantity and quality of objects 

from wakefulness, which indicate the beginning 

of lucidity (17). However, none of the known 

techniques has been sufficiently verified as a valid 

method of induction (18).

Questionnaire-based lucidity research is insuf-

ficiently common. The heterogeneity of the re-

search approach is also evident in this area, which 

arises from the very criteria of lucidity based on 

insight and / or control over dream activity. The 

first studies examined lucid dreams with a single 

particle, e.g. “How often do you experience the 

so-called lucid dreams?” (19) and “Have you ever 

had a dream during which you knew you were 

dreaming?” (20), which soon proved to be an in-

sufficiently sensitive measure. The first scale of 

lucidity was proposed by Watson (5), while Voss 

et al. (14) constructed a more comprehensive 

measure. However, the greatest contribution was 

made by the authors Aviram and Soffer-Dudek 

(21), with the development of the Frequency and 

Intensity of Lucid Dreams Questionnaire (FILD), 

which is based on a broader definition of this 

phenomenon and measures four dimensions: fre-

quency, intensity and emotional valence of lucid 

dreams and the frequency of using seven induc-

tion techniques.

Inconsistent results of previous research on the 

association between lucidity with depression 

(22-23), post-traumatic stress disorder (24,25), 

dissociation (5, 23, 25-27) and schizotyping (5, 

27) can be explained, at least in part, by different 

operationalizations of lucidity. By examining this 

phenomenon with other nocturnal phenomena 

associated with schizotypy and dissociative ex-

periences (5), lucidity was observed as intrusive 

arousal in sleep (4, 23), an early marker of latent 

distress (28), and a poor sleep quality indicator 

(4). However, 65% of lucid dreamers emphasize 

its benefits, such as mental and spiritual well-be-

ing (29). According to studies, internal locus of 

control, psychological resilience (23), better gen-

eral mental health (30), assertiveness, autonomy, 

and self-confidence (31) are also essential charac-

teristics of lucid dreamers. With the introduction 

of the dimensional approach, the relationship 



97

M. Ivanović, N. Šimić: The Relationship Between Lucid Dreams, Defense Mechanisms and Mental Difficulties. 

Soc. psihijat. Vol. 49 (2020) No. 2, p. 93-112.

odnos između lucidnosti i mentalnog zdravlja 

postao je jasniji (21). Naime, potvrđeno je da 

frekvencija izazvanih lucidnih snova pozitivno 

predviđa simptome disocijacije i shizotipije, 

dok svijest u snu ne pridonosi psihološkoj do-

brobiti ni distresu. Nadalje, ključnim se poka-

zala sanjačeva percepcija pobuđenosti, tj. lucid-

nost visokog intenziteta i pozitivnog afekta im-

plicira manje distresa u odnosu na svijest bez 

kontrole, popraćenu negativnim afektima (21). 

Prema psihodinamskom pristupu, snovi su 

kraljevski put do nesvjesnoga (32). Povezani 

su s obrambenim mehanizmima, najranijim 

oblicima emocionalne regulacije koji štite od 

anksioznosti zbog intrapsihičkih konflikata i 

doprinose psihološkoj prilagodbi. Kad su zreli, 

obrambeni mehanizmi predviđaju mentalno 

i tjelesno zdravlje (33). Međutim, predugim i 

rigidnim korištenjem postaju maladaptivni pa 

ne čudi njihov pozitivan odnos sa psihopatolo-

gijom (34). Odnos obrana i mentalnog zdrav-

lja vrlo je dinamičan, a rad na snovima može 

potaknuti psihoterapijski napredak usvajanja 

adaptivnijih obrana jer se tako postiže manji 

otpor ega (35). Lucidni snovi omogućavaju 

sanjaču i aktivno suočavanje s npr. objektom 

straha, u sigurnim uvjetima. Tako sanjač inte-

grira nove osjećaje prema sebi i okolini, umje-

sto da izbjegava suočavanje u budnosti i/ili se 

budi iz noćnih mora (18). Naime, procesiranje 

i regulacija emocija posebno su facilitirani ti-

jekom REM snova, što podržava iste procese 

i tijekom budnosti (17). Prethodno navedeno 

objašnjava i tzv. hipoteza kontinuiteta, pre-

ma kojoj su snovi odraz vidljivih i prikrivenih 

aspekata budnosti. Ovu sukladnost budnih 

iskustava sa snovima moguće je proučavati na 

više razina. Jedna od njih je i zrelost osobne 

emocionalne regulacije koja se empirijski može 

ispitati pomoću obrambenih mehanizama (36). 

Stoga se odnos obrana, (lucidnih) snova i psi-

hopatologije potencijalno može objasniti i kao 

kontinuitet emocionalne regulacije u budnosti 

i snovima.

between lucidity and mental health has become 

clearer (21). Namely, it was confirmed that the 

frequency of induced lucid dreams positively pre-

dicts symptoms of dissociation and schizotyping, 

while arousal in dreams does not contribute to 

psychological well-being or distress. Further-

more, the dreamer’s perception of arousal has 

been shown to be crucial, i.e., high intensive lu-

cidity accompanied by positive affects implies less 

distress compared with uncontrolled conscious-

ness accompanied by negative affects (21). 

According to the psychodynamic approach, 

dreams are the royal path to the unconscious (32). 

They are associated with defense mechanisms, 

the earliest forms of emotional regulation, which 

protect against anxiety due to intrapsychic con-

flicts and contribute to psychological adjustment. 

When mature, defense mechanisms predict men-

tal and physical health (33). However, with too 

long and rigid use, they become maladaptive, so 

their positive relationship with psychopathology 

is not surprising (34). The relationship between 

defenses and mental health is very dynamic, and 

working on dreams can encourage psychothera-

peutic progress in adopting more adaptive defens-

es, because less ego resistance is achieved in this 

way (35). Lucid dreams enable the dreamer to ac-

tively deal with, for example, the object of fear in 

safe conditions. Thus, the dreamer integrates new 

feelings towards himself and the environment, 

instead of avoiding confrontation in wakefulness 

and/or waking up from nightmares (18). Namely, 

emotion processing and regulation are particular-

ly facilitated during REM dreams, which supports 

the same processes during wakefulness (17). The 

above also explains the so-called continuity hy-

pothesis, according to which dreams reflect vis-

ible and veiled aspects of wakefulness (36). This 

consistency of waking experiences with dreams 

can be studied at multiple levels. One of them is 

the maturity of personal emotional regulation, 

which can be empirically examined using defense 

mechanisms. Therefore, the relationship between 

defenses, (lucid) dreams and psychopathology can 

potentially be explained as a continuity of emo-

tional regulation in wakefulness and dreams.
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Cilj ovog istraživanja bio je provjeriti psihome-

trijske karakteristike FILD upitnika te potom 

ispitati odnose različitih dimenzija lucidnosti 

sa simptomima psihopatologije i obrambenim 

mehanizmima u kontekstu hipoteze kontinu-

iteta. 

METODA 

Uzorak

Uzorak je činilo 665 sudionika, većinom stu-

denti (59,70 %) i žene (72,93 %), raspona dobi 

od 17 do 44 godine (M=22,10; SD=3,53). Su-

dionici najčešće pate od simptoma nesanice 

(29,17  %), paralize spavanja (15,28  %), po-

remećaja ritma spavanja (13,19  %), noćnih 

strahova (6,25  %), sindroma nemirnih nogu 

(5,56 %), mjesečarenja (4,86 %) i narkolepsije 

(1,39 %).

Instrumentarij

Upitnik frekvencije i intenziteta lucidnih snova 

FILD (21) sadrži ukupno 21 česticu i obuhvaća 

četiri dimenzije: frekvencija (trenutna, produ-

žena, spontana, pokušaji indukcije, uspješna 

indukcija), intenzitet (sigurnost, aktivnost, 

kontrola, trajanje u sekundama/minutama, 

broj scena) i emocionalna valencija lucidnih 

snova (pozitivna početak, negativna početak, 

pozitivna kraj, negativna kraj) te tehnike in-

dukcije lucidnosti (dnevnik spavanja, čitanje, 

misli tijekom budnosti i prije spavanja, provjera 

stvarnosti, planiranje izmjena spavanja i bud-

nosti, napredne tehnike). Na čestice vezane uz 

frekvenciju daju se procjene čestine u rasponu 

od 0 („Nikada.“) do 7 („Dva puta tjedno i češće.“), 

a uz intenzitet, u rasponu od 0 (nesigurnost/

pasivnost/bez kontrole u 80-100 % slučajeva 

i „Kad shvatim da sanjam, probudim se.“) do 4 

(sigurnost/aktivnost/kontrola u 80-100 % slu-

čajeva i „Obično moja lucidnost traje 6 minuta i 

duže./ Obično doživim 4 i više lucidnih scena.“). 

The aim of this study was to verify the psycho-

metric characteristics of the FILD questionnaire 

and to then examine the relationships between 

different dimensions of lucidity and the symp-

toms of psychopathology and defense mecha-

nisms in the context of the continuity hypothesis.

METHOD

Sample

The sample consisted of 665 participants, mostly 

students (59.70%) and women (72.93%), ranging 

in age from 17 to 44 years (M=22.10; SD=3.53). 

Participants most often suffer from symptoms 

of insomnia (29.17%), sleep paralysis (15.28%), 

sleep rhythm disorder (13.19%), night terrors 

(6.25%), restless legs syndrome (5.56%), som-

nambulism (4.86%) and narcolepsy (1.39%).

Instruments

The Frequency and Intensity of Lucid Dreams Ques-

tionnaire (21) contains a total of 21 items and in-

cludes four dimensions: frequency (momentary, 

prolonged, spontaneous, induction attempts, 

successful induction), intensity (confidence, ac-

tivity, control, duration in seconds / minutes, 

number of scenes) and emotional valence of lucid 

dreams (positive beginning, negative beginning, 

positive ending, negative ending) and lucidi-

ty induction techniques (dream diary, reading, 

thoughts during and before sleep, reality check-

ing, planning sleep time, advanced techniques). 

On frequency-related items, estimates are given 

ranging from 0 (“Never.”) to 7 (“Twice a week and 

more often.”), and on intensity items they range 

from 0 (uncertainty/passivity/no control in 80-

100% of cases and “When I realize I’m dreaming, 

I wake up.”) up to 4 (confidence/activity/control 

in 80-100% of cases and “Usually my lucidity 

lasts 6 minutes and longer. / I usually experience 

4 or more lucid scenes.”). On two emotion-related 

items estimates before the onset of lucidity are 

given ranging from 0 (“0% None of my lucid dreams 

start positively/negatively.”) to 10 (“100% All my 
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Na dvjema česticama vezanim uz emocije prije 

pojave lucidnosti odgovara se u rasponu od 0 

(„0 % Nijedan moj lucidni san ne započinje pozi-

tivno/negativno.“) do 10 („100 % Svi moji lucidni 

snovi započinju pozitivno/negativno.“). Na isti se 

način odgovara na čestice vezane uz emocije 

koje slijede lucidnost, od 0 („0 % Nikad se ne 

osjećam dobro/loše nakon postizanja lucidnosti.“) 

do 10 („100 % Uvijek se osjećam dobro/loše nakon 

postizanja lucidnosti.“). Rezultati na podljestvi-

cama formiraju se kao prosjek rezultata posti-

gnutih na pripadajućim česticama, s tim da se 

negativne emocije prije i nakon lucidnosti prvo 

rekodiraju. Viši rezultati ukazuju na veću uče-

stalost doživljavanja i veći intenzitet lucidnih 

snova te pozitivnije emocije koje prethode/sli-

jede lucidnost u snu. Na isti se način formiraju 

i interpretiraju rezultati podljestvice tehnike 

indukcije, a procjene se daju u rasponu od 0 

(„Nikada.“) do 5 („Tri puta i više tijekom prošlog 

mjeseca.“). Za potrebe ovog istraživanja, dobi-

veno je odobrenje za korištenje FILD upitnika 

od strane autorica (21) a upitnik je preveden na 

hrvatski jezik.

S obzirom na neistraženost fenomena lucid-

nosti, za potrebe ovog istraživanja osmišljene 

su dodatne čestice kojima se ispitala želja za 

novim lucidnim snom, tipična radnja i dosje-

ćanje lucidnih snova te broj buđenja i kvaliteta 

spavanja u tipičnoj noći u kojoj su sudionici lu-

cidno sanjali. Na pitanje „Biste li htjeli ponovno 

doživjeti novi lucidni san?“, odgovaralo se u ras-

ponu od „0 - Ne.“, preko „1 - Nisam siguran/na.“ 

do „2 - Da.“. Viši je rezultat ukazivao na pozitiv-

niji stav prema novom lucidnom snu. Pri opisu 

tipične radnje i dosjećanja, uz opciju „Ostalo“, 

dane su procjene u rasponu od 1 („Doživljavam 

kratkotrajne i apstraktne elemente lucidnosti bez 

konkretnog sadržaja kojeg se sjećam“) preko 2 

(„Nasumične radnje nepovezane jedna s drugom 

tijekom jednog lucidnog sna.“) do 3 („Jedna smi-

slena radnja koja se nastavlja kroz bar dva lucidna 

sna“) te na ljestvici s krajnjim vrijednostima 0 

(„0 % Ne sjećam se radnje svog lucidnog sna.“) i 10 

lucid dreams start positively/negatively.”). Items 

related to emotions that follow lucidity have the 

same range, from 0 (“0% I never feel good/bad af-

ter achieving lucidity.”) to 10 (“100% I always feel 

good/bad after achieving lucidity.”). The results on 

the subscales are calculated as the average of the 

results achieved on the corresponding items, with 

the negative emotions before and after lucidity 

being recoded first. Higher results indicate a high-

er frequency of experiences with lucidity, higher 

intensity of lucid dreams and more positive emo-

tions that precede/follow lucidity in dreams. The 

results of the induction technique subscale are 

formed and interpreted in the same way, and es-

timates are given in the range from 0 (“Never.”) to 

5 (“Three times or more during the last month.”). For 

the purposes of this study, approval was obtained 

for the use of the FILD questionnaire by the au-

thors (21) and the questionnaire was translated 

into Croatian.

Considering the unexplored phenomenon of 

lucidity, additional items were designed for the 

purposes of this study to examine the desire 

for a new lucid dream, typical plot and recall of 

lucid dreams, the number of awakenings and 

sleep quality on a typical night in which partic-

ipants lucidly dreamed. Possible answers to the 

question “Would you like to experience a new lu-

cid dream?” ranged from “0-No.” through “1-I’m 

not sure.” to “2-Yes.”. The higher score indicated 

a more positive attitude toward the new lucid 

dream. When describing a typical plot and its 

recall rates, in addition to the “Other” option, 

estimates ranged from 1 (“I experience short-lived 

and abstract elements of lucidity without a specific 

narrative I remember”) and 2 (“Random actions 

unrelated to each other during a lucid dream.”) to 3 

(“One meaningful action that continues through at 

least two lucid dreams.”) and on a scale with end 

values of 0 (“0% I don’t remember the narrative 

of my lucid dream.”) and 10 (“100% I remember 

the narrative of my lucid dream.”). The higher 

score indicated more meaningful narrative and 

their more frequent recall. When assessing the 

number of awakenings and the quality of sleep, 

estimates are given ranged from 0 (“I have an un-
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(„100 % U potpunosti se sjećam radnje svog lucid-

nog sna.“).Viši je rezultat ukazivao na veću smi-

slenost i češće dosjećanje sadržaja radnje. Pri 

procjeni broja buđenja i kvalitete spavanja pro-

cjene su dane u rasponu od 0 („Imam nepreki-

nut san cijelu noć“) do 3 („Budim se tri i više puta 

tijekom noći.“) te od 0 („Osjećam se iscrpljeno i 

umorno.“) do 4 („.Osjećam se svježe i odmoreno.“).

Upitnik obrambenih stilova DSQ-40 (37) sadr-

ži 40 čestica koje ispituju svjesne aspekte 20 

obrana na koje se odgovara u rasponu od 1 

(„Uopće se ne slažem.“) do 9 („U potpunosti se 

slažem.“). Individualni je rezultat prosjek dviju 

čestica pripadajućih određenoj obrani, odnosno 

obrana pripadajućih određenom obrambenom 

stilu. Tako se ovim upitnikom dobivaju infor-

macije o 20 obrana grupiranih kao: zrele (subli-

macija, humor, anticipacija, supresija), nezrele 

(projekcija, pasivna agresija, izvođenje, izolaci-

ja, devaluacija, autistična fantazija, poricanje, 

premještanje, disocijacija, raščlanjivanje, raci-

onalizacija, somatizacija) i neurotske (negira-

nje, pseudoaltruizam, idealizacija, reaktivna 

formacija). Upitnik je validiran na hrvatskom 

uzorku studenata (38), a koeficijenti Cronbach 

alfa pouzdanosti za zrele, neurotske i nezrele 

obrane (0,52, 0,50 i 0,71) nešto su niži od do-

bivenih u ovom istraživanju (0,67, 0,63 i 0,79). 

Kratki inventar simptoma BSI (Brief Symptom 

Inventory) (39) sadrži 53 čestice i mjeri de-

vet dimenzija trenutnih simptoma izazvanih 

stresnim događajima: somatizacija, opsesivna 

kompulzivnost, osjetljivost u međuljudskim 

odnosima, depresija, anksioznost, neprijatelj-

stvo, fobičnost, paranoidne ideje, psihoticizam. 

Čestice se procjenjuju u rasponu od nula („Ni-

malo.“) do četiri („Vrlo mnogo“). Individualan je 

rezultat prosjek čestica pripadajućih određenoj 

dimenziji. Procjena je moguća i putem indeksa 

ukupnih teškoća, prisutnih simptoma nelago-

de i ukupnih prisutnih simptoma. Tri globalna 

indeksa, devet dimenzija i 53 čestice tako daju 

tri razine interpretacije, od opće mjere psiho-

loškog statusa, preko reprezentacije sindroma 

interrupted sleep all night”) to 3 (“I wake up three 

or more times during the night”) and from 0 (“I 

feel exhausted and tired”) to 4 (“I feel fresh and 

rested.”).

The Defense Styles Questionnaire DSQ-40 (37) 

contains 40 items that examine conscious aspects 

of 20 defenses, to which possible answers range 

from 1 (“I completely disagree.”) to 9 (“I complete-

ly agree.”). The individual result is the average of 

two items belonging to a certain defense, i.e. the 

defense belonging to a certain defensive style. 

Thus, this questionnaire provides information on 

20 defenses grouped as: mature (sublimation, hu-

mor, anticipation, suppression), immature (pro-

jection, passive aggression, acting out, isolation, 

devaluation, autistic fantasy, denial, displace-

ment, dissociation, splitting, rationalization, 

somatization) and neurotic (denial, pseudoaltru-

ism, idealization, reactive formation). The ques-

tionnaire was validated on a Croatian sample of 

students (38), and the Cronbach alpha reliability 

coefficients for mature, neurotic and immature 

defenses (0.52, 0.50 and 0.71) were slightly lower 

than those obtained in this study (0.67, 0.63 and 

0.79).

The Brief Symptom Inventory (BSI) (39) contains 

53 items and measures nine dimensions of cur-

rent symptoms caused by stressful events: soma-

tization, obsessive-compulsiveness, sensitivity in 

interpersonal relationships, depression, anxiety, 

hostility, phobia, paranoid ideas and psychoti-

cism. Estimates are given in a range from 0 (“Not 

at all”) to 4 (“Very much”). The individual result is 

the average of the items belonging to a certain 

dimension. Assessment is also possible through 

an index of total difficulty, present symptoms of 

discomfort and total present symptoms. Three 

global indices, nine dimensions, and 53 items 

thus provide three levels of interpretation, from a 

general measure of psychological status, through 

a representation of the syndrome, to individual 

symptoms. The one-factor structure of the inven-

tory was confirmed on a Croatian sample of trau-

matized and general populations, and Cronbach’s 

alpha confidence coefficients for the general pop-

ulation ranged from 0.69 for psychoticism to 0.84 



101

M. Ivanović, N. Šimić: The Relationship Between Lucid Dreams, Defense Mechanisms and Mental Difficulties. 

Soc. psihijat. Vol. 49 (2020) No. 2, p. 93-112.

do pojedinih simptoma. Na hrvatskom uzorku 

traumatiziranih i opće populacije potvrđena je 

jednofaktorska struktura inventara, a koefici-

jenti Cronbach alfa pouzdanosti za opću popu-

laciju kretali su se od 0,69 za psihoticizam do 

0,84 za somatizaciju (40). U ovom istraživanju, 

s rasponom od 0,72 za psihoticizam do 0,87 za 

anksioznost, dobiveni su jednako zadovoljava-

jući koeficijenti kao i u ranijim istraživanjima 

(38).

Postupak

Online istraživanje Google forms oblika provo-

đeno je tijekom travnja i svibnja 2020. godi-

ne. Putem Facebook grupa različitih interesa u 

najvećim gradovima RH, potencijalni sudionici 

dobi između 18 i 30 godina bili su obaviješteni 

o istraživanju o snovima i emocijama. Zajam-

čena im je anonimnost, povjerljivost i mo-

gućnost odustajanja od istraživanja. Prvo su 

primijenjeni DSQ-40 i BSI upitnici. Sudionici 

su također pitani o poremećajima spavanja od 

kojih pate. Zatim su popunjavali FILD upitnik 

i to prvo pitanja koja se odnose na frekvenci-

ju doživljavanja lucidnosti (N=665). Drugi dio 

FILD upitnika, koji je uključivao pitanja vezana 

za intenzitet i emocije, popunjavali su oni su-

dionici koji su doživjeli barem jedno iskustvo 

lucidnosti tijekom života (N=479). Potom su 

uslijedila pitanja konstruirana u svrhu ovog 

istraživanja, kojima se ispitala želja za novim 

lucidnim snovima (N=477), njihova tipična 

radnja i dosjećanje (N=467) te broj buđenja 

(N=265) i kvaliteta spavanja (N=284) u tipič-

noj lucidnoj noći. Na kraju samog istraživanja, 

sudionicima je zahvaljeno na sudjelovanju te je 

ostavljena mogućnost komentara.

REZULTATI

Prikupljeni su podatci obrađeni pomoću pro-

grama Statistica 12. Analize rezultata na FILD 

upitniku ukazuju da većina sudionika (59,33 %) 

for somatization (40). Equally satisfactory coef-

ficients as in previous studies that ranged from 

0.72 for psychoticism to 0.87 for anxiety were 

obtained in the present study (38).

Procedure

An online Google forms survey was conducted 

during April and May 2020. Potential participants 

aged between 18 and 30 were informed about the 

research on dreams and emotions through Face-

book groups of different interests in the largest 

cities of the Republic of Croatia. They are guar-

anteed anonymity, confidentiality and the possi-

bility of exiting the study. DSQ-40 and BSI ques-

tionnaires were applied first. Participants were 

also asked about the sleep disorders they suffer 

from. Then they filled in the FILD questionnaire, 

first of all questions related to the frequency of 

experiencing lucidity (N = 665). The second part 

of the FILD questionnaire, which included ques-

tions related to intensity and emotions, was com-

pleted by those participants who had at least one 

experience of lucidity during their lifetime (N = 

479). This was followed by questions construct-

ed for the purpose of this study, which examined 

the desire for new lucid dreams (N = 477), their 

typical narrative and their recall (N = 467), the 

number of awakenings (N = 265) and quality of 

sleep (N = 284) in a typical lucid night. At the end 

of the study, the participants were thanked for 

their participation and provided the opportunity 

to comment.

RESULTS

The collected data were processed using the Sta-

tistica program 12. Analysis of the results on the 

FILD questionnaire indicated that the majority 

of participants (59.33%) wanted to experience 

a new lucid dream. More of them (44.11%) ex-

perienced random dream narratives than mean-

ingful ones (34.05%) or short-term and abstract 

elements of lucidity (17.56%). The results on the 

measure of recalling the narrative of lucid dreams 
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priželjkuje novi lucidni san. Više ih (44,11%) 

doživljava nasumične radnje, nego jednu smi-

slenu (34,05  %) ili kratkotrajne i apstraktne 

elemente lucidnosti (17,56  %). Rezultati na 

mjeri dosjećanja radnje lucidnih snova poma-

knuti su prema višim vrijednostima (M=6,41; 

SD=2,62). Kada je riječ o induktivno lucidnim 

sanjačima, većina rezultata na procjeni bro-

ja buđenja pomaknuta je k nižim (M=1,05; 

SD=0,90), odnosno k višim vrijednostima kada 

je riječ o kvaliteti spavanja (M=2,46; SD=1,04). 

U svrhu validacije FILD upitnika, slijeđene su 

preporuke autorica (21). Dobiveni indeksi asi-

metričnosti i spljoštenosti na podljestvicama 

upitnika uglavnom ne prelaze interval normal-

nosti distribucije u rasponu od -1 do +1, osim 

za varijable vezane uz izazvanu lucidnost (ta-

blica 1.), što je u skladu s polazišnim istraživa-

njem (21). Nadalje, većina sudionika (59,40 %) 

nikada nije ili se jako rijetko upuštala u induk-

ciju lucidnosti. 

Prema trenutnim saznanjima još uvijek nema 

objavljenih istraživanja koja su provjerila fak-

torsku strukturu FILD upitnika pa je njegova 

latentna struktura u ovom istraživanju pro-

vjerena eksploratornom faktorskom analizom 

(metoda zajedničkih faktora). Nakon Varimax 

rotacije dobivena je interpretabilna četvero 

faktorska solucija. Prvi faktor, frekvencija lu-

cidnosti objašnjava ukupno 20,68 % varijance. 

Drugi faktor, emocionalnost vezana uz lucid-

nost objašnjava 10 % varijance. Treći faktor, 

tehnike indukcije objasnio je 8,48 % varijance, 

a četvrti, intenzitet lucidnosti, 6,37 % varijance 

(tablica 2.). 

Zbog malog broja sudionika istraživanja au-

torice originalnog upitnika (21) nisu mogle 

provjeriti faktorsku strukturu FILD upitni-

ka. Budući da su zaključile da emocionalnost 

doživljena prije lucidnosti nije indikativna za 

doživljene emocije nakon pojave lucidnosti, 

konačni su rezultati u ovom istraživanju ipak 

formirani na pet podljestvica (frekvencija i in-

tenzitet lucidnosti, emocije prije i nakon lucid-

were shifted towards higher values (M=6.41; 

SD=2.62). With regard to inductively lucid 

dreamers, most of the results in estimating the 

number of awakenings shifted to lower (M=1.05; 

SD=0.90), or higher values when it comes to sleep 

quality (M=2.46; SD=1.04).

In order to validate the FILD questionnaire, the 

authors’ recommendations were followed (21). 

The obtained skewness and kurtosis indices 

on the subscales of the questionnaire generally 

did not exceed the interval of normality of the 

distribution in the range from -1 to +1, except 

for variables related to induced lucidity (Table 

1), which is consistent with the baseline study 

(21). Furthermore, the majority of participants 

(59.40%) never or very rarely indulged in lucidity 

induction.

According to current knowledge, there are still 

no published studies that have verified the factor 

structure of the FILD questionnaire, so its latent 

structure in this study was checked by explorato-

ry factor analysis (the common factors method). 

After Varimax rotation, an interpretable four-fac-

tor solution was obtained. The first factor, lucid 

dreams frequency, explained a total of 20.68% 

of the variance. Another factor, lucidity-related 

emotionality, explained 10.00% of the variance. 

The third factor, induction techniques, explained 

8.48% of variance, and the fourth, the intensi-

ty of lucid dreams, explained 6.37% of variance 

(Table 2).

Due to the small number of participants in their 

study, the authors of the original questionnaire 

(21) could not verify the factor structure of the 

FILD questionnaire. Since they concluded that 

the emotionality experienced before lucidity was 

not indicative of the emotions experienced after 

the onset of lucidity, the final results in this study 

were calculated on five subscales (frequency and 

intensity of lucid dreams, emotions before and af-

ter lucidity in dreams and induction techniques), 

as suggested by the authors (21). Intercorrela-

tions of items belonging to the subscales of fre-

quency (r=0.30 to 0.79, p<0.01), intensity (r=027 

to 0.65, p<0.01), emotion before (r=0.66 p<0.01) 
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nosti u snu i tehnike indukcije), kako predlažu 

autorice (21). Interkorelacije čestica pripada-

jućih podljestvica frekvencije (r=0,30 do 0,79, 

p<0,01), intenziteta (r=0,27 do 0,65, p<0,01), 

emocija prije (r=0,66, p<0,01) i nakon (r=0,66, 

p<0,01) pojave lucidnosti te tehnika indukcije 

lucidnosti (r=0,21 do 0,48, p<0,01) značajne su 

i pozitivne te su njihove vrijednosti u zadovo-

ljavajućim rasponima. Kada je riječ o povezano-

sti rezultata na pojedinim podljestvicama, one 

and after (r=0.66, p<0,01) occurrence of lucidity 

and lucidity induction techniques (r=0.21 to 0.48, 

p<0.01) were significant and positive and their 

values were in satisfactory ranges. The correlation 

of results on different subscales was also signifi-

cant and positive and ranged from 0.15 (p<0.05) 

(between intensity and emotions that follow lu-

cidity subscales) to 0.40 (p<0.01) (between fre-

quency and intensity subscales), i.e. 0.44 (p<0.01) 

(between emotion before and after lucidity sub-

TABLICA 1. Deskriptivni parametri analiziranih podljestvica upitnika FILD
TABLE 1. Descriptive parameters of the analyzed subscales of the FILD questionnaire

N Min Max M SD Asimetričnost
(stand. pogr.) 

/ Skewness
(stand. error)

Spljoštenost 
(stand. pogr.) 

/ Kurtosis 
(stand, error)

Cronbach α

Frekvencija / Frequency 665 0,00 7,00 1,95 1,53 0,74 (0,09) 0,05 (0,19) 0,84

Trenutna / Momentary 665 0,00 7,00 2,80 2,04 0,19 (0,09) -0,93 (0,19)

Produžena / Prolonged 665 0,00 7,00 2,11 2,04 0,56 (0,09) -0,80 (0,19)

Spontana / Spontaneous 665 0,00 7,00 2,76 2,10 0,26 (0,09) -0,98 (0,19)

Pokušaji / Attempts 665 0,00 7,00 1,29 1,95 1,44 (0,09) 0,94 (0,19)

Uspjeh / Success 665 0,00 7,00 0,82 1,61 2,06 (0,09) 3,47 (0,19)

Intenzitet / Intensity 479 0,00 4,00 1,77 0,95 -0,06 (0,11) -0,67 (0,22) 0,78

Sigurnost / Confidence 475 0,00 4,00 2,04 1,38 -0,14 (0,11) -1,20 (0,22)

Aktivnost / Activity 473 0,00 4,00 1,81 1,36 0,08 (0,11) -1,22 (0,22)

Kontrola / Control 470 0,00 4,00 1,46 1,30 0,41 (0,11) -1,05 (0,22)

Trajanje / Length 472 0,00 4,00 1,90 1,21 -0,00 (0,11) -0,99 (0,22)

Scene / Scenes 475 0,00 4,00 1,69 1,19 0,46 (0,11) -0,64 (0,22)

Emocije prije / Emotions before 471 0,00 10,00 5,31 2,54 -0,16 (0,11) -0,72 (0,22) 0,82

Pozitivno prije / Positive beginning 451 0,00 10,00 5,19 2,68 -0,25 (0,11) -0,70 (0,23)

Negativno prije / Negative beginning 471 0,00 10,00 5,45 2,82 -0,16 (0,11) -0,94 (0,22)

Emocije nakon / Emotions after 467 0,00 10,00 5,82 2,65 -0,37 (0,11) -0,60 (0,23) 0,84

Pozitivno nakon / Positive ending 469 0,00 10,00 5,77 2,79 -0,41(0,11) -0,68 (0,23)

Negativno nakon / Negative ending 469 0,00 10,00 5,87 2,91 -0,34 (0,11) -0,87 (0,23)

Tehnike indukcije / Induction techniques 278 0,00 4,00 0,73 0,65 1,63 (0,15) 3,69 (0,29) 0,77

Dnevnik spavanja / Dream diary 278 0,00 4,00 0,59 1,08 2,14 (0,15) 3,89 (0,29)

Čitanje / Reading 278 0,00 4,00 0,84 0,86 1,60 (0,15) 3,43 (0,29)

Dnevne misli / Daily thoughts 275 0,00 4,00 1,17 1,14 1,00 (0,15) 0,29 (0,29)

Provjera stvarnosti / Reality checks 274 0,00 4,00 0,62 1,03 1,94 (0,15) 3,26 (0,29)

Planiranje spavanja / Planning sleep time 274 0,00 4,00 0,55 1,04 2,05 (0,15) 3,39 (0,29)

Napredne tehnike / Advanced techniques 275 0,00 4,00 0,32 0,76 2,80 (0,15) 8,11 (0,29)

Misli prije sna / Thoughts at bedtime 272 0,00 4,00 1,04 1,22 1,05 (0,15) 0,06 (0,29)
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su također značajne i pozitivne te se kreću u 

rasponu od 0,15 (p<0,05) (između podljestvica 

intenziteta i emocija koje slijede lucidnost) do 

0,40 (p<0,01) (između podljestvica frekvencije 

i intenziteta), odnosno 0,44 (p<0,01) (između 

podljestvica emocija prije i nakon lucidnosti). 

Dobivene su zadovoljavajuće vrijednosti ko-

eficijenata Cronbach alfa pouzdanosti koje se 

nalaze u tablici 1 te iznose: 0,84 (frekvencija), 

0,78 (intenzitet), 0,82 (emocionalna valencija 

prije/nakon) i 0,77 (tehnika indukcije). Dobi-

vene vrijednosti odgovaraju vrijednostima o 

kojima izvještavaju autorice (0,88, 0,71, 0,83, 

0,76, 0,72) (21). 

scales). Satisfactory values of the Cronbach’s al-

pha reliability coefficients are obtained, which are 

provided in Table 1 and were: 0.84 (frequency), 

0.78 (intensity), 0.82 (emotional valence before 

/ after) and 0.77 (induction technique). The ob-

tained values correspond to the values reported 

by the authors (0.88, 0.71, 0.83, 0.76, 0.72) (21). 

In further analyzes, Pearson correlation coeffi-

cients were calculated between lucidity dimen-

sions and different types of defenses and psycho-

pathological symptoms (Table 3). Prior to correla-

tion analyzes, basic descriptive parameters were 

calculated and it was confirmed that the results 

were normally distributed.

TABLICA 2. Rezultata eksploratorne faktorske analize (Varimax normalized) čestica FILD upitnika na hrvatskom uzorku mladih 
TABLE 2. The results of exploratory factor analysis (Varimax normalized) of FILD questionnaire items on the Croatian youth 
sample

Faktor 1 / 
Factor 1

Faktor 2 / 
Factor 2

Faktor 3 / 
Factor 3

Faktor 4 / 
Factor 4

Trenutna / Momentary 0,69 -0,09 0,04 -0,07

Produžena / Prolonged 0,79 -0,04 0,13 0,28

Spontana / Spontaneous 0,78 -0,04 0,02 0,10

Pokušaji / Attempts 0,58 0,19 0,20 0,22

Uspjeh / Success 0,61 0,09 0,17 0,38

Sigurnost / Confidence 0,14 0,07 0,07 0,49

Aktivnost / Activity 0,01 0,10 -0,02 0,67

Kontrola / Control 0,02 0,13 0,08 0,74

Trajanje / Length 0,33 -0,05 0,18 0,61

Scene / Scenes 0,28 -0,07 0,25 0,51

Pozitivno prije / Positive beginning 0,15 0,67 0,05 0,05

Negativno prije / Negative beginning 0,00 0,70 0,01 -0,08

Pozitivno nakon / Positive ending -0,03 0,66 0,03 0,22

Negativno nakon / Negative ending -0,13 0,72 0,03 0,07

Dnevnik spavanja / Dream diary 0,02 0,01 0,56 0,10

Čitanje / Reading 0,02 0,08 0,67 -0,03

Dnevne misli / Daily thoughts 0,13 0,03 0,54 0,14

Provjera stvarnosti / Reality checks 0,02 -0,08 0,56 0,22

Planiranje spavanja / Planning sleep time 0,03 -0,05 0,49 0,05

Napredne tehnike / Advanced techniques 0,09 0,05 0,62 -0,01

Prije sna misli / Thoughts at bedtime 0,23 0,21 0,55 0,03

Svojstvena vrijednost / Eigenvalue 4,34 2,10 1,78 1,34

% objašnjene varijance / % of explained variance 20,68 10,00 8,48 6,37
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U daljnjima analizama izračunati su Pearsonovi 

koeficijenti korelacija između dimenzija lucid-

nosti s različitim tipovima obrana i psihopato-

loških simptoma (tablica 3.). Prije korelacijskih 

analiza izračunati su osnovni deskriptivni para-

metri te je potvrđeno da se rezultati normalno 

distribuiraju.

Kada je riječ o frekvenciji lucidnosti, sve su di-

menzije, osim pokušaja indukcije, značajno i 

pozitivno povezane sa simptomima, posebno 

somatizacije, opsesivne kompulzivnosti i de-

presije. Više razine spontane lucidnosti zna-

čajno su povezane sa češćom uporabom zrelih, 

ali i nezrelih obrana. Isti su odnosi utvrđeni 

između anksioznosti i produžene te paranoid-

nosti i uspješno izazvane lucidnosti. Vezano uz 

intenzitet lucidnosti, utvrđene su značajne ne-

gativne povezanosti aktivnosti s neurotskim te 

sigurnosti s nezrelim obranama i simptomima 

neprijateljstva. Ipak, veći broj scena u lucidnim 

snovima popraćen je s češćim doživljavanjem 

simptoma fobičnosti (tablica 3.).

Bilo da su prethodile ili slijedile pojavu lucid-

nosti u snu, pozitivne emocije su značajno po-

vezane sa češćom uporabom zrelih obrana. Na-

dalje, negativne emocije popraćene su češćim 

doživljavanjem nezrelih i neurotskih obrana 

te su također povezane sa svim ispitivanim 

simptomima, osim neprijateljstva. Iznimke 

od navedenog čine neznačajne povezanosti 

negativnih emocija prije pojave lucidnosti s 

nezrelim i neurotskim obranama kao i simpto-

mima paranoidnosti i psihoticizma. Utvrđene 

su i negativne povezanosti pozitivnih emocija s 

određenim simptomima, npr. s fobičnosti kada 

je riječ o emocijama prije lucidnosti, odnosno 

sa somatizacijom, anksioznosti, paranoidnosti 

i psihoticizmom kada je riječ o emocijama koje 

slijede lucidnost u snu (tablica 3). 

Vezano uz tehnike indukcije lucidnosti, kore-

lacijske analize ukazuju da je učestalija pro-

vjera stvarnosti popraćena doživljavanjem 

viših razina svih ispitanih simptoma osim 

neprijateljstva. Isto je utvrđeno za misli prije 

With regard to the frequency of lucidity, all di-

mensions except the attempt at induction were 

significantly and positively associated with symp-

toms, especially somatization, obsessive-compul-

siveness and depression. Higher levels of sponta-

neous lucidity were significantly associated with 

more frequent use of mature as well as immature 

defenses. The same relationships were found be-

tween anxiety and prolonged, paranoid symp-

toms and successfully induced lucidity. Regarding 

the intensity of lucidity, significant negative as-

sociations between activity and neurotic defens-

es as well as between confidence and immature 

defenses and symptoms of hostility were found. 

Nevertheless, a greater number of scenes in lucid 

dreams were accompanied by more frequent ex-

perience of phobic symptoms (Table 3).

Whether they preceded or followed the onset of 

lucidity in dream, positive emotions were sig-

nificantly associated with more frequent use of 

mature defenses. Furthermore, negative emo-

tions were accompanied by more frequent use of 

immature and neurotic defenses and were also 

associated with all examined symptoms except 

hostility. Exceptions to the above were an insig-

nificant association between negative emotions 

before the onset of lucidity with immature and 

neurotic defenses, as well as symptoms of para-

noia and psychoticism. Negative associations of 

positive emotions with certain symptoms were 

also found, e.g. with phobia with regard to emo-

tions before lucidity and with somatization, anx-

iety, paranoia and psychoticism when it comes to 

emotions following lucidity in sleep (Table 3).

Regarding lucidity induction techniques, correla-

tion analyzes indicate that more frequent reality 

checking is accompanied by experiencing higher 

levels of all examined symptoms except hostility. 

The same was found for pre-sleep thoughts and 

obsessive-compulsiveness, anxiety and psychot-

icism; advanced techniques and somatization; 

alternation of sleep and wakefulness and para-

noidity. However, according to the obtained re-

sults, more frequent reading about lucid dreams 

implied a lower level of use of neurotic defenses 

(Table 3).
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sna i opsesivnu kompulzivnost, anksioznost i 

psihoticizam; napredne tehnike i somatizaciju 

te izmjenu spavanja i budnosti i paranoidnost. 

Ipak, prema dobivenim rezultatima češće či-

Finally, higher desire for a new lucid dream was 

accompanied by more frequent use of mature de-

fenses and less frequent experiences of somatiza-

tion, sensitivity, anxiety and phobia symptoms. 

TABLICA 3. Povezanost različitih dimenzija lucidnih snova s tri skupine obrambenih mehanizama i devet vrsta psihopatoloških 
simptoma
TABLE 3. Association of different dimensions of lucid dreams with three groups of defense mechanisms and nine types of psy-
chopathological symptoms

Z NR NZ S OK O D A N F P PH

Frekvencija / Frequency 0,05 -0,03 0,09 0,15* 0,19** 0,07 0,17** 0,12 0,03 0,05 0,12 0,13

Trenutna / Momentary 0,05 0,01 0,09 0,13* 0,16* 0,04 0,10 0,12 0,01 0,02 0,05 0,09

Produžena / Prolonged 0,04 -0,03 0,06 0,15* 0,15* 0,10 0,17** 0,14* -0,01 0,10 0,11 0,13

Spontana / Spontaneous 0,15* 0,03 0,13* 0,08 0,19** 0,04 0,15* 0,09 -0,01 -0,02 0,06 0,09

Pokušaji / Attempts 0,01 -0,05 0,06 0,07 0,08 -0,00 0,09 0,03 0,06 0,01 0,08 0,06

Uspjeh / Success -0,04 -0,07 -0,00 0,13* 0,15* 0,11 0,13* 0,11 0,04 0,09 0,15* 0,11

Intenzitet / Intensity 0,04 -0,12 -0,14* -0,05 -0,04 -0,05 -0,00 -0,02 -0,14* 0,04 -0,10 -0,05

Sigurnost / Confidence 0,07 -0,09 -0,15* -0,05 -0,12 -0,10 -0,04 -0,04 -0,14* -0,05 -0,12 -0,10

Aktivnost / Activity 0,07 -0,15* -0,08 -0,12 -0,09 -0,09 -0,07 -0,10 -0,09 -0,03 -0,13 -0,09

Kontrola / Control 0,00 -0,12 -0,13 -0,09 -0,04 -0,06 -0,02 -0,06 -0,08 -0,04 -0,07 -0,03

Trajanje / Length 0,01 -0,03 -0,08 0,04 0,04 0,04 0,07 0,04 -0,10 0,12 -0,04 0,01

 Scene / Scenes -0,04 -0,04 -0,08 0,07 0,09 0,04 0,06 0,09 -0,09 0,16** -0,01 0,02

Emocije prije / Emotions before 0,16** -0,10 -0,08 -0,15** -0,14* -0,16** -0,13* -0,14* -0,08 -0,22** -0,14* -0,14*

Pozitivne / Positive 0,18** -0,09 -0,09 -0,09 -0,11 -0,13 -0,10 -0,10 -0,06 -0,16** -0,12 -0,13

Negativne / Negative -0,12 0,09 0,07 0,19** 0,14* 0,17** 0,14* 0,16** 0,09 0,24** 0,13 0,13

Emocije nakon / Emotions after 0,19** -0,07 -0,08 -0,20* -0,13 -0,25** -0,19** -0,19** -0,07 -0,19** -0,18** -0,17**

Pozitivne / Positive 0,24** 0,02 -0,01 -0,15** -0,06 -0,21 -0,13 -0,16** -0,04 -0,13 -0,15** -0,16**

Negativne / Negative -0,11 0,14* 0,13* 0,21** 0,16* 0,25** 0,21** 0,20** 0,08 0,22** 0,18** 0,16*

Tehnike / Techniques -0,02 -0,02 0,02 0,10 0,13 0,09 0,05 0,08 0,04 0,12 0,13* 0,13

Dnevnik spavanja / Dream diary 0,05 0,02 -0,01 -0,07 -0,06 -0,05 -0,08 -0,06 -0,11 0,03 -0,08 -0,02

Čitanje / Reading -0,08 -0,14* -0,10 0,02 0,10 -0,00 -0,03 -0,02 -0,02 0,01 0,08 0,06

Dnevne misli / Daily thoughts -0,01 -0,03 0,02 0,04 0,06 0,03 -0,01 0,01 -0,01 0,03 0,06 0,05

Provjera stvarnosti / Reality checks 0,02 0,07 0,09 0,21** 0,15* 0,15* 0,15* 0,17** 0,10 0,20** 0,17** 0,15*

Planiranje spavanja / Planning sleep time -0,03 0,03 0,08 0,06 0,10 0,13 0,00 0,07 0,06 0,10 0,19** 0,07

Napredne tehnike / Advanced techniques -0,04 -0,05 0,00 0,14* 0,07 0,02 0,06 0,06 0,06 0,04 0,09 0,10

Prije sna misli / Thoughts at bedtime -0,02 -0,02 -0,02 0,07 0,16* 0,10 0,12 0,14* 0,10 0,09 0,10 0,18**

Želja / Desire 0,23** -0,04 -0,00 -0,14* -0,02 -0,16* -0,05 -0,18** -0,03 -0,16* -0,09 -0,09

Radnja / Plot 0,03 0,10 0,06 -0,04 0,03 -0,07 -0,00 -0,02 -0,10 -0,03 -0,04 0,03

Sjećanje / Recall -0,03 -0,00 0,02 0,03 0,02 0,07 0,10 0,04 0,08 0,03 0,06 0,06

Buđenja / Awakenings -0,13* 0,03 0,06 0,19** 0,18** 0,18** 0,18** 0,21** 0,15* 0,22** 0,10 0,15*

Kvaliteta / Quality 0,09 -0,10 -0,26** -0,27** -0,30** -0,23** -0,26** -0,18** -0,25** -0,21** -0,24** -0,27**

Legenda / Legend : *p<0,05 **p<0,01 Z-zreli / mature, NR-neurotski / neurotic , NZ-nezreli / immature, S-somatizacija / somatization, OK-opsesivna kompulzivnost / 
obsessive compulsiveness, O-osjetljivost / sensitivity, D-depresija / depression, A-anksioznost / anxiety, N-neprijateljstvo / hostility, F-fobičnost / phobia, P-paranoidnost / 
paranoid, PH-psihoticizam / psychoticism



107

M. Ivanović, N. Šimić: The Relationship Between Lucid Dreams, Defense Mechanisms and Mental Difficulties. 

Soc. psihijat. Vol. 49 (2020) No. 2, p. 93-112.

tanje o lucidnim snovima podrazumijeva nižu 

razinu neurotskih obrana (tablica 3.). 

Konačno, veća želja za ponovnim lucidnim 

snom popraćena je češćim zrelim obranama te 

rjeđim doživljavanjem somatizacije, osjetljivo-

sti, anksioznosti i fobičnosti. Češća su buđenja 

povezana s rjeđim korištenjem zrelih obrana te 

višim razinama svih simptoma osim paranoid-

nosti. Kada je riječ o kvaliteti spavanja, dobi-

veni rezultati pokazuju negativne povezanosti 

s nezrelim obranama i svim ispitanim simpto-

mima (tablica 3.).

RASPRAVA

S obzirom na manjak istraživanja lucidnih 

snova javila se potreba za validacijom upitnika 

lucidnosti na hrvatskom uzorku. Prema dosa-

dašnjim istraživanjima, svaki drugi student 

doživio je barem jedan lucidni san tijekom ži-

vota (41). Utvrđena odstupanja od normalne 

distribucije vezana za induktivnu lucidnost već 

su prethodno potvrđena (21). Ovaj je fenomen, 

posebno kad je izazvan, sam po sebi rijedak. 

Ipak, postotak sudionika koji nikada ili rijetko 

izaziva lucidnost manji je od onog dobivenog u 

originalnom radu (21). Koeficijenti pouzdano-

sti podljestvica upitnika, kao i povezanosti re-

zultata postignutih na pojedinim podljestvica-

ma uglavnom su u skladu s polazišnim istraži-

vanjem (21). Originalni FILD upitnik uključuje 

pet podljestvica (21). Premda njegove autorice, 

kao što je prethodno i rečeno, nisu provjeravale 

faktorsku strukturu upitnika, u ovom je istra-

živanju navedeno bilo moguće provesti zbog 

brojnijeg i heterogenijeg uzorka. Dobiveni su 

rezultati pokazali četvero-faktorsku soluciju, u 

kojoj su čestice vezane uz emocije prije i nakon 

lucidnosti formirale jedan jedinstveni faktor, 

umjesto dva faktora koja su bila očekivana s 

obzirom na polazišno istraživanje (21). Ovakvi 

rezultati dodatno ističu emocionalnost kao bit-

nu dimenziju lucidnosti. Ovo je korak unapri-

jed u odnosu na dosadašnje spoznaje o višedi-

More frequent awakenings were associated with 

less frequent use of mature defenses and higher 

levels of all symptoms except paranoia. With re-

gard to sleep quality, the results showed negative 

associations with immature defenses and all test-

ed symptoms (Table 3).

DISCUSSION

Considering the lack of research on lucid dreams, 

there was a need to validate the lucidity ques-

tionnaire on a Croatian population sample. Ac-

cording to previous studies, every second stu-

dent has experienced at least one lucid dream 

in their lifetime (41). The deviations from the 

normal distribution related to inductive lucid-

ity identified in the present study have already 

been previously confirmed (21). This phenome-

non, especially when induced, is very rare. Nev-

ertheless, the percentage of participants who 

never or rarely induce lucidity in dreams is lower 

than obtained in the original paper (21). These 

results indicate that our participants are quite fa-

miliar with inductive lucidity. The reliability co-

efficients of the subscales of the questionnaire, 

as well as the correlation of the results achieved 

on individual subscales, are generally in line with 

the initial research (21). The original FILD ques-

tionnaire includes five subscales (21). Although 

its authors, as previously stated, did not test 

the factor structure of the questionnaire, in the 

present study it was possible to do so due to a 

more numerous and heterogeneous sample. The 

obtained results showed a four-factor solution, 

in which the emotion-related items before and 

after lucidity formed a single factor, instead of 

the two factors that were expected with respect 

to the baseline study (21). Such results further 

emphasize emotionality as an essential dimen-

sion of lucidity. This is a step forward compared to 

previous knowledge of the multidimensionality 

of this construct, which assumes the separation 

of frequency from intensity of lucid dreams (21). 

Minor inconsistencies of the obtained results 

with those reported previously (21) can be ex-
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plained by methodological differences compris-

ing the heterogeneity and sample sizes. A more 

heterogeneous sample of young adults (N = 665) 

participated in this study, and the validity of the 

questionnaire was verified based on the results 

of 231 participants. On the other hand, a numer-

ically smaller and more homogeneous sample of 

students (N = 142) in the previous study (21) did 

not allow verification of the factor structure of 

the original FILD questionnaire (21).

The obtained results indicate that lucidity is as-

sociated with distress only when it is achieved, 

which is not completely inconsistent with pre-

vious findings (21) on the maladaptiveness of 

lucidity induction. It is possible that only high-

ly frequent induction can become successful in 

achieving lucid dreams, with a price on a psycho-

pathological level, while infrequent and inconsis-

tent application of induction neither helps nor 

hinders. The positive relationship of mature but 

also immature defenses with spontaneous lucid-

ity, anxiety with prolonged lucidity and paranoia 

with successfully induced lucidity also lead to 

important implications, which should be verified 

in further research. Regarding the intensity of 

lucidity, the negative relationships of confidence 

in lucidity with symptoms of hostility and use of 

immature defenses as well as of activity with use 

of neurotic defenses are promising findings. Still, 

a greater number of scenes in the action of the 

dream were associated with more frequent symp-

toms of phobia. It is known that the dynamism 

of the defense system is predictive of various 

psychopathological outcomes, but only as an end 

result with a time lag (33). The potential contri-

bution of lucidity intensity in reducing psycho-

pathological symptoms should be examined by 

longitudinal research.

The present study shows that emotionality relat-

ed to lucidity is the most important correlate of 

psychopathological distress. While the significant 

and greatest association was found with phobic 

symptoms, the main characteristic of which is 

precisely the excessive irrational emotionality 

associated with the object of fear (39), hostility 

is the only psychopathological symptom that was 

menzionalnosti ovog konstrukta, koje pretpo-

stavljaju razdvajanje frekvencije od intenziteta 

lucidnosti (21). Manje nesukladnosti dobivenih 

rezultata s postojećim (21) moguće je objasni-

ti metodološkim razlikama koje se odnose na 

heterogenost i veličine uzoraka. U provedenom 

istraživanju sudjelovao je heterogeniji uzorak 

mlađe odrasle dobi (N=665), a valjanost upit-

nika provjerena je na temelju rezultata 231 

sudionika. S druge strane, brojčano manji i 

homogeniji uzorak studenata (N=142) u istra-

živanju (21) nije omogućio provjeru faktorske 

strukture originalnog FILD upitnika (21). 

Dobiveni rezultati ukazuju da je lucidnost po-

vezana sa distresom samo kada je realizirana, 

što nije u potpunosti nesukladno dosadašnjim 

nalazima (21) o maladaptivnosti indukcije lu-

cidnosti. Moguće je da samo visoko učestala 

indukcija može postati uspješna u doživljaju 

lucidnog sna, s cijenom na psihopatološkom 

planu, dok mu rijetka i nedosljedna primjena 

indukcije ne odmaže ni pridonosi. Pozitivni 

odnosi zrelih, ali i nezrelih obrana sa sponta-

nom lucidnosti, anksioznosti s produženom 

lucidnosti, kao i paranoidnosti s uspješno iza-

zvanom lucidnosti također pružaju bitne im-

plikacije, koje bi trebalo provjeriti u daljnjim 

istraživanjima. Vezano uz intenzitet lucidnosti, 

negativni odnosi sigurnosti sa simptomima ne-

prijateljstva i nezrelim obranama te aktivnosti 

s neurotskim obranama obećavajući su nalazi. 

Ipak, veći broj scena u radnji sna povezan je s 

češćim simptomima fobičnosti. Poznato je da 

je dinamičnost sustava obrana prediktivna za 

razne psihopatološke ishode, no tek kao krajnji 

rezultat, s vremenskim odmakom (33). Poten-

cijalni doprinos intenziteta lucidnosti u sma-

njenju psihopatoloških simptoma trebalo bi 

provjeriti longitudinalnim istraživanjem. 

Provedeno istraživanje pokazuje da je emocio-

nalnost vezana uz lucidnost najznačajniji kore-

lat psihopatološkog distresa. Dok je značajna i 

najveća povezanost dobivena sa simptomima 

fobičnosti, čija je glavna karakteristika upravo 
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not significantly associated with emotionality in 

this study. It is possible that there is no place for 

hostile or opposing feelings in the experience of 

lucidity. Most lucid dreamers describe this experi-

ence in terms of calmness, self-reflection, focused 

awareness, insight and openness to experiences 

(17, 19, 42), i.e. in terms of mildly positive to ex-

tremely neutral emotional states. It is also likely 

that the etiology of symptoms is more related to 

the emotions that follow lucidity in sleep than to 

those that precede it. Such emotions, especially 

when negative, are accompanied by more fre-

quent use of immature and neurotic defenses. 

Furthermore, the pre-sleep thought technique 

is a positive correlate of the symptoms of obses-

sive-compulsiveness, anxiety and psychoticism. 

The same has been confirmed for the relationship 

between alternation of wakefulness and sleep and 

paranoia, and advanced techniques with somati-

zation. However, of all the techniques, the great-

est caution must be directed towards the verifi-

cation of reality, which erases the boundaries of 

wakefulness and sleep, reality and imagination 

(21). Nevertheless, the negative relationship of 

reading about lucidity with neurotic defenses im-

plies that not all induction techniques are mal-

adaptive. Of the additional variables included in 

this study, the main negative correlates of psy-

chopathological distress were the desire for a new 

lucid dream and sleep quality, while the number 

of awakenings proved to be a positive correlate. 

According to the continuity hypothesis, the above 

findings indicate the dominant role of negative 

emotions after lucidity in dreams, number of 

awakenings, inductive lucidity and frequency of 

lucidity as potentially risky, and sleep quality, de-

sire for a new lucid dream, lucidity intensity and 

positive emotions as protective factors of psycho-

logical health. However, to justify of such claims 

it is important to conduct statistical analyzes that 

demonstrate conclusions about causal relations 

between these factors.

There were some limitations to are study as well 

as suggestions for future researchers. First, it 

is necessary to clarify whether lucidity is better 

thought of in terms of one type of dream and its 

pretjerana iracionalna emocionalnost povezana 

s objektom straha (39), neprijateljstvo je jedini 

psihopatološki simptom koji nije bio značajno 

povezan s emocionalnošću u ovom istraživanju. 

Moguće je da u iskustvu lucidnosti nema mje-

sta hostilnim ni njima suprotnim osjećajima. 

Većina lucidnih sanjača o tom iskustvu govori 

u smislu smirenosti, samorefleksije, usredoto-

čene svijesti, uvida te otvorenosti k iskustvima 

(17,19,42), odnosno blago pozitivnih do izra-

zito neutralnih emocionalnih stanja. Izgledno 

je i da je etiologija simptoma više vezana uz 

emocije koje slijede lucidnost u snu, nego uz 

one koje joj prethode. Takve emocije, pritom 

negativne, prati i češća uporaba nezrelih i neu-

rotskih obrana. Nadalje, tehnika misli prije sna 

pozitivan je korelat simptoma opsesivne-kom-

pulzivnosti, anksioznosti i psihoticizma. Isto 

vrijedi za odnose izmjene budnosti i spavanja 

s paranoidnosti te naprednih tehnika sa soma-

tizacijom. Međutim, od svih tehnika najveći je 

oprez nužno preusmjeriti na provjeru stvarno-

sti, čijim se izvođenjem brišu granice budnosti 

i spavanja, stvarnosti i mašte (21). Ipak, nega-

tivan odnos čitanja o lucidnosti s neurotskim 

obranama implicira da nisu sve tehnike induk-

cije maladaptivne. Od dodatnih varijabli koje 

su obuhvaćene ovim istraživanjem, kao glavni 

negativni korelati psihopatološkog distresa iz-

dvojili su se želja za novim lucidnim snom te 

kvaliteta spavanja, dok se broj buđenja pokazao 

pozitivnim korelatom. Sukladno hipotezi konti-

nuiteta, prethodno navedeni nalazi ukazuju na 

dominantnu ulogu negativnih emocija nakon 

lucidnosti u snovima, broja buđenja, induktivne 

lucidnosti te frekvencije lucidnosti kao potenci-

jalno rizičnih, a kvalitete spavanja, želje za no-

vim lucidnim snom, intenziteta lucidnosti i po-

zitivnih emocija kao zaštitnih faktora psihološ-

kog zdravlja. Međutim, za opravdanost ovakvih 

tvrdnji važno je provesti statističke analize koje 

omogućavaju zaključke o kauzalnim odnosima.

Postoje neka ograničenja, kao i prijedlozi za 

buduće istraživače. Prvo, nužno je razjasniti 
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associated constructs, such as defense mecha-

nisms, or in terms of a separate entity of height-

ened consciousness, which coping strategies, 

such as conscious forms of emotional regulation, 

could explain better. Second, the study was con-

ducted at the beginning of the first wave of the 

COVID-19 pandemic in the Republic of Croatia 

and the earthquake in Zagreb, which favors pos-

sible contamination of the results on measures 

of psychopathological symptoms. Third, physical 

distancing measures resulted in online conduct 

of the survey, although control of the bias and 

representativeness of the sample was used to to 

ensure that the invitation to participate in this 

survey was published in thematically diverse 

Facebook groups. Fourth, spontaneous lucidi-

ty is challenging to investigate due to its insuf-

ficiently high incidence in the population. The 

range of research methods for collecting data 

on inductive lucidity is very wide, e.g., keeping a 

sleep diary, but existing literature (21) suggests 

negative trends in mental health during such ac-

tivities. In order not to question the psychological 

well-being of the participants, the draft of this 

research was cross-sequential, to the detriment of 

its shortcomings as a retrospective measure. The 

experience of lucidity in sleep is a unique mental 

event that is thus a distinctive experience when 

sleeping. Therefore, it was assumed that the abil-

ity to remember is not so impaired and that it still 

provides enough information of current research 

interest, while distancing this study from what 

may be potentially socially sensitive. 

CONCLUSIONS

The applied FILD questionnaire showed sat-

isfactory psychometric characteristics in the 

Croatian population sample. According to the 

obtained results, negative emotions, number of 

awakenings, induction techniques and lucidity 

frequency proved to be significant and positive 

correlates, and sleep quality, desire for a new 

lucid dream, positive emotions and lucidity 

intensity were negative correlates of psycho-

je li o lucidnosti opravdanije govoriti u smislu 

jedne vrste snova te s njima povezanim kon-

struktima poput obrambenih mehanizama ili u 

terminima zasebnog entiteta povišene svijesti, 

koji bi strategije suočavanja, kao svjesni oblici 

emocionalne regulacije, mogle bolje objasniti. 

Drugo, istraživanje je provedeno početkom pr-

vog vala COVID-19 pandemije u RH te potresa 

u Zagrebu, što pogoduje mogućoj kontamini-

ranosti rezultata na mjerama psihopatoloških 

simptoma. Treće, mjere fizičkog distanciranja 

rezultirale su online provođenjem istraživanja, 

a kontrola pristranosti i reprezentativnosti 

uzorka nastojala se osigurati na način da je po-

ziv za sudjelovanje u ovom istraživanju objav-

ljen u tematski raznolikim Facebook grupama. 

Četvrto, prirodnu je lucidnost izazovno istraži-

vati zbog njene nedovoljno visoke učestalosti. 

Raspon istraživačkih metoda za prikupljanje 

podataka o induktivnoj lucidnosti vrlo je širok, 

npr. vođenjem dnevnika spavanja, no postoje-

ći podatci (21) upućuju na negativne trendove 

u mentalnom zdravlju tijekom ovakvih aktiv-

nosti. Kako psihološka dobrobit sudionika ne 

bi bila upitna, nacrt ovog istraživanja bio je 

kros-sekvencionalni, nauštrb njegovim nedo-

statcima kao retrospektivnoj mjeri. Iskustvo 

lucidnosti u snu jedinstven je doživljaj koji je 

samim time distinktivno iskustvo pri spavanju. 

Stoga, pretpostavilo se da sposobnost dosjeća-

nja nije toliko narušena te da ipak osigurava 

dovoljno informacija od trenutnog istraživač-

kog interesa, a da pri tome udaljuje ovo istraži-

vanje od potencijalno socijalno osjetljivog. 

ZAKLJUČCI

Primijenjeni FILD upitnik pokazao je zadovolja-

vajuće psihometrijske karakteristike na hrvat-

skom uzorku. Prema dobivenim rezultatima, 

negativne emocije, broj buđenja, tehnike induk-

cije te frekvencija lucidnosti pokazali su se zna-

čajnim i pozitivnim korelatima, a kvaliteta spa-

vanja, želja za novim lucidnim snom, pozitivne 
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pathological symptoms. Such results, as well 

as the association of defense mechanisms with 

different dimensions of lucidity, are consistent 

with the continuity hypothesis. The results im-

ply that, in addition to sleep quality, number of 

awakenings and desire for a new lucid dream, 

induction techniques and emotionality associ-

ated with lucidity in dreams are dominant de-

terminants of the psychological well-being of 

lucid dreamers.

emocije te intenzitet lucidnosti negativnim 

korelatima psihopatoloških simptoma. Ovakvi 

rezultati, jednako kao i dobivene povezanosti 

obrambenih mehanizama s različitim dimenzi-

jama lucidnosti, sukladni su hipotezi kontinui-

teta. Rezultati impliciraju da su, pored kvalitete 

spavanja, broja buđenja i želje za novim lucid-

nim snom, tehnike indukcije i emocionalnost 

povezane s lucidnošću u snovima dominantne 

odrednice psihološke dobrobiti lucidnih sanjača.
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Lidija Bandić
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Visoka prevalencija istodobnog postojanja ovisnosti o psihoaktivnim tvarima i drugog psihijatrijskog poremećaja 

veliki je izazov i za kliničare i za znanstvenike. Utvrđivanje psihijatrijskog komorbiditeta povećava teškoće u liječenju 

kao i rizik od kroničnosti, što dovodi do loše prognoze i za psihički poremećaj i za ovisnost o psihoaktivnim tvarima, 

s lošijim izgledima za oporavak. Ključne zapreke za liječenje komorbidne ovisnosti o psihoaktivnim tvarima su 

razdvajanje sustava za liječenje mentalnog zdravlja i ovisnosti o psihoaktivnim tvarima. Cilj rada je pregled razvoja 

i implementacije integrativnog modela terapijskog programa s istodobnim tretmanom poremećaja ovisnosti i 

pridruženog psihičkog poremećaja koji daje pozitivne pomake kod oba poremećaja i postoji već dvadeset osam 

godina u sklopu modificirane terapijske zajednice Reto centar. Inovativnost integrativnog modela terapijskog 

programa je povezivanje rehabilitacije psihičkog poremećaja i poremećaja ovisnosti koji uz biološki, psihološki, 

sociokulturni uključuje i duhovni aspekt. U radu su navedene komponente terapijskog programa, koncept 

integrativnog pristupa, koncept oporavka, terapijski potencijal i korektivna iskustva koja uzrokuju oporavak 

u integrativnom modelu što otvara mogućnost provođenja dodatno modificiranog, ciljano strukturiranog i 

personaliziranog terapijskog programa rehabilitacije osoba s poremećajem ovisnosti s pridruženim psihičkim 

poremećajem. Uspjeh provedene rehabilitacije osoba u problemu ovisnosti s pridruženim psihičkim poremećajem 

definiran je kao osjećaj osnaženosti, život sa smislom i iskustvom pripadanja u optimalnom obiteljskom i radnom 

funkcioniranju, kao i u integraciji u širu zajednicu. U radu je naveden primjer koji ukazuje na korake koji se poduzimaju 

kako bi u praksi zaživio istodobni tretman obih poremećaja.

/ High prevalence of simultaneous addictions to psychoactive substances and other psychiatric disorders represents a great 

challenge for both clinical experts and scientists. Defining psychiatric comorbidity increases curing difficulties and the risk 

of chronicity, which leads to bad prognosis in terms of both psychic disorder and the addiction to psychoactive substances 

with more limited prospects for recovery. The crucial obstacles related to curing comorbid addiction to psychoactive 

substances are the following: separating of the mental curing system from the addiction to psychoactive substances. 

The objective of this paper is to present the development and implementation of the integrative model of a therapeutic 

programme and the treatment of the addiction disorder and the associated psychic disorder with positive results in both 

disorders that has been persisting over twenty-eight years in a modified therapeutic community such as Reto Center. The 

innovation in the integrative model of the therapeutic programme relies on connecting the rehabilitation of psychic disorder 

with the addiction disorder, which, beside biological, sociological, cultural aspect, also includes the spiritual aspect. This 

paper comprises the main components of the therapeutic programme, concept of integrative approach, recovery concept, 

therapeutic potential and corrective experiences leading to recovery and the integrative model that opens up possibilities of 

additionally modified implementation aimed at structural and personalized therapeutic programme for the rehabilitation 

of persons with addiction disorders and associated psychic disorders. The success of the applied rehabilitation of persons 

with addiction problems and associated psychic disorders is defined as the feeling of empowerment, meaningful life and 

experience of belonging to an optimal family and working environment as well as integration in a broader community. 

This paper gives an example of the steps taken in an attempt to see treatments of both disorders applied in practice.
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UVOD

Tijekom posljednjih desetljeća praktičari i 

znanstvenici sve više prepoznaju prisutnost 

psihičkih poremećaja kod osoba u problemu 

ovisnosti o psihoaktivnim tvarima. Europski 

centar za praćenje droga i ovisnosti o drogama 

(EMCDDA) je u Europskom izvješću o drogama 

iz 2015. godine ukazao na visoku prevalenciju 

komorbiditeta među ovisnicima o drogama, 

od kojih oko 50  % ima i psihički poremećaj 

(1). Visoka prevalencija istovremenog psihič-

kog poremećaja i ovisnosti o drogama glavni 

je izazov i za kliničare i za znanost. Prisutnost 

istovremenog psihičkog poremećaja i poreme-

ćaja ovisnosti povećava teškoće u liječenju kao 

i rizik od kroničnosti, što dovodi do loše pro-

gnoze i za psihički poremećaj i za ovisnost o 

psihoaktivnim tvarima, s lošijim izgledima za 

oporavak. Odvojenost tretmana psihičkog po-

remećaja i tretmana ovisnosti o psihoaktivnim 

tvarima stvara poteškoće u osiguravanju učin-

kovitog tretmana obih poremećaja (2). Ključne 

zapreke za liječenje komorbidne ovisnosti o 

psihoaktivnim tvarima su razdvajanje sustava 

za komorbidnu ovisnost potvrđuju i podatci 

Substance Abuse and Mental Health Services Ad-

ministration (3). Osobe s istodobnim psihičkim 

poremećajem i ovisnosti o psihoaktivnim tva-

rima pokazuju težu psihopatologiju, imaju više 

hospitalizacija, povećan sucidalni rizik kao i 

psihosocijalna oštećenja. Navedeno ukazuje 

da je ovaj višedimenzionalni problem ujedno i 

INTRODUCTION

Over the past few decades, practitioners and sci-

entists recognized the presence of psychic dis-

orders more and more among persons addicted 

to psychoactive substances. The European Moni-

toring Centre for Drugs and Drug Addition (EM-

CDDA) published a report on drugs in 2015 in-

dicating high prevalence of comorbidity among 

drug addicts from which 50% had psychotic 

disorders (1). High prevalence of simultaneous 

physic disorder and drug addiction is a very im-

portant challenge both for clinicians and the 

science. The presence of simultaneous psychic 

disorder and addiction disorder results in in-

creased difficulties related to the treatment and 

the risk of chronicity. Also, it can lead to inac-

curate prognosis in both psychotic disorder and 

psychoactive substances addiction with a lower 

chance for recovery. Separation of the treat-

ment of psychotic disorder and the treatment 

of addiction to psychoactive substances creates 

difficulties is securing efficient treatment of 

both disorders (2). SAMHSA - Substance Abuse 

and Mental Health Services Administration 

confirmed that the critical obstacle to curing 

comorbid addictions to psychoactive substanc-

es is the separation of the system for comorbid 

addiction (3). Persons with the simultaneous 

psychic disorder and addiction to psychoactive 

substances are exposed to harder psychopathol-

ogy, more hospitalizations, higher suicidal risk 

and psychosocial damages. The topics listed in-

dicate that this multidimensional problem rep-
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ozbiljan izazov i za liječnike i ostale pomažuće 

struke.

U ovom radu bit će prikazan integrativni model 

terapijskog programa istodobno usmjerenog na 

oba poremećaja zasnovan na suvremenom pri-

stupu liječenju koji daje naglasak na oporavak u 

terapijskoj okolini individualno prilagođenoj u 

skladu sa simptomima i slabostima, koji uz bi-

ološki, psihološki, sociokulturni uključuje i du-

hovni aspekt. Integrativni pristup u medicini i 

psihijatriji temelji se na pretpostavci da su ljud-

ska bića u zdravlju i bolestima složeni sustavi 

dinamički interakcijskih bioloških, psiholoških, 

socijalnih, informacijskih i duhovnih procesa 

(4). Naglasak će biti na konceptu istodobnog 

tretmana poremećaja ovisnosti i pridruženog 

psihičkog poremećaja kojim su dobiveni po-

zitivni pomaci kod oba poremećaja na kojem 

tim stručnjaka i rehabilitiranih ovisnika radi 

istovremeno kao i na povećanju aktivnog su-

djelovanja korisnika u tretmanu te jačanju mo-

tivacije za ostanak i zadržavanje u tretmanu. 

Uspjeh oporavka osoba u problemu ovisnosti u 

terapijskom programu modificirane terapijske 

zajednice je individualan, ovisi o pojedincu, vr-

sti psihičkog poremećaja i suradljivosti. U ne-

kim slučajevima postiže se potpun oporavak, 

a u nekim slučajevima radi se o oporavku od 

problema ovisnosti i remisiji psihičkog pore-

mećaja. Uspjeh provedene rehabilitacije osoba 

u problemu ovisnosti s pridruženim psihičkim 

poremećajem je osjećaj osnaženosti, život sa 

smislom i iskustvom pripadanja u optimalnom 

obiteljskom i radnom funkcioniranju, kao i u 

integraciji u širu zajednicu. Ovaj rad je plod sa-

zrijevanja vremena za povećanje učinkovitosti 

liječenja komorbidne ovisnosti kreativnim na 

čovjeka usmjerenim pristupom koji daje nadu 

pružajući potrebne alate za osobni oporavak 

primjenom transdiciplinarnosti i integrativno-

sti (5). Dijagnoza se ne shvaća kao stanje nego 

kao dinamički proces. S obzirom na dosadašnja 

iskustva rada u ovoj problematici razvidno je da 

je klinička korist ograničena i da su ograničenja 

koja se pojavljuju tijekom liječenja u području u 

resents a serious challenge to doctors and other 

professionals.

This paper presents the integrative model of ther-

apeutic programme focusing on both disorders 

based on a modern approach that emphasizes 

recovery in the therapeutic environment adapt-

ed to individuals following their symptoms and 

weaknesses, which, beside biological, psycholog-

ical, social and cultural aspects also include the 

spiritual approach. An integrative approach to 

medicine and psychiatry is based on the assump-

tion that human beings are complex systems of 

dynamic intricate biological, psychological, social, 

informational and spiritual processes in health 

and sicknesses.

The accent is put on the concept of simultaneous 

treatments of addiction disorders and accompa-

nying psychic disorders that give positive results 

for both disorders with which a team of experts 

and rehabilitated addicts works at the same time 

as well as on an increasingly active participation 

of users of the treatment and improving moti-

vation for staying and continuing with the pro-

gramme. The success rate of the recovery from an 

addiction in a therapeutic programme organised 

in a modified therapeutic community is individ-

ual and depends on an individual, type of psychic 

disorder and the level of cooperation. In some 

cases, a complete recovery occurs, whereas other 

cases indicate relapse of addiction and remission 

of psychotic disorders. Successful rehabilitation 

among the persons with the addiction associated 

with psychotic disorders manifested in the feeling 

of becoming stronger, having a more meaningful 

life and experiencing that one has the ability to 

optimally function in the family and work envi-

ronment and integrate in a broader community.

This research is a product of a mature approach to 

increasing the efficiency of treatment of comorbid 

addiction through the application of creative and 

directed methods. It gives hope because it pro-

vides necessary tools for personal recovery in a 

transdisciplinary and integrative setting. (5). The 

diagnosis is not interpreted as a condition but 

rather as a dynamic process. Taking into consid-
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koje treba ulagati da se istraži kako bi se mogle 

pomicati granice prema uspješnijem liječenju 

i daljnjoj znanstvenoj vjerodostojnosti i po-

većanju učinkovitosti liječenja integriranjem 

neurobiološke, intrapsihičke, interpersonalne, 

kulturne, društvene i duhovne procese u dija-

gnostici i terapijskim razmatranjima (6).

Cilj ovog rada je otvaranje mogućnosti za kre-

iranje integrativnog terapijskog programa 

istovremeno usmjerenog na oba poremećaja 

kao mjere za smanjivanje rizika od odusta-

janja i povećanja učinkovitosti rehabilitacije 

komorbidne ovisnosti. Pisanje ovog članka je 

generirano dugogodišnjim autoričinim isku-

stvom rada u terapijskoj zajednici s osobama 

u problemu ovisnosti i naglašavanjem da je ži-

vot nevjerojatno složena pojava koju je nemo-

guće precizno obuhvatiti i istražiti bilo kojim 

znanstvenim metodama te da je svaka terapija 

stvarnost mogućega, a ne psihodinamički teo-

rijski nacrt kako zdravi um treba funkcionirati 

kod zdrave osobe. 

KOMPONENTE TERAPIJSKE 
ZAJEDNICE

Sama terapijska zajednica svojom organizacij-

skom strukturom predstavlja terapijsko okru-

ženje koje čine korisnici, osobe s psihičkim 

poremećajem, i osobe ovisne o psihoaktivnim 

sredstvima, uspješno rehabilitirane osobe edu-

cirane za rad u terapijskoj zajednici te stručni 

tim čija međusobna interakcija u svakodnev-

nim situacijama i zajedničkom životu u za-

jednici pridonosi boljem razumijevanju svojih 

unutarnjih, psihičkih procesa i vlastitog funk-

cioniranja te učenju zdravih i učinkovitih obra-

zaca ponašanja i ophođenja prema drugima, pri 

čemu se isprepliću psihoterapijski i sociotera-

pijski učinci terapijske zajednice (7).

Terapijska zajednica je mjesto odrastanja i 

korektivnog iskustva, mjesto uspješnog razr-

ješavanja temeljnih psihosocijalnih i psihodu-

hovnih kriza (grč. krizis - prijelomna točka, 

eration the experience in the field gathered thus 

far, it is evident that clinical benefits are limited 

and that clinical limitations appearing during the 

treatment lay in the domain that requires further 

investments directed at a more successful treat-

ment and scientific authenticity as well as an in-

creased efficiency of treatment through the inte-

gration of neurobiological, intrapsychic, interper-

sonal, cultural, social and spiritual processes in 

diagnostical and therapeutic considerations (6).

The objective of this paper is to open up various 

possibilities for the creation of an integrative 

therapeutic programme that simultaneously fo-

cuses on disorders as well as the criteria for the 

reduction of risk from discontinuing treatment in 

order to increase the efficiency of rehabilitation 

from comorbid addiction.

This paper is a result of the author’s extensive 

therapeutical work with addicts. Emphasizing 

the importance of life is an incredibly complexed 

phenomenon which is very hard to grasp and ex-

plore by scientific methods. Every therapy needs 

to take into account what is possible and it is not 

psychodynamic theoretical blueprint how healthy 

mind should function in a healthy person. 

COMPONENTS OF 
THERAPEUTICAL COMMUNITY

The organizational structure of a therapeutic com-

munity represents the therapeutic environment 

composed of users, persons with psychic disorders 

and persons addicted to psychoactive substances, 

successfully rehabilitated persons educated for 

the work in a therapeutic community, and a pro-

fessional team whose mutual interaction in situ-

ations of everyday life in the community contrib-

utes to a better understanding of the inner psychic 

processes, independent functioning and learning 

about healthy and effective behavioural patterns 

and interactions with others whereas psychother-

apeutic and social therapeutic effects interweav-

ing within the therapeutic community (7).

Therapeutic community is a place of growth and 

corrective experience and a place of successful 
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izlazak). Uspješno razriješena kriza označava 

kraj jednog životnog razdoblja, razdoblja po-

grešnih pokušaja razrješavanja psihosocijalnih 

i duhovnih kriza uzimanjem alkohola ili droga 

te početak nove perspektive o sebi i životu koji 

dobiva smisao kreiranjem osobnog identiteta, 

razvijanjem duhovnosti i prepoznavanjem pra-

ve svrhe života.

Sigurno okruženje. Terapijska zajednica Reto 

centar nalazi se su u odvojenim rezidencijalnim 

kućama i radnim prostorima, odvojena je od 

drugih institucionalnih programa i okruženja 

koja su povezana s drogom. Terapijska zajedni-

ca prenosi korisniku vrijednosti rada i aktivnog 

socijalnog učenja. Nudi mogućnost razvoja u si-

gurnom okruženju. 

Terapijske aktivnosti modificirane za oso-

be s komorbiditetom ovisnosti. Terapijsko 

djelovanje osniva se na sveobuhvatnom pri-

stupu koji je okrenut samoj osobi i uspješnosti 

oporavka korisnika. Sve terapijske aktivnosti 

su kolektivne. Iznimka su individualna savjeto-

vanja. U središtu aktivnosti su Grupe za osobnu 

promjenu - tretmanske grupe. Organizirane su 

kao Grupe za osobni rast i razvoj kroz jutarnje 

sastanke, večernje sastanke. Suradnja osoblja 

koje nosi odgovornost da u određenim situaci-

jama postupe u skladu s postojećim znanjima, 

iskustvima, vještinama i uvjerenjima u skladu 

sa svjetonazorom i programom terapijske za-

jednice organizirana je kroz Supervizijske gru-

pe koje imaju za cilj učenje, podršku i dijeljenje 

odgovornosti (8) .Individualno nedirektivno 

i suportivno savjetovanje ima za cilj konfron-

taciju, suočavanje osobe s realitetom ili nekim 

njegovim osobnim više-manje nesvjesnim re-

akcijama, ponašanjem, ali i odnosom prema 

drugima i sebi (9) 

Pomoćne aktivnosti i postupci. Ove su ak-

tivnosti uključene u učenje specijalnih vještina 

kao što je roditeljstvo.

Strukturirani dan. Strukturirani dan jako je 

važan za boravak korisnika. Rad, rutina i aktiv-

dismissal of fundament psychosocial and psycho 

spiritual crises (Greek: crisis – breaking point, 

exit). A crisis that has been successfully resolved 

implies ending of one period of life, i.e., a peri-

od of mistaken attempts at resolving psychoso-

cial and spiritual crises through alcohol or drug 

abuse, and a beginning in terms of developing a 

new perspective about the self and a meaning-

ful life by creating personal identity, opening to 

spiritual development and recognizing the true 

purpose of life.

Safe environment. Therapeutic Reto commu-

nity is located in a number of residential houses 

and working facilities and separated from other 

institutional programmes and environments that 

are connected with drug abuse. The therapeutic 

community educates its beneficiaries about the 

values of work and active social learning. It pro-

vides the possibility of development in a safe en-

vironment.

Modified therapeutic activities for persons 

with comorbid addiction. The therapeutic im-

pact is based on a comprehensive approach that 

deals with each person individually to achieve 

successful recovery. All therapeutic activities are 

collective. Individual counselling is an exception. 

The focus is on groups for personal change, or 

treatment groups. Those are organized as groups 

for personal growth and development and they 

hold regular morning and evening sessions. Re-

sponsible personnel applies knowledge, experi-

ences, skills and beliefs based on the worldview 

and the programme of the therapeutic commu-

nity to their work in the supervising group and 

reacts in various situations, offering their sup-

port and sharing the responsibility for achieving 

the goal (8). Individual indirect and supportive 

counselling uses methods such as confrontation 

with a problem, facing the person with reality and 

more or less unwilling reactions, behaviour, and 

relationships with others and oneself (9).

These activities are also included in learning 

about certain special skills, such as parenting.

Structured day. A structured day is very im-

portant for the beneficiaries to stay in the pro-
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nosti su važni za ljude čiji su životi uglavnom 

bili neorganizirani. Također takav način života 

odvlači pažnju od dosade i negativnog načina 

razmišljanja što može izazvati potrebu za uzi-

manjem psihoaktivnih tvari. Isto tako struktu-

rirane aktivnosti omogućuju učenje, planiranje, 

postavljanje i ostvarivanje ciljeva. Korisnike se 

podučava da iskorištavaju vrijeme i potiče ih se 

na odgovornost. Stoga svaki dan ima formal-

ni raspored različitih terapijskih i obrazovnih 

aktivnosti koje imaju točno određeno vrijeme, 

način izvršavanja i rutinske procedure. Glavno 

sredstvo učenja samorazvoja su određeni dnev-

ni zadatci koji se obavljaju u kontinuitetu. Da 

bi učenje bilo moguće, potrebno se čvrsto držati 

naputaka i postupaka. Važno je prihvaćanje i 

poštivanje nadzora kao i zrelo i odgovorno po-

našanje članova jer svi ovise jedni o drugima.

Modeli ponašanja. Korisnici koji se ponašaju 

na očekivani način i koji odražavaju vrijedno-

sti učenja zajednice imaju ulogu modela, uzora 

ponašanja. Snaga same zajednice očituje se u 

tome koliko su brojni i snažni ljudi koji podrža-

vaju taj model ponašanja. Od svih članova za-

jednice očekuje se da budu takvi, bilo ulogama 

„zimmera“ starijih ili mlađih članova zajednice 

i kao članova upravljačkog osoblja. Terapijska 

zajednica zahtijeva višestruke modele ponaša-

nja jer to jača integritet zajednice i omogućava 

kvalitetno socijalno učenje.

Radno okupacijska terapija - rad kao te-

rapija i obrazovanje podrazumijeva cijelo-

dnevnu organizaciju radnih aktivnosti u tera-

pijskoj zajednici. Korisnici imaju različita rad-

na zaduženja u toku dana i od njih se očekuje 

adekvatno, racionalno i prije svega marljivo i 

odgovorno obavljanje svih aktivnosti. Cilj ove 

terapije je stjecanje radnih navika potrebnih za 

stvaranje optimalnih uvjeta za život. Za kori-

snike s težim dijagnozama cilj u prvoj fazi je 

pronalaženje okupacijskih aktivnosti u kojima 

bi korisnik s psihičkim poremećajem mogao su-

djelovati i uključivanje u aktivnosti formacije 

uz pronalaženja prilagođenog načina izvedbe 

gramme. Daily work, routine and activities are 

very important for people who in most cases 

lived unorganized lives. Also, this type of life 

distracts persons from boredom and negative 

thoughts that can lead to consuming psychoac-

tive substances. Structured activities also provide 

the right setting for learning, planning, setting 

and realizing goals. Beneficiaries are trained to 

use their time efficiently and carry out respon-

sibilities. Hence, every day is organised around 

a formal schedule including various therapeutic 

and educational activities at a set time, method of 

execution and a routine procedure. The main in-

strument for self-development comprises various 

daily tasks performed in continuity. In order to 

enable learning, it is necessary to strictly follow 

directions and procedures. It is also important to 

accept and value supervision and responsible acts 

of the members as they depend on each other. 

Models of behaviour. Users behaving in ex-

pected ways and maintaining the values of the 

community teaching become role models looked 

by others as an example to be imitated. The com-

munity is as strong are the people who support 

that model of behavour. Those members of the 

community are expected to play the role of “room 

mates“ to older or younger members of the group 

and the managing stuff. The therapeutic commu-

nity requires multiple models of behaviour as 

they strengthen the integrity of the community 

and provide quality social skills.

Occupational work therapy – the work as 

therapy and education. This implies organiza-

tion of all-day working activities within the ther-

apeutic community. Beneficiaries have various 

working tasks during the day. They are expected 

to adequately, rationally, and, above all assiduous-

ly and responsibly perform their working tasks. 

The goal of this type of therapy is to acquire work-

ing habits necessary for creating the optimal con-

ditions for life. The beneficiaries with more diffi-

cult diagnosis need to have occupational activities 

during the first phase where the beneficiary with 

a psychic disorder can participate and be involved 

in the activities that include finding of adjusted 

ways of performance. After the first phase, the 
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aktivnosti. Nakon prve faze slijedi uključivanje 

u produktivne aktivnosti uz pronalaženja pri-

lagođenog načina izvedbe aktivnosti formacije 

na temelju prepoznavanja zapreka i prepozna-

vanja sposobnosti korisnika s dvostrukom di-

jagnozom. Korisnicima se omogućuje razvijanje 

vještina te osobni rast i razvoj izazovima i od-

govornostima na poslovima bojanja, mehanike, 

restauracije namještaja, kreativnim poslovima 

umjetničkog ateljea, šivanja, agrokulture, hor-

tikulture i ostalih poslova ovisno o sposobno-

stima i afinitetima korisnika.

Socioterapija - vježbanje samouvida. Socio-

terapija je terapijski postupak liječenja nefunk-

cionalnog načina života osobe, metoda korište-

nja životnog okruženja terapijske zajednice na 

planski način. Životno okruženje je instrument 

terapijskog djelovanja i postizanja promjena u 

osobi. Čovjek je biće odnosa i kao takav bez 

povezivanja s drugima ne može ostvariti svoju 

jedinstvenost. Pri dolasku u akutnoj fazi, kod 

težih dijagnoza psihoze, shizofrenije i bipolar-

nog poremećaja, tijekom dužeg razdoblja socio-

terapijski postupci su ograničeni što isključivo 

ovisi o stanju korisnika i vrsti poremećaja. Svi 

terapijski i obrazovni postupci uključuju indi-

vidualnu svijest o tome kako naša ponašanja 

i stavovi djeluju na nas i naše okruženje. Isto 

tako važno je djelovanje ponašanja i stavova 

drugih na nas što se izražava introspektivnim 

razgovorima tijekom dana u svim aktivnosti-

ma. Socioterapija je liječenje psihičkih poreme-

ćaja sociodinamskim pragmatičnim pristupom 

i jača sve ono što osnažuje osobu, utječe na 

kvalitetu života i prevenciju bolesti i zaštitu 

zdravlja (10) 

Socioterapija – vježbanje emocionalnog 

rasta i razvoja. Socioterapija djeluje putem 

realiteta i spada u rekonstruktivnu terapijsku 

metodu koja osobi omogućuje funkcioniranje 

na relaciji pojedinac – zajednica. Socioterapija 

bi se mogla sažeti u tri riječi: život – rad - ko-

municiranje kao mjere za strukturiranje života 

i unošenja pozitivnih promjena u doživljaju 

beneficiary is involved in various productive ac-

tivities including the adjustable method of per-

formance of activities based on the recognition 

of obstacles and abilities related to the double 

diagnosis. The beneficiary has a chance to devel-

op various skills, achieve personal growth and 

develop through challenges and responsibilities 

on the jobs such as painting, mechanics, furniture 

restoration, or creative jobs such as art, sewing, 

agriculture, horticulture and other depending on 

their abilities and affinities. 

Social therapy – training in self-insight. 

Social therapy is a therapeutic treatment of dys-

functional life patterns and a method of using a 

living environment of the therapeutic community 

in a planned way. Living environment is used as 

an instrument of therapeutic procedure aimed at 

achieving changes from within a person. Human 

beings create relationships and cannot accom-

plish their unique personalities without connect-

ing to others. When a beneficiary joins the com-

munity in an acute phase, with a difficult diagno-

sis, psychosis, schizophrenia, or bipolar disorder, 

social therapeutic approaches are limited over 

longer periods of time and a lot depends on the 

condition of the beneficiary and the type of dis-

order. All therapeutic and educational procedures 

include individual awareness that our behaviour 

and attitudes have an effect on us and our en-

vironment. On the other hand, other people’s 

behaviour and attitudes also play an important 

role. Introspective interactions during the day are 

part of all activities. Social therapy is a treatment 

of psychic disorders that applies sociodynamic 

pragmatical approach aimed at strengthening a 

person, improving the quality of life, preventing 

illness and protecting health (10). 

Social therapy – exercising emotional 

growth and development. Social theory be-

longs to a reconstructive therapeutic method 

which provides functioning at the level individ-

ual-community. Social therapy could be summa-

rized in three words: life-work-communication as 

the basic guidelines for a structured life and posi-

tive changes in experiencing the self and the oth-

ers in combination with corresponding reactions 
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sebe i drugih te odgovarajućih reakcija na život-

ne izazove okruženja. Da bi osoba mogla ostva-

riti osobni razvoj i socijalizirati se mora naučiti 

prepoznavati svoje osjećaje, izražavati ih na pri-

hvatljiv način i konstruktivno njima upravljati. 

To se ostvaruje u interpersonalnim i socijalnim 

događajima zajedničkog života. Sociodinamika 

otkriva, analizira i primjenjuje socijalne odnose 

kao pokretače psihičkih procesa (10) 

Terapijski tim. Terapijski tim čine terapeuti 

školovani za rad u terapijskoj zajednici, mo-

nitori – uspješno rehabilitirani korisnici, psi-

holog, socijalni radnik i psihijatar kao vanjski 

suradnik. Bez obzira na profesionalnu funkciju 

i struku osnovna je uloga osoblja da budu raci-

onalni autoriteti, moderatori i vodiči kroz sa-

mopomoć. Prijateljstva među osobama i oso-

bljem neophodni su jer ohrabruju korisnika 

da se odvaži uključiti u proces promjene i da 

ustraje u njemu. Međusobni odnosi koji su se 

razvili u procesu liječenja temelj su za stvaranje 

socijalne mreže koja je potrebna za održavanje 

oporavka i nakon završetka tretmana. Psihi-

jatar postavlja dijagnozu, stvara dijagnostički 

dojam i prati trag poremećaja. Procjenjuje emo-

cionalno stanje bolesnika, proces razmišljanja, 

kognitivno funkcioniranje i testiranje realiteta. 

Na temelju dobivenih podataka i opserviranja 

ponašanja daje prijedlog farmakoterapije i psi-

hološke podrške. Tijek terapije psihofarmacima 

je individualan i određen procjenom liječnika 

- konzilijarnog psihijatra koji prati osobu u pro-

cesu liječenja. Cilj psihofarmakoterapije je po-

stizanje stabilnosti u funkcioniranju što je pre-

duvjet nastavka i uspješnosti procesa oporavka. 

Psiholog s kršćanskim pristupom daje psi-

hološku podršku te ju usmjerava u četiri prav-

ca 1. Rad na svjesnosti (uvid, monitoriranje 

misli, osjećaja i ponašanja, mogućnost novog 

životnog puta 2. Naknadna socijalizacija/na-

knadno roditeljevanje/reparenting (stvaranje 

temeljnog povjerenja) 3. Reatribucija uvjere-

nja, mijenjanje nefunkcionalnih misli i emocija 

i modifikacija ponašanja 4. Iskustvo doživljaja 

mogućnosti novog životnog puta, pronalazak 

on life challenges in a particular environment. In 

order to respond to personal development and to 

be socialized, a person must learn to recognize, 

express in an acceptable way and constructively 

manipulate his or her feelings. This can be done 

at the interpersonal and social level in everyday 

life. Social dynamic reveals, analyses and applies 

social relations to initiate psychic processes (10). 

Therapeutic team. Therapeutic team is com-

posed of therapists trained in working with a ther-

apeutic community and supervisors – successfully 

rehabilitated beneficiaries, psychologists, social 

workers and psychiatrists in the role of external 

associates. Regardless of their role and profes-

sion, the personnel needs to establish authority 

in their roles of moderators and guides for self-

help. Friendships beneficiaries between beneficia-

ries and the personnel are necessary because they 

encourage beneficiaries to be bold and involved in 

the process to the end. Mutual relationships de-

veloped during the treatment lay the foundations 

for creating a social network necessary for the re-

covery and life after the treatment. The psychia-

trist establishes a diagnosis and monitors the dis-

order. The psychiatrist estimates the patient’s con-

dition, thinking-process, cognitive abilities and 

perception of the reality. Based on the obtained 

data and observation of behaviour, the psychia-

trist suggests pharmacotherapy and psychological 

support. The course of psychopharmacotherapy 

is individual and determined by the doctor’s as-

sessment. The aim of psychopharmacotherapy is 

reaching functional stability as a precondition for 

the continuation of the treatment and successful 

recovery. A psychologist using the Christian 

approach provides psychological support com-

prising four directions 1. Working on awareness 

(insight, monitoring of thoughts, feelings and be-

haviour, possibility for a new way of life). 2. Subse-

quent socialization/subsequent parenting/re-par-

enting (the establishment of fundamental trust). 

3. Reattribution of beliefs, changing dysfunctional 

thoughts and emotions, and modification of be-

haviour. 4. The experience of the possibility of a 

new life path, finding the meaning and solving ex-

istential crisis (11). Christian psychologists give 
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smisla i razrješenje egzistencijalne krize (11). 

Kršćanski usmjeren psiholog daje slavu Bogu, 

ali također priznaje vrijednost znanstvene eva-

luacije. Kršćansko područje može biti doticano, 

ako korisnik to želi. Tada terapeut integrira 

dijalog biblijskog teksta i životnog konteksta 

kao integracijski pristup stvarnosti u kojoj su 

zastupljene sve dimenzije čovjeka (12). Duhov-

nost je shvaćena u kršćanskom smislu kao od-

nos ljudske osobe s Bogom i bližnjim. Terape-

uti školovani za rad u terapijskoj zajednici 

– rehabilitirani ovisnici s pozitivnim iskustvom 

promjene. Odgovorne osobe su i same uspješno 

završile program rehabilitacije u kojem su sada 

nositelji i izvoditelji aktivnosti terapijske za-

jednice, a njihovo iskustvo je od neprocjenjive 

važnosti. Pokazuju da postoji izlaz iz problema 

ovisnosti u kojem su se i sami nekoć nalazili. 

Svakodnevno pružaju podršku osobama u tret-

manu u svim aktivnostima zajednice i svojim 

primjerom kvalitetnog i svrhovitog življenja i 

osobnom odgovornošću utječu na uklanjanje 

stigme - jednom ovisnik, zauvijek ovisnik. Pra-

gmatični pristup terapijskog transdisciplinar-

nog tima je pristup osobi s poremećajem i nje-

govoj okolini, uključivanje društva u tretman 

osoba s poremećajem ovisnosti s pridruženim 

psihičkim poremećajem (1). 

Planirano trajanje tretmana liječenja. Op-

timalno trajanje procesa liječenja mora se po-

klapati sa ciljevima oporavka. Koliko dugo će 

netko ostati u programu liječenja ovisi u kojoj 

je etapi oporavka, iako postoji minimalno raz-

doblje intenzivnog tretmana koji je potreban 

da bi se internalizirala učenja koja provodi te-

rapijska zajednica ( 13) .

KONCEPT TERAPIJSKOG 
PRISTUPA INTEGRATIVNOG 
MODELA

Koncept terapijskog pristupa integrativnog 

modela: 1) u akutnoj fazi liječenja određuje se 

primjerena psihofarmakoterapija s ciljem posti-

praise to God in the same way they acknowledge 

the value of scientific evaluation. The Christian 

aspects can be included if the beneficiary wants 

it. Then therapists integrate Biblical texts and life 

context in the integrative approach representing 

various human dimensions (12). Spirituality in 

the Christian sense is understood as the relation-

ship between God, a human being and his or her 

neighbour. Therapists educated for the work 

in a therapeutic community – rehabilitated 

addicts who have undergone positive change. Re-

sponsible persons who have successfully finished 

the rehabilitation programme are able to carry out 

activities within the therapeutical community and 

thus share their priceless experience. With their 

example, they show that it is possible to get out 

of addiction. They provide daily support in all ac-

tivities to those who are in treatment by setting 

the example of quality, purposeful life and the 

importance of personal responsibility in terms 

of removing the stigma and the perception “once 

addict, always addict”. The therapeutic transdisci-

plinary team uses a pragmatic approach to each 

person with a disorder as well as his or her envi-

ronment, also involving the society in the treat-

ment of the persons with addiction disorders and 

associated psychic disorders (1).

Planned duration of the curing treatment. 

The optimal duration of the curing treatment has 

to be aligned with the recovery goals. Duration of 

an individual stay in the treatment programme 

depends on the stage of recovery. However, there 

is a minimal period of intensive treatment neces-

sary for the internalization of learning processes 

implemented by the therapeutic community. 

CONCEPT OF THERAPEUTIC 
APPROACH ACCORDING TO 
INTEGRATIVE MODEL

The concept of the therapeutic approach accord-

ing to the integrative model: 1) during the acute 

phase of treatment it is important to determine 

an adequate psychopharmacotherapy aimed at 

a faster and more complete remission; 2) in the 
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zanja što brže i potpunije remisije; 2) u fazi psi-

hofarmakoterapije primarna je perspektiva ži-

votne priče usklađivanjem priče korisnika i priče 

terapeuta u zajedničku komplementarnu priču 

(10); 3) faza procjene egzistencijalno duhovnih 

potreba korisnika; 4) razvijanje reflektivne kon-

verzacije u sigurnosti, poštovanja i povjerenja 

da se iznesu svi mentalni modeli i emocije; 5) 

mogućnost razvoja odnosa s Bogom životnom 

interpretacijom biblijskog teksta; 6) novo doživ-

ljavanje, novi stav, nova životna priča (14).

Integrativni model terapijskog programa re-

habilitacije komorbidne ovisnosti osniva se na 

sveobuhvatnom pristupu svakom problemu i 

svakoj osobi objedinjujući sve njegove aspekte 

socijalne, psihološke, tjelesne, duhovne, radne 

i relacijske imajući u vidu cjelovitost svake oso-

be koja ima svoju prošlost, sadašnjost i buduć-

nost. U metode rada integrirani su „koncept is-

pravnog življenja“ - učenje osobnim i socijalnim 

odgovornostima i vrijednostima i „koncept po-

našanjem kao da“- ponašanje kako bi se osoba 

trebala ponašati da bi naglasili važnost isprav-

nih stavova i ponašanja na pojedinca i njegovo 

socijalno okruženje (13). Terapijski program 

polazi od pretpostavke da su bez obzira na 

uzroke ovisnosti, posljedice gubitak osjećaja 

vlastite vrijednosti, osjećaj nesigurnosti, bes-

pomoćnosti, pesimizma, beznadnosti i gubitak 

životnog smisla. Pomanjkanje životnog smisla 

rađa duševni nemir, noogenu neurozu, osjećaj 

besciljnosti, besmislenosti, unutarnje ispra-

znosti (15). Besmisao prati duševna praznina 

koja se očituje u „jurnjavi za užitcima“ i upor-

nim traženjem razonode (16). Smisao života ne 

traži se samo na psihološkoj razini, sagledava 

se i duhovnom dimenzijom. Integrativni model 

terapijske zajednice Reto centar temelji se na 

kršćanskom svjetonazoru koji govori o stvara-

nju popuno novog načina života temeljenog na 

kršćanskim vrijednostima i kršćanstvu kao sti-

lu života uz istovremeno poznavanje i primjenu 

suvremenih spoznaja psihologije, sociologije i 

psihijatrije. Ovaj terapijski program rehabili-

tacije za oba poremećaja razvija se istodobno 

psychopharmacotherapy phase, it is important to 

synchronize the beneficiary’s personal and thera-

pist’s story into one complete story (10); 3) eval-

uation of the existential and spiritual needs of the 

beneficiary, 4) development of a reflective conver-

sation in a safe and respectful environment filled 

with trust in order to express all mental models 

and emotions; 5) possibility of developing a per-

sonal relationship with God by way of interpretat-

ing Biblical texts and relating them to life; (6) new 

experiences, new attitudes, new life story. (14)

The integrative model of the therapeutical reha-

bilitation programme for the treatment of co-

morbid addictions is based on a comprehensive 

approach to every problem and every individual 

combinating all social, psychological, carnal, spir-

itual, working and relaxing aspects while taking 

into account the integrity of every person. Meth-

ods of work comprise the integrated „concept of 

righteous living“, i.e., learning about personal and 

social responsibilities and values and the “concept 

of behaving as it is“. This implies a number of 

models that emphasise the importance of correct 

attitudes and behaviours at individual and social 

levels (13). The therapeutic programme begins 

with the assumption that regardless of the cause 

of addiction, the consequences are loss of the 

feeling of self-esteem, insecurity, helplessness, 

pessimism, hopelessness and loss of belief in the 

meaning of life. The lack of meaning of life caus-

es mental restlessness, noogenic neurosis – the 

feeling of aimlessness, meaninglessness and in-

ner emptiness (15). Mental emptiness manifests 

in „running for pleasures“ and persistent search 

for fun (16). The meaning of life is not explored 

only at the psychological level but also includes 

the spiritual dimension. The integrative model of 

the Reto therapeutical community is based on the 

Christian worldview which speaks about creating 

of a completely new lifestyle based upon Christin 

values and the Christianity as lifestyle combined 

with modern knowledge of psychology, sociology 

and psychiatry. This therapeutical rehabilitation 

programme for both disorders takes place in a safe 

surrounding of a modified therapeutic communi-

ty. A multidisciplinary team of experts applies the 
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u sigurnom okruženju modificirane terapijske 

zajednice Reto centar, a provodi ga multidisci-

plinarni tim stručnjaka i uspješno rehabiliti-

ranih osoba koji rade i na povećanju aktivnog 

sudjelovanja klijenta u tretmanu te jačanju mo-

tivacije za ostanak i zadržavanje u tretmanu.

TERAPIJSKI POTENCIJAL 
INTEGRATIVNOG MODELA

Psihijatrijski tretman – psihofarmakotera-

pija kao alat kreiranja put ka promjeni uteme-

ljen na korisnosti lijeka u odnosu na uključene 

rizike.

Socioterapija – životno okruženje je instru-

ment terapijskog djelovanja i postizanja pro-

mjena.

Radno-okupacijska terapija – cjelodnev-

na organizacija radno okupacijskih aktivnosti 

modificiranim načinom izvedbe, u posebnim 

radionicama i dućanima standardne terapijske 

zajednice kontinuiranim promatranjem, kori-

snik u vidnom polju odgovorne osobe.

Psihološka podrška – integrativni psihološki 

tretman s kršćanskim pristupom usmjeren na 

četiri pravca 1. Rad na svjesnosti (uvid, moni-

toriranje misli, osjećaja, ponašanja, mogućnost 

novog životnog puta 2. Naknadna socijalizacija/

naknadno roditeljevanje/reparenting (stvaranje 

temeljnog povjerenja) 3. Reatribucija uvjerenja, 

mijenjanje nefunkcionalnih misli i emocija i 

modifikacija ponašanja 4. Iskustvo doživljaja 

mogućnosti novog životnog puta, pronalazak 

smisla i razrješenje egzistencijalne krize.

KONCEPT OPORAVKA U 
INTEGRATIVNOM PRISTUPU

Terapijski program rehabilitacije modificirane 

terapijske zajednice integrira pogled na pore-

mećaj, pogled na ovisnika kao osobu, pogled na 

proces liječenja i razvoj korisnika. Problem koji 

programme and successfully rehabilitates persons 

who actively participate in to strengthen motiva-

tion for staying in the treatment.

THERAPEUTICAL POTENTIAL OF 
INTEGRATIVE MODEL

Psychiatric treatment – the psychopharma-

ceutical treatment as a tool for creating the path 

towards change based on risks related to drug 

abuse.

Socio-therapy – living environment is an in-

strument for achieving therapeutic impact and 

change. 

Working and occupational therapy- organiza-

tion of working and occupational activities using 

the modified method of performance in special 

workshops and shops within the standard ther-

apeutic community and constant observation of 

the beneficiary by a responsible person.

Psychological support – integrative psycholog-

ical treatment applying the Christian approach 

with four directions 1. Working on awareness 

(insight, monitoring of thoughts, feelings and 

behaviours, possibility for a new way of life). 2. 

Subsequent socialization/subsequent parenting/

reparenting (creation of fundamental trust). 3. 

Reattribution of beliefs, changing dysfunction-

al thoughts and emotions, modification of be-

haviour. 4. Experiencing the possibility of a new 

life path, finding the meaning and solving exis-

tential crises.

CONCEPT OF RECOVERY IN 
INEGRATIVE APPROACH

The therapeutical rehabilitation programme in 

the modified therapeutical community inte-

grates the observation of a disorder, perception 

of an addict as a person, treatment and personal 

development. The whole person is treated at all 

levels of his or her personality and in all phases 

of change.
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Comorbid addiction and psychotic disorder. 

A wider medical perspective emphasises biolog-

ical and psychosocial risk factors related to a 

complex biopsychosocial problem which requires 

a multidimensional approach (17). Comorbid 

appearance is explained by certain factors such 

as genetic impact, personality traits, maturity 

and external surrounding, which have an im-

pact on the risk to develop multiple conditions. 

Problematic use of psychoactive substances can 

trigger development of other psychic disorders 

in a way that the psychic disorder continues to 

develop in an independent direction (1). Equal-

ly so, the abuse of psychoactive substances can 

trigger basic psychotic disorders. Repeated abuse 

of psychotic substances undoubtedly interferes 

with the incidence of psychotic disorders (18). 

According to the anamnestic data obtained from 

the therapeutic community, an addiction is a 

disorder of the whole personality. It is related to 

behavioural, cognitive and emotional problems 

that result in an urge to escape from one’s own 

life. This is deeply rooted in the lack of a sense of 

meaning and purpose in life and existential dis-

appointment. In the background of all personal 

reasons and external circumstances leading to ad-

diction, there is a person whose life is controlled 

by the need for constant abuse of psychoactive 

substances. 

Viewing of the “beneficiary“ as a person. It 

emphases the fact that all persons with the ad-

diction problem and associated disorders need a 

personalized and individualized therapeutic ap-

proach. All elements of individual differences are 

important, especially vulnerability related to ear-

lier disorders and personal traits which are crucial 

in the context of psychoactive substances abuse. 

Research on comorbid addiction and psychic dis-

orders confirms a high level of disinhibition, emo-

tional instability, distrust (19) and tendency to 

seek excitements (20). Development, growth and 

organisation of emotions is stopped as there are 

no nuanced and more complex emotional expe-

riences. The capability to modulate extreme feel-

ings is underdeveloped as well as consciousness 

about own and other people’s emotions.

se tretira je upravo cijela osoba na svim razina-

ma njene osobnosti i u svim fazama promjene.

Pogled na problem komorbiditeta ovisnosti 

i psihičkog poremećaja. Šira medicinska per-

spektiva stavlja naglasak na biološke i psihoso-

cijalne čimbenike rizika, pri čemu se prihvaća 

stav kako se radi o složenom biopsihosocijalnom 

problemu kojem se pristupa višedimenzionalno 

(17). Pojava komorbiditeta objašnjava se poslje-

dičnim djelovanjem predisponirajućih čimbeni-

ka poput genetskog utjecaja, osobina ličnosti, 

kategorije zrelosti i vanjske okoline, koji utječu 

na rizik razvoja multiplih stanja. Problematična 

uporaba psihoaktivnih tvari može biti okidač za 

razvoj drugog psihičkog poremećaja tako što se 

psihički poremećaj tada nastavlja razvijati u ne-

ovisnom smjeru (1). Jednako tako, uporaba psi-

hoaktivnih tvari može biti okidač i za osnovni 

dugoročni poremećaj. Opetovana uporaba psi-

hoaktivne tvari sigurno posreduje u pojavnosti 

psihičkog poremećaja (18). Prema anamnestič-

kim podatcima terapijske zajednice, ovisnost 

je poremećaj cijele osobnosti koji se odnosi na 

probleme u ponašanju i kognitivno-emocional-

ne probleme i aktivni bijeg od vlastitog života, 

koji ima duboki korijen u nedostatku smisla i 

egzistencijalnog razočarenja. U pozadini svih 

osobnih razloga i vanjskih okolnosti koje su 

dovele do problema ovisnosti, nalazi se osoba 

čiji život kontrolira potreba stalnog uzimanja 

psihoaktivnih tvari, vezanost i nemoć slobode.

Pogled na „korisnika“ kao osobu. Naglašava 

se činjenica da su osobe u problemu ovisnosti 

s pridruženim psihičkim poremećajem hetero-

gena populacija što u prvi plan stavlja potrebu 

za personaliziranim i individualiziranim dija-

gnostičko-terapijskim pristupom. Svi elementi 

unutar kategorije individualnih razlika smatra-

ju se važnima u pojavi komorbiditeta - osobito 

vulnerabilnost i nalazi o ranijim poremećajima 

- te osobna obilježja koja su ključna za pojavu 

problematične uporabe psihoaktivnih tvari. 

Istraživanja osoba s komorbiditetom ovisnosti i 

psihičkih poremećaja potvrđuju višu razinu dez-
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A view of the recovery process and personal 

development. Treatment plan and educational 

activities are organized in several phases. The 

emphasis is on incremental learning and every 

phase of learning helps the beneficiary to move 

on in the recovery process. These phases are de-

termined by the treatment protocol: 

1) Stabilization

2) Gradual inclusion in occupational and so-

cio-therapy

3) Recovery - experience of strength and 

meaningful life. Individual factors for the 

recovery process are motivation, readiness 

and decision-making. Recovery depends on 

positive and negative pressures for change. 

For treatment to continue and recovery to 

be possible, motivation has to be internal. 

Personal development can be seen through 

maturity and responsibility, achieving spir-

itual maturity manifested in responsible 

reactions of a person and acceptance of all 

living situations. Maturity refers to social 

and emotional behaviour in line with the 

age and socially acceptable. Responsibility 

includes the persistence and reliability of a 

person (13).

CORRECTIVE EXPERIENCES 
LEADING TO RECOVERY

Emotional healing in physical and psycho-

logical safety. The therapeutic community as-

sures the beneficiary that all existential needs 

have been met and that there is no more uncer-

tainty. It also provides medical, legal and other 

professional services. In order to face their con-

dition, the truth as it is, become aware of them-

selves, beneficiaries have to feel psychological 

safety from other people who will support them 

in taking personal risks. A significant change in a 

person cannot happen without experiencing feel-

ings, both of their own and those of other people. 

When a person recognizes, understands and ac-

cepts another member of the community while 

inhibicije, emocionalne nestabilnosti, nepovje-

renja (19) i sklonosti traženju uzbuđenja (20). 

Razvoj, sazrijevanje i organizacija emocija je za-

ustavljen, tako da se i emocionalnost izražava, 

na razini elementarnih emocija, bez iznijansi-

ranih, složenijih emocionalnih doživljavanja, s 

nedovoljnom razvijenom sposobnošću modula-

cije ekstremnih osjećaja, kao i s nerazvijenom 

sviješću o emocijama svojim, ali i tuđim.

Pogled na proces oporavka i osobni razvoj. 

Plan tretmanskih i obrazovnih aktivnosti or-

ganiziran je u etapama. Naglasak je na inkre-

mentalnom učenju i svaka faza učenja pomaže 

korisniku da ide dalje u procesu oporavka. Ove 

su etape određene protokolom liječenja: 

1) Stabilizacija 

2) Postupno uključivanje u radno-okupacijsku 

i socioterapiju 

3) Oporavak - doživljaj osnaženosti i život sa 

smislom. Individualni čimbenici za proces 

oporavka su motivacija, spremnost i odlu-

ka. Oporavak ovisi o pozitivnim i negativ-

nim pritiscima da bi se dogodila promjena. 

Da bi se liječenje nastavilo i oporavak bio 

moguć, motivacija mora biti unutarnja. 

Osobni razvoj vidi se u zrelosti i odgovor-

nosti, postizanju duhovne zrelosti koja se 

očituje u odgovornom reagiranju osobe i 

prihvaćanju svih životnih situacija. Zrelost 

se odnosi na socijalno i emocionalno pona-

šanje koje je u skladu s dobi i koje je druš-

tveno prihvatljivo. Odgovornost uključuje 

ustrajnost i pouzdanost osobe (13) .

KOREKTIVNA ISKUSTVA KOJA 
UZROKUJU OPORAVAK

Emocionalno iscjeljenje u fizičkoj i psiho-

loškoj sigurnosti. Terapijska zajednica daje 

sigurnost korisniku da su sve egzistencijalne 

potrebe zadovoljene, da nema više neizvje-

snosti i osigurava liječničke, pravne i druge 

stručne usluge. Da bi se mogli suočiti sa svojim 

stanjem, istinom kakva jest, bili svjesni sebe, 
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discovering one’s own feelings of grief, loneliness, 

pain and disappointment, the feelings and mood 

that are truly present in a person are naturally 

created. These experiences bring deep healing be-

cause they liberate the person of long-standing 

frustrations and fears and encourage a further 

process of change.

Trust. The treatment process cannot happen 

without getting to know oneself and self-dis-

covery. Research has shown that the ability to 

reveal one’s own feelings and thoughts to an-

other person is the basic skill necessary for the 

development of close relationships, and the lack 

of self-discovery is often associated with distrust 

and a sense of separation. Self-discovery builds 

trust and intimacy, and without it, a person is iso-

lated in his or her experience. Since these are per-

sons who do not have confidence in themselves 

or others, trust is an integral part of healing. 

Trust is being developed as a result of repeated 

experiences of personal and psychological safety. 

Trust strengthens the sense of security and de-

velops faith and hope in the process of change, 

even when it is uncertain what the results of their 

relying on others will be, when trust becomes a 

way of thinking and behaviour.

Acceptance of oneself, life in truth and in-

tegrity. It is not enough to know oneself; it is 

necessary to accept oneself as an essential pre-

condition for change. The community expresses 

the unconditional acceptance of a particular per-

son in various ways, includes the person in all 

activities, groups and relations, treats everyone 

equally. It constantly supports the person’s ef-

forts to change and clearly expresses the feelings 

of acceptance and love. In order to begin the pro-

cess of healing, the community, as a replacement 

family, provides corrective experience. The person 

accepts this and shows a sense of understanding, 

which leads to empowering, reconsidering one-

self and wanting to change one’s behaviour. These 

changes lead to internalized learning and thera-

peutic events that lead to identity change.

Experience of being accepted and social con-

nection with others. The therapeutic communi-

moraju osjetiti psihološku sigurnost od drugih 

ljudi koji će ih podržati u poduzimanju osobnih 

rizika. Značajna promjena u osobi ne može se 

dogoditi bez doživljavanja osjećaja, kako svojih 

tako i osjećaja drugih ljudi. Kada osoba prepo-

zna, razumije i prihvaća drugog člana zajednice 

dok on otkriva svoje osjećaje tuge, osamljeno-

sti, boli i razočarenja, prirodno se bude osjećaji 

i raspoloženje koje iskonski postoje u osobi. 

Ova iskustva donose duboko iscjeljenje jer oslo-

bađaju osobu njenih dugogodišnjih frustracija i 

strahova i potiču daljnji proces promjena. 

Povjerenje. Proces liječenja ne može se dogodi-

ti bez upoznavanja sebe i samootkrivanja. Istra-

živanja su pokazala da je sposobnost otkrivanja 

vlastitih osjećaja i misli drugoj osobi osnovna 

vještina potrebna za razvoj bliskih odnosa, a 

manjak samootkrivanja se često povezuje s 

nepovjerenjem i osjećajem odvojenosti. Samo-

otkrivanje gradi povjerenje i intimnost, a bez 

njega je osoba izolirana u svom iskustvu. S ob-

zirom da se radi o osobama koje nemaju povje-

renja ni u sebe ni u druge, povjerenje je sastavni 

dio iscjeljenja. Povjerenje se razvija kao rezul-

tat stalnih iskustava osobne tjelesne i psihičke 

sigurnosti koja se ponavljaju. Povjerenje jača 

osjećaj sigurnosti i razvija vjeru i nadu u proces 

promjena čak i kad je neizvjesno kakvi će biti 

rezultati njihovog oslanjanja na druge, kad po-

vjerenje postane način razmišljanja i ponašanja.

Prihvaćanje sebe, život u istini i cjelovi-

tosti. Nije dovoljno upoznati sebe; potrebno 

je prihvatiti sebe, to je bitan uvjet promjene. 

Zajednica izražava bezuvjetno prihvaćanje po-

jedine osobe na različite načine, uključuje ju u 

sve aktivnosti, grupe i odnose, ravnopravno se 

ponaša prema svima. Stalno podupire napore 

osobe da se promijeni i jasno izražava osjećaje 

prihvaćanja i ljubavi. Da bi počeo proces iscjelje-

nja zajednica kao zamjenska obitelj pruža korek-

tivno iskustvo, osobu prihvaća i pokazuje osjećaj 

razumijevanja, osnažuje osobu da preispituje 

sebe i da želi mijenjati svoje ponašanje. Te pro-

mjene vode do internaliziranog učenja, terapij-

skih događaja koji vode do promjene identiteta.
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ty is a place where an addict learns to build close 

relationships and develop relationships with oth-

er people, since most users alienated themselves 

from all friends and family. The attachment in 

adulthood is characterized by a tendency to seek 

and maintain closeness with another person, es-

pecially when a person is under stress. Experience 

of being accepted is taught by important persons 

who can be trusted, are reliable and have a high 

level of trust, which is tested on a daily basis. The 

feeling that someone knows and loves them re-

duces the sense of isolation and strengthens the 

sense of belonging to the community. Connecting 

with other members is important because it gives 

freedom to recognise negativity and remorse, and 

this person resolves feelings of guilt and fear by 

forgiving him/herself and others. Beneficiaries 

can accept corrections only if they feel care and 

compassion that others accept and understand 

them.

Experience of personal success and grati-

tude. This experience comes through the inter-

action between the person and the community. 

Attitudes of a person cause positive reactions 

from the community, which causes objective 

consequences, such as privileges, awards or disci-

plinary measures. Subjective experiences include 

subjective perceptions, thoughts and feelings. 

When a person does something good, he or she 

can successfully connect that experience to the 

feeling of his or her own value. The sense of value 

and success are deeply rooted in the treatment 

process, which inspires inner strength in the 

person. This does not only apply to the problem 

with addiction, but also to all other areas of life 

(work, social relations, emotional connections 

and self-control) (13).

Personal conversion and comprehensive 

change (conversio continuata). Taking into 

account the spiritual dimension in mental dis-

orders is an important component of integra-

tive psychiatry, both in terms of understanding 

the disease and treating it (5). A comprehensive 

change starts from helping the persons see who 

they are and what they can be by realizing the 

potential for joy, gratitude and meaningful life. 

Iskustvo prihvaćenosti i socijalne pove-

zanosti s drugima. Terapijska zajednica je 

mjesto gdje ovisnik uči graditi bliske veze i ra-

zvijati odnose s drugim ljudima s obzirom da se 

većina korisnika otuđila od svih prijatelja i obi-

telji. Privrženost u odrasloj dobi karakterizira 

tendencija da se traži i održi bliskost s drugom 

osobom, naročito kad je osoba pod stresom. 

Iskustvo prihvaćenosti uči se s važnim osoba-

ma koje osobu okružuju, kojima se može vjero-

vati, pouzdani su i imaju visoku razinu povje-

renja koja se svakodnevno testira. Osjećaj da ih 

netko poznaje i voli umanjuje osjećaj izolacije i 

jača osjećaj pripadnosti zajednici. Povezivanje s 

ostalim članovima je važno jer daje slobodu za 

priznavanje svojih negativnosti i kajanje, a to 

osobu rješava osjećaja krivnje i straha oprašta-

njem sebi i drugima. Korisnici mogu prihvatiti 

ispravak negativno potkrijepljene i disciplinira-

nje zajednice samo ako u isto vrijeme osjećaju 

brigu i suosjećanje, te ako osjećaju da ih drugi 

prihvaćaju i razumiju. 

Iskustvo osobne uspješnosti i zahvalnosti 

dolazi interakcijom osobe i zajednice. Ponaša-

nja i stavovi osobe uzrokuju pozitivne reakcije 

zajednice što uzrokuje objektivne posljedice 

kao što su privilegije, nagrade ili disciplinske 

mjere. Subjektivna iskustva uključuju subjek-

tivne percepcije, razmišljanja i osjećaje. Kada 

osoba učini nešto dobro i uspješno, to povezuje 

s osjećajem vlastite vrijednosti. Osjećaj vrijed-

nosti i osjećaj uspješnosti su duboko povezani 

s procesom izliječenja, oslobađaju unutarnju 

snagu osobe. To se ne odnosi samo na problem 

ovisnosti nego i na sva druga područja života 

(posao, socijalni odnosi, emocionalne veze i sa-

mokontrola u svim segmentima) (13) .

Osobna konverzija, sveobuhvatna promje-

na (conversio continuata). Uvažavanje duhovne 

dimenzije u psihičkim poremećajima važna je 

sastavnica integrativne psihijatrije, kako u ra-

zumijevanju bolesti tako i u liječenju (5). Sveo-

buhvatna promjena polazi od pružanja pomoći 

osobama da vide što jesu kao i ono što mogu 
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A comprehensive change in continued conver-

sion occurs in four stages. It starts by letting go 

of a fake mask and acknowledging everything the 

person hold from within. It continues by allow-

ing the expression of suppressed and attenuated 

feelings before God with faith in His saving love 

and power. The third phase begins with the ex-

plicit and conscious acceptance of all persons in 

the person’s life, pleasant and unpleasant events, 

successes and failures. Everything ends with 

complete forgiveness to oneself, God and others 

who are blamed for hardship or disease. In the 

third phase, inner peace and the experience of re-

newal of inner recovery appear, and the fruits of 

recovery from within are evident after receiving 

complete forgiveness, acceptance of God’s will 

and the discovery of God’s plan for the person’s 

life. Conversion is a key concept in the integrative 

therapy applying the Christian approach, and it 

includes deep changes in cognitive functioning, 

changes in the meaning of emotions. At this 

stage, life goals and values have been substan-

tially changed (21). Forgiveness is an important 

part of the process of conversion and shaping a 

new conscious level of integration. By connect-

ing a person with God as a source of peace and 

freedom, the experience of forgiveness removes 

the feeling of guilt and fear and encourages life 

in truth and gratitude that liberates the life force 

and the experience of empowerment. Faith and 

spirituality help to create psycho-physical ful-

filment. Emotional and cognitive functions are 

improved, thus helping the person to accept and 

understand others and individual maturation 

(22). Experiences with therapeutic effect are 

based on “hope and faith as an elementary force 

that drives a person to look into the future and 

want it” (23).

CONCLUSION

Persons with psychological disorders associated 

with addiction encounter difficulties because they 

do not fit the usual therapeutic programmes. The 

separation of treatment for persons with addic-

biti realizacijom potencijala za radost, zahval-

nost i život sa smislom. Sveobuhvatna promje-

na conversio continuata događa se u četiri etape. 

Počinje odbacivanjem lažne maske i priznava-

njem svega što se nosi u sebi. Nastavlja se do-

puštanjem izričaja potisnutih i prigušenih osje-

ćaja pred Bogom s vjerom u njegovu spasitelj-

sku ljubav i moć. Treća etapa počinje izričitim 

i svjesnim prihvaćanjem svih osoba u svojem 

životu, ugodnih i neugodnih događaja, uspjeha 

i neuspjeha. Sve se završava potpunim oprašta-

njem sebi, drugima i Bogu kojeg se okrivljuje 

za nedaće ili bolest. U trećoj fazi pojavljuje se 

unutarnji mir i doživljaj obnavljanja unutarnjeg 

oporavka, a plodovi oporavka u svojoj nutrini 

vidno su prisutni nakon primljenog oprosta i 

potpunog opraštanja, prihvaćanja Božje volje i 

otkrivanja Božjeg plana za svoj život. Konver-

zija - obraćenje je ključni pojam u integrativnoj 

terapiji s kršćanskim pristupom, a uključuje du-

boke promjene u kognitivnom funkcioniranju, 

promjene u značenju emocija; životni ciljevi i 

vrijednosti bitno su izmijenjeni (21). Oprost je 

važan dio procesa konverzije i oblikovanja nove 

svjesne razine integracije. Povezivanjem osobe 

s Bogom kao izvorom mira i slobode, kršćanski 

shvaćeno Isusom Kristom, doživljajem oprosta 

uklanjaju se osjećaj krivnje i straha, te se potiče 

život u istini i zahvalnosti koja oslobađa životnu 

snagu i doživljaj osnaženosti. Vjera i duhovnost 

pomažu u nastajanju psihofizičke ispunjenosti. 

Poboljšavaju se emocionalne, kognitivne funk-

cije, pomažu osobi u prihvaćanju i razumijeva-

nju drugih i individualnom sazrijevanju (22). 

Iskustva koja imaju terapijski učinak temeljena 

su na „nadi i vjeri kao elementarnoj snazi koja po-

kreće osobu pogledati u budućnost i htjeti je“ (23).

ZAKLJUČAK

Osobe s psihičkim poremećajima povezanima s 

ovisnošću nailaze na poteškoće jer se ne ukla-

paju u uobičajene terapijske programe. Odvo-

jenost tretmana za osobe s poremećajem ovi-
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tion disorders and associated mental disorders 

affects the quality and coordination of the treat-

ment itself. The research so far recommends im-

plementing an integrative approach to the thera-

peutic programme that simultaneously combines 

treatment of both disorders. The integrative mod-

el of the therapeutic programme for rehabilita-

tion of both disorders is implemented simultane-

ously within the modified therapeutic community 

Reto Centre and is led by a multidisciplinary team 

consisting of successfully rehabilitated persons 

educated for work in the therapeutic communi-

ty and the profession. The integrative model of 

rehabilitation of comorbid addiction emphasizes 

the importance of treating the entire person in all 

four dimensions, i.e., somatic, psychological, so-

cial and spiritual. It is based on the specific needs 

and possibilities of each person in the therapeu-

tic programme and is characterized by a focus on 

the well-being and dedication to changing the 

lifestyle. The therapeutic goal of rehabilitation 

of persons with addiction and associated mental 

disorders is to become emotionally balanced, so-

cially adjusted and life-dependent persons. The 

“life force” approach includes solving problems 

at all levels, and not only addressing the problem 

of addiction. The integrative model of the ther-

apeutic programme in a modified therapeutic 

community applying the Christian approach sees 

every person with a disorder dependent on an 

associated mental disorder as an active associate. 

This approach emphasizes the value of every life 

and the possibility of recovery of any person mo-

tivated and ready for the treatment at all stages 

of rehabilitation. The rehabilitation programme 

is successfully completed when the person has 

the ability to successfully function at individual, 

social and universal levels of personality in line 

with his/her life mission. The concept of authen-

tic personality and Christianity as a lifestyle pre-

supposes the interest in each beneficiary and a 

comprehensive approach to each person by way 

of connecting physical, psychological, social and 

spiritual dimensions in an efficient therapeutic 

programme that has been giving results over the 

past twenty-eight years.

snosti i pridruženim psihičkim poremećajem 

posljedično utječe na kvalitetu i koordinaciju 

samog tretmana. Dosadašnja istraživanja pre-

poručuju provođenje integrativnog pristupa 

terapijskom programu koji istodobno objedi-

njuje tretman obih poremećaja. Integrativni 

model terapijskog programa rehabilitacije oba 

poremećaja provodi se istodobno u sklopu mo-

dificirane terapijske zajednice Reto centar Za-

greb i vodi ga multidisciplinarni tim sačinjen 

od uspješno rehabilitiranih osoba educiranih za 

rad u terapijskoj zajednici i struke. Integrativ-

ni model rehabilitacije komorbidne ovisnosti 

naglašava važnost liječenja cijele osobe u sve 

četiri dimenzije: somatskoj, psihološkoj, soci-

jalnoj i duhovnoj. Temelji se na specifičnim po-

trebama i mogućnostima osobe u terapijskom 

programu, a karakterizira ju usmjerenost na 

dobrobit i posvećenost promjeni stila života. 

Terapijski cilj rehabilitacije osoba u problemu 

ovisnosti s pridruženim psihičkim poremeća-

jem je da postanu emotivno uravnotežene, so-

cijalno prilagođene i životno osnažene osobe. 

Pristup „životne snage“ uključuje rješavanje 

problema na svim razinama, ne samo rješa-

vanje problema ovisnosti. Integrativni model 

terapijskog programa modificirane terapijske 

zajednice s kršćanskim pristupom vidi osobu 

s poremećajem ovisnosti s pridruženim psihič-

kim poremećajem kao aktivnog suradnika i u 

pristupu naglašava u svim fazama rehabilita-

cije vrijednost svakog života i mogućnost opo-

ravka svake osobe koja je motivirana i spremna 

za liječenje vanjskim ili unutarnjim razlozima. 

Uspješno završen program rehabilitacije je 

kada osoba uspješno funkcionira na indivi-

dualnoj, socijalnoj i univerzalnoj razini svoje 

osobnosti, koja ima svoju životnu svrhu. Kon-

cept autentične osobe i kršćanstva kao život-

nog stila, otvorena zainteresiranost za svakog 

korisnika i sveobuhvatni pristup svakoj osobi 

povezivanjem tjelesne, psihološke, socijalne i 

duhovne dimenzije je učinkovit terapijski pro-

gram koji daje rezultate već punih dvadeset i 

osam godina.
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Upotreba upitnika YP-CORE u procjeni mentalnog 
zdravlja djece s intelektualnim teškoćama

/ Use of YP-CORE Questionnaire in the Assessment of 

Mental Health of Children with Intellectual Difficulties
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Kod djece i mladih s intelektualnim teškoćama u prvom je redu karakteristična snižena razina intelektualnog, a 

potom i emocionalnog i socijalnog funkcioniranja. Takve osobe zaostaju u usvajanju akademskih znanja, učenju i 

usvajanju socijalnih vještina. Poznavajući aspekte funkcioniranja djece i mladih s intelektualnim teškoćama moguće 

je predvidjeti faktore rizika za razvoj teškoća ponašanja te narušavanje mentalnog zdravlja. Međutim, teško je utvrditi 

razinu ili barem postojanje mentalnih teškoća zbog nepostojanja standardiziranih testova za procjenu mentalnog 

zdravlja kod djece i mladih s intelektualnim teškoćama, iako stručnjaci koji rade s takvim osobama upozoravaju na 

njihovo često narušeno mentalno zdravlje. Cilj istraživanja bio je utvrditi primjenjivost YP-CORE upitnika za procjenu 

psihičke uznemirenosti kod djece i mladih s intelektualnim teškoćama. Ispitivanje je provedeno s učenicima Centra 

za odgoj i obrazovanje Rijeka, na uzorku 59 djece i mladih dobi od 7 do 21 godine. Dobiveni rezultati sukladni su 

prethodnim istraživanjima koja su pokazala kako 30 % djece i mladih s intelektualnim teškoćama imaju izražene 

psihičke teškoće. Iako naši rezultati odgovaraju onima dobivenim u drugim istraživanjima, postoje teškoće u 

primjeni upitnika, prije svega kod osoba s umjerenim intelektualnim teškoćama. No, rezultati su ohrabrujući u smislu 

valjanosti, koju svakako treba provjeriti u budućim istraživanjima.

/ Children and young people with intellectual disabilities are primarily characterized by a reduced level of intellectual as 

well as emotional and social functioning. Persons with intellectual disabilities lag behind in the acquisition of academic 

knowledge, learning and the acquisition of social skills. Knowing the aspects of cognitive functioning of children with 

intellectual disabilities, it is possible to predict risk factors for the development of behavioural difficulties and mental 

health disorders. However, it is difficult to determine the level or, at least, the presence of mental disabilities due to the 

lack of standardized tests to assess mental health in children and young people with intellectual disabilities. Experts who 

work with persons with intellectual disabilities warn of their often impaired mental health. The aim of the research was to 

determine the applicability of the YP-CORE questionnaire for assessing psychological distress in children and young people 

with intellectual disabilities. The survey was conducted with students of the Centre for Education and Teaching in Rijeka 

on a sample of 59 children and young people aged 7 to 21 years. The obtained results are in line with previous research 

indicating that 30% of children and young people with intellectual disabilities have severe mental disabilities. Although 

our results correspond to those obtained in other studies, there are difficulties in applying the questionnaire, especially in 

people with moderate intellectual disabilities. However, the results are encouraging in terms of validity, which should be 

the subject of further research in the future.
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UVOD

Intelektualne teškoće (IT) određuju se kao zna-

čajno ograničenje u ukupnom životu pojedinca 

karakterizirano bitnim ispodprosječnim inte-

lektualnim funkcioniranjem koje je istodobno 

popraćeno smanjenom razinom u dvije ili više 

adaptivnih vještina. Kao stanje utvrđuje se pri-

je 18. godine života (1).

Ispodprosječno intelektualno funkcioniranje 

podrazumijeva teškoće u „rasuđivanju, rješa-

vanju problema, planiranju, apstraktnom raz-

mišljanju, prosuđivanju, akademskom učenju 

i učenju iz iskustva“ – potvrđeno kliničkom 

procjenom i individualiziranim standardnim 

IQ testiranjem, koje značajno ograničava funk-

cioniranje djeteta (2). Adaptivne vještine uklju-

čuju konceptualne vještine, socijalne vještine i 

praktične vještine s cijelim nizom područja dje-

lovanja i funkcioniranja, a koja su u određenom 

omjeru teškoće za dijete (3).

Kognitivno funkcioniranju djece s intelektual-

nim teškoćama uključuje usporeno i otežano 

učenje, iskustvena znanja su oskudna, teže se 

uspostavljaju uzročno-posljedične veze, ste-

čena znanja se teže stavljaju u funkciju. Osim 

teškoća usvajanja akademskih znanja djeca s 

intelektualnom teškoćom zaostaju u učenju i 

usvajanju socijalnih vještina.

Ne tako davno, smatralo se da djeca i osobe s 

intelektualnim teškoćama ne mogu imati pro-

bleme psihičkog zdravlja, odnosno smatralo se 

INTRODUCTION

Intellectual disability (ID) is defined as a signif-

icant limitation in the overall life of an individ-

ual characterised by significant below-average 

intellectual functioning that is simultaneously 

accompanied by a reduced level of two or more 

adaptive skills. The condition is determined be-

fore the age of 18 (1).

Below-average intellectual functioning involves 

difficulties in “reasoning, problem-solving, 

planning, abstract thinking, judgment, aca-

demic and experiential learning” - confirmed 

by clinical assessment and individualised stan-

dard IQ testing, which significantly limits a 

child’s functioning (2). Adaptive skills include 

conceptual, social, and practical skills with a 

range of areas of action and functioning that 

are to some extent difficult for the child (3).

The cognitive functioning of children with in-

tellectual disabilities includes slow and diffi-

cult learning, experiential knowledge is scarce, 

cause-and-effect relationships are more dif-

ficult to establish, and acquired knowledge is 

more difficult to put into function. In addition 

to difficulties in acquiring academic knowledge, 

children with intellectual disabilities lag behind 

in learning and acquiring social skills.

Not so long ago, it was believed that children 

and people with intellectual disabilities could 

not have mental health problems, or it was be-

lieved that intellectual disabilities alone carried 
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da intelektualne teškoće već same po sebi sa 

sobom nose psihičke poremećaje. Zbog ove pre-

drasude, psihičke smetnje ovih osoba se često 

zanemaruju ili se pogrešno pripisuju primarnoj 

intelektualnoj teškoći, što rezultira nepotreb-

nom patnjom koja se može ublažiti adekvatnim 

pristupom i podrškom (4). 

Poznavajući zakonitosti razvoja i kognitivnog 

funkcioniranja djece s intelektualnim teško-

ćama moguće je predvidjeti faktore rizika za 

razvoj teškoća ponašanja te narušavanje psi-

hičkog zdravlja. Suvremeni pristupi uzrocima 

psihičkih poremećaja/bolesti apostrofiraju 

važnost međuodnosa bioloških, socijalnih 

i psiholoških čimbenika objedinjenih u tzv. 

biopsihosocijalnom modelu (5). Pojava pore-

mećaja objašnjava se modelom dijateza-stres, 

odnosno poremećaj nastaje zbog (i) biološke 

i/ili psihološke ranjivosti (npr. genetika, tem-

perament, osobine ličnosti) i okolinskih i/ili 

psihosocijalnih stresora (npr. bolest, siromaš-

tvo, zlostavljanje, trauma, nedostatak podrške, 

roditeljski stil) koji u kombinaciji nadmašuju 

adaptivni odgovor pojedinca. Čimbenici rizika 

u socijalnim odnosima su brojni, jer je često ta-

kvo dijete živjelo u tugaljivom i rezigniranom 

obiteljskom okruženju, često je bilo izolirano i 

zanemareno u školskom okruženju i društvu. 

Djeca s intelektualnim teškoćama zaostaju u 

usvajanju socijalnih vještina, otežano se prila-

gođavaju, otežano uspostavljaju komunikacije 

zbog čega su često izolirani i odbačeni. Značaj-

no je zaostajanje u emocionalnom sazrijevanju 

zbog kojeg dolazi do neadekvatnog izražavanja 

emocija s obzirom na kronološku dob. Emocio-

nalno su vrlo osjetljiva skupina jer su često za-

nemareni od prijateljskog okruženja, odbačeni, 

a često i zlostavljani. 

Mentalno ili emocionalno zdravlje definirano 

je prema Svjetskoj zdravstvenoj organizaciji 

(SZO) kao stanje dobrobiti u kojem pojedinac 

ostvaruje svoje potencijale, može se nositi s 

normalnim životnim stresom, može raditi 

produktivno i plodno te je sposoban prido-

along mental disorders. Because of this prej-

udice, mental disorders of these individuals 

were often neglected or mistakenly attributed 

to primary intellectual disability, resulting in 

unnecessary suffering that could be alleviated 

by adequate approach and support (4). 

Knowing the laws of development and cogni-

tive functioning of children with intellectual 

disabilities, it is possible to predict risk factors 

for the development of behavioural difficulties 

and mental health disorders. Modern approach-

es to the causes of mental disorders/diseases 

emphasize the importance of the relationship 

between biological, social, and psychological 

factors subsumed under the so-called biopsy-

chosocial model (5). The occurrence of the 

disorder is explained by the diathesis-stress 

model, i.e., the disorder occurs due to (i) bio-

logical and/or psychological vulnerability (e.g., 

genetics, temperament, personality traits) and 

(ii) environmental and/or psychosocial stress-

ors (e.g., illness, poverty, abuse, trauma, lack 

of support, parenting style), which in combi-

nation overweigh the adaptive response of the 

individual. Risk factors in social relationships 

are numerous, as often such a child lived in a 

mournful and resigned family environment, 

and was often isolated and neglected in the 

school environment and society. Children with 

intellectual disabilities lag behind in the acqui-

sition of social skills, find it difficult to adapt, 

and have difficulty establishing communication, 

which is why they are often isolated and reject-

ed. There is a significant lag in emotional mat-

uration which leads to inadequate expression 

of emotions with respect to chronological age. 

They are an emotionally very sensitive group 

because they are often neglected by a friendly 

environment, rejected, and often abused. 

Mental or emotional health is defined by the 

World Health Organization (WHO) as a state of 

well-being in which the individual realises his or 

her own abilities, can cope with normal stresses 

of life, can work productively and fruitfully and 
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nositi zajednici, Psihičko zdravlje dio je općeg 

zdravlja i temeljni je uvjet za kvalitetan život 

(6).

U kliničkoj psihologiji dugo je prevladavao bi-

polarni model odnosa psihičkog zdravlja i psi-

hičkih poremećaja (7). Bipolarni model podra-

zumijeva da psihičko zdravlje i psihičke bolesti 

odražavaju suprotne krajeve istog kontinuuma 

i kretanje u jednom smjeru podrazumijeva 

odmicanje od drugog kraja te se tako zdravlje 

i bolest isključuju (8). Ovaj model iznimno je 

utjecajan sve do današnjih dana, iako je od po-

četka bio izložen brojnim kritikama. Klinička 

psihologija i psihijatrija svoje su istraživačke i 

kliničke snage usmjerile isključivo smanjenju 

psihičkih tegoba jer je to, u kontekstu ovog mo-

dela, značilo ojačavati psihičko zdravlje. Ovaj 

model počiva na nekoliko pretpostavki koje su 

se pokazale netočnima i štetnima. Prva pret-

postavka jest da je većina ljudi psihički zdrava, 

a samo manji broj psihički bolestan, te je važ-

no utvrditi kriterije na temelju kojih se osobe 

mogu svrstati u skupinu zdravih ili bolesnih. 

Međutim, kako ne postoji jasna granica između 

zdravlja i bolesti, ona se morala odrediti arbi-

trarno ovisno o situaciji i socijalnom kontek-

stu, što odmah dovodi u pitanje valjanost i po-

uzdanost tako određene distinkcije. Arbitrar-

nost kriterija očituje se u stalnim promjenama 

dijagnostičkih klasifikacija i novim izdanjima 

dijagnostičkih priručnika.

Iz pretpostavke da postoje psihički „zdravi“ i 

„bolesni“ pojedinci, proizlazi i posebno pogu-

ban fenomen stigmatizacije zbog kojeg društvo 

odbacuje pojedince koji su označeni kao psihič-

ki bolesni. Druga pogrešna pretpostavka koja 

proizlazi iz bipolarnog modela jest da je pripad-

nost kategoriji zdravlja ili bolesti trajna, te da 

je ljudima koji pripadaju kategoriji „bolesti“, a 

pogotovo ako se radi o intelektualnim teškoća-

ma, bezizgledna. No, zadnjih je desetljeća sve 

više primjenjiv tzv. dualni model, koji predlažu 

razni autori (slika 1). Psihičko zdravlje i psihič-

ki poremećaji/bolesti smatraju se povezanim, 

is able to make a contribution to his or her com-

munity. Mental health is part of general health 

and is a precondition for a quality life (6).

The bipolar model of the relationship between 

mental health and mental disorders has long 

prevailed in clinical psychology (7). The bipolar 

model implies that mental health and mental 

illness reflect opposite ends of the same contin-

uum and moving in one direction implies mov-

ing away from the other end, thus health and 

illness excluding one another (8). This model 

has been extremely influential to this day, al-

though it has been the subject of much criti-

cism from the beginning. Clinical psychology 

and psychiatry have focused their research and 

clinical efforts exclusively on reducing mental 

health problems because, in the context of this 

model, this has meant strengthening men-

tal health. This model is based on several as-

sumptions that have proven to be inaccurate 

and harmful. The first assumption is that most 

people are mentally healthy, and only a small 

number are mentally ill, and it is important to 

determine the criteria on the basis of which 

persons can be classified as healthy or ill. How-

ever, as there is no clear line between health 

and illness, this had to be determined arbitrari-

ly depending on the situation and social con-

text, which immediately calls into question the 

validity and reliability of such a distinction. The 

arbitrariness of the criteria is reflected in the 

constant changes in diagnostic classifications 

and new editions of diagnostic manuals.

The assumption that there are mentally 

“healthy” and “ill” individuals results in a par-

ticularly devastating phenomenon of stigma-

tization due to which society rejects individ-

uals who are labelled as mentally ill. Another 

misconception arising from the bipolar model 

is that belonging to the category of health or 

illness is permanent, and that people belonging 

to the category of “illness”, especially if it is an 

intellectual disability, are in a hopeless situa-

tion. However, in recent decades, the so-called 
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ali različitim konstruktima, pri čemu pojedinci 

mogu doživjeti visoku razinu zdravlja, čak i uz 

dijagnozu psihičke bolesti.

Promjena paradigme u pristupu psihičkom 

zdravlju i bolesti je iznimno važna u kontekstu 

rada s osobama s intelektualnim teškoćama. 

Naime, prema dualnom modelu svaki pojedinac 

ima kapacitet za razvoj osobnih potencijala, ali 

i rizike za razvoj poremećaja. 

Djeca s intelektualnim teškoćama više i češće 

pate i obolijevaju od psihičkih poremećaja od 

svojih vršnjaka. Psihopatološke smetnje značaj-

nije su izražene kod djece s umjerenom nego s 

lakom intelektualnom teškoćom i to zbog izra-

ženijih smetnji adaptivnog ponašanja, zbog 

jezičnih i komunikacijskih barijera, teškoća so-

cijalizacije, a rizik raste s niskim socioekonom-

skim statusom obitelji. Obiteljske karakteristi-

ke mogu uvelike doprinijeti razvoju psihičkih 

smetnji kod djece s IT-om. Poremećaji psihič-

kog zdravlja postaju veći i dublji što je dijete 

starije i dugotrajnije izloženo neadekvatnom 

pristupu od okoline (9).

dual model, proposed by various authors has 

been increasingly applicable (Figure 1). Mental 

health and mental disorders/illnesses are con-

sidered to be related but different constructs, 

with individuals being able to experience high 

levels of health, even with a diagnosis of men-

tal illness. 

A paradigm shift in the approach to mental 

health and illness is extremely important in 

the context of working with people with intel-

lectual disabilities. Specifically, according to the 

dual model, each individual has the capacity to 

develop personal potentials, but also the risks 

to develop disorders. 

Children with intellectual disabilities suffer 

more and more often from mental disorders 

than their peers. Psychopathological disorders 

are more pronounced in children with moder-

ate than mild intellectual disabilities due to 

more pronounced adaptive behavioural disor-

ders, language and communication barriers, 

socialisation difficulties, and the risk increases 

with low socioeconomic status of the family. 

dobro psihičko zdravlje

/ good mental health

dijagnosticirana psihička bolest

/ diagnosed mental illness

bez znakova psihičke bolesti

/ no signs of mental illness

loše psihičko zdravlje

/ poor mental health

osoba nema znakove bolesti,

ali se loše osjeća i ne funkcionira

(npr. tugovanje nakon smrti

bliske osobe)

/ no signs of illness, but feeling

unwell and cannot function

(e.g. grieving the loss of a loved one)

osoba nema znakove bolesti

i osjeća se dobro

(npr. osoba provodi zdrav životni

stil i ima osjećaj samopouzdanja)

/ no signs of illness and feeling well

(e.g. having healthy lifestyle

and feeling self-confident)

osoba ima dijagnosticiranu bolest,

ali se dobro nosi sa zahtjevima

(npr. osoba s dobro liječenom

shizofrenijom koja je visoko funkcionalna)

/ diagnosed illness, but copes well

(e.g. a highly-functioning person with

well-controlled schizophrenia)

osoba ima dijagnosticiranu bolest,

koja je onemogućuje u funkcioniranju

(npr. osoba s depresijom koja nema)

/ a diagnosed illness that prevents

a person from functioning normally

(e.g. depression)

SLIKA 1. Dualni model psihičkog zdravlja i bolesti

FIGURE 1. Dual model of mental health and illness
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Prema brojnim epidemiološkim ispitivanjima 

u mnogim zemljama, 30 do 50 % osoba s in-

telektualnom teškoćom pokazuju probleme 

ponašanja i pate od psihičkih poremećaja (10). 

Najčešći problem ponašanja je agresivnost (u 

oko 10 % osoba s IT-om), a od psihičkih pore-

mećaja prednjači depresivnost (u 15 do 20 % 

osoba s IT-om).

Sagledavanje razvojne, funkcijske i adaptivne 

problematike osnovno je za razumijevanje pato-

geneze i aktualnog psihopatološkog stanja paci-

jenta. Tretman mora biti integrativan i posebno 

uzimati u obzir osnovne emocionalne potrebe, 

adaptacijske mogućnosti osobe i uvjete okoline 

(10). Unaprjeđenje psihičkog zdravlja osoba s 

intelektualnim teškoćama temelji se na izradi 

individualiziranog, sveobuhvatnog plana tret-

mana i pripadajuće podrške (engl. Comprehensi-

ve Individualized Treatment and Related Support 

Plan, CITSP), koji u sebi sadrži sve potrebne 

biološke, medicinske, psihosocijalne i razvojne 

postupke i pristupe potrebne za određenu vrstu 

i težinu problema ponašanja ili psihičkih pore-

mećaja. Takav je individualizirani plan temeljen 

na individualnoj procjeni i integrativnoj dija-

gnostici koja je dio navedenih smjernica (11).

Kod djece s IT-om postoje teškoće dijagnosti-

ciranja poremećaja mentalnog zdravlja. Klasi-

fikacijski sustavi za psihičke bolesti kao što su 

DSM-IV i MKB-10 nisu upotrebljivi za klasifi-

kaciju bolesti za teže i teške IT-e. Kod umjere-

nih IT-a ti su sustavi djelomično upotrebljivi, 

a kod lake IT-e najčešće su upotrebljivi (13). 

Poremećaji mentalnog zdravlja mogu jako sme-

tati funkcioniranju djeteta s IT-om, njihovim 

obiteljima i osobama koje s njima rade. Teško 

je iz komunikacije s djetetom s IT-om utvrditi 

što ga smeta, ograničava i destabilizira. Stoga, 

brojni autori ističu kako je u dijagnostici po-

treban holistički, multidisciplinarni pristup uz 

uvažavanje mišljenja stručnjaka i važnih sudi-

onika u životu djece. 

Primjena standardnih dijagnostičkih kriterija 

kod djece s intelektualnim teškoćama oteža-

Family characteristics can greatly contribute to 

the development of mental disorders in chil-

dren with ID. Mental health disorders become 

greater and deeper as the child gets older and 

is longer exposed to inadequate approach from 

the environment (9).

According to numerous epidemiological studies 

in many countries, 30 to 50% of people with 

intellectual disabilities show behavioural prob-

lems and suffer from mental disorders (10). 

The most common behavioural problem is ag-

gression (in about 10% of people with ID), and 

depression is predominant among mental dis-

orders (in 15 to 20% of people with ID).

Understanding the developmental, functional 

and adaptive issues is essential for understand-

ing the pathogenesis and current psychopatho-

logical condition of the patient. Treatment 

must be integrative and take into account in 

particular the basic emotional needs, the adap-

tive capacity of the person and the environ-

mental conditions (10). Improving the mental 

health of people with intellectual disabilities is 

dependent on the development of a Compre-

hensive Individualised Treatment and Related 

Support (CITSP), which contains all the nec-

essary biological, medical, psychosocial and 

developmental procedures and approaches re-

quired for a particular type and severity of be-

havioural problems or mental disorders. Such 

an individualised plan is based on individual 

assessment and integrative diagnostics, which 

is part of the above guidelines (11).

There are difficulties when it comes to diagnos-

ing mental health disorders in children with ID. 

Classification systems for mental illnesses such 

as DSM-IV and ICD-10 are not usable for the 

classification of illnesses in severe and very se-

vere ID cases. In moderate ID, these systems 

are partially usable, and in light ID they are 

most often usable (13). Mental health disor-

ders can severely interfere with the function-

ing of a child with ID, their families and the 

people who work with them. It is difficult to 
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na je zbog ograničene kognicije, nedovoljne 

razvijenosti govora, nemogućnosti uspostave 

komunikacije, prisutnosti raznih senzornih 

teškoća itd. Osobe s intelektualnim teškoćama 

često imaju poteškoće s izražavanjem svojih 

misli, osjećaja i problema, što otežava utvrđi-

vanje njihovih zdravstvenih problema. Ovaj se 

problem mora uzeti u obzir tijekom procjene 

osoba koja nužno mora uključivati multidis-

ciplinarni tim (14). Mjerni instrument koji bi 

omogućio brzu, ali valjanu i pouzdanu procje-

nu psihičkih tegoba bio bi od iznimne koristi u 

provjeri psihičkog stanja osoba s intelektual-

nim teškoćama.

Primjena standardiziranih upitnika u procje-

ni psihičkih smetnji osoba s intelektualnim 

teškoćama je tek u začetcima. Jedan od po-

tencijalno zanimljivih i korisnih instrume-

nata je iz obitelji instrumenata za ispitivanje 

općih psihopatoloških teškoća CORE. CORE 

je kratica za kliničke ishode rutinskih evalu-

acija (Clinical Outcomes in Routine Evaluation; 

https://www.coresystemtrust.org.uk/), a sustav 

CORE sadrži psihodijagnostičke alate za pra-

ćenje promjena i ishoda u psihoterapijskoj, 

savjetovališnoj i drugoj kliničkoj praksi koji 

pokušava promovirati psihološki oporavak, 

zdravlje i dobrobit. Kod nas je u standardnoj 

uporabi Upitnik za utvrđivanje općih psihopa-

toloških teškoća (Clinical Outcomes in Routine 

Evaluation – Outcome Measure, CORE-OM) 

(15) koji je mjera psihološke uznemirenosti 

koja nije fokusirana na utvrđivanje konkret-

nog problema, ali obuhvaća najvažnije aspek-

te mentalnog zdravlja. Upitnik je pokazao 

odlične psihometrijske karakteristike, te je 

validiran u našim uvjetima (16). Osim toga, 

u praksi je odnedavno i inačica za djecu i mla-

de, YP-CORE (Young Persons CORE) (17). Radi 

se o prilagođenoj inačici upitnika za ispitiva-

nje općih psihopatoloških teškoća. Upitnik 

YP-CORE je namijenjen upotrebi kod djece od 

11 do 16 godina. Struktura je slična strukturi 

CORE-OM, ali su čestice prilagođene dobi cilj-

determine from communication with a child 

with ID what bothers, limits and destabilizes 

him or her. Therefore, many authors point out 

that a holistic, multidisciplinary approach is 

needed in diagnostics, taking into account the 

opinions of experts and important participants 

in children’s lives. 

The application of standard diagnostic crite-

ria in children with intellectual disabilities is 

difficult due to limited cognition, insufficient 

speech development, inability to establish com-

munication, the presence of various sensory 

difficulties, etc. People with intellectual dis-

abilities often have difficulty expressing their 

thoughts, feelings, and problems, which ham-

pers the establishment of their health prob-

lems. This problem must be taken into account 

during the assessment of persons, which must 

necessarily involve a multidisciplinary team 

(14). A measuring instrument that would en-

able a quick but valid and reliable assessment 

of mental disorders would be extremely useful 

in examining the mental state of people with 

intellectual disabilities. 

The application of standardised question-

naires in the assessment of mental disorders 

of people with intellectual disabilities is still 

in its infancy. One of the potentially interest-

ing and useful instruments comes from the 

CORE family of instruments for examining 

general psychopathological difficulties. CORE 

stands for Clinical Outcomes in Routine Eval-

uation (https://www.coresystemtrust.org.uk/), 

and CORE contains psychodiagnostic tools to 

monitor changes and outcomes in psychother-

apeutic, counselling and other clinical practice 

that attempts to promote psychological recov-

ery, health and well-being. We use the Clinical 

Outcomes in Routine Evaluation - Outcome 

Measure (CORE-OM) questionnaire (15) as a 

standard measure of psychological distress that 

is not focused on identifying a specific prob-

lem but covers the most important aspects of 

mental health. The questionnaire showed ex-
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ne skupine te se ispituju emocionalna stanja, 

razina funkcioniranja i rizik od autogresivnog 

ponašanja. Na dobru pouzdanost ukazuju ko-

eficijenti pouzdanosti (Cronbach alfa) r=0,82 

(18). U hrvatskim istraživanjima pouzdanost 

izražena Cronbach alfa koeficijentom iznosila 

je .85 i .86 (19,20).

CILJ ISTRAŽIVANJA

Cilj ovog rada je provjeriti primjenjivost Upit-

nika za ispitivanje općih psihopatoloških teš-

koća za mlade (Clinical Outcomes in Routine 

Evaluation – Young Person, YP-CORE) na uzor-

ku mladih osoba s intelektualnim teškoćama. 

Upitnik je konstruiran kao panteorijska i pan-

dijagnostička mjera opće psihološke uznemire-

nosti i priprema se njegova rutinska upotreba u 

hrvatskom javnom zdravstvu za probir mladih 

s psihičkim teškoćama koje zahtijevaju daljnju 

obradu (21) 

U ovoj ranoj fazi pripreme YP-CORE-a za pri-

mjenu na hrvatskoj populaciji mladih osoba 

činilo nam se vrijednim provjeriti i njegovu 

upotrebljivost u procjeni psihičkih teškoća kod 

mladih s IT-om, uz modificiranu primjenu u 

kojoj bi odrasla osoba pomagala u ispunjava-

nju upitnika. Prema našim spoznajama u Hr-

vatskoj nema psihodijagnostičkog instrumenta 

za utvrđivanje psihičke uznemirenosti, koji je u 

redovitoj upotrebi u radu s osobama s IT-om, te 

provjera primjenjivosti upitnika YP-CORE ima 

i spoznajno i praktično značenje.

METODE ISTRAŽIVANJA

Sudionici

U istraživanju je ukupno sudjelovalo 59 djece 

i adolescenata dobi od 7 do 21 godine. Uzorak 

se sastojao od 38 dječaka i mladića (64,4 %). 

Prosječna dob uzorka iznosi M=13,5 godina 

(SD=3.59), a čine ga djeca i adolescenti koji su 

cellent psychometric characteristics and was 

validated in our conditions (16). In addition, 

a version for children and young people, YP-

CORE (Young Persons CORE), has recently 

also become standard practice (17). This is a 

customised version of the questionnaire for 

testing general psychopathological difficulties. 

The YP-CORE questionnaire is intended for use 

in children aged 11 to 16 years. The structure is 

similar to that of CORE-OM, but the items are 

age-appropriate and target emotional states, 

levels of functioning, and risk of auto aggres-

sive behaviour. Good reliability is indicated 

by reliability coefficients (Cronbach’s alpha) 

r=0.82 (18). In Croatian studies, the reliability 

expressed by the Cronbach’s alpha coefficient 

was .85 and .86 (19, 20). 

RESEARCH AIM

The aim of this paper was to test the applica-

bility of the Clinical Outcomes in Routine Eval-

uation for Young People (YP-CORE) question-

naire on a sample of young people with intel-

lectual disabilities. The questionnaire was con-

structed as a pantheoretical and pandiagnostic 

measure of general psychological distress. Its 

routine application in Croatian public health is 

being prepared for screening young people with 

mental disabilities that require further exam-

ination (21). 

At this early stage of preparation of YP-CORE 

for use in the Croatian population of young 

people, we thought it worthwhile to check 

its usefulness in assessing psychological diffi-

culties in young people with ID, with a modi-

fied application in which an adult would help 

complete the questionnaire. According to our 

knowledge, there is no psychodiagnostic in-

strument for determining mental distress in 

Croatia, which is in regular use in working with 

people with ID, and checking the applicability 

of the YP-CORE questionnaire has both cogni-

tive and practical significance.
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pristupili psihodijagnostičkoj obradi u Centru 

za odgoj i obrazovanje Rijeka. S obzirom na di-

jagnozu uzorak je činilo 78 % djece i mladih s 

lakim i 22 % s umjerenim intelektualnim teš-

koćama. 

Mjerni instrument

YP-CORE je instrument namijenjen mjerenju 

psihičke uznemirenosti kod djece i mladih. 

Sastoji se od 10 čestica kojima se ispituje ank-

sioznost (npr., 2 čestice), depresija (2 čestice), 

trauma (1 čestica), fizičke poteškoće (1 čestica), 

funkcioniranje (3 čestice) i rizik od autoagresiv-

nog ponašanja (1 čestica).

Na čestice se odgovara označavanjem odgovora 

na ljestvici s 5 ponuđenih odgovora (0 – nikad, 

1 – vrlo rijetko, 2 – ponekad, 3 – često, 4 – goto-

vo uvijek). Sudionici daju odgovor retrospektiv-

no, za razdoblje od proteklih tjedan dana. Sva-

kom odgovoru se pridaju odgovarajući bodovi 

(0-4), a 3 čestice se obrnuto boduju. Ukupan 

rezultat može se dobiti zbrajanjem svih bodova 

ili zbrajanjem svih bodova i dijeljenjem s 10. 

Veći rezultat znači da je sudionik izvijestio o 

više problema i emocionalnih teškoća te da se 

osjeća više uznemireno. 

POSTUPAK

Ukupan broj učenika u Centru za odgoj i obra-

zovanje Rijeka u 2019/2020. godini je 153, u 

osnovnoj i srednjoj školi. U Centru se školuju 

učenici s lakom i umjerenom intelektualnom 

teškoćom do dobi od 21. godine prema Poseb-

nom programu uz individualizirane postupke i 

Posebnom programu za stjecanje kompetencija 

u aktivnostima svakodnevnog života uz indivi-

dualizirane postupke. U istraživanju je sudje-

lovalo 59 (38,5 %) učenika CZOO Rijeka. Prije 

samog ispitivanja dano je tumačenje i zatražen 

je pismeni pristanak roditelja. Istraživanje je 

bilo provedeno u skladu s Etičkim kodeksom 

istraživanja s djecom (22).

RESEARCH METHODS

Participants

A total of 59 children and adolescents aged 

7 to 21 participated in the study. The sample 

comprised 38 boys and young men (64.4%). 

The average age of the sample was M = 13.5 

years (SD = 3.59), and it consisted of children 

and adolescents who underwent psychodiag-

nostic treatment at the Center for Education 

and Teaching in Rijeka. Taking into account the 

diagnosis, the sample consisted of 78% of chil-

dren and adolescents with mild and 22% with 

moderate intellectual disabilities. 

Measuring instrument

The YP-CORE is an instrument designed to 

measure psychological distress in children and 

young people. It consists of 10 items that test 

for anxiety (e.g., 2 items), depression (2 items), 

trauma (1 item), physical difficulties (1 item), 

functioning (3 items) and the risk of autoag-

gressive behaviour (1 item). 

The items are answered by marking the an-

swers on a scale with 5 answers (0 - never, 1 - 

very rarely, 2 - sometimes, 3 - often, 4 - almost 

always). Participants respond retrospectively 

providing answers for the period over the past 

week. Each answer is given the appropriate 

score (0-4) and 3 items are scored in reverse. 

The total score can be obtained by adding all 

the points or by adding all the points and divid-

ing the result by 10. A higher score means that 

the participant reported more problems and 

emotional difficulties and felt more disturbed. 

Procedure

In the 2019-20 school year, the total number 

of students at the Centre for Education and 

Teaching in Rijeka in primary and secondary 

education was 153. The Centre educates stu-

dents with mild and moderate intellectual dis-

abilities up to the age of 21 who follow the Spe-
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Učenici koji nisu pristupili testiranju, nisu to 

učinili iz tri razloga. Neki roditelji nisu dali pri-

stanak te učenici nisu obuhvaćeni ispitivanjem. 

Nekolicina učenika nije željela pristupiti ispiti-

vanju. S velikom većinom učenika nije bilo mo-

guće ispuniti upitnik, jer su imali većih teškoća 

u razumijevanju, komunikaciji i ponašanju. 

Učitelji su dobili pismenu uputu kako bi treba-

li provoditi ispitivanje. S obzirom da upitnik 

YP-CORE zahtijeva samostalno ispunjavanje, a 

velika većina učenika s intelektualnim teškoća-

ma nije to u mogućnosti učiniti, pismena upu-

ta trebala je osigurati što veću vjerodostojnost. 

Učiteljima je dana uputa da s učenikom prođu 

kroz pitanja na upitniku, provjere razumijeva-

nje pitanja i odgovora, te ako je to nužno ponu-

de predloške slikovnih odgovora (‘smajlića’) na 

ponuđena pitanja (slika 2). Stoga se rezultati 

YP-CORE u većini ispitanika, odnose na učeni-

ke s lakim intelektualnim teškoćama. Ako sudi-

onik nikako nije mogao odgovoriti na pitanje, 

dana je uputa da se preskoči odgovor. 

REZULTATI ISTRAŽIVANJA

U tablici 1 prikazani SU rezultati deskriptiv-

ne statistike, te usporedbi s obzirom na rod, 

dob i stupanj intelektualnih teškoća. Pouzda-

nost upitnika se pokazala zadovoljavajućom, 

Cronbach alfa za čitavu ljestvicu iznosi ,86, a u 

rodnim i dobnim skupinama, te kategorije IT-a 

kreću se od ,79-,87. 

Nema statistički značajne razlike u ukupnom 

rezultatu s obzirom na rod, dob i IT status. 

Na grafičkom prikazu 1. nalazi se distribucija 

ukupnih rezultata na YP-CORE iz koje je vid-

ljivo da su rezultati normalno raspoređeni, što 

cial programme with individualized procedures 

and the Special programme for the acquisition 

of competencies in everyday activities with in-

dividualized procedures. The survey comprised 

59 (38.5%) students of the Centre for Educa-

tion and Teaching in Rijeka. Before testing, 

the questionnaire was explained to the partic-

ipants and a written consent from the parents 

was requested. The survey was conducted in ac-

cordance with the Code of Ethics for Research 

with Children (22).

Some students were not tested due to three 

reasons. Some parents did not give their con-

sent and students were not included in the 

survey. Several students did not want to be 

tested. With a vast majority of students, it was 

not possible to conduct testing as they had 

considerable difficulties with understanding, 

communicating and behaving. 

Teachers were given written instructions on 

how to conduct the test. Having in mind that 

the YP-CORE questionnaire requires individu-

al response, and that the majority of students 

with intellectual disabilities were unable to pro-

vide answers individually, the aim of written 

instructions was to ensure as much accuracy as 

possible. Teachers were instructed to explain 

the questions on the questionnaire to the stu-

dent, check their understanding of the ques-

tions and answers, and, if necessary, to provide 

templates of pictorial answers (smiley faces) to 

the questions (Figure 2). Therefore, the results 

of the YP-CORE in most respondents were ob-

tained from the students with mild intellectual 

disabilities. If the participant was not able to 

answer the question at all, instructions were 

given to skip the answer. 

RESEARCH RESULTS

Table 1 shows the results of descriptive sta-

tistics and comparisons with regard to gen-

der, age and degree of intellectual disabilities. 
SLIKA 2. Slikovni odgovori

FIGURE 2. Pictorial answers
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The reliability of the questionnaire proved 

to be satisfactory, Cronbach’s alpha for the 

whole scale was .86. In the categories of gen-

der and age, the results range from .79- to 

.87.

There is no statistically significant difference in 

the overall score with respect to gender, age, 

and ID status. 

Graph 1 shows the distribution of total results 

on the YP-CORE indicating a normal distribu-

tion of results, as shown by the coefficients of 

asymmetry -.221 and flatness -.11. 

Table 2 shows the frequency of each answer 

for each item of the questionnaire. Item 4 

(It occurred to me to hurt myself) as many as 

8 (14%) participants did not give an answer, 

which probably indicates that this item was not 

sufficiently understandable. Item 5 (I felt I had 

someone to ask for help) was not answered by 

4 participants (7%). Only a few answers were 

missing for other items. 

In further analyses, the missing data were 

replaced by the average score for each par-

ticipant. An exploratory factor analysis was 

performed using the common components 

method. 46.8% of the variance was explained 

by a single factor, and according to the scree 

plot and the conducted parallel analysis, the 

TABLICA 1. Prikaz rezultata deskriptivne statistike YP-CORE s obzirom na rod, dob i stupanj intelektualne teškoće sudionika te 
vrijednosti t-testa.
TABLE 1. Presentation of YP-CORE descriptive statistics results with respect to gender, age and degree of intellectual disability 
and t-test values.

N Alpha M SD Raspon rezultata
/ Result range

t 
(p)

Rod / Gender Muški / Male 38 0,86 15,5 7,61 1 – 33 0,243 
(0,809)

Ženski / Female 21 0,79 15,9 5,22 2 – 24

Dob / Age 7-12 29 0,86 14,7 8,89 1 – 33 1,41 
(0,162)

13-21 29 0,87 16,9 6,92 1 – 33

Stupanj intelektualne teškoće
/ Degree of intellectual difficulty

Lake / Low 46 0,87 15,5 7,01 1 – 33 0,288 
(0,755)

Umjerene / Moderate 13 0,82 16,1 6,88 2 – 24

Ukupno / In total 59 0,86 15,6 6,96 1 – 33

Legenda: N – broj sudionika; Alfa – vrijednost Cronbach alfa; M – aritmetička sredina; SD – standardna devijacija; t (p) – vrijednost t-testa i pripadajuća vjerojatnost sluča-
jnog rezultata. Teorijski raspon rezultata je 1-40, a u ovoj skupini sudionika je pokriven raspon od 1 do 33.
/ Legend: N - number of participants; Alpha - Cronbach’s alpha value; M - arithmetic mean; SD - standard deviation; t (p) - value of the t-test and the corresponding proba-
bility of a random result. The theoretical range of results is 1-40. This group of participants covered the range from 1 to 33.

GRAFIČKI PRIKAZ 1. Distribucija ukupnih rezultata na 

YP-CORE (N=59)

GRAPH 1. Distribution of total results on YP-CORE (N = 59)
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YP-CORE ukupni rezultat / YP-CORE total score

pokazuju i koeficijenti asimetrije -.221 i spljo-

štenosti -.11.

U tablici 2.prikazana JE frekvencija pojedinog 

odgovora za svaku česticu upitnika. Na čestici 4 

(Padalo mi je na pamet da si naudim) čak 8 (14 %) 

sudionika nije dalo odgovor, što vjerojatno uka-

zuje da im ta čestica nije razumljiva. Na česticu 

5 (Osjećao sam da imam koga pitati za pomoć) 

nije odgovorilo 4 sudionika (7 %). Na ostalim 

česticama nedostaje samo pokoji odgovor. 

U daljnjim analizama su podatci koji nedostaju 

zamijenjeni prosječnim rezultatom za svakog 

sudionika. Provedena je eksploratorna faktor-

ska analiza s metodom zajedničkih kompone-

nata. Jednim faktorom objašnjeno je 46,8 % 
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varijance, prema scree plotu i provedenoj para-

lelnoj analizi preporuča se ekstrakcija jednog 

faktora. Najviše saturacije se nalaze u česticama 

1, 2, 6, 7, 8 i 9. Čestica 10 ima saturaciju manju 

od ,3, dok su čestice 3, 4 i 5 saturirane oko ,5.

extraction of one factor is recommended. The 

highest saturations were found in items 1, 2, 

6, 7, 8 and 9. Item 10 had a saturation less 

than .3, while items 3, 4 and 5 were saturated 

around ,5.

TABLICA 2. Prikaz frekvencija pojedinih odgovora na česticama YP-CORE (N=59)
TABLE 2. Display of frequencies of individual responses on YP-CORE particles (N = 59)

Čestica / Item 0
(%)

1 
(%)

2 
(%)

3 
(%)

4 
(%)

Nedostaje (%)
/ Missing (%)

1. Bio sam živčan ili nervozan. / I was nervous or nervous or anxious. 6
(10,2)

8
(13,6)

23
(39,0)

17
(28,8)

4 
(6,8)

1 
(1,7)

2. Osjećao sam da mi nije do razgovora. / I felt I didn’t want to talk. 11
(18,6)

10
(16,9)

17
(28,8)

15
(25,4)

3 
(5,1)

3 
(5,1)

3. Mogao sam se nositi s problemima. / I could handle the problems. 4
(6,8)

10
(16,9)

24
(40,7)

16
(27,1)

3 
(5,1)

2 
(3,4)

4. Padalo mi je na pamet da si naudim. / It occurred to me to hurt myself. 35
(59,3)

6
(10,2)

6 
(10,2)

4 
(6,8)

0 
(0,0)

8 
(13,6)

5. Osjećao sam da imam koga pitati za pomoć. / I felt I had someone to 
ask for help.

19
(32,2)

21
(35,6)

6 
(10,2)

3 
(5,1)

6
(10,2)

4 
(6,8)

6. Moje misli i osjećaji su me uznemiravali. / My thoughts and feelings 
disturbed me.

13
(22,0)

7
(11,9)

15
(25,4)

18
(30,5)

3 
(5,1)

3 
(5,1)

7. Osjećao sam se bespomoćno u vezi sa svojim problemima. / I felt 
helpless about my problems.

16
(27,1)

10
(16,9)

19
(32,2)

9 
(15,3)

3 
(5,1)

2 
(3,4)

8. Imao sam problema sa spavanjem. / I had trouble sleeping. 20
(33,9)

11
(18,6)

17
(28,8)

7 
(11,9)

2 
(3,4)

2 
(3,4)

9. Bio sam tužan ili nesretan. / I was sad or unhappy. 8
(13,6)

7
(11,9)

28
(47,5)

13
(22,0)

2 
(3,4)

1 
(1,7)

10. Napravio sam sve što sam želio. / I did everything I wanted. 15
(25,4)

14
(23,7)

23
(39,0)

2 
(3,4)

2 
(3,4)

3 
(5,1)

Legenda: 1 – vrlo rijetko, 2 – ponekad, 3 – često, 4 – gotovo uvijek
/ Legend: 1 - very rarely, 2 - sometimes, 3 - often, 4 - almost always

TABLICA 3. Prikaz aritmetičkih sredina, standardnih devijacija i saturacije faktorom dobivene eksploratornom faktorskom analizom.
TABLE 3. Representation of arithmetic means, standard deviations and factor saturation obtained by exploratory factor analysis.

Čestica / Item M (SD) Λ

Bio sam živčan ili nervozan. / I was nervous or anxious. 1,9 (1,01) 0,674

Osjećao sam da mi nije do razgovora. / I felt I didn’t want to talk. 1,8 (1,17) 0,738

Mogao sam se nositi s problemima. / I could handle the problems. 2,1 (.96) 0,494

Padalo mi je na pamet da si naudim. / It occurred to me to hurt myself. 0,6 (.91) 0,592

Osjećao sam da imam koga pitati za pomoć. / I felt I had someone to ask for help. 1,2 (1,24) 0,538

Moje misli i osjećaji su me uznemiravali. / My thoughts and feelings disturbed me. 1,8 (1,23) 0,864

Osjećao sam se bespomoćno u vezi sa svojim problemima. / I felt helpless about my problems. 1,5 (1,19) 0,733

Imao sam problema sa spavanjem. / I had trouble sleeping. 1,3 (1,16) 0,658

Bio sam tužan ili nesretan. / I was sad or unhappy. 1,9 (1,01) 0,700

Napravio sam sve što sam želio. / I did everything I wanted. 1,3 (1,00) 0,277
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RASPRAVA

Cilj ovog istraživanja bio je provjeriti primje-

njivost upitnika YP-CORE za procjenu psihičke 

uznemirenosti kod djece i mladih s intelektual-

nim teškoćama. Prilagodba primjene upitnika 

je uključivala asistenciju učitelja koji su dobro 

poznavali djecu i mlade sudionike istraživanja. 

Ako sudionik nije dobro razumio odgovor, uči-

telj je ponudio slikovne odgovore (prikaze ra-

zličitih izraza lica). Ako prema procjeni učitelja 

sudionik nije dobro razumio pitanje, učitelj je 

sam donosio procjenu na temelju opaženog 

ponašanja. Ako nije to mogao učiniti, tada nije 

odgovorio na pitanje. U tako prilagođenim 

uvjetima, pouzdanost upitnika je visoka (Cron-

bach alfa=,86), upitnik pokazuje jednofaktor-

sku strukturu, a distribucija je normalna, uz 

prosječnu vrijednost od 15,6 (SD=6,93)

Ako rezultate usporedimo s rezultatima dobi-

venim na hrvatskom srednjoškolskom uzorku 

adolescentica (19) možemo zaključiti o slič-

nosti što se tiče faktorske strukture, pouzda-

nosti instrumenta i izraženosti emocionalnih 

smetnji. Prosječna izraženost smetnji je daleko 

viša nego u originalnom istraživanju (17). Čak 

15 (25 %) djece i mladih u našem istraživanju 

pokazuje rezultat ≥20, što je znatno više u us-

poredbi s nedavno provedenim istraživanjem 

na uzorku hrvatskih učenika prvog razreda 

srednje škole (23). Dobiveni rezultati sukladni 

su prethodnim istraživanjima koja nalaze 30 % 

djece i mladih s IT-om kod kojih se mogu pro-

naći izražene psihičke teškoće (24).

Usporedba rezultata prema rodu, dobi i inte-

lektualnom statusu sudionika pokazala je da 

nema statistički značajnih razlika u izraženosti 

emocionalnih teškoća. Nedavno objavljena me-

ta-analiza kojom je obuhvaćeno 19 istraživanja 

s preko 6000 djece i mladih s IT-om u dobi od 

6 do 21 godine također nije pokazala razlike s 

obzirom na intelektualni status sudionika (25).

Sudionici u našem istraživanju postizali su u 

prosjeku najviše rezultate na česticama Bio sam 

DISCUSSION

The aim of this study was to test the applicability 

of the YP-CORE questionnaire for assessing men-

tal distress in children and young people with in-

tellectual disabilities. Adaptation of the applica-

tion of the questionnaire included the assistance 

of teachers who knew children and young partic-

ipants well. If the participant did not understand 

the answer well, the teacher offered pictorial an-

swers (depictions of different facial expressions). 

If, according to the teacher’s assessment, the par-

ticipant did not understand the question well, 

the teacher made his/her own assessment based 

on the observed behaviour. If he or she was not 

able to do that, then he or she did not answer the 

question. Under such adapted conditions, the re-

liability of the questionnaire was high (Cronbach 

alpha =.86), the questionnaire showed a one-fac-

tor structure, and the distribution was normal, 

with an average value of 15.6 (SD = 6.93)

If we compare the results with the results ob-

tained on a Croatian high school sample of ad-

olescent girls (19), we can conclude that there 

are similarities in terms of the factor structure, 

reliability of the instrument, and the severity of 

emotional distress. The average severity of dis-

tress is far higher than in the original study (17). 

As many as 15 (25%) children and young peo-

ple in our study showed a score of ≥20, which is 

significantly more than the recent survey on a 

sample of Croatian first grade high school stu-

dents (23). The obtained results are in line with 

previous research, which found 30% of children 

and young people with ID in whom severe psy-

chological difficulties could be found (24).

A comparison of the results according to the 

gender, age and intellectual status of the par-

ticipants showed that there were no statistical-

ly significant differences in the expression of 

emotional distress. A recently published me-

ta-analysis covering 19 studies with over 6,000 

children and young people with ID aged 6-21 

years also showed no differences with regard to 

the intellectual status of the participants (25).
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The participants in our study achieved on aver-

age the highest scores on the items I was nervous 

or irritated and I was sad or unhappy. The rarest 

disorder noted was It occurred to me to hurt my-

self, although it should be mentioned that as 

many as 14% of participants did not give an an-

swer and teachers could not assess which answer 

would best describe the student’s condition and 

therefore could not answer this question. 6% of 

participants did not answer to the item I felt I 

had someone to ask for help. In future research, 

the comprehensibility of these two items and 

their suitability for use in young people with in-

tellectual disabilities should certainly be consid-

ered. Although our results correspond to those 

obtained in other studies, a review of the factor 

structure and number of unanswered items in-

dicates possible difficulties in applying the ques-

tionnaire, especially in people with moderate in-

tellectual disabilities. Nevertheless, the results 

are encouraging in terms of validity that should 

definitely be examined in future research.

This research has a number of limitations that 

make it impossible to generalise data and draw 

more solid conclusions. First of all, it was con-

ducted on a convenient and relatively small 

sample of participants from only one center 

for education. In accordance with ethical prin-

ciples, the research was conducted only on chil-

dren whose parents gave their consent to par-

ticipate, and it is well known that this includes 

children whose family circumstances are better 

than those of children whose parents did not 

give their consent. 

The next limitation stems from the way data 

were collected, which necessarily involved 

adults, and compilation assistance. Although 

this method was not ideal, we opted for it to as-

sess the applicability of this questionnaire and 

the understanding of its items. In the family of 

instruments, there is a version for people with 

ID, CORE-OM (Clinical Outcomes in Routine 

Evaluation - Outcome Measure, Learning Dis-

ability version), which was developed in col-

živčan ili nervozan i Bio sam tužan ili nesretan. 

Najrjeđa smetnja koju je zabilježena jest Padalo 

mi je napamet da si naudim, iako treba spomenu-

ti da čak 14 % sudionika nije dalo odgovor niti 

su učitelji mogli procjenjivati koji bi odgovor 

najbolje opisao učenikovo stanje, te nisu mo-

gli odgovorit na ovo pitanje. Na česticu Osjećao 

sam da imam koga pitati za pomoć nije odgovo-

rilo 6 % sudionika. U budućim istraživanjima 

svakako treba razmotriti razumljivost ovih dvi-

ju čestica te njihovu prikladnost pri primjeni 

kod mladih s intelektualnom teškoćom. Iako 

naši rezultati odgovaraju onima dobivenim u 

drugim istraživanjima, pregled faktorske struk-

ture, te broja neodgovorenih čestica ukazuje na 

moguće teškoće u primjeni upitnika, prije svega 

kod osoba s umjerenim intelektualnim teškoća-

ma. No, rezultati su ohrabrujući u smislu valja-

nosti koju svakako treba provjeriti u budućim 

istraživanjima. 

Ovo istraživanje ima niz ograničenja koja one-

mogućuju generalizaciju podataka i izvođenje 

sigurnijih zaključaka. Prije svega, provedeno je 

na prigodnom i relativno malom uzorku sudi-

onika iz samo jednog centra za odgoj i obrazo-

vanje. U skladu s etičkim načelima istraživanje 

je provedeno samo na djeci čiji su roditelji dali 

pristanak za sudjelovanje, a poznato je da su 

time obuhvaćena djeca čije su obiteljske prili-

ke bolje nego one djece čiji roditelji nisu dali 

pristanak. 

Sljedeće ograničenje proizlazi iz načina pri-

kupljanja podataka koje je nužno uključivalo 

odrasle osobe, te pomoć pri ispunjavanju. Iako 

ovaj način nije idealan, za njega smo se odlučili 

kako bismo procijenili primjenjivost ovog upit-

nika i razumijevanje čestica. U obitelji instrume-

nata postoji inačica za osobe s IT CORE-OM (Cli-

nical Outcomes in Routine Evaluation – Outcome 

Measure, Learning Disability version) i koja je ra-

zvijena u suradnji s osobama iz Velike Britanije 

koje imaju intelektualne teškoće i uključuju sli-

kovni prikaz odgovora. Autori koji su provjera-

vanjem primjenjivosti ovog instrumenta zaklju-
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laboration with people from the UK who have 

intellectual disabilities and includes a pictorial 

display of the answers. The authors who tested 

the applicability of this instrument concluded 

that further research was needed to verify the 

metric characteristics (26). 

Our findings have implications for clinical 

practice and research. Impaired mental health, 

which is manifested primarily by emotional 

difficulties, certainly impairs the well-being of 

about a third of children and adolescents with 

ID, and indirectly their families. Timely identi-

fication of disorders and the provision of accu-

rate clinical diagnosis and adequate care would 

contribute to the quality of life of these individ-

uals and their social environment and create the 

conditions for more successful inclusion (27).

There are several implications for future re-

search. Further checks of the psychometric 

properties of the questionnaires in other 

groups, as well as checks of the pictorial vari-

ants of the answers, are certainly necessary. It 

is necessary to check and test-retest the type 

of reliability of the instrument, and its validity. 

The obtained results are encouraging for fur-

ther research that will result in the standardi-

sation of the questionnaire for early diagnosis 

of psychological difficulties of children and 

young people with ID. 

CONCLUSION

Children and young people with intellectual 

disabilities obviously have emotional difficul-

ties as well as mental health problems. Mental 

health problems are to be expected to increase 

with age if intervention is not provided in the 

form of prevention and support.

We tried to establish the applicability of the 

YP-CORE questionnaire to the population of 

students with intellectual disabilities, as well 

as in detecting children with mental health dif-

ficulties. It is important to note that children 

čili su da su potrebna daljnja istraživanja kako bi 

se provjerile metrijske karakteristike (26) 

Naši nalazi imaju implikacije na kliničku praksu 

i istraživanje. Narušeno mentalno zdravlje koje 

se očituje prije svega emocionalnim teškoćama 

svakako narušava dobrobit oko trećine djece i 

adolescenata s IT, a posredno i njihovim obite-

ljima. Pravovremeno prepoznavanje smetnji i 

pružanje točne kliničke dijagnoze i adekvatne 

skrbi pridonijelo bi kvaliteti života ovih osoba 

i njihove socijalne okoline, te stvorilo uvjete za 

uspješniju inkluziju (27). 

Nekoliko je implikacija za buduća istraživanja. 

Svakako su nužne daljnje provjere psihometrij-

skih svojstava upitnika na drugim skupinama, 

te provjera slikovnih varijanti odgovora. Nužna 

je provjera i test-retest tipa pouzdanosti instru-

menta, te njegove valjanosti. Dobiveni rezulta-

ti su ohrabrujući za daljnja istraživanja koja 

će polučiti standardizaciju upitnika za ranu 

dijagnostiku psihičkih teškoća djece i mladih 

s IT-om. 

ZAKLJUČAK

Djeca i mladi s intelektualnim teškoćama, evi-

dentno, imaju emocionalne teškoće kao i pro-

bleme mentalnog zdravlja. Za očekivati je da 

će se problemi mentalnog zdravlja s godinama 

povećavati, ako se ne intervenira u smislu pre-

vencije i pomoći.

Pokušali smo ustanoviti primjenjivost upitnika 

YP-CORE na populaciji učenika s intelektual-

nim teškoćama, kao i pokušati detektirati djecu 

koja imaju teškoće mentalnog zdravlja. Važno 

je napomenuti da djeca i mladi s većim (umjere-

nim i težim) intelektualnim teškoćama nisu ni 

pristupili ispitivanju zbog nemogućnosti pro-

vedbe, iako su vrlo uočljivi njihovi manifesti 

ponašanja koji bi upućivali na moguće teškoće 

kao i na poremećaje mentalnog zdravlja.

Zanimljivo je konstatirati kako su i druga istra-

živanja primjene instrumenta YP-CORE na dje-
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and young people with major (moderate and 

severe) intellectual disabilities did not even 

take the test due to inability to implement it, 

although their behavioural manifestations that 

would indicate possible difficulties as well as 

mental health disorders were very noticeable.

It is interesting to note that other studies of 

the application of the YP-CORE instrument 

on children and young people with intellectual 

disabilities indicated the same difficulties in ap-

plication that we described, as well as the same 

percentage of the child population (30%) with 

mental health problems.

Professionals, most often educational rehabil-

itators, who work with students with intellec-

tual disabilities notice a number of difficulties 

and mental health disorders. Psychiatric help 

is often sought, which is mainly focused on the 

use of medication. For a deeper understanding 

of the origin and process of development of 

mental problems as well as finding concrete 

therapeutic solutions for this population, it 

would be worthwhile to act and think about 

the specialisation of psychiatric professionals.

Therefore, there is a need for preventive ac-

tion to help children, families and society as a 

whole. The question is what to do to prevent 

mental health disorders in children and young 

people with intellectual disabilities?!

At the level of the child and young people, emo-

tional ties and stability, as well as a sense of ac-

ceptance should be strengthened, life should be 

organised with daily routine, obligations and 

responsibilities should be set before the child, 

clear and unambiguous messages should be 

sent, the child’s success and the experience of 

making progress should be ensured, free time 

should be organised, etc.

At the level of society, it is necessary to 

strengthen the family structure (socially, eco-

nomically ...), ensure the connection of families 

with the community and provide professional 

support to families who have a child with ID.

ci i mladima s intelektualnim teškoćama uka-

zala na iste teškoće u primjeni koje smo opisali 

kao i jednak postotak populacije (30 %) djece 

koja imaju probleme mentalnog zdravlja.

Stručnjaci, najčešće edukacijski rehabilitatori, 

koji rade s učenicima s intelektualnim teško-

ćama uočavaju brojne teškoće i poremećaje 

mentalnog zdravlja. Često se traži psihijatrij-

ska pomoć koja je uglavnom usmjerena na pri-

mjenu medikamenata. Za dublje razumijevanje 

nastanka i procesa razvoja mentalnih problema 

kao i pronalaženje konkretnih terapijskih rješe-

nja za ovu populaciju, bilo bi odlično djelovati 

i razmišljati o specijalizaciji stručnjaka psihija-

tara.

Zato postoji nužnost preventivnog djelovanja 

kako bi se pomoglo djeci, obiteljima i društvu 

u cjelini. Postavlja se pitanje što učiniti da bi se 

prevenirali poremećaji mentalnog zdravlja kod 

djece i mladih s intelektualnim teškoćama?!

Na razini djeteta i mladih trebalo jačati emoci-

onalne veze i stabilnost, jačati osjećaj prihva-

ćenosti, organizirati život s dnevnom rutinom, 

pred dijete staviti obveze i odgovornost, slati 

jasne i nedvosmislene poruke koje ga mogu 

zbuniti, osigurati uspjeh i doživljaj napretka 

djeteta, organizirati slobodno vrijeme itd.

Na razini društva potrebno je jačati obiteljsku 

strukturu (socijalno, ekonomski...), osigurati 

povezanost obitelji sa zajednicom i pružanje 

stručne potpore obiteljima koje imaju dijete s 

IT.



129

N. Tomljanović, N. Jokić-Begić: Use of YP-CORE Questionnaire in the Assessment of Mental Health of Children with Intellectual 
Difficulties. Soc. psihijat. Vol. 49 (2021) No. 2, p. 113-129.

LITERATURA / REFERENCES

1. American Association on Intellectual Developmental Disabilities. Intellectual disability: Definition, classification, and 
systems of supports.Washington, DC: AAIDD, 2010.

2. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. Fifth ed. Washington, DC: APA, 
2013.

3. Carr A, Linehan C, O’Reilly G, Noonan Walsh P, McEvoy J. (ur.) The Handbook of Intellectual Disability and Clinical Psycho-
logy Practice: Diagnosis, Classification and Epidemiology. London: Routledge, 2016.

4. Mental Health Problems in People with Learning Disabilities. Prevention, Assessment and Managment, National Institute 
for Health and Care Excellence(UK), London, 2016. Preuzeto 26.8.2021. https://www.ncbi.nlm.nih.gov/books/NBK401811/ 

5. Synthesis of scientific disciplines in pursuit of health. The interactive biopsychosocial model. Preuzeto 12.01.2021. https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC1201376/

6. Begić D. Psihopatologija. Zagreb: Medicinska naklada, 2011. 

7. Iasiello M, Van Agteren J. Mental health and/or mental illness: A scoping review of the evidence and implications of the 
dual-continua model of mental health. Evidence Base 2020; 1:1-45.

8. Trent LK. Nutrition knowledge of active-duty Navy personnel. J Am Dietetic Assoc 1992; 92.6:724-8.

9. Koskentausta T, Iivanainen M, Almgvist F. Risk factors for psychiatric disturbance in children with intellectual disability. J 
Intellect Disabil Res 2007; 51(1): 43-53. 

10. Došen A. Dijagnostika i tretman poremećaja ponašanja i psihičkih oboljenja kod osoba s mentalnom retardacijom. Hr-
vatska revija za rehabilitacijska istraživanja 2004; 40(2): 765-74.

11. Sekušak-Galešev S, Kramarić M, Galešev V. Mentalno zdravlje odraslih osoba s intelektualnim teškoćama. Soc psihijat 
2014; 42(1): 3-20.

12. Došen A.  Practice guidelines and principles: assessment, diagnosis, treatment, and related support services for persons 
with intellectual disabilities and problem behaviour. European Association for Mental Health in Intellectual Disability, 
2007.

13. Došen A. Mentalno zdravlje djece s mentalnom retardacijom. Medicina 2005; 41(1): 101-06.

14. Coiffait FM, Marshall K. How to recognise and respond to mental health needs. Learning Disability Practice 2011; 14(3): 23.

15. Barkham M, Mellor-Clark J, Connell J, Cahill J. A CORE approach to practice-based evidence: A brief history of the origins 
and applications of the CORE-OM and CORE System. Counselling and Psychotherapy Research 2006; 6(1): 3-15.

16. Jokić-Begić N, Lauri Korajlija A, Jurin T, Evans C. Faktorska struktura, psihometrijske karakteristike i kritična vrijednost 
hrvatskoga prijevoda CORE-OM upitnika. Psihologijske teme 2014; 23.2: 265-88.

17. Twigg E, Barkham M, Bewick BM, Connell J, Mulhern B, Cooper M. The Young Person’s CORE: Development of a brief 
outcome measure for young people. Counselling and Psychotherapy Research 2009; 9(3): 160-8.

18. Connell J, Barkham M, Stiles Wb, Twigg E, Singleton N, Evans O et al. Distribution of Core-om scores in a general popula-
tion, clinical cut-off points and comparison with the CIS-R. Br J Psychiatry 2007; 190: 69-74.

19. Kozjak Mikić Z, Jokić-Begić N, Bunjevac T. Zdravstvene teškoće i izvori zabrinutosti adolescenata tijekom prilagodbe na 
srednju školu. Psihologijske teme 2012; 21: 317-36.

20. Kozjak Mikić Z, Jokić-Begić N. Emocionalne teškoće adolescentica nakon tranzicije u srednju školu. Soc psihijat 2013; 
41(4): 226-34.

21. Štimac D, Pavić Šimetin I, Istvanovic A. Early recognition of mental health problems in Croatia. Eur J Public Health 2019; 
29 (suppl. 4): ckz 186.569.

22. https://mrosp.gov.hr/UserDocsImages/dokumenti/Socijalnapolitika/NEPID/Etickikodeksistrazivanjasdjecomrevidirana-
verzija.pdf. Preuzeto12.2.2020.

23. Jureša V, Posavec M, Latković Prugovečki S, Musil V, Majer M, Vidović Petričević T. Adolescent mental health: analysis using 
YP-CORE test in School health services in Croatia. Eur J Public Health 2020; 30(S5): 166.1057.

24. Bramston, P., & Fogarty, G. The assessment of emotional distress experienced by people with an intellectual disability: A 
study of different methodologies. Res Development Disabil 2000; 21(6): 487-500. 

25. Buckley N, Glasson EJ, Chen W, Epstein A, Leonard H, Skoss R et al. Prevalence estimates of mental health problems in 
children and adolescents with intellectual disability: A systematic review and meta-analysis. Austral & New Zealand J 
Psychiatry 2020; 54(10): 970-84. 

26. Marshall K, Willoughby-Booth S. Modifying the clinical outcomes in routine evaluation measure for use with people who 
have a learning disability. Br J Learning Disabil 2007; 35(2): 107-12.

27. Whittle EL, Fisher KR, Reppermund S, Lenroot R, Trollor J. Barriers and enablers to accessing mental health services for 
people with intellectual disability: a scoping review. J Mental Health Res Intellect Disabil 2018; 11(1): 69-102.



Strah od odlaska stomatologu može imati posljedice povezane s oralnim zdravljem, ali i sa zdravljem općenito. 

Zbog tog straha može izostati odgovarajuća i redovita stomatološka skrb (barem jednom godišnje). Dentalna 

anksioznost/fobija jedan je od vodećih čimbenika zbog kojeg pacijenti izbjegavaju odlazak stomatologu. Cilj ovog 

rada bio je ispitati je li osobe koje imaju loše iskustvo povezano s odlaskom stomatologu u ranoj dobi, tj. tijekom 

djetinjstva češće razviju dentalnu anksioznost/fobiju te je li je dentalna anksioznost/fobija povezana s povećanom 

osjetljivosti za dentalnu bol. Također, cilj je ispitati postižu li osobe koje imaju dentalnu anksioznost/fobiju više 

rezultate na ljestvici anksioznosti kao stanja (Spielberger’s State-Trait Anxiety Inventory STAI-X-1) u odnosu na one bez 

dentalne anksioznosti/fobije. Rezultati ovog istraživanja potvrđuju hipotezu da osobe s lošim iskustvom povezanim 

s odlaskom stomatologu tijekom djetinjstva imaju višu razinu dentalne anksioznosti, višu trenutnu anksioznost 

odnosno anksioznost kao stanje na STAI-X-1 te veću dentalnu bol u odnosu na ispitanike koji svoje iskustvo povezano 

s odlaskom stomatologu tijekom djetinjstva ne percipiraju kao loše. Također, ispitanici s dentalnom anksioznošću/

fobijom rjeđe posjećuju stomatologa.

/ Fear of a dental procedure can have consequences related to oral health, but also to health in general. This fear can 

result in a lack of adequate and regular dental care (at least once a year). Dental anxiety/phobia is one of the leading 

factors for why patients avoid going to the dentist. The aim of this study was to identify if people who had an unpleasant 

experience with a dentist in childhood are more likely to develop dental anxiety/phobia and to establish whether or not 

dental phobia is related to a greater sensitivity for dental pain. This study investigates if people with dental anxiety achieve 

higher results on the scale of anxiety state (STAI-X-1) than people who do not have dental anxiety/phobia. The results of 

this research confirm the hypothesis that people with an unpleasant experience with a dentist in childhood have a higher 

level of dental anxiety and higher anxiety state (STAI-X-1) and experience higher levels of dental pain than people who 

do not perceive their experience with a dentist during childhood as unpleasant or bad. Additionally, subjects with dental 

anxiety/phobia were less likely to visit the dentist.
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UVOD

Anksioznost je očekivan odgovor na određeni 

tip stresora. Radi se o emociji koja se može ma-

nifestirati nizom psihičkih i somatskih simp-

toma. Izvor anksioznosti mogu biti prethodno 

doživljena traumatska iskustva, ali i anticipira-

na iskustva kada su izvor anksioznosti budući 

događaji. Pri tome se postavlja pitanje: „Što će 

biti, što će se dogoditi?“. Takav događaj može 

biti intervju za posao, prvi dan škole, prvi 

posjet ginekologu ili stomatologu. Dentalna 

anksioznost je vrlo česta pojava, osobito kod 

pacijenata koji se spremaju na stomatološki 

zahvat s kojim se nisu prije susretali. Strah od 

stomatoloških pregleda ili intervencija poslje-

dica je osobnih iskustava ranije doživljene boli, 

ali vrlo često i nedoživljene, već samo očekiva-

ne boli (1). Tako odlazak stomatologu u većine 

pacijenata izaziva neugodan osjećaj, a situaci-

ju u stomatološkoj ordinaciji doživljavaju kao 

neku vrstu opasnosti. U većini slučajeva ank-

sioznost će prestati kada osoba prestane biti u 

blizini stresora. Tako je, u ovom slučaju, način 

ublažavanja tjeskobe zapravo izbjegavanje izvo-

ra opasnosti, tj. odlaska stomatologu. Fobija je 

pretjerana i iracionalna reakcija straha. Karak-

terizirana je dubokim osjećajem straha ili pa-

ničnim napadom pri susretu s izvorom straha. 

Strah može biti izazvan određenim mjestom, 

situacijom ili predmetom. Za razliku od općih 

anksioznih poremećaja, fobija je obično pove-

zana sa specifičnim izvorom opasnosti. Fobi-

INTRODUCTION

Anxiety is the expected response to a certain 

type of stressor. It is an emotion which can 

manifest in a number of psychic and somat-

ic symptoms. The source of the anxiety can 

be previous traumatic experience, but it can 

also be an anticipated experience, which is ex-

pressed in the question: “What is going to hap-

pen?” Such an event can be, for example, a job 

interview, the first day of school, the first visit 

to a gynecologist or a dentist. Dental anxiety is 

a very common and dominant event, especial-

ly with patients who are preparing for a dental 

procedure with which they have no previous 

experience. The fear of dental checkups or in-

terventions is a consequence of a personal ex-

perience of pain which happened in the past or, 

very commonly, is only anticipated (1). Thus, 

having a dentist appointment creates a feeling 

of uneasiness in most patients, and the situa-

tion in the dental clinic is perceived as danger-

ous. In most cases, the anxiety will cease when 

the patient leaves the vicinity of the stressor. 

In this case, avoiding the source of the dan-

ger, visiting the dentist, is the chosen way of 

calming the anxiety. A phobia is an excessive 

and irrational reaction of fear characterized by 

a deep feeling of fear or a panic attack when 

faced with the source of the fear. The feeling 

of fear can be triggered by a certain place, sit-

uation or item. Unlike other anxiety disorders, 

phobia is usually linked to a specific source of 
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ja povezana s odlaskom stomatologu zove se 

odontofobija ili dentalni strah. Smatra se da 

za tu fobiju kod nekih pacijenata postoji genet-

ska predispozicija (2). Ta je fobija popraćena 

nizom simptoma među kojima su: ubrzan rad 

srca (tahikardija), povišen krvni tlak, ubrzano 

disanje, suha usta, drhtanje. Dentalna fobija je 

najizraženji oblik straha s kojim se suočavaju 

stomatološki pacijenti. Strah može biti pove-

zan s više specifičnih situacija kao primjerice 

strah vezan uz specifični dio pregleda, strah od 

boli, strah od anestezije, strah od dijagnoze. 

Nesumnjivo je da pojava takvog straha može 

biti rezultat traumatičnog iskustva od ranije, a 

takav strah može kasnije utjecati na neredovite 

posjete stomatologu, izostanak odgovarajuće i 

redovite stomatološke skrbi. Posljedica navede-

nog može biti pogoršanje oralnog zdravlja. Pa-

cijenti koji već imaju dentalni strah izbjegavaju 

posjete stomatologu (3-5). Nemali broj odraslih 

ima određenu razinu dentalne anksioznosti, od 

blage do teške. Utvrđeno je da oko 3-16 % odra-

slih pati od dentalne fobije (6-8). Appukuttan i 

sur. (9) ustanovili su da 3 % populacije u Indiji 

pati od dentalne fobije, dok je Halonen (10) kod 

11,3 % ispitanika u općoj populaciji u Finskoj 

našao da zadovoljavaju kriterije za dentalnu 

fobiju, a Humphris (11) u Velikoj Britaniji kod 

11,6 % takvih ispitanika. 

Odnos između pacijenta, stomatologa i medi-

cinskog osoblja koje je u kontaktu s pacijentom, 

osobito onim koji ima dentalnu anksioznost i 

dentalnu fobiju, od velikog je značenja. Odnos 

može pogoršati ili poboljšati trenutnu situaciju 

i direktno utjecati na ponašanje pacijenta u bu-

dućnosti (12). Cilj komunikacije je pomoći pa-

cijentu da se opusti i tako steći njegovo povje-

renje. Tijekom razgovora treba pacijentu pro-

tumačiti postupak zahvata i pružiti mu bezre-

zervnu podršku. Kreativne tehnike od strane 

stomatologa mogu uključivati i tehnike disanja, 

progresivnu relaksaciju mišića, tehnike vođenih 

fantazija. Prema tome, pacijenti koji imaju den-

talnu anksioznost značajan su izazov za stoma-

danger. Phobia linked to visiting the dentist is 

called odontophobia or dental phobia. It is be-

lieved that there exists a genetic predisposition 

to it in some patients (2). Some of its symp-

toms are: heightened heart rate (tachycardia), 

heightened blood pressure, rapid breathing, 

dry mouth, tremors or shivering. Dental pho-

bia is the most prominent form of fear dental 

patients face. The fear can be linked to a num-

ber of specific situations, such as fear linked 

to a specific part of the checkup, fear of pain, 

fear of anesthesia or fear of diagnosis. There 

is no doubt that the emergence of such fear 

can be the result of a previous traumatic expe-

rience, which can cause irregular visits to the 

dentist and a lack of regular dental care. The 

consequence can be the worsening of dental 

health. The patients who already have a dental 

phobia avoid visiting the dentist (3-5). A large 

number of adults has a certain level of dental 

phobia ranging from mild to severe. It has been 

ascertained that around 3-16% of adults suffer 

from dental phobia (6-8). Appukuttan et al. (9) 

have found that around 3% of the population 

of India suffers from dental phobia. Halonen 

(10) found that 11.3% of subjects in Finland fit 

the criteria for dental phobia, while Humphris 

(11) observed the same for 11.6% of subjects 

in the UK.

The relationship between the patient, the den-

tist and the medical staff in contact with the 

patient, especially those with dental phobia, 

is of great significance. They can improve or 

worsen the situation and directly influence 

the patient’s future behavior (12). The goal 

of communication with the patient is to help 

them relax and acquire their trust. During the 

conversation, the staff should explain the pro-

cedure and offer encouragement and support 

to the patient. Creative techniques can include 

breathing techniques, progressive muscle relax-

ation and guided fantasy. Patients with dental 

phobia pose a challenge to the dental team. It 

is important to be mindful of and be able to 
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tološki tim. Važno je imati na umu i prepoznati 

dentalnu anksioznost i sukladno s time djelova-

ti i izabrati način primjene određenih tehnika, 

osobito kada su u pitanju pedijatrijski pacijenti. 

U tom bi slučaju trebalo dodatno zaslužiti nji-

hovo povjerenje, preko kreativnih igara koriste-

ći dječje igračke i male poklone u znak zahvale 

za njihovo strpljenje i suradljivost tijekom pre-

gleda (13-15). Kod roditelja koji dolaze u prat-

nji s djecom s dentalnom anksioznošću, može 

se, također, kao kod pasivnih promatrača, javiti 

neka vrsta stresa (16). Dentalni strah kod djece 

povezuje se s povišenom anksioznošću kod ro-

ditelja, osobito majke, no, povezan je i s višom 

prevalencijom dentalne anksioznosti u obitelji 

(17). Dentalna anksioznost češće se javlja kod 

djece između 6 i 12 godina, što je direktno po-

vezano s promjenama na zubima koji su, tako-

đer, u razvoju (18). S obzirom da su dentalna 

anksioznost i strah multifaktorski i utječu na 

više subjekata: na pacijenta, stomatologa i rodi-

telje, trebalo bi primjenjivati više tehnika, osim 

farmakoloških, kako bismo pomogli barem kod 

manje invazivnih zahvata i tako olakšali den-

talni pregled. Slušanje glazbe tijekom interven-

cije ima umirujući učinak i smanjuje dentalnu 

anksioznost (19). Korištenje uređaja virtualne 

stvarnosti kao tehnike, koja je jednostavna za 

izvođenje, kod djece može otkloniti pozornost 

sa samog pregleda i time umanjiti bol i anksi-

oznost (20,21). Ipak, upoznavanje sa stomato-

logom još od najranijeg djetinjstva te njegove 

dobre komunikacijske vještine i empatija, neo-

visno o njegovu radnom iskustvu, mogu direk-

tno utjecati na stupanj dentalne anksioznosti, 

a posredno i na oralno zdravlje pacijenta (22).

METODE

Hipoteza

Osobe koje imaju ranije loše iskustvo (tijekom 

djetinjstva) povezano s odlaskom stomatologu 

češće razviju dentalnu anksioznost/fobiju, teže 

podnose dentalnu bol i više su tjeskobne u situ-

recognize the presence of dental phobia and 

act accordingly, which also includes choosing 

to apply the right techniques, especially with 

pediatric patients. In case of pediatric patients, 

their trust especially must be earned using cre-

ative games as well as using toys and small gifts 

as a sign of appreciation for their patience and 

cooperativeness during the checkup (13-15). 

Parents who escort the children with dental 

phobia, as well as other passive observers, can 

also show signs of some kind of stress (16). 

Dental phobia in children is linked to height-

ened anxiety in parents, especially mothers, but 

it is also linked to higher prevalence of dental 

anxiety within the family (17). Dental anxiety 

is more common in children aged between 6 

and 12, which is directly linked to the chang-

es in developing teeth (18). Dental phobia has 

many factors and affect a number of subjects: 

the patient, the dentist and the parents. Several 

techniques should be employed, including some 

that are not purely pharmacological, in order to 

help with less invasive procedures and to make 

dental checkups easier. Listening to music 

during the procedure has a calming effect and 

reduces dental phobia (19). Using VR (virtual 

reality) devices is a technique which is easy to 

apply and can divert attention from the check-

up and thus reduce the pain and anxiety (20, 

21). Still, a person’s first encounter with a den-

tist in the earliest childhood and that dentist’s 

communication skills and level of empathy, re-

gardless of their work experience, can directly 

impact the degree of dental phobia and indi-

rectly impact the oral health of the patient (22).

METHODS

Hypothesis

Subjects who have an unpleasant previous 

experience (that happened during childhood) 

with a dentist develop social phobia more of-

ten, are more susceptible to dental pain and 

are more anxious during a dental procedure in 
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aciji stomatološkog postupka u odnosu na oso-

be koje nisu imale ranije loše iskustvo vezano 

za odlazak stomatologu.

Ciljevi

Cilj ovoga rada bio je ispitati imaju li ispitanici s 

ranijim lošim iskustvom povezanim s odlaskom 

stomatologu jače izraženu dentalnu anksio-

znost/fobiju u odnosu na one bez takvog isku-

stva. Zatim, ispitati stupanj anksioznosti kao 

stanja kod ispitanika koji imaju ranije loše isku-

stvo povezano s odlaskom stomatologu u odno-

su na one bez takvog iskustva te ispitati razinu 

podnošenja opće i dentalne boli kod ispitanika 

koje imaju dentalnu anksioznost/fobiju u od-

nosu na one bez dentalne anksioznosti/fobije. 

Na kraju, cilj je ispitati i razlike u učestalosti po-

sjeta stomatologu između skupine ispitanika s 

dentalnom anksioznošću/fobijom u odnosu na 

one bez dentalne anksioznosti/fobije.

Ispitanici

Ispitivanjem je bilo obuhvaćeno ukupno 70 is-

pitanika koji su zatražili pomoć stomatologa 

zbog redovitog kontrolnog pregleda, terapije 

ili simptoma nastalih zbog patoloških stanja u 

orofacijalnom području. Ispitanici su bili pod-

vrgnuti različitim stomatološkim zahvatima 

kao čišćenje kamenca, sanacija karioznog zuba, 

vađenje zubne pulpe, vađenje zuba i sl. Ispita-

nici su bili oba spola (35 muškaraca i 35 žena), 

dobi od 20 do 60 godina, prosječne dobi 39,46 

godina. U istraživanje nisu uključene osobe koje 

nisu bile voljne sudjelovati ili nisu bile u stanju 

dati vjerodostojne podatke, npr. zbog jake akut-

ne boli ili osobe s mentalnom insuficijencijom.

Tijekom godine koliko je trajalo istraživanje u 

stomatološku ordinaciju, u kojoj je provedeno 

istraživanje, javilo se 559 pacijenata. Od uku-

pnog broja pacijenata nisu uključeni mlađi od 

18 godina, odnosno stariji od 60 godina kako 

bi se izbjeglo simptome povišene anksiozno-

sti koji mogu biti generirani specifičnim raz-

comparison with the subjects who did not have 

such an experience.

Study aim

The aim of this study was to investigate if the 

subjects with an unpleasant previous experi-

ence with the dentist have more prominent 

dental anxiety/phobia in comparison with 

those without such an experience. Following 

that, the aim was to investigate the degree of 

anxiety in the subjects who had the unpleasant 

experience in comparison with those without 

it, and to investigate the capability to with-

stand oral pain compared between the subjects 

with and without dental anxiety/phobia. Final-

ly, the goal was to investigate the difference in 

the frequency of visiting the dentist between 

the group of subjects with dental anxiety/pho-

bia and the group of subjects without it. 

Subjects

In total, 70 subjects who sought the help of a 

dentist about a regular dental checkup, therapy 

or symptoms that manifested due to pathologi-

cal conditions in the orofacial area participated 

in the study. The subjects underwent different 

dental procedures such as calculus removal, 

taking care of a decayed tooth, pulp removal, 

tooth extraction, etc. The subjects were equally 

divided among both sexes (35 men, 35 wom-

en), aged from 20 to 60, with an average age 

of 39.46 years. Persons who were unwilling to 

participate or were not in condition to provide 

us with trustworthy data due to, for example, 

intense pain or persons with mental insuffi-

ciency, were excluded from the study. 

Over a time of one year, which was the duration 

of the study, a total of 559 patients presented 

to the clinic where the research was taking 

place. Persons younger than 18 and older than 

60 were not included in the study, in order to 

avoid symptoms of heightened anxiety which 
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dobljem života kao što je adolescencija odno-

sno specifični stresori u osoba starije dobi kao 

umirovljenje, separacija zbog odlaska djece, 

pad kognitivnih kapaciteta i sl. Od preostalog 

broja ispitanika 70 ih je pristalo sudjelovati u 

istraživanju. Oni su dobili verbalno objašnje-

nje o svrsi istraživanja nakon čega su potpisali 

informirani pristanak. Nakon toga su popunili 

samoprocjenske upitnike u posebnoj sobi, prije 

ulaska u ordinaciju. Ispitanici su podijeljeni u 

dvije podskupine: N1 = 44 ispitanika koji imaju 

ranije loše iskustvo vezano za odlazak stoma-

tologu i N2 = 26 ispitanika koji nemaju ranije 

loše iskustvo vezano za odlazak stomatologu.

Instrumenti

Primijenjeni su sljedeći instrumenti: Opći upit-

nik, Spielberger’s State-Trait Anxiety Inventory 

(STAI-X-1) - Upitnik anksioznosti kao stanja, 

Upitnik dentalne anksioznosti (DAS) te Upit-

nik procjene boli.

Općim upitnikom dobili smo sociodemografske 

podatke - spol, dob, zanimanje, bračni status, 

radni status, stručna sprema te podatke koji se 

odnose na zdravstveni status. 

STAI-X-1 - Upitnik anksioznosti kao stanja sa-

drži 20 tvrdnji uz pomoć kojih se procjenjuje 

kako se ispitanik osjeća u trenutku ispitivanja. 

Ispitanici su imali zadatak uz svaku tvrdnju za-

okružiti jedan odgovor na ljestvici Likertovog 

tipa od 4 stupnja (1 = uopće ne do 4 = jako) 

koji najbolje opisuje njihovo trenutno stanje. 

Ispunjavanje upitnika nije vremenski ograniče-

no. Ukupan rezultat se dobiva tako da se zbroje 

bodovi za svih 20 tvrdnji. Najmanji mogući re-

zultat je 20, a najveći 80. Veći rezultat ukazuje 

na viši stupanj anksioznosti. Ljestvicom ank-

sioznosti kao stanja (STAI-X-1) procjenjuju se 

bitna obilježja anksioznosti kao stanja: strep-

nja, napetost, nervoza i zabrinutost u vrijeme 

ispitivanja. Utvrđeno je da je ljestvica osjetljiv 

pokazatelj prolazne anksioznosti koju pojedinci 

doživljavaju u određenoj situaciji (23).

may be generated by a specific period of life 

such as adolescence or the stressors specific to 

older age, like retirement, separation from chil-

dren, lowering of cognitive capacities, etc. From 

the remaining number of subjects, 70 agreed to 

participate. They were given a verbal explana-

tion of the purpose of the study and signed an 

informed consent slip. After that, they filled out 

self-assessment tests in a separate room before 

they entered the clinic. The subjects were divid-

ed into two groups, N1=44, which comprised 

subjects with a previous unpleasant experience 

with dentists, and N2=26, which comprised 

subjects who did not have such an experience.

Instruments

The instruments used in this study were the 

following: general questionnaire, Spielberger’s 

State-Trait Anxiety Inventory (STAI-X-1) – 

questionnaire on state anxiety, questionnaire 

on dental anxiety (DAS) and a questionnaire on 

pain assessment.

A general questionnaire was used for sociode-

mographic data – sex, age, occupation, mari-

tal status, employment status, education and 

health status data. 

The STAI-X-1 – Questionnaire on state anxiety 

contains 20 statements that is used to assess 

how the subject feels during the research. For 

each statement, the subjects had to choose 

a value on Likert scale (1=not at all, 4= very 

much so) which described their state at that 

moment. There was no time limit. The total 

score is the sum of points for all 20 statements. 

The minimal score was 20, the maximum score 

was 80. The greater the score, the greater the 

level of anxiety. STAI-X-1 is used to assess the 

important features of anxiety as a state: dread, 

tension, nervousness and worriedness at the 

time of doing the questionnaire. It has been 

shown that the scale is a sensitive indicator of 

temporary anxiety individuals face in a certain 

situation (23). 
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Za ispitivanje dentalne anksioznosti koristili 

smo Corahovu ljestvicu dentalne anksioznosti, 

odnosno Dental Anxiety Scale (DAS) koja sadrži 

četiri pitanja. Ukupna vrijednost rezultata kre-

će se od 4 do 20. Vrijednosti na testu od 4 do 7 

smatraju se normalnom anksioznošću. Na bla-

gu anksioznost upućuju vrijednosti od 8 do 11, 

na umjerenu anksioznost vrijednosti od 12 do 

16, dok vrijednosti od 17 do 20 znače da se radi 

o dentalnoj fobiji. Instrument je jednostavan za 

primjenu, zahtijeva malo vremena za proved-

bu, a u usporedbi s mnogo složenijim testovima 

iste namjene pokazuje visok stupanj korelaci-

je. Ljestvica je vrlo pouzdana i kod djece. Zbog 

toga je našla primjenu u znanstvenim istraži-

vanjima, ali i u svakodnevnoj kliničkoj praksi 

(24-27). U ovom radu nismo posebno izdvojili 

dentalnu anksioznost i dentalnu fobiju već smo 

sve ispitanike koji su postigli više od 12 bodova 

na DAS promatrali zajedno, kao jednu skupinu 

“dentalna anksioznost/fobija”.

Procjena boli učinjena je Upitnikom o boli koji 

je preuzet iz Sestrinske liste prema Procesu 

zdravstvene njege. Upitnik je samoprocjenski, 

odnosno ispitanik sam izabire vrijednost (broj) 

za koju smatra da najbolje odgovara jakosti boli 

koju doživljava. U upitniku se procjenjuje bol 

u raznim dijelovima tijela (uho, glava, ramena, 

leđa, zubobolja i općenito u tijelu) na ljestvici 

od 1 do 10 pri čemu 1 do 3 označava podno-

šljivu bol, 4 do 6 jaku bol, od 7 do 9 vrlo jaku 

bol i 10 nepodnošljivu bol. Za potrebe ovog 

istraživanja analizirani su odgovori na čestica-

ma „Označite do koje jačine trpite bol koja se 

pojavljuje općenito u tijelu“ i „Označite do koje 

jačine trpite bol kod zubobolje kada se pojavi?“. 

Rezultati su prikazani kao prosječne vrijedno-

sti na ljestvici od 1 do 10.

Postupak

Ispitanici su najprije upoznati sa svrhom ispi-

tivanja. Oni ispitanici koji su prihvatili sudjelo-

vati u istraživanju dobili su na uvid informirani 

pristanak. Ispitanici su dobili i usmena pojaš-

Corah’s scale of dental anxiety, the Dental 

Anxiety Scale (DAS), was used to probe dental 

anxiety levels. The scale contains four ques-

tions. The total score can range from 4 to 20. 

Scores 4-7 are considered normal levels, 8-11 

indicate mild anxiety, 12-16 indicate moderate 

anxiety and 17-20 indicate dental phobia. The 

instrument is easy to use, takes little time to 

apply and it shows a higher level of correla-

tion in comparison with more complex tests. 

The scale is very trustworthy when applied to 

children too, which is why it is used for both 

scientific experiments and everyday clinical 

work (24-27). In the present study, we did not 

separate dental anxiety and dental phobia, but 

we classified all the subjects who scored over 12 

points on the DAS test together as one “dental 

anxiety/phobia” group.

Pain assessment was performed using a ques-

tionnaire from the Nursing assessment list 

according to the Nursing health process. The 

questionnaire is a self-assessment in style, 

meaning the subject chooses the value (numer-

ical) for which they deem fits best the intensity 

of pain they are experiencing. The question-

naire asks the subjects to assess the pain in dif-

ferent parts of the body (ears, head, shoulders, 

back, toothache, general bodily pain) on a scale 

from 1 to 10, where 1 to 3 means a tolerable 

pain level, 4 to 6 indicates a strong pain level, 

7 to 9 indicates a very strong pain level, and 10 

means insufferable pain level. For the purpose 

of this research, the answers to the questions 

“Mark the pain level you endure when you feel 

pain in your body in general” and “Mark the 

pain level you endure when you feel toothache” 

were analyzed. The results are shown as average 

values on a scale from 1 to 10.

The procedure

The subjects were first informed of the pur-

pose of the study. Those who agreed to partici-

pate were given the informed consent slip, the 

terms of which were also explained to them 
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njenja vezana za informirani pristanak. Cijeli 

postupak vodio je glavni istraživač, tada zubni 

asistent u stomatološkoj ordinaciji u kojoj je 

istraživanje provedeno. Svi podatci prikuplje-

ni su prije ulaska u stomatološku ordinaciju, 

tj. prije stomatološkog zahvata tako da su svi 

ispitanici bili u očekivanju zahvata, tj. u anti-

cipaciji ispitivanih osjećaja anksioznosti od-

nosno boli. Nakon potpisivanja informiranog 

pristanka zamoljeni su da popune samopro-

cjenske upitnike, predviđene za ovo istraživa-

nje. Prethodno su dobili usmena objašnjenja 

za svaki upitnik. Upitnike su popunjavali u za-

sebnoj prostoriji, prije ulaska u stomatološku 

ordinaciju. Predviđene upitnike popunjavali su 

sljedećim redoslijedom: Opći upitnik, STAI X-1 

, DAS – upitnik dentalne anksioznosti i Upit-

nik o boli.

Statistička obrada podataka

Podatci dobiveni tijekom istraživanja prene-

seni su na elektronički medij i obrađeni. Tekst 

je obrađen u programu Word 2007-365, a sta-

tistička obrada podataka učinjena je u pro-

gramu “Statistica”. Rezultati su prikazani u 

tablicama. Od statističkih metoda korišteni su 

t-test za ispitivanje razlika između skupina te 

Mann-Whitneyev test i hi-kvadrat test, kada 

nisu bili zadovoljeni uvjeti za korištenje para-

metrijskih testova. Statistički značajnom razli-

kom smatrane su vrijednosti p <0,05.

REZULTATI

U istraživanju je sudjelovalo 70 ispitanika, od 

čega 50 % (N=35) žena i 50% (N=35) muškara-

ca, u dobi 20-60 godina, prosječne dobi 39,46 

godina. Oženjemo je bilo 57,4  % (N=39), a 

36,8 % (N=25) neoženjeno. Od ukupnog broja 

73,5 % (N=50) bilo je u trenutku ispitivanja za-

posleno. Što se edukacije tiče 60 % (N=40) ima-

lo je završenu srednju stručnu spremu (SSS), 

a 15,7 % (N=11) visoku stručnu spremu (VSS) 

(tablica 1).

orally. The procedure was led by the lead in-

vestigator, followed by the dental assistant at 

the dental office where the research took place. 

All data were collected before entering the 

dental office, i.e. before the dental procedure, 

so that all subjects were expecting the dental 

procedure, meaning they were in the state 

of anticipation of the feelings of anxiety and 

pain that were the topic of the study. Having 

signed the informed consent, patients were 

asked to fill out the self-assessment question-

naires prepared for this study. They were also 

given oral instructions for each questionnaire 

beforehand. They filled out the questionnaires 

in a separate room before entering the dental 

office. Patients filled out the questionnaires in 

the following order: the general questionnaire, 

STAI X-1, DAS – dental anxiety survey, and 

pain questionnaire.

Statistical analysis

The data obtained during the study were digi-

tally processed. The text was typed in Microsoft 

Word 2007-365, and the statistical analysis was 

performed in Statistica. The results are shown 

in tables. The statistical methods used were: 

t-test for testing the difference between the 

groups and Manny-Whitney and Chi-squared 

test when conditions for use of parametric 

tests were not met. Statistically significant dif-

ference values were those where p<0.05.

RESULTS

A total of 70 subjects participated in the study, 

of which 50% (N=35) were men and 50% 

(N=35) were women, aged from 20-60, with the 

average age being 39.46 years. Among the sub-

jects, 57.4% (N=39) were married and 36.8% 

(N=25) were not married, and 73.5% (N=50) 

were employed at the time of the study. With 

regard to education levels, 60% (N=40) had a 

high school diploma and 15.7% (N=11) had a 

university degree (Table 1).
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Na upitnike STAI-X-1 i DAS odgovorilo je svih 

70 ispitanika. Raspon odgovora na STAI-X-1 

kretao se od 22 do 76 (M=44,06), a na upitni-

ku DAS 4-20 (M=10,76). Na ljestvici opće boli 

odgovor je dalo 68 ispitanika koji su intenzitet 

opće boli ocijenili od 1 do 9 (M=5,04), dok je na 

ljestvici dentalne boli odgovor dalo 69 ispitani-

ka koji su intenzitet dentalne boli ocijenili od 1 

do 10 (M=5,54).

Ranije loše iskustvo povezano s odlaskom sto-

matologu doživjelo je 44 (62,8 %) ispitanika, 

dok ih je 26 (37,2 %) bez ranijeg lošeg iskustvo 

povezanog s odlaskom, stomatologu. Nelagodu 

kada moraju ići stomatologu osjeća 28 (40 %) 

ispitanika.

Ispitanici koji su doživjeli ranije loše iskustvo 

povezano s odlaskom stomatologu (M=11,7; 

SD=4,61) postižu statistički značajno veći 

rezultat na ljestvici dentalne anksioznosti (t 

=-2,419, ss= 68, p=0,018) u odnosu na ispita-

nike bez takvog iskustva (M=9,12, SD=3,9). 

Ispitanici koji su doživjeli ranije loše iskustvo 

povezano s odlaskom stomatologu i imaju 

umjerenu do jaku dentalnu anksioznost postižu 

statistički značajno veći skor na ljestvici anksio-

znosti kao stanja (STAI-X-1) p<0,018 (tablica 2). 

STAI-X-1 and DAS questionnaires were an-

swered by all 70 subjects. The range of re-

sponses to STAI-X-1 was between 22 and 76 

(M=44.06) and 4-20 (M=10.76) to DAS. As for 

the general pain scale, 68 subjects answered 

it with values ranging from 1 to 9 (M=5.04), 

while 69 subjects answered the dental pain 

scale that assessed their pain levels from 1 to 

10 (M=5.54).

A total of 44 subjects (62.8%) had a previous 

unpleasant experience with the dentist, while 

26 subjects (37.2%) did not have such an ex-

perience. When asked if they feel uneasiness 

upon going to the dentist, 28 subjects (40%) 

answered affirmatively. 

The subjects who had a previous unpleasant ex-

perience with the dentist (M=11.7; SD=4.61) 

had statistically significant higher scores 

on dental anxiety scales (t =-2.419, ss= 68; 

p=0.018) in comparison with the subjects with-

out such experience (M=9.12, SD=3.9). 

The subjects who had a previous unpleasant 

experience with the dentist and a moderate 

to strong dental anxiety had statistically sig-

nificant higher scores on the anxiety as a state 

scale (STAI-X-1) p<0.018 (Table 2).

TABLICA 1. Demografska obilježja ispitanika
TABLE 1. Demographic characteristics of the subjects

N %

Dob / Age
20-29
30-39
40-49
50-60

15
18
23
14

21,4%
30%
30%

18,6%

Bračni Status / Marital status
Neoženjen / Single
Oženjen / Married
Rastavljen / Divorced
Udovac / Widowed

25
39
4
0

36,8%
57,4%
5,9%

0

Radni status / Work status
Zaposlen / Employed
Nezaposlen / Unemployed
Umirovljenik / Retired
Student / Student

50
9
5
4

73,5%
13,2%
7,4%
5,9%

Stručna sprema / Education
KV / Elementary school
SSS / High school diploma
VKV / Associate degree
VŠS / Bachelor’s degree
VSS / Master’s degree
Mr. Dr. Spec / Professional degree or higher

9
42
2
4

11
2

12,9%
60%
2,9%
5,7%

15,7%
2,9%
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Ispitanici koji su doživjeli ranije loše iskustvo 

povezano s odlaskom stomatologu i imaju 

umjerenu do jaku dentalnu anksioznost po-

stižu statistički značajno veći skor na ljestvici 

dentalne boli (DAS) p<0,001 (tablica 2).

S obzirom na stupanj opće boli, kod ispitanika 

koji su doživjeli ranije loše iskustvo povezano 

s odlaskom stomatologu, nije dobivena sta-

tistički značajna razlika između onih s blagom 

dentalnom anksioznosti u odnosu na one s 

umjerenom do jakom dentalnom anksioznosti 

(tablica 2).

Kako bismo ispitali odnos učestalosti odla-

ska na stomatološki pregled i razine dentalne 

anksioznosti primijenjen je hi-kvadrat test. 

Rezultati pokazuju da ispitanici s blagom den-

talnom anksioznošću statistički značajno češće 

posjećuju stomatologa u odnosu na ispitanike s 

umjerenom do jakom dentalnom anksioznošću 

(χ2=5,923, p=0,015).

RASPRAVA

Pošli smo od pretpostavke da ranije loše isku-

stvo povezano s odlaskom stomatologu (ti-

jekom djetinjstva) utječe na porast dentalne 

anksioznosti odnosne dentalne fobije, da ispi-

tanici s dentalnom anksioznošću/fobijom ima-

ju niži prag za dentalnu bol te da ispitanici s 

višim stupnjem dentalne anksioznosti i dental-

nom fobijom rjeđe posjećuju stomatologa. Ovo 

istraživanje učinjeno je na skupini ispitanika 

The subjects who had a previous unpleasant 

experience with the dentist and had moderate 

to strong dental anxiety achieved statistically 

significant higher scores on the scale of dental 

pain (DAS) p<0.001 (Table 2).

Regarding the degree of general pain, there was 

no statistically significant difference in scores 

observed between the subjects with mild den-

tal anxiety and strong mental anxiety, within 

the group of subjects who had a previous un-

pleasant experience with the dentist (Table 2).

The Chi-squared test was applied in order to 

examine the relation between the frequency of 

visiting the dentist for a checkup and the level 

of dental anxiety. The results showed that the 

subjects with mild dental anxiety visited the 

dentist statistically significant more often than 

those with moderate to strong dental anxiety 

(χ2=5.923, p=0.015).

DISCUSSION

The starting hypothesis of this paper was that a 

previous unpleasant experience with a dentist 

(during childhood) causes an increase in den-

tal anxiety/phobia and that the subjects with 

dental anxiety/phobia have a lower level of 

pain tolerance. The subjects with a higher lev-

el of dental anxiety/phobia visit their dentist 

less often. This study was conducted on a group 

of subjects with average age of 39.46, married 

or single, most with high school diplomas and 

TABLICA 2. Anksioznost kao stanje, opća i dentalna bol s obzirom na stupanj dentalne anksioznosti u ispitanika s lošim iskust-
vom povezanim s odlaskom stomatologu
TABLE 2. Anxiety (state), general and dental pain in relation to the level of dental anxiety in subjects with an unpleasant experi-
ence with a dentist during childhood

Razina dentalne anksioznosti / Dental anxiety

Blaga (M ranga)a

/ Mild (M range)
Umjerena do jaka (M ranga)a 

/ Moderate to strong (M range)
Ub p

Anksioznost kao stanje (STAI-X-1)
/ Anxiety (state) (STAI-X-1)

18,31 27,52 139,500 0,018

Opća bol / General pain 19,29 25,42 163,000 0,111

Dentalna bol / Dental pain 12,5 34,5 0,000 <0,001

Legenda: a aritmetička sredina ranga, b Mann Whitneyev U test
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prosječne dobi 39,46 godina, oženjeni ili sam-

ci, većina sa srednjoškolskim i visokoškolskim 

obrazovanjem te većina zaposleni (tablica 1). 

Ranije loše iskustvo vezano za 
odlazak stomatologu povezano 
je s većom učestalosti dentalne 
anksioznosti/fobije

Rezultati ovog istraživanja pokazali su da ra-

nije loše iskustvo povezano s odlaskom stoma-

tologu utječe na stupanj dentalne anksioznosti 

(tablica 2). Rezultati ovog rada u skladu su s 

podatcima iz literature o dentalnoj anksiozno-

sti. Dentalna anksioznost/fobija je neopravdan, 

nerealan, dugotrajan i pretjerano jaki strah 

(27). Neka istraživanja pokazala su da stupanj 

tolerancije nelagode (distresa) utječe na stupanj 

dentalne anksioznosti, na razinu straha od boli 

i osjetljivost na anksioznost kod stomatoloških 

bolesnika općenito (28). Dentalna anksioznost/

fobija može utjecati na oralno zdravlje, izbjega-

vanje stomatološkog tretmana kao i na lošiju 

kvalitetu života povezanu s oralnim zdravljem 

(29). Xu i Xia kod skupine ispitanika ispitali su 

čimbenike koji utječu na dentalnu anksioznost 

pri vađenju trećeg molara i ustanovili da je ra-

zina dentalne anksioznosti, pored ostalog, veća 

kod onih s ranijim lošim iskustvom pri vađe-

nju zuba te kod onih s lošijom samoprocjenom 

oralnog zdravlja (30,31).

Strah od odlaska stomatologu najčešće je ste-

čeni strah temeljen na ranijim iskustvima u 

stomatološkoj ordinaciji. Ranije loše iskustvo 

uglavnom se odnosi a one pacijente koji su 

upoznali stomatologa kao djeca, kada je bila 

potrebna intervencija radi otklanjanja akut-

ne boli: trauma, pulpitis (27). Rezultati našeg 

istraživanja podupiru pretpostavku da se loše 

iskustvo u djetinjstvu može upamtiti i da oso-

be s takvim iskustvom mogu imati posljedice 

i u odrasloj dobi. Važno je pažljivo se odnositi 

prema djeci korisnicima stomatoloških usluga 

kako bi se to izbjeglo. 

some with university degrees, mostly employed 

and working (Table 1).

An earlier unpleasant experience 
with a dentist was connected to 
an increased frequency of dental 
anxiety/phobia

The results of this study show that an earlier 

unpleasant experience with a dentist influ-

ences the level of dental anxiety (Table 2). The 

results are congruent with the data about den-

tal anxiety from the literature. Dental anxiety/

phobia is an unjustifiable, unrealistic, long-

term and overly strong fear (27). Some stud-

ies have shown that the level of tolerance to 

distress affects the level of dental anxiety, the 

level of fear of pain and the sensitivity to anx-

iety in dental patients in general (28). Dental 

anxiety/phobia can affect oral health, avoid-

ance of seeking dental help and worse quality 

of life linked to oral health (29). Xu and Xia 

used a group of subjects to examine the fac-

tors that influence dental anxiety during ex-

traction of the third molar and concluded that 

the dental anxiety levels, among other things, 

were greater among subjects with a previous 

unpleasant experience with tooth extraction 

and worse oral health self-assessment scores 

(30, 31).

The fear of visiting the dentist is most com-

monly an acquired fear based on earlier un-

pleasant experiences at the dental clinic. The 

unpleasant experience applies mostly to the 

patients who met the dentist as children, 

when they needed a treatment for soothing an 

acute pain: trauma, pulpitis (27). This study, 

as well as our own research results, support 

the hypothesis that an unpleasant experience 

during childhood can be remembered and that 

people with such an experience can suffer con-

sequence even as adults. It is very important 

to carefully treat pediatric patients in order to 

avoid those consequences.
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Na pojavu dentalne anksioznosti mogu utjecati 

i drugi čimbenici, kao na primjer drugi istodob-

no prisutni emocionalni problemi (27). Neka 

su istraživanja pokazala da negativno iskustvo 

povezano s odlaskom stomatologu uzrokuje 

direktno kondicioniranje, zatim, da značajan 

utjecaj može imati indirektno učenje iz iskustva 

drugih ljudi, utjecaj medija, doživljena bol, obi-

lježja ličnosti kao i utjecaji iz obitelji i okoline 

(29,32,33).

U ovom smo radu ispitali anksioznost kao sta-

nje, uz pomoć STAI-X-1 ljestvice koja mjeri 

različita obilježja anksioznosti unutar ličnosti 

pojedinca kao što je strepnja, napetost, nervo-

za i zabrinutost. Anksioznost izmjerena ovom 

ljestvicom ne odnosi se samo na dentalnu ank-

sioznost već na anksioznost kao stanje u spe-

cifičnoj situaciji. U ovom istraživanju radi se o 

anksioznosti kao stanju u vrijeme ispitivanja. 

Dakle, ispitanici s višim stupnjem anksiozno-

sti kao stanja pri posjetu stomatologu imali su 

viši stupanj strepnje, napetosti, zabrinutosti ili 

nervoze. Utvrdili smo da oni ispitanici koji ima-

ju ranije loše iskustvo vezano za odlazak sto-

matologu i dentalnu anksioznost/fobiju imaju i 

viši stupanj anksioznosti kao stanja (tablica 2). 

U ovom istraživanju nisu učinjene analize koje 

bi potvrdile je li viši stupanj anksioznosti kao 

stanja rezultat ranijeg lošeg iskustva vezanog 

za odlazak stomatologu ili se radi o ispitani-

cima koji imaju viši stupanj anksioznosti kao 

crtu ličnosti (trait). 

Dentalna anksioznost/fobija 
povezana je s višim rezultatima na 
ljestvici dentalne boli

Ispitanici s dentalnom anksioznošću/fobijom 

postigli su značajno više rezultate na ljestvici 

dentalne boli (tablica 2). Slične rezultate na-

lazimo i u literaturi. Viši stupanj anksioznosti 

povezan je s jačom očekivanom boli. Činjenica 

je da je ovakvih istraživanja malo na populaciji 

odraslih, dok su Lamarca i sur. ispitivanjem na 

Other factors, such as concurrent emotional 

problems, may help cause the emergence of 

dental anxiety (27). Some studies have shown 

that negative dental experiences cause direct 

conditioning. Additionally, indirect leaning 

from the experience of others, the influence of 

the media, experienced pain, personality traits, 

family and surroundings can have a significant 

impact (29, 32, 33).

In the present study, we examined the level 

of the anxiety state using the STAI-X-1 scale, 

which measures anxiety traits within the in-

dividual’s personality, such as dread, tension, 

nervousness and worriedness. The anxiety 

thus measured is not related to dental anxiety 

only, but to anxiety state in a specific situation. 

In the present study, what was measured was 

anxiety at the time of the test. Furthermore, 

the subjects with higher level of anxiety states, 

during the visit to the dentist had a higher lev-

el of dread, tension, worriedness and nervous-

ness. The results of this study have shown that 

subjects with a previous unpleasant experience 

with the dentist and dental anxiety/phobia also 

have a higher level of anxiety state (Table 2). 

In the present study, no analyses were perform 

that would confirm or disprove whether the 

higher anxiety state was a result of a previous 

unpleasant experience with the dentist or if the 

subjects had higher levels of anxiety as a per-

sonality trait.

Dental anxiety/phobia is 
associated with higher dental 
pain scale results

In the present study, subjects with dental anx-

iety/phobia achieved statistically significant 

higher scores on the scale of dental pain (Ta-

ble 2). These results are congruent with those 

in the literature. Higher level of anxiety was 

linked to the expected stronger pain. It is a fact 

that there have been few studies like this con-

ducted on adults, while Lamarca et al. conduct-
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uzorku djece dobili da su djeca s visokom ra-

zinom stresa i visokim stupnjem anksioznosti 

kao stanja i anksioznosti kao osobina ličnosti 

imali veću očekivanu bol. Očekivana bol bila 

je veća od percipirane boli tijekom zahvata. 

Anksioznost je utjecala na iskrivljenu procjenu 

očekivane boli (34,35). Slične rezultate nalazi-

mo u radovima više autora uključujući Badela i 

sur. koji su našli da je orofacijalna bol povezana 

s višim stupnjem anksioznosti kao stanja (na 

ljestvici STAI-X-1), dok anksioznost kao obi-

lježje ličnosti (na STAI-X-2 ljestvici) nije bila 

značajno povezana s orofacijalnom boli (36-

38). De La Torre Canales u preglednom članku, 

temeljem 14 analiziranih radova, kod ispitani-

ka s poremećajima u području temporomandi-

bularnog zgloba koji su trpjeli bol (od čega ih 

2,6 % do 24 % ima bol jakog intenziteta), našli 

su somatizacije umjerenog do teškog stupnja 

kod 28,5 % do 76,6 % te depresivnost umje-

renog do teškog stupnja kod 21,4% do 60.1% 

ovih bolesnika (39). Iz ovog rada vidljivo je da 

je bol vezana za stomatognati sustav u vezi s 

nekim od emocionalnih stanja (somatizacije, 

depresivnost) slično kao što je i u našem istra-

živanju dentalna bol jače izražena kad je viša 

dentalna anksioznost/fobija.

Kod većine pacijenata je uvriježeno mišljenje da 

su mnogi medicinski zahvati povezani s odre-

đenom razinom boli ili nekim drugim oblikom 

nelagode. Smatra se da je stomatološka ordina-

cija na vrhu „top liste“ očekivane boli pa stoga 

i po broju ljudi koji imaju strah od odlaska sto-

matologu (27). Tako Dou i sur. nalaze da ispi-

tanici s pulpitisom koji trpe jaku dentalnu bol 

u 83,1 % slučajeva imaju umjerenu do jaku den-

talnu anksioznost (40). Bol ima krucijalnu ulo-

gu u razvoju dentalne anksioznosti. Bol koja se 

javlja tijekom stomatološkog tretmana smatra 

se elementarnim razlogom za razvoj dentalne 

fobije (41-45). Osim čimbenika koji dolaze od 

bolesnika, važni su i čimbenici iz okoline. Više 

autora potvrdilo je dentalni strah kod roditelja 

važan čimbenik za razvoj dentalne anksiozno-

ed research on children and found that children 

with high levels of stress, high anxiety state 

and anxiety traits had greater expected pain 

scores. The expected pain was greater than the 

pain perceived during the procedure. Anxiety 

caused the patients to have a distorted view of 

the expected pain (34, 35). Other authors have 

reported similar findings, including Badel et 

al., who found that orofacial pain was linked to 

higher levels of anxiety state (STAI-X-1) while 

anxiety as personality trait (STAI-X-2 scale) 

was not significantly linked to orofacial pain 

(36-38). A review article by De La Torre Cana-

les based on an analysis of 14 studies found 

that, for subjects with injuries associated with 

the temporomandibular joint that suffered 

pain (of which 2.6% do 24.0% suffered high 

intensity pain), somatizations of moderate to 

high levels were found in 28.5% to 76.6% of 

subjects and depression of moderate to high 

level in 21.4% to 60.1% of subjects (39). This 

paper shows that pain in the stomatognathic 

system is connected to some of the emotional 

states (somatization, depression), similarly to 

our own study where dental pain was also more 

prominent when the level of dental anxiety/

phobia was higher.

Most patients think many medical procedures 

are associated with at least to some degree 

of pain or some other form of discomfort. In 

general, it is believed that dental clinics are at 

the top of the list of expected pain levels and 

the number of people who are afraid of going 

to the dentist (27). Dou et al. found that sub-

jects with pulpitis that suffer strong dental 

pain have moderate to strong dental anxiety 

in 83.1% of cases (40). Pain plays a crucial role 

in the development of dental anxiety. Pain that 

emerges during a dental treatment is consid-

ered to be the elementary reason for develop-

ment of dental phobia (41-45). Apart from the 

patient-related factors, environment factors 

matter too. Several authors have confirmed 

that dental fear in parents is an important fac-
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sti/fobije (46,47), da je dentalna anksioznost/

fobija povezana s dentalnom boli (48). Ova 

istraživanja idu u prilog povezanosti dentalne 

anksioznosti/fobije s dentalnom boli kao što 

smo i mi dobili našim istraživanjem.

Ispitanici s višim stupanjem 
dentalne anksioznosti i 
dentalnom fobijom rjeđe 
posjećuju stomatologa

Utvrdili smo da odrasle osobe s ranijim lošim 

iskustvom vezanim za odlazak stomatologu, a 

koje imaju viši stupanj dentalne anksioznosti 

i dentalnu fobiju rjeđe posjećuju stomatologa 

(χ2=5,923, p=0,015). Osim ovog istraživanja 

niz studija potvrdilo je da kod bolesnika s višim 

stupnjem dentalne anksioznosti postoji veća 

vjerojatnost da neće redovito odlaziti stomato-

logu ili će u potpunosti izbjegavati stomatološ-

ku skrb (14,49,50). Kao što je gore navedeno, 

ispitanici s ranijim lošim iskustvom povezanim 

s odlaskom stomatologu imaju veću razinu den-

talne anksioznosti/fobije. U ovom istraživanju 

nisu rađene statističke analize kojima bismo 

dokazali da upravo oni ispitanici koji imaju ra-

nije loše iskustvo povezano s odlaskom stoma-

tologu rjeđe posjećuju stomatologa. Budući da 

ispitanici s ranijim lošim iskustvom povezanim 

s odlaskom stomatologu češće imaju dentalnu 

anksioznost/fobiju pretpostavljamo da bi loše 

ranije iskustvo moglo indirektno utjecati na 

učestalost posjeta stomatologu. Stoga želimo 

istaknuti da loše ranije iskustvo povezano s 

odlaskom stomatologu, kao i dentalna anksi-

oznost/fobija može rezultirati lošijim oralnim 

zdravljem. Isto potvrđuje niz istraživanja. Na 

primjer, Doerr i sur. nalaze značajnu pove-

zanost između dentalne anksioznosti i lošeg 

oralnog zdravlja (51). Eitner i sur. ustanovili su 

povezanost između povećane dentalne anksio-

znosti i karijesa (49). Izbjegavanje posjeta sto-

matologu, povezano s neugodnim iskustvima 

tijekom stomatološkog zahvata, počinje još u 

djetinjstvu (52,53). 

tor in development of dental anxiety/phobia 

(46, 47), moreover, dental anxiety/phobia is 

connected to dental pain (48). These studies 

agree on the connection between dental anx-

iety/phobia and dental pain, similarly to our 

own findings.

The subjects with a higher level of 
dental anxiety and dental phobia 
visit the dentist less often

The results of this study have shown that 

adults with a previous unpleasant experience 

with the dentist visit the dentist less often 

(χ2=5.923, p=0.015). A number of studies 

confirmed that the patients with a higher lev-

el of dental anxiety have a higher probability 

of missing regular dentist appointments or of 

completely avoiding dental care (14, 49, 50). As 

mentioned above, the subjects with a previous 

unpleasant experience with the dentist have a 

higher level of dental anxiety/phobia, which 

can result in worse oral health, as confirmed 

by several research papers. No statistical analy-

ses were perform as a part of this research that 

would demonstrate that exactly those subjects 

who had an unpleasant earlier experience with 

a dentist visit the dentist less often. Since the 

subjects with an unpleasant earlier experience 

with a dentist were more commonly found to 

have dental anxiety/phobia, we assume the 

earlier unpleasant experience could indirectly 

affect the frequency of the visits to the den-

tist. Therefore, we wish to point out that an 

unpleasant earlier experience with a dentist, 

as well as dental anxiety/phobia, can result in 

worsened oral health. The above has been con-

firmed in a number of studies. For example, 

Doerr et al. found a significant connection be-

tween dental anxiety and bad oral health (51). 

Eitner et al. established a connection between 

increased dental anxiety and dental caries (49). 

Avoiding dentist appointments linked to an 

unpleasant experience begins at an early age 

(52, 53). 
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Uzevši u obzir gore navedene nalaze može se 

zaključiti da prevencija dentalne anksioznosti 

počinje u dječjoj dobi prevencijom lošeg isku-

stva povezanog s odlaskom stomatologu. Oso-

be koje nemaju dentalnu anksioznost redovito 

će posjećivati stomatologa. Dakle, prevencija 

lošeg iskustva povezanog s odlaskom stoma-

tologu na indirektan način utječe na zaštitu 

oralnog zdravlja.

S ciljem prevencije lošeg iskustva tijekom sto-

matološkog zahvata stručnjaci na području den-

talne medicine primjenjuju različite tehnike, 

uključujući tehnike distrakcije pažnje, kao što 

je virtualna stvarnost (54-57) ili računalne igri-

ce (58,59), kako u radu s djecom tako i u radu 

sa stomatološkim pacijentom u odrasloj dobi.

Smatra se kako će odrasli koji imaju dentalnu 

anksioznost/fobiju izbjegavati odlazak stoma-

tologu kao i stomatološke zahvate. Epidemio-

loška istraživanja pokazuju da oko 5-10 % odra-

slih zbog straha ne odlazi na redovite preglede 

(20). Izbjegavanje posjeta stomatologu, osim 

na oralno zdravlje može utjecati i na kvalite-

tu života vezanu za oralno zdravlje, kao što su 

ustanovili Gisler i sur. Isti autori pronašli su da 

ispitanici s visokim stupnjem dentalne anksi-

oznosti imaju 3,55 puta više izgleda za lošiju 

kvalitetu života povezanu s oralnim zdravljem 

u odnosu na one s nižim stupnjem dentalne 

anksioznosti (60). 

Rezultati ovog istraživanja u skladu su s nizom 

gore citiranih istraživanja te potvrđuju kako je 

loše iskustvo vezano za odlazak stomatologu u 

djetinjstvu rizik za pojavu dentalne anksiozno-

sti, a dentalna anksioznost je potom prepreka 

redovitim posjetima stomatologu. Isto može 

rezultirati lošijom skrbi za oralno zdravlje.

ZAKLJUČCI

Temeljem rezultata ovog istraživanja možemo 

zaključiti da ranije neugodno iskustvo poveza-

no s odlaskom stomatologu utječe na pojavu 

Taking the above into consideration, we can 

conclude that the prevention of dental anxiety 

begins in childhood by preventing unpleasant 

experiences with the dentist. Persons without 

dental anxiety will visit the dentist more of-

ten. Thus, prevention of an unpleasant expe-

rience with the dentist indirectly affects oral 

health.

Experts in the field of dental medicine employ 

different techniques with the goal of prevent-

ing an unpleasant experience with the dentist, 

including attention distraction, virtual reality 

(54-57) or video games (58, 59), both when 

working with children and when working with 

adults.

It is believed that adults with dental anxiety/

phobia will avoid the dentist and dental pro-

cedures. Epidemiological research shows that 

5-10% of adults miss regular appointments 

due to fear (20). Apart from influencing oral 

health, avoiding the dentist can have an impact 

on quality of life, as established by Gisler et al. 

These authors found that subjects with a high 

level of dental anxiety had a 3.55 times higher 

chance of having worse quality of life related 

to oral health in comparison with those with 

lower levels of dental anxiety (60). 

The results of the present study are congru-

ent with the results of a number of research 

papers mentioned above and confirm that an 

unpleasant experience in childhood poses a 

risk for developing dental anxiety, which itself 

becomes an obstacle to regular dentist visits. 

The abovementioned can result in worse den-

tal care.

CONCLUSIONS

Based on the results of this study, we can 

conclude that a previous unpleasant experi-

ence with the dentist helps the development 

of dental anxiety and dental phobia. Persons 

with a previous unpleasant experience with 
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dentalne anksioznosti i dentalne fobije. Oso-

be s ranijim neugodnim iskustvom poveza-

nim s odlaskom stomatologu i višom razinom 

dentalne anksioznosti odnosno dentalnom 

fobijom, imaju i viši stupanj anksioznosti kao 

stanja. Dentalna anksioznost/fobija kod osoba 

s ranijim neugodnim iskustvom povezanim s 

odlaskom stomatologu povezana je i s nižim 

pragom za dentalnu bol, ali ne i s nižim pra-

gom za bol općenito. Viši stupanj dentalne ank-

sioznosti i dentalna fobija povezani su s rjeđim 

posjetima stomatologu. 

Za pretpostaviti je da ovakvo ponašanje može 

biti jedan od čimbenika za razvoj dentalne pato-

logije budući da takvi pojedinci izbjegavaju pre-

ventivne preglede i pravovremene stomatološke 

intervencije s ciljem zaštite i održavanja zdrav-

lja usne šupljine. Kako bismo izbjegli razvoj 

dentalne anksioznosti i dentalne fobije važno 

je prevenirati loše iskustvo povezano s odla-

skom stomatologu tijekom djetinjstva. Dakle, 

potrebno se s pažnjom odnositi prema djeci pri 

stomatološkim intervencijama, a kod odraslih 

stomatoloških bolesnika imati na umu dentalnu 

anksioznost/fobiju pri planiranju preventivnih 

mjera kao i pri stomatološkim intervencijama.

OGRANIČENJA ISTRAŽIVANJA

Ograničenja ovog istraživanja odnose se na re-

lativno mali uzorak ispitanika čime je genera-

lizacija dobivenih rezultata upitna. Povezano s 

ispitivanjem anksioznosti kao stanja te ispiti-

vanjem dentalne boli uzorak nije homogenizi-

ran s obzirom da svi ispitanici nisu očekivali isti 

stomatološki zahvat. Skupinu nismo homoge-

nizirali prema ovom kriteriju, jer smo smatrali 

da će skupina s ranijim lošim iskustvom imati 

viši stupanj anksioznosti kao stanja bez obzira 

na zahvat koji očekuje. Činjenica je da bismo 

dobili relevantnije podatke da je uzorak ho-

mogeniziran i prema stomatološkom zahvatu 

koji se očekuje. Povezano s učestalošću posjeta 

stomatologu naši su rezultati pokazali da ispi-

the dentist and higher levels of dental anxiety/

phobia also have a higher level of state anxiety. 

Dental anxiety/phobia in persons with a pre-

vious unpleasant experience with the dentist 

is linked to lower tolerance to dental pain, but 

not with lower tolerance to pain in general. 

A higher degree of dental anxiety and dental 

phobia are associated with less frequent visits 

to the dentist.

This type of behavior can be one of the factors 

in the development of dental pathology, since 

such individuals avoid preventive checkups 

and timely dental procedures with the goal of 

protecting and maintaining oral health. In or-

der to avoid the development of dental anxiety 

and dental phobia, it is important to prevent 

unpleasant experiences with dentists during 

childhood. Special attention and care must be 

given to children during dental procedures, and 

with adults it is necessary to bear in mind and 

be wary of dental anxiety/phobia when plan-

ning preventive measures as well as during 

dental procedures. 

STUDY LIMITATIONS

The limitations of this study are tied to the rel-

atively small subject sample, which makes the 

generalization of the results questionable. In 

terms of investigating state anxiety and dental 

pain, the sample is not homogenized, since not 

all subjects were awaiting the same dental pro-

cedure. The sample could not be homogenized 

according to this criterion because we were of 

the opinion that the group with an unpleasant 

earlier experience would have a higher degree 

of state anxiety no matter what dental proce-

dure they were expecting. The fact is that we 

would have gotten more relevant data had the 

sample been homogenized according to the ex-

pected dental procedure. In terms of the fre-

quency of visits to the dentist, our results have 

shown that the subjects with dental anxiety/

phobia visit the dentist less often. We deem 
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tanici s dentalnom anksioznošću/fobijom rjeđe 

odlaze stomatologu. Smatramo važnim ispitati 

i utječe li loše iskustvo u djetinjstvu na učesta-

lost posjeta stomatologu u odrasloj dobi, od-

nosno bilo bi vrijedno učiniti „analize traga“ i 

ispitati je li ispitanici s lošim ranijim iskustvom 

povezanim s odlaskom stomatologu koji razvi-

ju dentalnu anksioznost/fobiju rjeđe odlaze 

stomatologu ili je loše ranije iskustvo direktno 

povezano s učestalošću posjeta stomatologu.

it important to investigate if an unpleasant 

experience in childhood has an effect on the 

frequency of visiting the dentist during adult-

hood, which means it would be worthwhile to 

do “trace analyses” and investigate if the sub-

jects with an unpleasant earlier experience 

with the dentist who develop dental anxiety/

phobia visit the dentist less often or if the ear-

lier unpleasant experience is directly tied to the 

frequency of the visits.
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Prava osoba s mentalnim poremećajima se 

često krše, stoga su zaštićena Konvencijom o 

pravima osoba s invaliditetom, kao i drugim 

internacionalnim i nacionalnim zakonima. 

Svjetska zdravstvena organizacija u okviru 

inicijative Qaulity Rights izradila je niz edu-

kativnih materijala kako bi pomogla transfor-

maciju institucija skrbi o mentalnom zdravlju 

prema oporavku i poštivanju ljudskih prava. U 

sklopu ove inicijative također je izrađen alat 

za procjenu stanja kvalitete liječenja i poštiva-

nja ljudskih prava. Poštivanje ljudskih prava 

je usko povezano s kvalitetom liječenja i isho-

dom liječenja, stoga su istraživanja postojećeg 

stanja poštivanja ljudskih prava više nego do-

brodošla da bi pomogla u implementaciji pro-

mjena koje imaju za cilj poboljšanje kvalitete i 

ishoda liječenja. U ovom kontekstu je značajno 

istraživanje Martine Barbiš objavljeno u ovoj 

knjizi koje u fokus stavlja iskustva pacijenata 

liječenih u psihijatrijskim institucijama. Istra-

živanje je provedeno tijekom 2014. i 2015. go-

dine. U istraživanju je sudjelovalo 214 osoba s 

iskustvom hospitalizacije na različitim psihija-

trijskim odjelima i bolnicama u Hrvatskoj, s ra-

zličitim teškoćama mentalnog zdravlja (najviše 

zastupljene dijagnoze: alkoholizam, depresija i 

shizofrenija).

The rights of persons with mental disorders are 

often violated and are therefore protected by 

the Convention on the Rights of Persons with 

Disabilities, as well as other international and 

national laws. As part of the Quality Rights 

initiative, the World Health Organization has 

developed a series of educational materials to 

help transform mental health care institutions 

on their way towards recovery and respect for 

human rights. As part of this initiative, a tool 

has also been developed to assess the quality 

of treatment and respect for human rights. 

Respect for human rights is closely linked to 

the quality and outcomes of treatment. For 

that reason, a study on the current state of re-

spect for human rights is more than welcome 

to help implement changes aimed at improv-

ing the quality and outcomes of treatment. In 

this context, Martina Barbiš published a very 

important study in this book, focusing on the 

experiences of patients treated in psychiatric 

institutions. The study was conducted during 

2014 and 2015. It involved 214 persons who 

experienced hospitalization in various psychi-

atric wards and hospitals in Croatia due to vari-

ous mental health problems (the most common 

diagnoses were alcoholism, depression and 

schizophrenia).

Martina Barbiš 

Psihijatrijska hospitalizacija: 

poštivanje etičkih načela i 

stigmatizacija
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and Stigmatization
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168 Cilj: Cilj istraživanja bio je dobiti uvid u pošti-

vanje etičkih načela u psihijatrijskim instituci-

jama ispitivanjem učestalosti etičkih prijestupa 

tijekom psihijatrijske hospitalizacije. Također, 

namjera je bila opisati pozitivne i negativ-

ne postupke zdravstvenih radnika i iznijeti 

preporuke pacijenata što pomaže u liječenju. 

Istraživanjem se također željelo utvrditi je li 

iskustvo hospitalizacije povezano sa samosti-

gmatizacijom.

Metode: Za utvrđivanje etičkih prijestupa oso-

blja korišten je Upitnik prijestupa etičkih načela u 

zdravstvenoj skrbi (Brueggemann i sur., 2012), a 

za utvrđivanje samostigmatizacije Inventar in-

ternalizirane stigme psihičkih poremećaja (Boyd 

Ritsher, Otilingam i Grajales, 2003). U upitniku 

prijestupa etičkih načela opisana su 23 događa-

ja koja operacionaliziraju prijestup pet etičkih 

načela u zdravstvenoj skrbi: autonomija, prav-

da, tjelesna nepovredivost, integritet i seksualna 

nepovredivost . Primjer čestice je „Jeste li ikada 

u psihijatrijskoj skrbi u Hrvatskoj doživjeli da 

niste bili adekvatno informirani?“. Inventar in-

ternalizirane stigme kojim se utvrđivala samo-

stigmatizacija je dobro poznat instrument koji 

je već korišten u istraživanjima u Hrvatskoj, 

konstruiran za mjerenje subjektivnog doživ-

ljaja stigme, a sadrži pet podljestvica Otuđenje 

(subjektivni doživljaj obezvrijeđenosti kao čla-

na društva); Odobravanje stereotipa (stupanj sla-

ganja s općenitim stereotipima o ljudima koji 

imaju psihički poremećaj); Doživljaj diskrimina-

cije (percepcija načina na koji ih drugi ljudi tre-

nutno tretiraju); Socijalno povlačenje i Otpornost 

na stigmu (iskustvo odupiranja stigmi). 

Rezultati: Nalazi dobiveni primjenom Upitni-

ka prijestupa etičkih načela u zdravstvenoj skrbi 

pokazuju da je najveći broj prijestupa doživljen 

u području etičkog načela autonomije (neade-

kvatno informiranje, neuvažavanje mišljenja, 

nepružanje vremena za razmišljanje o npr. 

drugim opcijama, neslušanje), dok je najmanje 

prijestupa bilo u području načela seksualne ne-

povredivosti. Polovina sudionika istraživanja 

Objective: The objective of this research was 

to gain insight into the observance of ethical 

principles in psychiatric institutions by exam-

ining the frequency of ethical breaches during 

psychiatric hospitalization. In addition to that, 

the intention was to describe both positive and 

negative actions undertaken by health profes-

sionals and present patients’ recommendations 

to improve treatment. The study also sought to 

determine whether the experience of hospital-

ization was associated with self-stigmatization. 

Methods: The Transgressions of Ethical Prin-

ciples in Health Care Questionnaire (Bruegge-

mann et al., 2012) was used to identify ethical 

transgressions by staff, and the Inventory of 

Internal Stigma of Psychiatric Disorders (Boyd 

Ritsher, Otilingam and Grajales, 2003) was 

used to determine self-stigmatization. The 

Transgressions of Ethical Principles in Health 

Care Questionnaire described 23 events that 

operationalize the transgression of five ethi-

cal principles in health care: autonomy, justice, 

bodily integrity, integrity, and sexual inviolabil-

ity. One example of a question is “Have you 

ever felt inadequately informed while receiv-

ing psychiatric care in Croatia?” The Invento-

ry of Internalized Stigma, which was used to 

determine self-stigmatization, is a well-known 

instrument already used in research in Croa-

tia. It was designed to measure the subjective 

experience of stigma and it comprises five sub-

scales: alienation (subjective experience of be-

ing devalued as a member of society); approval 

of stereotypes (degree of agreement with gen-

eral stereotypes about people with mental dis-

orders); experience of discrimination (perception 

of the way other people currently treat them); 

social withdrawal and resistance to stigma (expe-

rience of resisting stigma). 

Findings: The findings of the Transgressions of 

Ethical Principles in Health Care Questionnaire in-

dicate that the majority of transgressions were 

experienced in the domain of the autonomy 

principle (inadequate information, disregard 



169doživjelo je da nije bilo adekvatno informira-

no, a svaka treća osoba navela je da je osjećala 

kako mora prihvatiti tretman protiv vlastite 

volje zbog straha od prisile ili zlostavljanja ako 

to ne učini. Da je bolničko liječenje bilo protiv 

njihove volje navelo je 22 % osoba. Ovi rezulta-

ti upozoravaju na neusklađenost postupanja sa 

Zakonom o pravima osoba s duševnim smetnjama 

koji nalaže da osoba mora biti sveobuhvatno 

informirana o razlozima za prijam u psihija-

trijsku ustanovu kako bi mogla donijeti svoju 

odluku o liječenju, koja mora biti slobodna i 

ničim uvjetovana. Glede načela pravde, 36 % 

osoba smatra kako nije dobilo skrb kakvu mi-

sle da im je potrebna, što ukazuje na potrebu 

planiranja liječenja na temelju individualnog 

plana liječenja. U području etičkog načela in-

tegriteta, gotovo svaka treća osoba se osjeća-

la zaboravljeno ili zanemareno, a čak je 26 % 

doživjelo ponižavanje od osoblja. S obzirom 

na etičko načelo tjelesne nepovredivosti, 19 % 

osoba doživjelo je da je osoblje provodilo pre-

gled/tretman na pretjerano grub način, a 8 % 

je doživjelo prijetnju da će ih netko udariti, 31 

% sudionika je doživjelo da su zaboravljeni ili 

zanemareni, a 13 % je smatralo da je prekršena 

profesionalna tajna, 11 % ispitanika nije ima-

lo privatnost kod svlačenja, a 10 % je doživjelo 

komentiranje svoga tijela sa seksualnim pri-

zvukom. Žene su doživjele veći broj prijestupa 

etičkih načela od strane osoblja nego muškarci. 

Najmanje prijestupa doživjele su osobe koje su 

imale dijagnoze povezane s alkoholom, a najvi-

še osobe koje su imale dijagnoze shizofrenije i 

psihoze. Više je prijestupa bilo na zatvorenim 

odjelima. Također, osobe najlošije financijske 

situacije i osobe koje su svoje opće zdravstveno 

stanje procijenile lošijim doživjele su veći broj 

prijestupa.

Istraživanjem samostigmatizacije utvrđeno je 

kako većina sudionika (70 %) sebe gotovo da i 

ne samostigmatizira, a 22 % iskazalo je blago 

internaliziranu stigmu. Osoba s umjerenom sti-

gmatizacijom bilo je 6,5 %, a onih koji se snaž-

for opinions, failure to provide sufficient time 

for considering other options, failure to listen), 

while the least transgressions were found in 

the domain of the sexual inviolability principle. 

One half of the survey participants perceived 

that they were not adequately informed, and 

one third stated that they felt they had to accept 

treatment against their own will for fear of co-

ercion or abuse. 22% of the participants stated 

that they were treated in hospital against their 

will. These findings point to non-compliance 

with the Law on Protection of Persons with Men-

tal Disorders that stipulates that a person must 

be comprehensively informed about the reasons 

for admission to a psychiatric institution in or-

der to be able to make his or her own decision 

on treatment, which must be free and uncondi-

tional. In regard to the principle of justice, 36% 

of the participants expressed that they had not 

received appropriate care, which points to the 

need to plan treatments based on individual 

treatment plans. In the domain of the integ-

rity principle, almost every third person felt 

forgotten or neglected, and as many as 26% of 

the participants experienced humiliation from 

staff. In regard to the bodily integrity principle, 

19% of the participants experienced that the 

staff conducted the examination/treatment in 

an excessively crude manner, 8% experienced 

the threat of being hit, 31% felt forgotten or ne-

glected, 13% felt that professional secrecy had 

been breached, 11% of the respondents did not 

have privacy when undressing while 10% expe-

rienced commenting on their body with sexual 

overtones. Women experienced more transgres-

sions of ethical principles by staff than men. 

The least number of transgressions were expe-

rienced by persons who had diagnoses related 

to alcohol, and the most by persons who were 

diagnosed with schizophrenia and psychosis. 

More transgressions took place in closed wards. 

Also, persons in a poorer financial situation and 

persons who assessed their general health con-

dition as poor experienced a greater number of 

transgressions.



170 no samostigmatiziraju samo 2 %. Najmanji su 

stupanj samostigmatizacije iskazale osobe koje 

su imale dijagnoze povezane s alkoholom, dok 

su se najviše samostigmatizirale osobe koje su 

dobile dijagnoze shizofrenije i psihoze. Moguće 

je da su ovakvi nalazi niske samostigmatizacije 

povezani s odabirom ispitanika. Naime, goto-

vo polovina sudionika istraživanja pohađala je 

psihoterapiju ili savjetovanje koji mogu imati 

osnažujući učinak, dok je grupu podrške koja 

također može djelovati osnažujuće na svoje 

članove, pohađalo čak 55 % sudionika istraži-

vanja. Utvrđeno je da je samostigmatizacija po-

vezana s brojem doživljenih etičkih prijestupa 

od strane osoblja u psihijatrijskim insitucijama. 

Istraživanje je potvrdilo protektivni učinak so-

cijalne mreže prijateljskih odnosa. 

Zanimljivi dio ove knjige je također kvalitativ-

no istraživanje. U ovom dijelu istraživanja od 

sudionika istraživanja je traženo da opišu po-

zitivno ili negativno iskustvo s osobljem unu-

tar psihijatrijskog zdravstvenog sustava u RH. 

Također je traženo da iznesu svoje mišljenje 

kakvo postupanje osoblja pomaže u liječenju. 

Osobna iskustva pokazuju više od statističkih 

podataka i suočavaju nas s posljedicama našeg 

ponašanja na druge ljude te mogu stimulirati 

poželjna ponašanja koja su ne samo važna za 

etičko postupanje nego i za uspjeh liječenja. 

Zaključno: Rezultati istraživanja prikazani u 

ovoj knjizi upozoravaju na važnost poštivanja 

etičkih načela / ljudskih prava u psihijatrijskim 

institucijama i kreiranje terapijske atmosfe-

re dobrovoljnosti i oporavka koja se povezu-

je s najboljim rezultatima liječenja. Opisana 

osobna iskustva pacijenata pokazuju više od 

statističkih podataka i upozoravaju na obave-

zu postupanja baziranu na poštivanju ljudskih 

prava koja uključuju pravo na autonomiju u 

odlučivanju, poštivanje dostojanstva i indivi-

dualni plan liječenja. Rezultati ovog istraživa-

nja korisni su za promišljanje o transformaciji 

psihijatrijskih institucija prema oporavku i 

poštivanju ljudskih prava kao što to preporu-

The survey on self-stigmatization found that 

the majority of participants (70%) did not 

self-stigmatize themselves while 22% ex-

pressed a slightly internalized stigma. 6.5% 

of the participants expressed moderate stig-

matization and only 2% expressed strong-

ly self-stigmatization. The lowest degree of 

self-stigmatization was expressed by persons 

who had diagnoses related to alcohol, while 

the highest degree self-stigmatized was found 

in persons who were diagnosed with schizo-

phrenia and psychosis. It is possible the find-

ings related to low self-stigmatization result 

from the selection of respon dents. Namely, 

almost half of the participants attended psy-

chotherapy or counselling that can have an 

empowering effect, while the support group, 

which can also have an empowering effect on 

its members, was attended by as many as 55% 

of the participants in the study. Self-stigmati-

zation was found to be related to the number 

of experienced ethical transgressions by staff 

in psychiatric institutions. The study confirmed 

the protective effect of the social network of 

friendships. 

Qualitative research is also a very interesting 

part of this book. In this part of the study, the 

participants were asked to describe positive or 

negative experiences with staff within the psy-

chiatric health care system in the Republic of 

Croatia. They were also asked to express their 

recommendations for the improvement of 

treatment. Personal experiences speak more 

than statistics and confront us with the con-

sequences of our behaviour on other people as 

they can stimulate desirable behaviours that 

are not only important for ethical conduct but 

also for the success of treatment. 

Conclusion: The results of the study present-

ed in this book highlight the importance of 

respecting ethical principles/human rights in 

psychiatric institutions and creating a thera-

peutic atmosphere of benevolence and recovery 

that is associated with the best treatment out-



171ča Svjetska zdravstvena organizacija. Premda 

kršenje ljudskih prava u psihijatrijskim insti-

tucijama može imati svoje pravne posljedice, 

za institucije liječenja je važno organizirati li-

ječenje koje se temelji na oporavku i poštiva-

nju ljudskih prava jer je to povezano s boljom 

suradnjom u liječenju i povoljnijim ishodima 

liječenja. Pozitivna i negativna iskustva tije-

kom liječenja koja su iznesena u ovoj knjizi kao 

i savjeti o tome što pomaže u liječenju i što bi 

trebalo promijeniti treba prihvatiti kao korisne 

informacije partnera – stručnjaka po iskustvu 

u liječenju bez čije suradnje nema uspješnog li-

ječenja. Prevencija samostigmatizacije je važna 

za ishod liječenja, čemu također treba obratiti 

pozornost u individualnom planiranju liječenja. 

U Hrvatskoj očekujemo promjene u organizaciji 

sustava zaštite mentalnog zdravlja usvajanjem 

nacionalnog okvira za mentalno zdravlje, pa bi 

bilo zanimljivo u dogledno vrijeme istraživanje 

ponoviti.

Slađana Štrkalj Ivezić

comes. The described personal experiences of 

patients speak more than statistics and point 

to the obligation to act based on respect for 

human rights, including the right to autono-

my in decision-making, respect for dignity and 

an individual treatment plan. The results of 

this study are useful for further consideration 

of ways to transform psychiatric institutions 

on their way towards recovery and respect for 

human rights as recommended by the World 

Health Organization. Although violations of 

human rights in psychiatric institutions may 

have legal consequences, it is important for 

treatment institutions to organize treatment 

based on recovery and respect for human 

rights, as these factors are associated with 

better cooperation in treatment and more fa-

vourable treatment outcomes. The positive and 

negative experiences during treatment pre-

sented in this book as well as advice on what 

helps in treatment and what should be changed 

should be accepted as useful information given 

by partners - experts in treatment experience 

without whose cooperation there is no suc-

cessful treatment. Prevention of self-stigma-

tization is important for treatment outcome 

and this should also be considered in individ-

ual treatment planning. In Croatia, we expect 

changes in the organization of the mental 

health care system with the adoption of the 

national framework for mental health. It would 

therefore be interesting to repeat the research 

in the foreseeable future.

Slađana Štrkalj Ivezić
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Cilj je kratak opis što se namjerava istraživati, tj. što je svrha istraži-

vanja.

Metode se prikazuju tako da se čitatelju omogući ponavljanje opisanog 

istraživanja. Metode poznate iz literature ne opisuju se, već se navo-

de izvorni literaturni podatci. Ako se navode lijekovi, rabe se njihova 

generička imena (u zagradi se može navesti njihovo tvorničko ime).

Rasprava sadrži tumačenje dobivenih rezultata i njihovu usporedbu 

s rezultatima drugih istraživača i postojećim spoznajama na tom po-

dručju.U raspravi treba objasniti važnost dobivenih rezultata i njihova 

ograničenja, uključujući i implikacije vezane uz buduća istraživanja, 

ali uz izbjegavanje izjava i zaključaka koji nisu potpuno potvrđeni do-

bivenim rezultatima.

Zaključci trebaju odgovarati postavljenom cilju istraživanja i temeljiti 

se na vlastitim rezultatima. 

Tablice treba smjestiti unutar Word-dokumenta na kraju teksta, a 

označiti mjesto njihovog pojavljivanja u tekstu. Ako se tablica daje u 

formatu slike (tj. nije izrađena u Wordu), za nju vrijede upute kao za 

slike. Svaka tablica treba imati redni broj i naslov.

Slike treba priložiti 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 

dopuštenjem njihova autora i izdavača.

Rad može sadržavati i zahvalu na kraju teksta.

U tekstu se literaturni podatak navodi arapskim brojem u zagradi. 

Literatura

Časopis Socijalna psihijatrija usvojila je Vancouverski stil citiranja li-

terature, prema standardima ICMJE koji preporučuju citiranje djela 

objavljena u cijelosti, odnosno ona koja su javno dostupna, što ujedno 

znači da treba izbjegavati navođenje sažetaka, usmenih priopćenja i sl. 

Ponovno citiranje nekog rada treba označiti istim brojem pod kojim je 

prvi put spomenut. 

Prigodom doslovnog navođenja izvatka iz drugog teksta koriste se na-

vodnici. Ovaj način citiranja treba koristiti samo u slučajevima kada 

se informacija ne može kvalitetno preformulirati ili sažeti (npr. kod 

navođenja definicija).

Sekundarno citiranje odnosi se na slučaj kada autor koristi navod iz 

djela kojemu nema pristup, već je do navoda došao posredstvom dru-

gog rada u kojem je izvorni rad citiran. Ovaj način citiranja treba izbje-

gavati gdje god je to moguće, odnosno uvijek treba pokušati pronaći 

izvorno djelo. Ako to nije moguće, u popisu literature se navodi rad koji 

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

1. Autori

Ako djelo ima šest autora, navode se svi autori. Ako djelo ima više od 

šest autora, navodi ih se prvih šest, a ostali se označavaju kraticom et 

al. ili i sur. Prvo se navodi prezime, a potom inicijali imena. Više inicijala 
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