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Analiza depresivnosti u neformalnih njegovatelja
osoba s Huntingtonovom bolesti

/ Analysis of Depression Among Informal Caregivers of
Persons With Huntington’s Disease
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Huntingtonova bolest (HB) nasljedni je neurodegenerativni poremecaj karakteriziran progresivnom trijadom
motorickih, kognitivnih i psihijatrijskih simptoma. lako su klini¢ke znacajke pacijenata dobro dokumentirane,
psiholoski utjecaj na njihove svakodnevne neformalne njegovatelje ostaje nedovoljno istrazen, posebno u Hrvatskoj.
Cilj ovog istrazivanja bio je ispitati razinu depresivnosti medu neformalnim njegovateljima osoba s HB u usporedbi
s op¢om populacijom. Provedena je presje¢na studija na uzorku od 28 sudionika (N = 14 neformalnih njegovatelja;
N = 14 kontrolna skupina). Depresivni simptomi procijenjeni su s pomoc¢u Beckovog inventara depresije-Il (BDI-II).
Rezultati su otkrili statisticki znacajnu razliku u stupnju depresivnosti izmedu skupina. Neformalni su njegovatelji
u prosjeku postigli rezultat koji ukazuje na umjerenu do tesku depresivnost, dok je kontrolna skupina pokazala
minimalne razine. Analizom dobi ispitanika nije se utvrdila znac¢ajna povezanost s razinom depresivnosti u obje
skupine. Nalazi ovog istrazivanja ukazuju na to da neformalni njegovatelji u Hrvatskoj dozivljavaju znacajan
psiholo3ki teret koji proizlazi iz same prirode skrbi. Rezultati isticu hitnu potrebu za holisti¢kim pristupom koji
ukljucuje sustavnu psiholosku podrsku neformalnim njegovateljima kako bi se poboljsala kvaliteta Zivota cijele
obitelji.

/ Huntington’s disease (HD) is a hereditary neurodegenerative disorder characterized by a progressive triad of motor,
cognitive, and psychiatric symptoms. Although the clinical features of patients are well documented, the psychological
impact on their everyday informal caregivers remains understudied, especially in Croatia. The aim of this study was to
examine the level of depression among informal caregivers of people with HD compared to that in the general population.
A cross-sectional study was conducted on a sample of 28 participants (N = 14 informal caregivers; N = 14 controls).
Depressive symptoms were assessed using the Beck Depression Inventory-Il (BDI-Il). The results revealed a statistically
significant difference in depression levels between the groups. On average, informal caregivers achieved a score indicating
moderate to severe depression, while the control group showed minimal levels. The analysis showed that the age of the
participants was not significantly associated with depression levels in either group. This study’s findings indicate that
informal caregivers in Croatia experience a significant psychological burden stemming from the nature of caregiving.
The results highlight the urgent need for a holistic approach that includes systematic psychological support for informal
caregivers to improve the quality of life of the entire family.
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UvoD

Huntingtonova bolest,
opterecenje neformalnih
njegovatelja, trenutacna
istrazivanja

Huntingtonova bolest (HB) je neurodegenera-
tivni poremecaj uzrokovan ponavljajuéim §i-
renjem CAG trinukleotida u genu huntingtin,
$to dovodi do toksi¢nog povecanja funkcije
mutiranog proteina (1). U kontekstu hrvatske
populacije, oboljeli imaju u prosjeku 47 trinu-
kleotidnih CAG ponavljanja unutar navede-
nog gena (2). Slijedi autosomno dominantni
obrazac nasljedivanja, §to znaci da svako dijete
oboljelog roditelja ima prosje¢no 50 % Sanse
za nasljedivanje genske mutacije (0-100 %).
HB se prezentira progresivnim trijasom moto-
rickih, kognitivnih i psihijatrijskih simptoma.
Najznacajniji i najuocljiviji simptomi uklju¢uju
koreju, ponekad distoniju, a u mladih bolesnika
i rigiditet. HB takoder uklju¢uje znacajan ko-
gnitivni pad i psihijatrijske simptome $to dovo-
di do deficita svih domena pamdenja, promjena
raspoloZenja ili depresije, agresije i izazova u

komunikaciji (1,3).

Kada je rije¢ o epidemiologkim pokazateljima,
globalna prevalencija bolesti iznosi izmedu 8
i 10 oboljelih na 100.000 stanovnika, dok po-
datci za Hrvatsku ukazuju na nesto nizu sto-
pu, s ucestalodéu od 4,46 bolesnika na isti broj
stanovnika (4). Klini¢ki poc¢etak HB obi¢no je

izmedu 35.1 55. godine Zivota, a progresija bo-

INTRODUCTION

Huntington’s Disease, Caregiver
Burden, and Current Research

Huntington’s disease (HD) is a neurodegenera-
tive disorder caused by the repeat expansion of
the CAG trinucleotide in the huntingtin gene,
leading to a toxic gain-of-function of the mu-
tant protein (1). In the context of the Croatian
population, affected patients carry an average
of 47 CAG trinucleotide repeats in the speci-
fied gene (2). It follows an autosomal dominant
pattern of inheritance, meaning that each child
of an affected parent has, on average, a 50%
probability of inheriting the gene mutation (0-
100%). HD presents with a progressive triad of
motor, cognitive, and psychiatric symptoms.
The most significant and noticeable symptoms
include chorea, on occasion dystonia, and, in
younger patients, rigidity. HD also includes
significant cognitive decline and psychiatric
symptoms, leading to deficits in all domains of
memory, mood swings or depression, aggres-

sion, and communication challenges (1,3).

In terms of epidemiological data, the global
prevalence of the disease ranges from 8 to 10
cases per 100,000 individuals, whereas data
for Croatia show a somewhat lower rate, with a
prevalence of 4.46 patients per 100,000 inhab-
itants (4). Typically, the clinical onset of HD
occurs between the ages of 35 and 55, followed
by approximately 15-20 years of disease pro-

gression after the onset of motor dysfunction
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lesti traje otprilike 15-20 godina nakon pojave
motori¢ke disfunkcije (1,5). Dijagnoza se teme-
lji na klini¢ckim znacajkama i potvrduje genet-
skim DNA testiranjem. Zasad ne postoji ciljani
lijek za HB pa je lije¢enje uglavnom simptomat-
sko ili palijativno (6). U okviru simptomatske
terapije motorickih manifestacija, posebice ko-
reje, u klinickoj se praksi primjenjuju razlic¢iti
lijekovi, no dokazanu uéinkovitost primarno
pokazuju blokatori dopamina, antiglutamater-
gici te nezasi¢ene masne kiseline(4). Posljedi¢-
no, zbog progresivne i kroni¢ne prirode bolesti,
osobe s HB vremenom zahtijevaju cjelodnevnu
njegu (24/7). S obzirom na ¢injenicu da pristup
specijaliziranim uslugama varira od regije do
regije (3), primarna odgovornost za svakodnev-
nu skrb najéescée pada na ¢lanove obitelji kao
neformalne njegovatelje.Neformalni njegovate-
lji naj¢edce se definiraju kao primarni pruzatelji
svakodnevne skrbi unutar obiteljskog ili soci-
jalnog kruga bolesnika, koji nisu medicinski
profesionalci niti primaju nov¢anu naknadu za

njegu koju pruzaju.

Njega oboljelih od HB vrlo je zahtjevna i pred-
stavlja jedinstvene izazove u usporedbi s nje-
gom o rodbini s drugim neurodegenerativnim
stanjima poput Alzheimerove ili Parkinsonove
bolesti (3). Osobito otezavaju¢a okolnost je
genetska osnova bolesti i njezin potencijal da
zahvati viSe generacija unutar iste obitelji. Ne-
formalni njegovatelji mogu biti jedini ¢lanovi
obitelji bez mutacije ili, jo$ gore, mogu i sami
biti nositelji gena te i§¢ekivati pocetak bolesti
dok se aktualno brinu o oboljelom ¢lanu obi-
telji. Posljedi¢no su neformalni njegovatelji
izloZeni znatnom emocionalnom naporu §to
u kona¢nici dovodi do zanemarivanja vlastitih
potreba te izvje$tavanja o znacajno smanjenoj
kvaliteti Zivota zbog njihovih obveza njege (7).
Nadalje, tipi¢no rana dob pocetka HB prisiljava
¢lanove obitelji, koji ¢esto veé balansiraju za-
htjeve roditeljstva i profesionalnog Zivota, da
preuzmu intenzivnu ulogu njegovatelja, $to iz
temelja mijenja obiteljsku dinamiku. Ovo pove-

¢anje odgovornosti rezultira time da neformal-

(1,5). Diagnosis is based on clinical features
and confirmed by genetic DNA testing. Cur-
rently, there is no targeted cure for HD, and
treatment is mainly symptomatic or palliative
(6). As part of the symptomatic treatment of
motor manifestations, specifically chorea, var-
ious medications are used in clinical practice;
however, proven effectiveness has primarily
been demonstrated by dopamine blockers,
antiglutamatergics, and unsaturated fatty
acids (4). Consequently, owing to its progres-
sive and chronic nature, individuals with HD
eventually require 24/7, round-the-clock care.
Given that access to specialized services varies
across regions (3), the primary responsibility
for daily care most frequently falls upon fam-
ily members as informal caregivers. Informal
caregivers are most commonly defined as the
primary providers of daily care within the pa-
tient’s family or social circle. They are not med-
ical professionals and do not receive financial

compensation for the care they provide.

Caregiving in HD is very demanding and pres-
ents unique challenges compared to caring for
relatives with other neurodegenerative condi-
tions, such as Alzheimer’s or Parkinson’s disease
(3). A particularly aggravating circumstance is
the genetic basis of the disease and its potential
to affect multiple generations of the same family.
Informal caregivers may be the only family mem-
bers without the mutation, or even worse, they
may themselves be gene carriers anticipating
disease onset while caring for an affected family
member. This places the informal caregiver un-
der substantial emotional strain, leading them
to neglect their own needs and report a signifi-
cantly reduced quality of life due to their caregiv-
ing responsibilities (7). Furthermore, the typi-
cally early age of onset forces family members,
who are often already balancing the demands of
parenthood and professional life, to assume in-
tensive caregiving roles, fundamentally altering
family dynamics. This increase in responsibilities
results in informal caregivers abandoning their

professional careers, leisure activities, and social
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ni njegovatelji napustaju svoje profesionalne
karijere, slobodne aktivnosti i dru$tveni Zivot,
$to oteZzava odrZavanje uravnoteZenog osobnog
zivota (3). Posljedi¢no, neformalni njegovatelji
dozivljavaju visoku razinu optereéenja i odgo-
vornosti, fizicku i emocionalnu iscrpljenost,
socijalnu izolaciju i op¢i pad kvalitete zivota.
Neka od uobitajenih iskustava uklju¢uju de-
presiju, anksioznost, usamljenost, frustraciju,
zajedno s financijskim pritiskom, ograni¢enim
pristupom zdravstvenim uslugama te ponekad
nedostatnom podrskom i informacijama od

strane zdravstvenih djelatnika (8).

HB moze narusiti povezanost i komunikaciju
unutar obitelji te postati izvor sukoba, prido-
nosedi osjecaju stigme i neugode. To &esto re-
zultira time da neformalni njegovatelji, osobi-
to djeca oboljelih osoba, dozivljavaju socijalnu
izolaciju i poteskoce u odrzavanju odnosa s

vrénjacima (9).

CILJ ISTRAZIVANJA

Psihijatrijski simptomi temeljna su znacajka
HB, a medu njima je depresija posebno Cesta.
Javlja se kod otprilike jedne trecine do tri Ce-
tvrtine pojedinaca, kako u premanifestnoj tako
i u manifestnoj fazi HB-a, $to je zapanjujuce
vedi broj od prevalencije zabiljezene u opéoj po-
pulaciji (10). Medutim, iako je depresija dobro
prepoznata i opsezno dokumentirana klini¢ka
znacajka kod osoba s HB, psihologki utjecaj na
njihove neformalne njegovatelje (medicinski
neprofesionalne osobe koje kontinuirano bri-
nu o oboljelom ¢lanu obitelji) i dalje je znacaj-
no nedovoljno istrazen. Ovaj istrazivacki jaz
posebno je vidljiv u Hrvatskoj, gdje, prema
nasim saznanjima, do danas nema dostupnih
istrazivanja takve vrste. Stoga je glavni cilj ovog
istrazivanja bio istraziti subjektivno iskustvo
neformalnih njegovatelja. Konkretno, ova stu-
dija imala je za cilj odgovoriti na sljedece istra-
zivacko pitanje: Je li stupanj depresije veci kod

neformalnih njegovatelja osoba s HB u uspo-

lives, making it difficult for them to maintain a
balanced personal life (3). Consequently, infor-
mal caregivers experience a high level of burden
and responsibility, exhaustion, both physical
and emotional, social isolation, and a general
decline in quality of life. Some commonly re-
ported experiences include depression, anxiety,
loneliness, and frustration, along with financial
strain, limited access to healthcare services, and
sometimes insufficient support and information
from health professionals (8).

Furthermore, HD can disrupt family cohesion
and communication by becoming a source of
conflict, contributing to feelings of stigma and
embarrassment. This often results in informal
caregivers, especially children of affected indi-
viduals, experiencing social isolation and dif-

ficulties in maintaining peer relationships (9).

RESEARCH AIM

Psychiatric symptoms are a core feature of HD,
and among them, depression is exceptionally
prevalent. It occurs in approximately one-third
to three-quarters of both pre-manifest and man-
ifest individuals with HD, a number staggeringly
higher than the prevalence found in the general
population (10). However, although depression
is a well-recognized and extensively document-
ed clinical feature in people with HD, the psycho-
logical impact of it on their informal caregivers
(non-medically professional individuals who
continuously care for an affected family member)
remains significantly under-researched. This re-
search gap is especially evident in Croatia, where,
to the best of our knowledge, no such research is
available to date. Therefore, the main objective
of this study was to explore the subjective expe-
riences of informal caregivers. More specifically,
this study aimed to answer the following research
question: Is the degree of depression greater in
informal caregivers of persons with HD than in
the general population (i.e., those who are not

informal caregivers of persons with HD)?
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redbi s opom populacijom (tj. onima koji nisu

neformalni njegovatelji osoba s HB)?

METODE

Ispitanici i postupak

U istrazivanju je sudjelovalo 28 ispitanika,
zenskog i muskog spola, u dobi izmedu 25 i 74
godina. Uzorak je bio podijeljen u 2 skupine:
neformalne njegovatelje (N=14) i kontrolnu
skupinu (N=14) koju su ¢inili pojedinci bez
iskustva pruzanja skrbi osobi s HB ili nekom
drugom kroni¢nom bolesti. U skupini nefor-
malnih njegovatelja bilo je 9 Zena i 5 muskara-
ca, a u kontrolnoj skupini 8 Zena i 6 muskaraca.
Kriterij uklju¢ivanja sudionika u skupinu ne-
formalnih njegovatelja bio je da su njegovatelji
osoba s HB, dok je kriterij uklju¢ivanja u kon-
trolnu skupinu bio da nisu njegovatelji osoba
s HB ili drugom kroni¢nom bolesti. Podatci su
prikupljeni kori$tenjem tiskanog upitnika koji
su ispitanicima podjeljeni uzivo od istrazivaca,
educiranog za popunjavanje upitnika. Uzorko-
vanje za skupinu neformalnih njegovatelja bilo
je namjerno, a ¢inili su je neformalni njegova-
telji pacijenata s HB koji se nalaze na lije¢enju
kod lije¢nika-istrazivaca. U skupini opce popu-
lacije koristen je prigodni uzorak, a ispitanici su
prikupljeni kombinacijom osobnih kontakata i
metode snjezne grude. Educirani istraziva¢ (uz
odobrenje nositelja autorskih prava za hrvatsku
verziju upitnika) anketirao je ispitanike obje is-
pitivane skupine o stupnju depresivnosti. Kori-
$teni su BDI-II upitnici kupljeni kod ovlastenog
nakladnika, te su standardizirani i valorizirani
na hrvatski jezik. Svi su ispitanici neformalni
njegovatelji detaljno informirani o ispitivanju,
njihovi su podatci anonimizirani te im ni po
¢emu nije moguce znati identitet. Prihvatili su
da ih ispitiva¢ anketira i popuni upitnik, te su
potpisali informirani pristanak. Ispitanici kon-
trolne skupine su informirani da Ce se rezultati

njihovih upitnika koristiti za usporedbu s ispi-

METHODS

Participants and Procedure

A total of 28 persons, both female and male,
aged 25 to 74, participated in the study. The
sample was divided into two groups: informal
caregivers (N=14) and a control group (N=14),
including individuals with no experience in
providing care to a person with HD or another
chronic illness. The informal caregiver group
consisted of 9 women and 5 men, while the con-
trol group included 8 women and 6 men. The
inclusion criterion for the informal caregiver
group was that they were informal caregivers
for persons with HD, while the inclusion crite-
rion for the control group was that they were
not informal caregivers for persons with HD
or other chronic illnesses. Data were collect-
ed using a printed questionnaire distributed
to the participants in person by a researcher
trained to complete the questionnaire. The in-
formal caregiver group was recruited through
purposive sampling, consisting of informal
caregivers of patients with HD treated by the
physician-researcher. A convenience sample
was used for the control group, and partici-
pants were recruited through a combination of
personal contacts and the snowball method. A
trained researcher (with the permission of the
copyright holder for the Croatian version of
the questionnaire) surveyed respondents from
both study groups regarding their depression
levels. BDI-II questionnaires were purchased
from an authorized publisher and standardized
and validated in the Croatian language. All in-
formal caregivers were informed in detail about
the study, their data were anonymized, and it is
not possible to identify them in any way. They
accepted that the researcher would interview
them and fill out the questionnaire, and they
signed an informed consent form. The subjects
of the control group were informed that the re-
sults of their questionnaires would be used for

comparison with a study group involving a spe-
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tivanom skupinom u jednoj neurodegenerativ-
noj bolesti, da se u upitniku navodio samo spol
i godine zivota (bez imena, prezimena i ostalih
osobnih podataka), da podaci nisu bili dostupni
nikome, osim istraZziva¢ima te su svi dragovolj-

no pristali na popunjavanje upitnika.

Instrumenti

Za procjenu stupnja depresivnosti koristili smo
upitnik Beck Depression Inventory-II (BDI-II). Bec-
kov inventar depresije (BDI) jedna je od najpo-
pularnijih mjera depresivnih simptoma u svijetu.
BDI-II, objavljen 1996. je revizija starije verzije,
BDI-IA. Cetiri stavke BDI-IA koje su se pokazale
manje osjetljivima za identifikaciju tipi¢nih simp-
toma teske depresije - gubitak tezine, iskrivljena
slika tijela, somatska preokupacija i nemoguc-
nost rada - izostavljene su i zamijenjene uznemi-
reno$cuy, bezvrijedno§cu, poteskoé¢ama s koncen-
tracijom i gubitkom energije kako bi se procije-
nio poseban stupanj intenziteta depresije. Osim
toga, stavke o apetitu i promjeni kvalitete sna
izmijenjene su kako bi se procijenila dinamika
ovih ponaganja povezanih s depresijom (11,12).
Ispitanici su odgovarali na 21 pitanje s ponude-
nim odgovorima o tome kako su se osjecali u
posljednja dva tjedna. Bodovanje se vrsi zbraja-
njem brojeva pokraj pojedine tvrdnje za svih 21
stavki. Ukupan rezultat moze se kretati u raspo-
nu od 0 do 63 pri ¢emu visi rezultat ukazuje na
vi$u razinu depresivnosti. Ukupan skor zatim se
upotrebljava za kategorizaciju u jednu od moguce
Cetiri razine depresivnosti. PredloZene smjernice
za interpretaciju rezultata su ove: minimalni ras-
pon = 0-13, blaga depresija = 14-19, umjerena
depresija = 20-28 i teska depresija = 29-63 (11).

REZULTATI

Rezultati otkrivaju da postoji izrazena razlika u
razini depresivnosti izmedu promatranih skupina
(tablica 1). Kontrolna skupina (N = 14) ostvarila
je prosje¢ni rezultat od 5,64 (SD = 5,27), §to se

cific neurodegenerative disease, that the ques-
tionnaire stated only gender and age (without
first name, last name, and other personal infor-
mation), that the data would not be available to
anyone except the researchers, and that they all

voluntarily agreed to fill out the questionnaire.

Instruments

To assess the degree of depression, we used the
Beck Depression Inventory-II (BDI-II). The Beck
Depression Inventory (BDI) is one of the most
widely used measures of depressive symptoms
worldwide. The BDI-II, published in 1996, is a
revision of the older version, the BDI-IA. Four
items from the BDI-IA that proved less sensitive
in identifying typical symptoms of severe depres-
sion — weight loss, body image distortion, somat-
ic preoccupation, and work inhibition — were
removed and replaced with agitation, worthless-
ness, concentration difficulty, and loss of ener-
gy to better assess the specific intensity of de-
pression. Additionally, items regarding appetite
and changes in sleep patterns were modified to
assess the dynamics of these depression-related
behaviors (11,12). Participants answered 21 mul-
tiple-choice questions about how they had been
feeling over the past two weeks. Scoring is per-
formed by summing the values assigned to each
of the 21 items. The total score can range from 0
to 63, with higher scores indicating a higher lev-
el of depression. The total score is then used for
categorization into one of four possible degrees
of depression. The suggested guidelines for inter-
pretation are as follows: minimal range = 0-13,
mild depression = 14-19, moderate depression =
20-28, and severe depression = 29-63 (11).

RESULTS

The results revealed a significant difference in
depression levels between the observed groups
(Table 1). The control group (N = 14) achieved
an average score of 5.64 (SD = 5.27), which, ac-
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TABLICA 1. Deskriptivni statisticki pokazatelji rezultata na Beckovom inventaru depresije (BDI-Il) za kontrolnu skupinu i skupinu
neformalnih njegovatelja.
TABLE 1. Descriptive statistics of Beck Depression Inventory (BDI-II) scores for the control group and the informal caregiver group.

BDI-Il rezultati/ BDI-II results

1 - kontrolna skupina / control group 2 - skupina neformalnih njegovatelja

/ informal caregiver group

Broj ispitanika / Number of participants 14 14

Aritmeticka sredina / Mean 5,64 23,07
Standardna devijacija / Standard Deviation 527 13,24
Minimum / Minimum 0,00 8,00
Maksimum / Maximum 16,00 45,00

prema klinickim kriterijima BDI-II upitnika kla-
sificira kao minimalna razina depresije. Nasuprot
tome, skupina neformalnih njegovatelja (N = 14)
postigla je znacajno vidi prosje¢ni rezultat od
23,07 (SD = 13,24), $to ukazuje na umjerenu do
tesku razinu simptoma. Takoder, uo¢ena je i znat-
no veca varijabilnost u odgovorima neformalnih
njegovatelja (minimalni rezultat = 8, maksimalni
rezultat = 45), §to upucuje na heterogenost psi-

holoskog opterecenja unutar te skupine.

Prvi korak u obradi podataka obuhvatio je pro-
vjeru normalnosti distribucije rezultata BDI-II
upitnika. Iako je Shapiro-Wilkov test za svaku
skupinu zasebno pokazao vrijednosti iznad
granice znacajnosti (opéa populacija p = 0,065;
neformalni njegovatelji p = 0,071), analiza uku-
pnog uzorka pokazala je zna¢ajno odstupanje
od normalne distribucije (p = 0,002).

S obzirom na mali broj ispitanika (N = 14 za
obje skupine) napravili smo i vizualnu inspek-
ciju podataka pomocu prikaza raspodjele poda-
taka (slika 1), ¢ime smo potvrdili da distribucija

ne prati normalnu krivulju.

Nadalje, koristili smo Mann-Whitneyev test za

usporedbu dviju skupina (tablica 2).

Usporedba rezultata BDI-II upitnika izmedu
dvije skupine - skupine neformalnih njegova-
telja i kontrolne skupine - pokazala je da je ra-
zli¢ita razina depresivnosti statisti¢ki znacajna
(U=14,50; p<0.001). Kao mjera veli¢ine u¢inka
koristena je rank-biserial korelacija koja iznosi

0,852, ¢ime smo potvrdili da se razine depre-

cording to the BDI-II clinical criteria, is classified
as a minimal level of depression. In contrast, the
informal caregiver group (N = 14) scored signifi-
cantly higher, with an average of 23.07 (SD =
13.24), indicating moderate to severe depressive
symptoms. Furthermore, a considerably higher
variability in responses was observed among
informal caregivers (minimum score = 8, maxi-
mum score = 45), suggesting great heterogeneity

in the psychological burden within this group.

The first step in the data analysis involved test-
ing the normality of the distribution of the
BDI-II scores. Although the Shapiro-Wilk test
showed non-significant values when calculat-
ed for each group separately (control group p =
0.065; informal caregivers p = 0.071), the analy-
sis of the total sample indicated a significant de-

viation from a normal distribution (p = 0.002).

Given the small sample size (N = 14 per group),
a visual inspection of the data was also con-
ducted using a raincloud plot (Figure 1), which
confirmed that the distribution does not follow

a normal curve.

Furthermore, the Mann-Whitney U test was
used to compare the two groups (Table 2).

A comparison of BDI-II scores between the two
groups — caregivers and the control group - re-
vealed that the difference in depression levels is
statistically significant (U = 14.50; p < .001). As
a measure of effect size, the rank-biserial cor-
relation was used, producing a value of 0.852,

which confirms that the depression levels of
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SLIKA 1. Razlike u distribuciji rezultata na BDI-Il upitniku izmedu kontrolne skupine (1) i skupine neformalnih njegovatelja (2).

FIGURE 1. Raincloud plot of BDI-Il scores for the control group (1) and the informal caregiver group (2).

TABLICA 2. Rezultati Mann-Whitney U testa.
TABLE 2. Mann-Whitney U test results.

Rank-biserial korelacija

/ Rank-Biserial Correlation

BDI-Il 14,50 <,001

sivnosti neformalnih njegovatelja i kontrolne

skupine gotovo uopce ne preklapaju.

Bududi da se istrazivane skupine znaéajno ra-
zlikuju u prosje¢noj dobi, povezanost izmedu
dobi i razine depresivnosti ispitana je primje-
nom Spearmanovog koeficijenta korelacije (p)
zasebno za svaku skupinu (tablica 3). Ovakvim
pristupom nastojalo se eliminirati utjecaj dobi
kao potencijalnog posredujuceg ¢&imbenika koji
bi mogao iskriviti interpretaciju rezultata na

ukupnom uzorku.

Rezultati analiza ukazuju na to da ni u jednoj
skupini ne postoji statisti¢ki znac¢ajna poveza-
nost izmedu dobi ispitanika i njihovog rezul-

tata na BDI-II Jjestvici. U kontrolnoj skupini

TABLICA 3. Rezultati korelacijske analize.
TABLE 3. Correlation analysis results.

Skupina / Group

Kontrolna skupina / Control group

Skupina neformalnih njegovatelja / Informal caregiver group

SE rank-biserial korelacija
/ SE Rank-Biserial Correlation

0,852 0,219

the caregivers and the control group show al-

most no overlap.

Since the participating groups differ significant-
ly in their average age, the association between
age and depression levels was examined using
Spearman’s correlation coefficient (p) separate-
ly for each group (Table 3). This approach aimed
to eliminate the influence of age as a potential
confounding factor that could mislead the in-

terpretation of the results in the total sample.

The analysis results indicate that there is no
statistically significant correlation between the
participants’ age and their BDI-II scores in either
group. In the control group, a low and statisti-

cally non-significant negative correlation was

Spearmanov p / Spearman’s p p-vrijednost / p-value

-0,147 0,617

0,068 0,817
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zabiljeZena je niska i statisti¢ki beznacajna ne-
gativna korelacija (p = -0,147; p = 0,617), dok
je u skupini neformalnih njegovatelja korelacija

bila gotovo nepostojeca (p = 0,068; p = 0,817).

Dakle, iako su ispitanici unutar skupinenefor-
malnih njegovatelja u prosjeku stariji od ispi-
tanika unutar kontrolne skupine, korelacijska
analiza unutar pojedine skupine pokazala je da
dob nije znadajno povezana s razinom depresiv-
nosti. Na temelju navedenog mozemo pretpo-
staviti da su povi$eni rezultati BDI-II upitnika
kod skupine neformalnih njegovatelja primar-
no odraz psiholoskog tereta skrbi i specifi¢ne Zi-

votne situacije, a ne kronoloske dobi ispitanika.

Unutar skupine neformalnih njegovatelja pro-
vedena je i deskriptivna analiza s obzirom na
srodstvo s oboljelom osobom (tablica 4). Naj-
vise rezultate na BDI-II ljestvici ostvarile su
majke (M = 28) i supruge (M = 37). S obzirom
na to da su odredene podskupine (npr. otac,
kéer) zastupljene samo s jednim ispitanikom,
ovi nalazi su isklju¢ivo eksploratorne prirode i
ne dopustaju statisticko poopcavanje, ali uka-
zuju na potencijalno vece opterecenje roditelja

i bra¢nih partnera.

RASPRAVA

Cilj ovog istrazivanja bio je ispitati razliku u
stupnju depresivnosti izmedu neformalnih

njegovatelja osoba oboljelih od HB i opce po-

TABLICA 4. Deskriptivni parametri BDI-Il rezultata prema srodstvu.

recorded (p = -0.147; p = 0.617), whereas in the
informal caregiver group, the correlation was

practically non-existent (p = 0.068; p = 0.817).

Therefore, although participants in the infor-
mal caregiver group are, on average, older than
those in the control group, the correlation
within the group analysis demonstrated that
age is not significantly associated with depres-
sion levels. Based on these findings, it can be
hypothesized that the elevated BDI-II scores in
the informal caregiver group primarily reflect
the psychological burden of care and the spe-
cific life situation rather than the chronological

age of the participants.

A descriptive analysis of the relationship with
the affected person with HD was also conduct-
ed within the informal caregiver group (Table
4). The highest BDI-II scores were recorded
among mothers (M = 28) and wives (M = 37).
Given that certain subgroups (e.g., fathers and
daughters) were represented by only one par-
ticipant, these findings are strictly exploratory
in nature and do not allow for statistical gener-
alization; however, they point toward a poten-

tially higher burden on parents and spouses.

DISCUSSION

The aim of this study was to examine the differ-
ence in depression levels between informal care-

givers of people with HD and those in the gen-

TABLE 4. Descriptive statistics of BDI-l results according to relationship type with the care recipient.

Kcer / Daughter Majka / Mother
Broj ispitanika 1 4
/ Number of participants
Aritmeticka sredina / Mean 13,00 28,00
Standardna devijacija 18,17
/ Standard deviation
Minimum / Minimum 13,00 9,00
Maksimum / Maximum 13,00 45,00

BDI-Il rezultati / BDI-ll results

Otac / Father Sestra Suprug Supruga / Wife
| Sister /Husband
1 2 4 2
31,00 14,50 16,00 37,00
9,19 6,06 9,89
31,00 8,00 10,00 30,00
31,00 21,00 24,00 44,00
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pulacije. Glavni nalaz istrazivanja ukazuje na
statisti¢ki znacajnu i klini¢ki alarmantnu razli-
ku izmedu ove dvije skupine. Prosje¢ni rezul-
tat neformalnih njegovatelja na BDI-II ljestvici
iznosi 23,07, §to ih svrstava u kategoriju umje-
rene depresije, dok rezultat kontrolne skupine
od 5,64 ukazuje na minimalnu razinu simpto-

ma koji su unutar granica normale.

Ovi su nalazi u skladu s prijadnjim istraZivanji-
ma koja su pokazala da neformalni njegovatelji
osoba s HB pokazuju znacajne stope klinicke
depresije i anksioznosti (13). Usporedujudéi s
literaturom (7,10), vidljivo je da su simptomi
poput gubitka energije i pote$koca s koncen-
tracijom (koje BDI-II mjeri) izravna posljedica
iscrpljujuceg 24-satnog nadzora. Dok se kod
drugih demencija (poput Alzheimerove) fo-
kus najvise stavlja na kognitivni gubitak, kod
HBneformalni njegovatelji se moraju nositi i
s hiperkinetskim pokretima i nepredvidivim
psihijatrijskim epizodama, $to objasnjava zasto
su rezultati na BDI-II Jjestvici kod ove skupine
Cesto visi nego kod neformalnih njegovatelja u
drugim neurologkim stanjima. Nadalje, emoci-
onalni teret kod HB Cesto je pogorsan rizi¢nom
tjeskobom i dubokom krivnjom, posebno medu
supruZnicima, u vezi s nasljednim prijenosom
bolesti i iznimno teskom odgovorno$éu infor-
miranja svoje djece o njihovom genetskom ri-
ziku (14).

Za razliku od nekih ranijih pretpostavki, ovo
istrazivanje je pokazalo da dob ispitanika nije
znacajno povezana s razinom depresivnosti.
Korelacijska analiza pokazala je gotovo ne-
postoje¢u povezanost u skupini neformalnih
njegovatelja, $to ukazuje da psihologki teret ne
ovisi o njihovoj kronologkoj dobi. Poviseni re-
zultati na BDI-II skali stoga su primarno odraz
same uloge neformalnih njegovatelja i tezi-
ne Zivotne situacije, a ne dobi. Eksploratorna
analiza s obzirom na srodstvo, iako na malom
uzorku, ukazuje na to da su supruge i majke
pod najvedim rizikom od teske depresije. Ovi

nalazi ukazuju da primarni ¢lanovi obitelji koji

eral population. The main finding of this study
indicates a statistically significant and clinically
alarming difference between these two groups.
The average score of informal caregivers on the
BDI-II scale is 23.07, which places them in the
category of moderate depression, while the con-
trol group’s score of 5.64 indicates a minimal

level of symptoms that are within normal limits.

These findings are consistent with those of pre-
vious studies that have shown that informal
caregivers of people with HD show significant
rates of clinical depression and anxiety (13).
Comparing with the literature (7,10), it is evi-
dent that symptoms such as loss of energy and
difficulty concentrating (measured by the BDI-
IT) are a direct consequence of the exhausting
24-hour supervision. While other dementias
(such as Alzheimer’s) focus primarily on cog-
nitive decline, informal caregivers of HD also
have to cope with hyperkinetic movements
and unpredictable psychiatric episodes, which
explains why BDI-II scores are often higher in
this group than in informal caregivers of other
neurological conditions. Furthermore, the emo-
tional burden in HD is often exacerbated by risk
anxiety and deep guilt, especially among spous-
es, regarding the hereditary transmission of the
disease and the distressing responsibility of in-

forming their children of their genetic risk (14).

Contrary to some previous assumptions, this
study found that the age of the subjects was not
significantly associated with depression levels.
Correlation analysis showed almost no associa-
tion in the informal caregiver group, suggesting
that the psychological burden is not dependent
on the chronological age of the informal caregiv-
er. Therefore, elevated BDI-II scores primarily re-
flect the informal caregiver’s role and the sever-
ity of the life situation rather than age. Explor-
atory analyses of kinship, although in a small
sample, indicate that wives and mothers are
at the highest risk for major depression. These
findings suggest that primary family members

living in the same household as the patient bear
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Zive u istom kucanstvu s bolesnikom nose naj-
vedi dio tereta, §to Cesto dovodi do zapustanja

vlastitog zdravlja i socijalne izolacije.

VAZNOST REZULTATA | KLINICKE
IMPLIKACIJE

Vaznost ovog istrazivanja je ¢injenica da pru-
Za prve kvantitativne dokaze o razini depresi-
je kod neformalnih njegovatelja osoba s HB u
Hrvatskoj. Iz rezultata proizlazi zakljuc¢ak da bi
klini¢ki pristup pacijentu s HB morao biti ho-
listi¢ki. U tom smislu, standardizirane klini¢ke
smjernice su neizostavan alat za osiguravanje
dosljedne i visokokvalitetne skrbi za ove paci-
jente. Nadalje, upravo zbog zamr$ene raznoli-
kosti neurologkih i fizickih simptoma nuZno je
implementirati integrirani pristup koji pove-
zuje vi§e medicinskih specijalnosti i terapeuta
(15). Uz pracenje napredovanja bolesti pacijen-
ta lije¢nici bi trebali procijeniti i mentalno sta-
nje neformalnih njegovatelja. Takoder, javlja se
potreba za sustavima podrske kako za osobe s
HB, tako i za njihove neformalne njegovatelje.
Maksimalni rezultat od 45 bodova u skupini
neformalnih njegovatelja alarmantna je brojka
koja ukazuje na postojanje osoba koje pate od
tegke depresije, a koje sustav mozda ne pre-
poznaje. Postoji hitna potreba za programima
privremene skrbi i psihologkim savjetovanjem

posebno prilagodenim genetskim bolestima.

OGRANICENJA ISTRAZIVANJA

Iako su rezultati statisticki jasni (p < 0,001) s
visokom mjerom veli¢ine u¢inka (0,852), po-
treban je oprez pri generalizaciji zbog malog
uzorka (N = 28). Manji uzorak posljedica je i

¢injenice da je HB u skupini rijetkih bolesti.

Naéin uzorkovanja koristen u ovom istraziva-
nju je metodolosko ograni¢enje. Skupina ne-
formalnih njegovatelja odabrana je namjernim

uzorkovanjem osoba povezanih s lije¢nikom

the greatest burden, often leading to neglect of

their own health and social isolation.

SIGNIFICANCE OF THE RESULTS
AND CLINICAL IMPLICATIONS

The importance of this study lies in the fact that
it provides the first quantitative evidence on
the level of depression in informal caregivers of
people with HD in Croatia. The results suggest
that the clinical approach to a patient with HD
should be holistic. In this regard, standardized
clinical guidelines represent an irreplaceable
tool for ensuring consistent and high-quality
care for these patients. Furthermore, due to
the complex diversity of neurological and phys-
ical symptoms, it is necessary to implement an
integrated approach that links multiple medi-
cal specialties and therapists (15). In addition
to monitoring the progression of the patient’s
disease, neurologists should also assess the
mental state of the informal caregiver. There
is also a need for support systems. The maxi-
mum score of 45 points in the informal care-
giver group is an alarming figure that indicates
the existence of people suffering from severe
depression who may not be recognized by the
system. There is an urgent need for temporary
care programs and psychological counseling

specifically tailored to genetic diseases.

LIMITATIONS OF THE STUDY

Although the results are statistically signifi-
cant (p < 0.001) with a high effect size (0.852),
caution is warranted in generalizing due to the
small sample size (N = 28). The smaller sample
is also a consequence of the fact that HD is in

the group of rare diseases.

Furthermore, the sampling strategy used in
this study has a methodological limitation. The
informal caregiver group was selected through

purposive sampling of individuals connected to
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specijalistom, dok je kontrolna skupina pri-
kupljena prigodnim uzorkovanjem i metodom
snjezne grude. Bududi da su obje skupine for-
mirane nenasumi¢nim metodama, postoji mo-
gucnost selekcijske pristranosti. Posljedi¢no,
uzorak mozda nije u potpunosti reprezentati-
van za $iru populaciju neformalnih njegovatelja

niti za opc¢u populaciju.

IMPLIKACIJE ZA BUDUCA
ISTRAZIVANJA

Ovaj rad postavlja temelje za buduée studije
koje bi trebale jo$ detaljnije istraziti ovu temu.
Mogli bi se uvesti intervjui s neformalnim nje-
govateljima kako bi se razumjelo koji specifi¢ni
aspekti bolesti (npr. financijski teret vs. agre-
sivno ponasanje bolesnika) najvise pridonose
depresiji. Takoder, bududa istrazivanja u Hrvat-
skoj trebala bi izravno usporediti neformalne
njegovatelje osoba s HB s onima koji brinu o
osobama s nekom drugom neurodegenerativ-
nom bolesti, kako bi se izolirala specifi¢nost
HBa. I za kraj, trebalo bi uzeti u obzir utjecaj
genetskog statusa i ispitati razlikuje li se de-
presivnost kod onih koji znaju da su nositelji
gena za HB od onih koji su negativni ili se ne

Zele testirati.

ZAKLJUCAK

Rezultati ovog istraZivanja daju jasan odgovor
na primarno istraZivac¢ko pitanje: neformalni
njegovatelji osoba s HB pokazuju znacajno visu
razinu depresivnosti u usporedbi s opéom po-
pulacijom. Dok je kontrolna skupina pokazala
tek minimalne simptome, skupina neformalnih
njegovatelja postigla je prosje¢ne rezultate koji
upucyju na umjerenu do tesku razinu depre-
sivnosti. Nasuprot poc¢etnim pretpostavkama,
istrazivanje je pokazalo da dob ispitanika nije
znadajno povezana s intenzitetom depresivnih

simptoma, §to sugerira da psihologki teret pri-

the treating physician, whereas the control group
was recruited via convenience and snowball sam-
pling methods. Because both groups were formed
using non-probability sampling, selection bias
remains a possibility. Consequently, the sample
may not be fully representative of the broader in-

formal caregiver population or the general public.

IMPLICATIONS FOR FUTURE
RESEARCH

This study lays the foundation for future stud-
ies that should explore this topic in more de-
tail. Interviews with informal caregivers could
be introduced to understand which specific as-
pects of the disease (e.g., financial burden vs.
aggressive patient behavior) contribute most to
depression. Future research in Croatia should
also directly compare informal caregivers of
people with HD with those caring for people
with other neurodegenerative diseases to iso-
late the specificity of HD. Finally, the influence
of genetic status should be taken into account,
and whether depression differs in those who
know they carry the HD gene from those who

are negative or do not want to be tested.

CONCLUSION

The results of this study provide a clear answer
to the primary research question: informal
caregivers of people with HD show significantly
higher levels of depression compared to the gen-
eral population. While the control group showed
only minimal symptoms, the informal caregiver
group achieved average scores, indicating mod-
erate to severe levels of depression. Contrary to
initial assumptions, the study showed that the
age of the subjects was not significantly associ-
ated with the intensity of depressive symptoms,
suggesting that the psychological burden pri-
marily stems from the nature and complexity of

caregiving, rather than from the chronological
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marno proizlazi iz same prirode i zahtjevnosti
skrbi, a ne iz kronologke dobi neformalnih nje-
govatelja. Eksploratorni nalazi dodatno ukazu-
ju na to da su supruge i majke oboljelih poten-
cijalno najranjivija podskupina unutar sustava
obiteljske skrbi. Zaklju¢no, ovo istrazivanje
isti¢e da utjecajHBdaleko nadilazi motori¢ki i
kognitivni pad samog pacijenta. Pronadene vi-
soke razine depresije naglagavaju hitnu potre-
bu za uvodenjem sustavne psihologke podrske
i programa pomod¢i u kuéi kako bi se olaksao
teret onima koji brinu o oboljelima. Prepozna-
vanje neformalnih njegovatelja kao ravnoprav-
nih sudionika u procesu lije¢enja klju¢no je za
poboljsanje kvalitete Zivota cijele obitelji pogo-

dene ovom progresivnom boles¢u.
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age of the informal caregiver. Exploratory find-
ings further indicate that wives and mothers
of patients are potentially the most vulnerable
subgroups within the family caregiving system.
In conclusion, this study highlights that the im-
pact of HD goes far beyond the motor and cog-
nitive decline of the patient himself. The high
levels of depression found highlight the urgent
need to introduce systematic psychological sup-
port and home care programs to ease the bur-
den on those who care for the affected. Recog-
nizing informal caregivers as equal participants
in the treatment process is crucial for improving
the quality of life of the entire family affected by

this progressive disease.
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Pozadina istrazivanja: Klubovi lijecenih alkoholi¢ara (KLA) su u Bosni i Hercegovini osnovni oblik poslijebolni¢kog
tretmana kod ovisnosti o alkoholu. Tretman u KLA se temelji na stru¢nom vodenju, doprinosu grupe i podrike
obitelji s ciljem cjelovitog oporavka osobe. U nedostatku istrazivanja o obiljezjima i u¢incima KLA u BIH provedeno
je prvo cjelovito istrazivanje. Cilj i uzorak: Cilj istrazivanja je utvrditi doprinos pohadanja KLA, odnosa sa stru¢nim
djelatnikom, obiteljskog funkcioniranja i percipirane socijalne podrske na procjenu sljedecih dimenzija osobnog
oporavka: Samopouzdanje i pozitivna ocekivanja, Upravljanje oporavkom i oslanjanje na druge osobe, Orijentacija
k uspjehu i ciljevima i Nadilazenje simptoma ovisnosti. U istrazivanju je sudjelovalo 163 ispitanika koji su ¢lanovi
KLA u Bosni i Hercegovini. Anketno istrazivanje metodom grupnog anketiranja je provedeno u ukupno 11 KLA na

prigodnom uzorku.

Rezultati: Podatci su analizirani hijerarhijskom regresijskom analizom. Uvodenjem svakog prediktorskog bloka
statisticki znacajno se unaprijedilo objasnjenje varijance kriterija za sve Cetiri dimenzija osobnog oporavka. Od
individualnih ¢imbenika dosljedno se znacajnom pokazuje varijabla Razina uklju¢enosti u rad KLA za objasnjenje
svih dimenzija oporavka., Odnosi s obitelji i socijalna podrska znacajni su prediktori za objasnjenje dvije dimenzije
oporavka. Zakljucak: Rezultati istrazivanja podupiru holisticki pristup, no potrebna su daljnja longitudinalna i

evaluacijska istrazivanja radi unaprjedenja modela KLA.

/ Background: In Bosnia and Herzegovina, Clubs of Treated Alcoholics (CTA) are the principal form of posthospital
treatment for alcohol addiction. Treatment in CTA rests on professional leadership, the contribution of the group, and
family support, with the aim of the person’s comprehensive recovery. Given the absence of research on the characteristics
and effects of CTA in Bosnia and Herzegovina, the first comprehensive study was conducted. Aim and sample: The aim of
the study is to determine the contribution of CTA attendance, the relationship with the professional, family functioning,
and perceived social support to the assessment of the following dimensions of personal recovery: Self-confidence and

positive expectations, Managing recovery and reliance on others, Orientation toward success and goals, and Overcoming
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symptoms of addiction. A total of 163 participants who were members of CTA in Bosnia and Herzegovina participated in

the study. The survey was administered in group format across 11 CTA using a convenience sample.

/Results: Data were analyzed using hierarchical regression analysis. The introduction of each predictor block significantly

improved the explanation of criterion variance for all four dimensions of personal recovery. Among individual factors, the

variable Level of involvement in CTA activities emerges as consistently significant in explaining all dimensions of recovery.

Family relationships and social support are significant predictors of two dimensions of recovery. Conclusion: The findings

support a holistic approach; however, further longitudinal and evaluative research is required to improve the CTA model.
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UvoD

Danas je uvrijezeno multidimenzionalno
shvaédanje bolesti ovisnosti o alkoholu kao
medicinskog, ali i socijalnog problema (1,2).
Razmatrajuéi etiologiju bolesti, ¢imbenici
koji doprinose pojavi ovisnosti o alkoholu se
pronalaze u individualnim karakteristikama
(genetskim, neurobiologkim i psihi¢kim), ali
i karakteristikama okruZenja (2-4). Temeljem
takvog shvacanja, najbolji pristup lijecenju je
onaj koji je cjelovit te uklju¢uje pacijente, ¢la-
nove njihove obitelji ili $ire okoline. Na tim se
principima razvio sustav klubova lije¢enih al-
koholicara (dalje u tekstu: KLA) kao svojevrsni
nastavak psihijatrijskog lije¢enja te je rezultat
neprekinute tradicije koja je uspostavljena u
zemljama bivse Jugoslavije, pa tako i Bosne i
Hercegovine. KLA su dio pristupa koji je ranije
u literaturi oznacen kao Hudolinov komplek-
sni socijalnopsihijatrijski postupak Zagrebac-
ke 8kole alkohologije koji se sastoji od grupne
psihoterapije, edukacije, obiteljske terapije, te-
rapijske zajednice, medikamentnog lije¢enja i
KLA (5).

INTRODUCTION

A multidimensional understanding of the dis-
ease of alcohol addiction as a medical but also
a social problem is well established today (1,2).
Considered in terms of etiology, the factors con-
tributing to the emergence of alcohol addiction
are found in individual characteristics (genetic,
neurobiological, and psychological) but also in
the characteristics of the environment (2-4).
Based on this understanding, the best approach
to treatment is one that is comprehensive and
includes patients, their family members, or their
wider environment. It was on these principles
that the system of Clubs of Treated Alcoholics
(hereinafter: CTA) developed, as a continuation
of psychiatric treatment of a kind, and it is the
product of an unbroken tradition established in
the countries of the former Yugoslavia, and thus
in Bosnia and Herzegovina as well. CTA form
part of what the literature has termed Hudo-
lin’s complex social psychiatric approach of the
Zagreb School of Alcohology, which comprises
group psychotherapy, education, family therapy,
a therapeutic community, pharmacological treat-
ment, and CTA (5).
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Kod korisnika KLA oporavak je rezultat isto-
vremenog djelovanja na sljedece aspekte Zivo-
ta: uspostavljanje apstinencije, osobni psihicki
i fizicki oporavak, oporavak obiteljskih odnosa i
izgradnja nove socijalne mreZe ¢emu pridonosi
i podrska koju osoba dobiva iz grupnog rada.
Stoga je pozeljno da se osoba uklju¢i u KLA u
svom neposrednom okruZenju (5). S obzirom
da lije¢enje ima kompleksne ciljeve, ¢imbenici
koji doprinose uspjesnosti lijecenja ti¢u se od-
nosa samog pacijenta prema lijecenju, podrske
koju dobiva od obitelji te podrske koju dobiva

od stru¢nog djelatnika i ¢lanova grupe.

Na razini individualnih ¢imbenika, uspje$nosti
lije¢enja pridonosi duljina te spremnost oso-
be da prihvati ciljeve tretmana (6) odnosno
spremnost na promjenu (7). Spremnost na
promjenu definirana je uvjerenjem o nuznosti
promjene i namjerom da se promjena provede
temeljem kapaciteta koji osoba posjeduje (8).
Spremnost na promjenu temelji se na posto-
janju motivacije za promjenom $to je osobito
vaZna tema stru¢nim djelatnicima (9). Moti-
vacija za promjenom je viSedimenzionalna
pa se prema Milleru i Rollnicku (10) sastoji
od percepcije vaznosti promijenjenog stanja,
dozivljaju sposobnosti da se iznese promje-
na te spremnosti na provedbi aktivnosti koje
¢e dovesti do promjene. Pritom se navedene
komponente motivacije mogu mijenjati tije-
kom tretmana. Vazno je provjeriti i razumi-
ju li stru¢njak i korisnik jednako postavljene
ciljeve, primjerice govore li oboje o potpunoj
apstinenciji, ili korisnik vi$e razmislja o sma-
njenju upotrebe alkohola, ali ne jo$ o apsti-
nenciji (11). Danas se smatra da ¢e motivaci-
ja korisnika biti vie potaknuta postojanjem
vizije pozitivnih ishoda u Zivotu (12), negoli
strahom ili potrebom da se smanje negativni
uéinci bolest (13). Osim motivacijom, spre-
mnost na promjenu iskazuje se bihevioralno.
Clanovi KLA se trebaju pridrzavati odredenih
pravila, a poglavito je vazna redovitost i to¢-
nost dolazaka (14).

Among CTA clients, recovery is the result of si-
multaneous action on the following aspects of
life: establishing abstinence, personal psycho-
logical and physical recovery, recovery of family
relationships, and building a new social network,
to which the support the person receives from
group work also contributes. Therefore, it is de-
sirable for the person to become involved in a
CTA in their immediate environment (5). Given
that treatment has complex goals, the factors
contributing to the success of treatment concern
the patient’s own relationship to treatment, the
support the patient receives from the family, and
the support the patient receives from the profes-

sional and the members of the group.

At the level of individual factors, the success of
treatment is aided by duration and by the per-
son’s readiness to accept the goals of treatment
(6), that is, by their readiness to change (7).
Readiness to change is defined by the conviction
that change is necessary and by the intention
to carry out change based on the capacities the
person possesses (8). Readiness to change rests
on the presence of motivation for change, a top-
ic of particular importance to professionals (9).
Motivation for change is multidimensional and,
according to Miller and Rollnick (10), consists of
the perception of the importance of the changed
state, the sense of being able to bring about
change, and readiness to carry out the activities
that will lead to change. These motivational com-
ponents may shift over the course of treatment.
It is also important to establish whether the pro-
fessional and the client understand the goals that
have been set in the same way — whether, for ex-
ample, both are speaking of complete abstinence,
or the client is thinking more about reducing alco-
hol use but not yet about abstinence (11). Today,
client motivation is believed to be prompted more
by a vision of positive outcomes in life (12) than
by fear or the need to reduce the negative effects
of the disease (13). Beyond motivation, readiness
to change is expressed behaviorally. CTA mem-
bers are required to observe certain rules, and
regularity and punctuality of attendance are of

particular importance (14).
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Znalenje obitelji u procesu lije¢enja i opo-
ravka polazi od postavki da je obitelj aktivan
sustav koji svojom unutarnjom dinamikom,
identitetom, komunikacijom, uenjem i pri-
jenosom vrijednosti i obrazaca ponasanja
oblikuje pojedinca, ali i da pojedinac svojim
ponasdanjem aktivno stvara i mijenja obitelj-
ski sustav i druge ¢lanove (15-17). Zato obitelj
moze biti okvir medugeneracijskog prijenosa
ovisnosti, ali i okvir za oporavak pojedinca
(18,19). Uklju¢ivanjem obitelji u KLA nastoje
se ostvariti ciljevi oporavka ovisnika, potom
drugog ¢lana obitelji (20, 21), ali i obitelji u
¢jelini koja treba biti spremna na promjenu
(22). Ovisnost o alkoholu je visoki stresor
koji kontinuirano pogada obiteljski sustav, no
obiteljski sustav se moZze naci u krizi i tijekom
lije¢enja jer dolazi do promjene unutarnje di-
namike (23). Stoga je ukljutivanje obitelji u
lije¢enje vazno da se pomogne obitelji prebro-
diti nastalu krizu te pruziti podrsku kako bi
se oslobodili unutarnji resursi, ojacao dozivljaj
kompetentnosti. Ste¢enim iskustvom obitelj
se kapacitira za suo¢avanje s bududim izazo-
vima (24).

KLA se temelji na grupnom radu gdje pro-
ces oporavka facilitira stru¢njak koji provodi
strukturirani tretmanski rad, educira ¢lanove
iizravno intervenira u situacijama kriza i re-
cidiva (25). Uz stru¢njaka, sama grupa koju
¢ine osobe na lije¢enju od ovisnosti o alkoholu
i ¢lanovi njihovih obitelji ljekovit je medij koji
pomaze osobi izgraditi nove i drugacije soci-
jalne mrezZe. Boravak u grupi doprinosi tome
da se posredstvom grupne podrske i pritiska
kod ¢lana redefinira pogled na drustvenu
stvarnost i u nekoj mjeri rekonstruira vlastiti
identitet (26). Tako se mogu dekonstruirati
neka uvrijeZena sociokulturna stajalista koja
doprinose kulturi pijenja. Grupa je i pogodno
okruZenje za razrje$enje srama jer, uz podrs-
ku i empatiju voditelja osoba moze izgraditi
novi promijenjeni self. Grupa je pritom soci-

jalizacijski okvir koja reflektira funkcioniranje

The significance of the family in the process of
treatment and recovery proceeds from the premise
that the family is an active system that shapes the
individual through its internal dynamics, identity,
communication, learning, and transmission of val-
ues and patterns of behavior, but also that the indi-
vidual, through their own behavior, actively creates
and changes the family system and other members
(15-17). The family can therefore be a framework
for the intergenerational transmission of addic-
tion, but also a framework for the individual’s re-
covery (18,19). Involving the family in CTA seeks
to achieve the recovery goals of the person with
alcohol addiction, then of another family member
(20,21), and also of the family as a whole, which
needs to be ready to change (22). Alcohol addiction
is a major stressor that continuously affects the
family system, but the family system may also find
itself in crisis during treatment, because the inter-
nal dynamics change (23). Involving the family in
treatment is therefore important in order to help
the family overcome the crisis that has arisen and
to provide support so that internal resources are
released and the sense of competence is strength-
ened. Through the experience gained, the family
builds the capacity to face future challenges (24).

CTA are based on group work, in which the re-
covery process is facilitated by a professional who
carries out structured treatment work, educates
members, and intervenes directly in situations of
crisis and relapse (25). Alongside the professional,
the group itself, made up of persons in treatment
for alcohol addiction and members of their fam-
ilies, is a healing medium that helps the person
build new and different social networks. Time
spent in the group contributes, through group
support and pressure, to members redefining
their view of social reality and, to some extent,
reconstructing their own identity (26). Certain en-
trenched sociocultural attitudes that contribute to
the drinking culture can thereby be deconstruct-
ed. The group is also a suitable setting for the res-
olution of shame because, with the support and
empathy of the leader, the person can build a new,
changed self. Thus, the group is a socialization
framework that reflects the functioning of the

changed identity in the social environment (27).
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promijenjenog identiteta u socijalnom okru-
zenju (27). Novi ¢lanovi iskustvima i primje-
rima mogu ojacati uvjerenje da je promjena
moguca te vizualizirati promjenu na temelju
iskustva druge osobe koja uspje$no prola-
zi proces oporavka. Kako ¢lan dulje boravi u
KLA, tako se osnazuje osjecaj odgovornosti i
kapacitet da brine o drugim ¢lanovima grupe
(28). Kombiniraju¢i podrsku osobi na lijece-
nju od ovisnosti, podrsku obitelji i podrsku
grupnim radom, KLA se opetovano potvrduje
kao uspjesan model rada u postizanju ciljeva
osobnog oporavka na istrazivanjima radeni-
ma u Hrvatskoj (29-33). S obzirom da sli¢nih
istrazivanja nedostaje u Bosni i Hercegovini,
provedeno je ovo istrazivanje kako bi se utvr-
dili ¢imbenici koji doprinose oporavku osoba

ovisnih o alkoholu.

CILJ ISTRAZIVANJA

Cilj rada jest utvrditi ¢imbenike koji doprinose
pojedinim dimenzijama osobnog oporavka, a
ti¢u se odnosa prema KLA, odnosa sa stru¢nim
djelatnikom (terapeutom), obiteljskog funkcio-

niranja i percipirane socijalne podrske.

U skladu sa istraziva¢kim ciljem postavljene su

dvije hipoteze:

H1. Duze ¢lanstvo u KLA, visa razina uklju-
¢enosti u KLA, pozitivnije procjene odnosa
sa stru¢nim djelatnikom, vide procjene u do-
menama obiteljskog funkcioniranja te visa
razina socijalne podrske znadajno ¢e doprini-
jeti objasnjenju sljede¢ih dimenzija osobnog
oporavka: Upravljanje oporavkom i oslanjanje
na druge osobe i NadilaZenje simptoma ovi-

snosti

H2. Pozitivnije procjene odnosa sa stru¢nim
djelatnikom i vie procjene u domenama obi-
teljskog funkcioniranja znacajno ¢e doprinijeti
objasnjenju sljede¢ih dimenzija osobnog opo-
ravka: Orijentacija k uspjehu i ciljevima te Sa-

mopouzdanje i pozitivna oc¢ekivanja

Through experiences and examples, new mem-
bers can strengthen their conviction that change
is possible and can visualize change based on the
experience of another person who is successfully
going through the recovery process. The longer
a member remains in a CTA, the stronger their
sense of responsibility and capacity to care for
other members of the group (28). By combining
support for the person in treatment for addiction,
support for the family, and support through group
work, CTA are repeatedly confirmed as an effective
model for achieving the goals of personal recov-
ery in studies conducted in Croatia (29-33). Given
that comparable research is lacking in Bosnia and
Herzegovina, the present study was conducted in
order to determine the factors that contribute to

the recovery of persons addicted to alcohol.

AIM OF THE STUDY

The aim of the paper is to determine the factors
that contribute to particular dimensions of per-
sonal recovery and that concern the relationship
to CTA, the relationship with the professional
(therapist), family functioning, and perceived

social support.

In line with the research aim, two hypotheses

were formulated:

H1. Longer membership in CTA, a higher level of
involvement in CTA, more positive assessments
of the relationship with the professional, higher
assessments in the domains of family function-
ing, and a higher level of social support will con-
tribute significantly to the explanation of the
following dimensions of personal recovery: Man-
aging recovery and reliance on others and Over-

coming symptoms of addiction

H2. More positive assessments of the relationship
with the professional and higher assessments in
the domains of family functioning will contribute
significantly to the explanation of the following
dimensions of personal recovery: Orientation to-
ward success and goals and Self-confidence and

positive expectations
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METODE

Uzorak

U istraZivanju je sudjelovalo 163 ispitanika koji
su ¢lanovi KLA u Bosni i Hercegovini. Istrazivanje
je provedeno u ukupno 11 KLA. KLA su odabra-
ni strategijom prigodnog uzorkovanja na temelju
saznanja istraziva¢a klini¢kog prakticara o tome
jesu li aktivni i postojanja ranijeg kontakta s vodi-
teljima KLA. Upitnik su ispunjavali ¢lanovi KLA
s bolesti ovisnosti o alkoholu, dok su iz istraZiva-
nja iskljuceni ¢lanovi obitelji koji su dolazili kao
pratnja u KLA. Ispitanici su ve¢inom muskarci
(N =133, 82 %)dok je zena 30 (18 %). Ispitanici
su gotovo jednako rasporedeni u trima dobnim
skupinama: 56 ispitanika je od 35 do 45 godina
(34 %), 54 je dobi 45 do 55 godina (33 %), a 53
ispitanika je starije od 55 godina (33 %). Vec¢ina
ispitanika je ozenjeno (N = 96 - 59 %), 30 - 18 %
ih je neozenjeno, 10 ispitanika (6 %) su udovci/
ice dok je 17 % - 27 ispitanika razvedeno. U du-
ljini apstinencije je o¢ekivano veliki varijabilitet
(minimalno manje od 1 mjesec do maksimalno
15 godina), no u prosjeku ispitanici apstiniraju
nesto manje od 3 godina (M = 32,31 mjesec, SD =
35,86). Sli¢nojeis duljinom ¢lanstvau KLA (M =
32,82 mjeseci, SD = 34,576). Na pitanje o recidivu
nisu dobiveni pouzdani podatci jer ¢ak 24 % (39
ispitanika) nije dalo odgovor na ovo pitanje. Od
onih koji su odgovorili, 54 (33 %) je imalo recidiv,
a 70 (43%) nije imalo recidiv u dosadasnjoj apsti-
nenciji. Osim alkoholizma, 44 ispitanika (27 %)

ima dijagnosticiranu i drugu psihi¢ku bolest.

Postupak istrazivanja i
instrumentarij

IstraZivanje je provedeno metodom anketiranja
od sije¢nja do prosinca 2021. godine. Kako se
radilo o razdoblju pandemije COVID-a 19, KLA
nisu redovito odrzavali sastanke pa se tijekom
provedbe ¢ekalo primjereno vrijeme za priku-
pljanje podataka ili se iznimno za korisnike
KLA koji djeluju u bolni¢kom sustavu organi-

ziralo individualno ispunjavanje upitnika. Za

METHODS

Sample

A total of 163 participants who were members of
CTA in Bosnia and Herzegovina participated in
the study. The study was conducted in a total of
11 CTA. CTA were selected using a convenience
sampling strategy based on the clinician-re-
searcher’s knowledge of whether they were ac-
tive and the existence of prior contact with club
leaders. The questionnaire was completed by
CTA members with the disease of alcohol addic-
tion, while family members who came to CTA as
companions were excluded from the study. The
participants were mostly men (N = 133, 82 %),
while there were 30 women (18 %). The partic-
ipants were almost equally distributed across
three age groups: 56 participants were aged 35 to
45 (34 %), 54 were aged 45 to 55 (33 %), and 53
participants were older than 55 (33 %). Most par-
ticipants were married (N = 96 - 59 %), 30 - 18 %
were unmarried, 10 participants (6 %) were wid-
owed, while 17 % — 27 participants were divorced.
As expected, there was considerable variability in
the length of abstinence (from a minimum of less
than 1 month to a maximum of 15 years), but
on average, participants had been abstinent for
somewhat less than 3 years (M = 32,31 months,
SD = 35,86). The same was true of the length of
membership in CTA (M = 32,82 months, SD =
34,576). Reliable data were not obtained on the
question of relapse, since as many as 24 % (39
participants) did not answer it. Of those who an-
swered, 54 (33 %) had a relapse, and 70 (43 %)
had not had a relapse during their abstinence to
date. In addition to alcoholism, 44 participants

(27 %) had a diagnosis of another mental illness.

Study Procedure and Instruments

The study was conducted using a survey from
January to December 2021. Since this was the
period of the COVID-19 pandemic, CTA were not
holding meetings regularly, so that during imple-
mentation a suitable time for data collection was

awaited, or, exceptionally, individual completion
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istraZivanje je dobivena suglasnost Pravnog fa-
kulteta Sveucilista u Zagrebu i Univerzitetskog
klini¢kog centra Tuzla. Istrazivanje je provodio
glavni istraziva¢ uz pomo¢ drugog istrazivaca,
a oba imaju iskustvo rada s osobama oboljeli-
ma od ovisnosti o alkoholu. Glavni istraziva¢
je pisanim putem voditelju KLA objasnio svr-
hu istrazivanja, a potom proveo prikupljanje
podataka u dogovorenom terminu. Ispitanici
¢lanovi KLA su osobno ispunjavali upitnik uz
prisutnost istraZziva¢a nakon odrzanog sastan-
ka KLA. Kod manjeg broja ispitanika upitnici
su popunjavani individualno u klinici s obzirom
da nije bilo grupnih susreta zbog protupande-
mijskih mjera.

Za potrebe ovog znanstvenog rada obradeni su

podatci prikupljeni sljede¢im instrumentarijem:

Ljestvica za procjenu oporavka, (34) s 24 tvrd-
nje, a odgovori se daju na bodovnoj ljestvici
od 1 do 6. Na ovom uzorku dobivena su ¢etiri
faktora a sve podljestvice definirane pojedinim
faktorom imaju visoku pouzdanost: Samopouz-
danje i pozitivna ocekivanja (Cronbachov alpha
= 0,921); Upravljanje oporavkom i oslanjanje
na druge osobe (Cronbachov alpha = 0,910);
Orijentacija k uspjehu i ciljevima (Cronbac-
hov alpha = 0,886) i Nadilazenje simptoma
(Cronbachov alpha = 0,806).

Upitnik pomaZuceg saveza, verzija za pacijente
(35) sa 14 tvrdniji, a odgovori se daju na bodov-
noj ljestvici od 1 do 6. U ovom istraZivanju dobi-
vena su dva faktora: Povjerenje i razumijevanje s
terapeutom; Zajedni¢ka usmjerenost korisnika
s terapeutom na ciljeve tretmana. Podljestvica
definirana faktorom Povjerenje i razumijevanje
s terapeutom ima visoku pouzdanost (Cronbac-
hov alpha = 0,95); dok je pouzdanost podljestvi-
ce definirane faktorom Zajednic¢ka usmjerenost
korisnika s terapeutom na ciljeve tretmana niza,

no zadovoljavajuc¢a (Cronbachov alpha = 0,74);

Ljestvica obiteljskog funkcioniranja (36) sastoji
se od 30 tvrdnji s moguc¢noscu davanja odgovo-
ra na ljestvici od 1 do 6. Faktorskom analizom

dobivena su Cetiri fakora. Podljestvica defini-

of the questionnaire was arranged for CTA cli-
ents treated within the hospital system. Ethical
approval for the study was obtained from Faculty
of Law, University of Zagreb and from the Univer-
sity Clinical Center Tuzla. The study was carried
out by the principal researcher with the assis-
tance of a second researcher, both of whom have
experience of working with persons suffering
from alcohol addiction. The principal researcher
explained the purpose of the study in writing to
the club leader and then carried out the data col-
lection at an agreed time. Participants who were
CTA members completed the questionnaire in
person, in the presence of the researcher, after a
CTA meeting had been held. For a smaller num-
ber of participants, the questionnaires were com-
pleted individually at the clinic, given that there
were no group meetings because of antipandemic

measures.

For the purposes of this scientific paper, the data
collected with the following instruments were
processed: The Recovery Assessment Scale (34)
has 24 items, and responses are given on a rat-
ing scale from 1 to 6. Four factors were obtained
in this sample, and all the subscales defined by
a particular factor have high reliability: Self-con-
fidence and positive expectations (Cronbach a =
0,921); Managing recovery and reliance on others
(Cronbach a = 0,910); Orientation toward success
and goals (Cronbach a = 0,886) and Overcoming
symptoms (Cronbach a = 0,806).

The Helping Alliance Questionnaire, patient ver-
sion (35), has 14 items, and responses are given
on a rating scale from 1 to 6. Two factors were ob-
tained in this study: Trust and understanding with
the therapist; Shared focus of client and therapist
on treatment goals. The subscale defined by the fac-
tor Trust and understanding with the therapist has
high reliability (Cronbach a = 0,95), while the reli-
ability of the subscale defined by the factor Shared
focus of client and therapist on treatment goals is

lower, though satisfactory (Cronbach a = 0,74).

The Family Functioning Scale (36) consists of
30 items, with responses given on a scale from
1 to 6. Four factors were obtained through fac-

tor analysis. The subscale defined by the factor
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rana faktorom PrivrZenost korisnika drugim
¢lanovima obitelji ima najvisu pouzdanost
(Cronbachov alpha=0,961), kao i podljestvica
definirana faktorom Funkcionalnost unutar
obiteljskih odnosa (Cronbachov alpha=0,892).
Nesto je niza pouzdanost podljestice definira-
ne faktorom Neuskladenost u odnosima unu-
tar obitelji (Cronbachov alpha = 0,849), dok je
najniza, ali zadovoljavaju¢a pouzdanost podlje-
stvice definirane faktorom Rigidnost ¢lanova
obitelji (Cronbachov alpha = 0,741).

Upitnik o razini grupne ukljuéenosti (37). Kori-
$tena je kraca verzija ljestvice od 7 tvrdnji, a od-
govore je moguce dati na ljestvici od 1 do 5. Dobi-
vena je jednofaktorska struktura te ljestvica ima
visoku pouzdanost (Cronbachov alpha = 0,915).

Visedimenzionalna ljestica percipirane socijal-
ne podrske (38) koja se sastoji od 12 ¢estica, a
odgovori se daju na bodovnoj ljestvici od 1 do
7. Izvorno ljestvica ima tro-faktorsku struktu-
ru s percipiranom podrskom obitelji, prijatelja
i znacajne druge osobe. Medutim, na ovom
uzorku dobivena je dvo-faktorska struktura
bez dostatnog razlikovanja podrske obitelji od
druge znacajne osobe. Obje podljestvice defini-
rane dvama faktorima imaju visoke koeficijen-
te pouzdanosti. Podljestvica koja se odnosi na
percipiranu podrgku obitelji ima pouzdanost a=
0,95, dok Podljestvica koja se odnosi na perci-
piranu podrsku prijatelja a=0,96.

Ukupni rezultat na svakoj ljestvici izracunat je
kao srednja vrijednost odgovora na svim tvrd-

njama ljestvice.

Niti jedan od mjernih instrumenata nije stan-
dardiziran na nacionalnom uzorku u Bosni i
Hercegovini. Koliko je poznato temeljem baze
Google Scholar, niti jedno drugo istraZivanje u
BIH nije koristilo instrumente Upitnik poma-
Zuleg saveza, Ljesvicu obiteljskog funkcionira-

nja i Upitnik o razini grupne ukljuéenosti.

Ljestvica za procjenu oporavka koristena je u
istrazivanju Mahmutovi¢ (39) te je na uzorku
od 200 ispitanika s iskustvom psihicke bolesti

dobivena faktorska struktura od pet faktora s

Client’s attachment to other family members
has the highest reliability (Cronbach a = 0,961),
as does the subscale defined by the factor Func-
tioning within family relationships (Cronbach o
= 0,892). The reliability of the subscale defined
by the factor Discord in family relationships is
somewhat lower (Cronbach a = 0,849), while the
lowest, though satisfactory, reliability is that of
the subscale defined by the factor Rigidity of fam-
ily members (Cronbach a = 0,741).

The Group Engagement Measure (37). A short-
er version of the scale, with 7 items, was used,
and responses can be given on a scale from 1 to
5. A single-factor structure was obtained, and the
scale has high reliability (Cronbach o = 0,915).

The Multidimensional Scale of Perceived Social
Support (38) consists of 12 items, and responses
are given on a rating scale from 1 to 7. The scale
originally has a three-factor structure, with per-
ceived support from family, from friends, and
from a significant other. However, in this sam-
ple, a two-factor structure was obtained, without
sufficient differentiation of support from family
from that of a significant other. Both subscales
defined by the two factors have high reliability
coefficients. The subscale relating to perceived
support from family has a reliability of o = 0,95,
while the subscale relating to perceived support

from friends has o = 0,96.

The total score on each scale was calculated as the

mean of the responses to all the items on the scale.

None of the measurement instruments has been
standardized on a national sample in Bosnia and
Herzegovina. To the best of our knowledge, based
on the Google Scholar database, no other study
in Bosnia and Herzegovina has used the Helping
Alliance Questionnaire, the Family Functioning

Scale, or the Group Engagement Measure.

The Recovery Assessment Scale was used in the
study by Mahmutovi¢ (39), and in a sample of
200 participants with experience of mental ill-
ness, a five-factor structure was obtained, with
high reliability coefficients: personal confidence
and hope (o = 0,87), willingness to ask for help

(a0 =,99), goal and success orientation (o = 0,94),
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visokim koeficijentima pouzdanosti: osobno
samopouzdanje i nada (a = 0,87), spremnost
na trazenje pomodi (a = ,99), usmjerenost na
cilj i uspjeh (a = 0,94), oslanjanje na druge (a

= 0,86) i nedominiranje simtpoma (a = 0,89).

Visedimenzionalna ljestvica percipirane socijalne
podrske kori$tena je u vi$e istraZivanja u BIH. U
spomenutom istrazivanju Mahmutovi¢ (39) do-
bivena je tro-faktorska sa visokim koeficijentom
pouzdanosti: Podrgka - znacajni drugi (o = 0,96),
Podrska - prijatelji (o = 0,96), Podrska — obitelj
(o = 0,97). I na drugim uzorcima potvrdena je
trofaktorska struktura s visokim koeficijentom
pouzdanosti za sve faktore (izmedu 0,85 i 0,95)
pri ¢emu je najnizi koeficijent pouzdanosti za po-
drsku znacajnih drugih. Uzorci su bili osobe s in-
validitetom (40), studenti (41), starije osobe (42).

Pored standardiziranih instrumenata, za po-
trebe ovog rada koristene su dodatne dvije
varijable mjerene po jednim pitanjem: ukupna
duljina ¢lanstva u KLA (u mjesecima), ¢estina
dolaska na sastanke KLA (raspon l-jednom

tjedno, 4-jednom godisnje).

Rezultati su obradeni u programskom paketu
IBM SPSS Statistics for Windows, 27.0 (43). Goto-
vo svi podatci prikupljeni su prethodno navede-
nim standardiziranim instrumenatima. Osnovna
analiza podataka bila je hijerarhijska regresijska
analiza s uvodenjem varijabli u tri bloka: (1) od-
nos prema KLA, (2) odnos sa stru¢nim djelat-
nikom, (3) obiteljsko funkcioniranje i socijalna
podrska. Osim toga koristena je metoda analize
glavnih komponenti za provjeru faktorske struk-
ture upitnika, korelacija i mjere deskriptivne stati-

stike (aritmeticka sredina, standardna devijacija).

REZULTATI

Deskriptivni rezultati za
prediktorske i kriterijske varijable

Prije prikazivanja rezultata hijerarhijske re-
gresijske analize prikazat ¢e se deskriptivni

rezultati za prediktorske i kriterijske varijable

reliance on others (o = 0,86), and no domination

by symptoms (a = 0,89).

The Multidimensional Scale of Perceived So-
cial Support has been used in several studies in
Bosnia and Herzegovina. In the study by Mah-
mutovi¢ mentioned above (39), a three-factor
structure was obtained with a high reliability co-
efficient: Support - significant others (a = 0,96),
Support - friends (a = 0,96), Support — family (a
= 0,97). The three-factor structure has also been
confirmed on other samples, with a high reliabil-
ity coefficient for all factors (between 0,85 and
0,95), the lowest reliability coefficient being that
for support from significant others. The samples
were persons with disabilities (40), students (41),
and older persons (42).

In addition to the standardized instruments, two
further variables measured by a single question
each were used for the purposes of this paper: to-
tal length of membership in CTA (in months), and
frequency of attendance at CTA meetings (range

1 - once a week, 4 — once a year).

The results were processed in the software pack-
age IBM SPSS Statistics for Windows, 27.0 (43).
Almost all data were collected using the standard-
ized instruments listed above. The principal data
analysis was hierarchical regression analysis with
the introduction of variables in three blocks: (1)
relationship to CTA, (2) relationship with the pro-
fessional, and (3) family functioning and social
support. In addition, principal component anal-
ysis was used to examine the factor structure of
the questionnaires, along with correlations and
measures of descriptive statistics (mean, stan-

dard deviation).

RESULTS

Descriptive Results for Predictor
and Criterion Variables

Before the results of the hierarchical regression
analysis are presented, the descriptive results for

the predictor and criterion variables (Table 1) and
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(tablica 1) te korelacija izmedu prediktorskih i
kriterijskih varijabli (tablica 2).

Prosje¢ni odgovori ispitanika ukazuju na poma-
knutost distribucija prema visim vrijednostima
i dobroj procjeni aspekata rada KLA: vlastite
uklju¢enosti (M=4,31), povjerenje i razumije-
vanje s terapeutom (M = 5,3) koje je nesto vige
u odnosu na zajedni¢ku usmjerenost na cilje-
ve tretmana (M = 5,01). Prosje¢ni odgovori za
prediktore vezane uz obitelj i socijalnu podrsku
ukazuju na nize zadovoljstvo tim aspektima Zi-
vota u odnosu na vrednovanje KLA i stru¢njaka,
no i dalje su odgovori izmedu srednjih i visih vri-
jednosti. Ispitanici viSom ocjenjuju percipiranu
podrsku obitelji (M = 5,53) u odnosu na podrsku
prijatelja (M = 5,32). U dimenzijama obiteljskog

funkcioniranja na ljestvici od 1 do 6 najvisim je

the correlations between the predictor and crite-

rion variables (Table 2) are presented.

The participants’ mean responses indicate that
the distributions are shifted toward higher values
and that the aspects of CTA activity are assessed
favorably: their own involvement (M = 4,31),
trust and understanding with the therapist (M =
5,3), which is somewhat higher than shared fo-
cus on treatment goals (M = 5,01). The mean re-
sponses for the predictors relating to family and
social support indicate lower satisfaction with
these aspects of life than with the evaluation of
CTA and the professional, but the responses still
lie between the middle and higher values. Par-
ticipants rate perceived support from family (M
= 5,53) higher than support from friends (M =
5,32). Among the dimensions of family function-

ing, on a scale from 1 to 6, functioning within

TABLICA 1. Deskriptivna statistika za prediktorske i kriterijske varijable

TABLE 1. Descriptive statistics for predictor and criterion variables

PREDIKTORI / PREDICTORS

Duljina dolaska na sastanke klubova lijecenih alkoholi¢ara (u mjesecima)
/ Length of attendance at Clubs of Treated Alcoholics meetings (in months)

Cestina dolaska na sastanke KLA (1-jednom tjedno, 4-jednom godi$nje)
/ Frequency of attendance at CTA meetings (1 - once a week, 4 - once a year)

Razina ukljuc¢enosti u rad KLA / Level of involvement in CTA activities

Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist

Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana
/ Shared focus of client and therapist on treatment goals

Privrzenost korisnika drugim ¢lanovima obitelji
/ Client’s attachment to other family members

Neuskladenost u odnosima unutar obitelji / Discord in family relationships
Funkcionalnost unutar obiteljskih odnosa / Functioning within family relationships
Rigidnost ¢lanova obiteljii / Rigidity of family members

Percipirana podrska obitelji / Perceived support from family

Percipirana podrska prijatelja / Perceived support from friends

KRITERIJI / CRITERIA

Samopouzdanje i pozitivna ocekivanja / Self-confidence and positive expectations

Upravljanje oporavkom i oslanjanje na druge osobe
/ Managing recovery and reliance on others

Orijentacija ka uspjehu i ciljevima / Orientation toward success and goals

Nadilazenje simptoma ovisnosti / Overcoming symptoms of addiction

N Min Maks. / Max. M SD
163 0 180 32,82 34,576
162 1 4 1,18 0,472
163 1,00 5,00 4,31 0,739
163 1,80 6,00 53 ,7699
163 2,75 6,00 5,01 ,8099
163 1,36 6,00 4,39 1,074
163 1,00 6,00 3,46 1,164
163 1,00 6,00 4,66 1,161
163 1,00 6,00 3,77 1,183
163 1,00 7,00 553 1,319
163 1,00 7,00 5,32 1,488
163 1,75 5,00 4,23 0,681
163 2,50 5,00 4,21 0,67
163 1,75 5,00 4,27 0,685
163 1,00 5,00 4,06 0,839

Biljeska: Min = minimalna vrijednost; Maks = maksimalna vrijednost; M = aritmeticka sredina; SD = standardna devijacija

/ Note: Min = minimum value; Max = maximum value; M = mean; SD = standard deviation
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TABLICA 2. Korelacija prediktorskih i kriterijskih varijabli (N=163)
TABLE 2. Correlation of predictor and criterion variables (N = 163)

Samopouzdanje i
pozitivna oéekivanja

/ Self-confidence and
positive expectations

Duljina dolaska na sastanke klubova lije¢enih r
alkoholicara (u mjesecima)

/ Length of attendance at Clubs of Treated p
Alcoholics meetings (in months)

Cestina dolaska na sastanke KLA r
(1-jednom tjedno, 4-jednom godisnje)

/ Frequency of attendance at CTA meetings p

(1 - once a week, 4 — once a year)

Razina ukljucenosti u rad KLA r
/ Level of involvement in CTA activities

p
Povjerenje i razumijevanje s terapeutom r
/Trust and understanding with the therapist

p
Zajednicka usmjerenost korisnika s terapeutom r
na ciljeve tretmana / Shared focus of client and
therapist on treatment goals p
Privrzenost korisnika drugim ¢lanovima obitelji r
/ Client’s attachment to other family members

P
Neuskladenost u odnosima unutar obitelji r
/ Discord in family relationships

p
Funkcionalnost unutar obiteljskih odnosa r
/ Functioning within family relationships

p
Rigidnost ¢lanova obiteljii r
/ Rigidity of family members

p
Percipirana podrska obitelji r
/ Perceived support from family

P
Percipirana podrska prijatelja r
/ Perceived support from friends

p

,009

913

,083

297

5217

,000

AT

,000

459™

,000

,000

4027

,000

Upravljanje oporavkom i
oslanjanje na druge osobe
/ Managing recovery and
reliance on others

Orijentacija ka
uspjehui ciljevima
/ Orientation toward
success and goals

156" ,035
047 658
-,002 -,031
983 694
5117 4197
,000 ,000
378" 245"
,000 ,002
361" 344"
,000 ,000
524 485"
,000 ,000
-014 ,025
864 750
453 417"
,000 ,000
170° 270"
,030 ,000
534 455"
,000 ,000
537" 408"
,000 ,000

Biljeska: r= Pearsonov koeficijent korelacije, **p < 0,001
/ Note: r = Pearson correlation coefficient, **p < 0,001

ocijenjena funkcionalnost unutar obiteljskih od-
nosa (M = 4,66), potom Privrzenost (M = 4,39),
dok su nize procjene na dimenziji rigidnosti (M
= 3,77) i neuskladenosti (M = 3,46).

Sto se ti¢e dimenzija oporavka kao kriterijskih
varijabli, i ovdje su procjene pomaknute prema
vi§im vrijednostima. Ispitanici najvis§im pro-
¢jenjuju orijentaciju k uspjehu i ciljevima (M =
4,27), potom samopouzdanje i pozitivna oceki-
vanja (M = 4,23), upravljanje oporavkom (M =
4,21), a ne$to niZe procjenjuju da su prevladali

simptome ovisnosti (M = 4,06).

family relationships was rated highest (M = 4,66),
followed by Attachment (M = 4,39), while assess-
ments are lower on the dimensions of rigidity (M
=3,77) and discord (M = 3,46).

As for the dimensions of recovery as criterion
variables, here too the assessments are shifted
toward higher values. Participants rate orienta-
tion toward success and goals highest (M = 4,27),
followed by self-confidence and positive expec-
tations (M = 4,23) and managing recovery (M =
4,21), while they rate having overcome the symp-

toms of addiction somewhat lower (M = 4,06).
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S obzirom da varijable Cestina dolaska na sa-
stanke KLA i dimenzija obiteljskog funkcioni-
ranja Neuskladenost u odnosima unutar obite-
lji ne koreliraju znacajno ni s jednim kriterijem,
izostavljene su iz daljnjih analiza. Varijabla Du-
ljina dolaska na sastanke KLA (u mjesecima)
zadrzana je u modelu samo za kriterij Uprav-

ljanje oporavkom i oslanjanje na druge osobe.

Rezultati hijerarhijske regresijske
analize

Varijable su uvedene u blokovima koji se odno-
se redom na odnos ¢lanova prema grupi (Razina
uklju¢enosti u rad KLA te u jednom kriteriju
Duljina dolaska na sastanke KLA), odnos sa
stru¢nim djelatnikom (Povjerenje i razumije-
vanje s terapeutom, Zajedni¢ka usmjerenost
korisnika s terapeutom na ciljeve tretmana),
bliski odnosi u okruzenju koji uklju¢uju obitelj-
sko funkcioniranje (Privrzenost korisnika dru-
gim ¢lanovima obitelji, Funkcionalnost unutar
obiteljskih odnosa, Rigidnost ¢lanova obiteljii)
isocijalnu podrsku (Percipirana podrgka obitelji,

Percipirana podrska prijatelja).

U prvoj analizi kriterijska varijabla bila je Sa-

mopouzdanje i pozitivna ocekivanja (tablica 3).

Odabranim modelom objasnjeno je 42 % krite-
rijske varijable Samopouzdanje i pozitivna oce-
kivanja pri ¢emu je svaki blok varijabli znacajno
doprinio objasnjenju kriterijske varijable. Od
pojedina¢nih prediktora u posljednjem koraku
znacajnim se pokazao jedino prediktor razine
ukljucenosti u rad KLA ((B) = 0,299).

U drugoj analizi kriterijska varijabla bila je
Upravljanje oporavkom i oslanjanje na druge
osobe (tablica 4).

Uvodenjem sva tri bloka varijabli objagnjeno
je ukupno 47 % varijance kriterija Upravlja-
nje oporavkom i oslanjanje na druge osobe.
Sva tri bloka varijabli su znac¢ajno doprinijeli
objasnjenju kriterijske varijable. Sto se ti¢e po-

jedinaé¢nih prediktora, nekoliko ih se u posljed-

Since the variable Frequency of attendance at
CTA meetings and the family functioning di-
mension Discord in family relationships do not
correlate significantly with any of the criteria,
they were omitted from further analyses. The
variable Length of attendance at CTA meetings
(in months) was retained in the model only for
the criterion Managing recovery and reliance on

others.

Results of the Hierarchical
Regression Analysis

The variables were entered in blocks relating, in
order, to members’ relationship to the group (Level
of involvement in CTA activities and, for one cri-
terion, Length of attendance at CTA meetings),
the relationship with the professional (Trust and
understanding with the therapist, Shared focus
of client and therapist on treatment goals), and
close relationships in the person’s environment, com-
prising family functioning (Client’s attachment to
other family members, Functioning within family
relationships, Rigidity of family members) and so-
cial support (Perceived support from family, Per-

ceived support from friends).

In the first analysis, the criterion variable was
Self-confidence and positive expectations (Table
3).

The selected model explained 42 % of the criteri-
on variable Self-confidence and positive expecta-
tions, with each block of variables contributing
significantly to the explanation of the criterion
variable. Among the individual predictors in the
final step, only the predictor level of involvement
in CTA activities proved significant () = 0,299).

In the second analysis, the criterion variable was
Managing recovery and reliance on others (Table
4).

The introduction of all three blocks of variables
explained a total of 47 % of the variance of the
criterion Managing recovery and reliance on oth-
ers. All three blocks of variables contributed sig-
nificantly to the explanation of the criterion vari-

able. Regarding the individual predictors, several
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TABLICA 3. Rezultati hijerarhijske regresijske analize za kriterij Samopouzdanje i pozitivna ocekivanja
TABLE 3. Results of the hierarchical regression analysis for the criterion Self-confidence and positive expectations

Model B (B).

1 (Konstanta) / (Constant) 2,161
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities 480 ,521%%*%
R=0,521; R?=0,271; R*corr = 0,267, AR=0,271, p=0,000

2 (Konstanta) / (Constant) ,968
Razina ukljucenosti u rad KLA / Level of involvement in CTA activities ,347 ,377%**
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist ,156 176%
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana 187 ,223%%
/ Shared focus of client and therapist on treatment goals
R=0,619; R?= 0,383; R’corr = 0,371, AR=0,111, p=0,000

3 (Konstanta) / (Constant) 714
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities 276 ,299%%*
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist 122 ,138
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana 125 ,148
/ Shared focus of client and therapist on treatment goals
Privrzenost korisnika drugim ¢lanovima obitelji / Client’s attachment to other family members ,064 ,101
Funkcionalnost unutar obiteljskih odnosa / Functioning within family relationships ,024 ,042
Rigidnost ¢lanova obiteljii / Rigidity of family members ,028 ,048
Percipirana podrska obitelji / Perceived support from family ,082 ,158
Percipirana podrska prijatelja / Perceived support from friends ,020 ,044

R=0,673; R?= 0,452; R’corr = 0,424, AR=0,070, p=0,002

Biljeska / Note: *p < 0,05, **p < 0,01, ***p < 0,001 B - B-koeficijent, (B) - B-koeficijent u zavrsnom koraku / B - B-coefficient, (B) - B-coefficient in the final step

njem bloku pokazalo statisti¢ki zna¢ajnima u
objadnjenju kriterijske varijable. To su Razina
ukljucenosti u rad KLA ((B) = 0,294), Privrze-
nost korisnika drugim ¢lanovima obitelji (()
= 0,196) i Percipirana podrska prijatelja () =
0,250).

Treca kriterijska varijabla kao dimenzija pro-
cjene oporavka je Orijentacija k uspjehu i cilje-

vima (tablica 5).

Uvedena tri bloka prediktorskih varijabli u po-
sljednjem koraku objasnjavaju 36 % varijance
kriterija Orijentacija k uspjehu i ciljevima te
su sva tri bloka statisti¢ki zna¢ajno doprinije-
la objagnjenju kriterijske varijable. U posljed-
njem koraku prediktori koji statisticki znacaj-
no objasnjavaju kriterijsku varijablu su Razina
ukljucenosti u rad KLA ((B) = 0,249), Privrze-

proved statistically significant in the final block in
explaining the criterion variable. These are Lev-
el of involvement in CTA activities ((B) = 0,294),
Client’s attachment to other family members ((B)
=0,196), and Perceived support from friends ((B)
=0,250).

The third criterion variable, as a dimension of re-
covery assessment, is Orientation toward success
and goals (Table 5).

The three blocks of predictor variables entered in
the final step explain 36 % of the variance of the
criterion Orientation toward success and goals,
and all three blocks contributed statistically sig-
nificantly to the explanation of the criterion vari-
able. In the final step, the predictors that statis-
tically significantly explain the criterion variable
are Level of involvement in CTA activities ((B) =

0,249), Client’s attachment to other family mem-
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TABLICA 4. Rezultati hijerarhijske regresijske analize za kriterij Upravljanje oporavkom i oslanjanje na druge osobe
TABLE 4. Results of the hierarchical regression analysis for the criterion Managing recovery and reliance on others

Model B (B)-

1 (Konstanta) / (Constant) 2,218
Duljina dolaska na sastanke Klubova lijecenih alkoholicara ,001 ,062
/ Length of attendance at Clubs of Treated Alcoholics meetings
Razina ukljucenosti u rad KLA / Level of involvement in CTA activities 453 LA499%**
R=0,515; R?=0,265; R*corr = 0,256, AR=0,265, p=0,000

2 (Konstanta) / (Constant) 1,453
Duljina dolaska na sastanke Klubova lijecenih alkoholic¢ara ,001 ,072
/ Length of attendance at Clubs of Treated Alcoholics meetings
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities ,369 A406%%*
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist ,072 ,082
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana ,148 179
/ Shared focus of client and therapist on treatment goals
R=0,561; R?=0,314; R’%corr = 0,297, AR=0,050, p=0,004

3 (Konstanta) / (Constant) 1,088
Duljina dolaska na sastanke Klubova lijecenih alkoholicara ,001 ,069
/ Length of attendance at Clubs of Treated Alcoholics meetings
Razina ukljucenosti u rad KLA / Level of involvement in CTA activities ,267 ,294%**
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist ,015 ,018
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana ,057 ,069
/ Shared focus of client and therapist on treatment goals
Privrzenost korisnika drugim ¢lanovima obitelji / Client’s attachment to other family members 122 ,196*
Funkcionalnost unutar obiteljskih odnosa / Functioning within family relationships ,000 ,000
Rigidnost ¢lanova obiteljii / Rigidity of family members ,033 ,058
Percipirana podrska obitelji / Perceived support from family ,055 ,108
Percipirana podrska prijatelja / Perceived support from friends 13 ,250%%

R=0,705; R*= 0,496; R*corr = 0,467, AR=0,182, p=0,000

Biljeska / Note: *p < 0,05, **p < 0,01, ***p < 0,001 B - B-koeficijent, (B) — B-koeficijent u zavrsnom koraku / - B-coefficient, (B) - B-coefficient in the final step

nost korisnika drugim ¢lanovima obitelji ((B) =
0,213) i Rigidnost ¢lanova obitelji ((B) = 0,145).

Posljednja dimenzija procjene oporavka koja je
koristena kao kriterijska varijabla je NadilaZe-

nje simptoma ovisnosti (tablica 6).

Sva tri bloka varijabli objagnjavaju tek 25 % va-
rijance kriterija nadilaZenje simptoma ovisno-
sti pri éemu su sva tri bloka svojim uvodenjem
statisticki znacajno doprinijela objasnjenju
kriterijske varijable. U posljednjem bloku samo
prediktor Razina uklju¢enosti u rad KLA ((B) =
0,260) pojedina¢no statisti¢ki zna¢ajno dopri-

nosi objasnjenju kriterijske varijable.

bers ((B) = 0,213), and Rigidity of family members
((B) = 0,145).

The last dimension of recovery assessment used
as a criterion variable is Overcoming symptoms
of addiction (Table 6).

All three blocks of variables explain only 25 % of
the variance of the criterion overcoming symp-
toms of addiction, with all three blocks, through
their introduction, contributing statistically sig-
nificantly to the explanation of the criterion vari-
able. In the final block, only the predictor Level of
involvement in CTA activities (() = 0,260) indi-
vidually contributes statistically significantly to

the explanation of the criterion variable.
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TABLICA 5. Rezultati hijerarhijske regresijske analize za kriterij Orijentacija k uspjehu i ciljevima
TABLE 5. Results of the hierarchical regression analysis for the criterion Orientation toward success and goals

Model B (B).

1 (Konstanta) / (Constant) 2,601
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities ,388 A19%%*
R=0,419; R?=0,175; R*corr = 0,170, AR=0,175, p=0,000

2 (Konstanta) / (Constant) 2,036
Razina ukljucenosti u rad KLA / Level of involvement in CTA activities ,338 ,365%**
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist -,083 -,093
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana 243 ,288%*
/ Shared focus of client and therapist on treatment goals
R=0,478; R?= 0,229; R’corr = 0,214, AR=0,054, p=0,005

3 (Konstanta) / (Constant) 1,540
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities 231 ,249%%
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist 115 5129
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana 145 A71
/ Shared focus of client and therapist on treatment goals
Privrzenost korisnika drugim ¢lanovima obitelji / Client’s attachment to other family members 136 ,213%
Funkcionalnost unutar obiteljskih odnosa / Functioning within family relationships ,006 ,010
Rigidnost ¢lanova obiteljii / Rigidity of family members ,084 ,145%
Percipirana podrska obitelji / Perceived support from family ,079 153
Percipirana podrska prijatelja / Perceived support from friends ,045 ,098

R=0,623; R?= 0,388; R?corr = 0,356, AR=0,159, p=0,000

Biljeska / Note: *p < 0,05, **p < 0,01, ***p < 0,001 B - B-koeficijent, (B) - B-koeficijent u zavrsnom koraku / B - B-coefficient, (B) - B-coefficient in the final step

RASPRAVA

Provedeno istrazivanje u najve¢oj mjeri podupire
holisti¢ki pristup doprinosa individualnih, obi-
teljskih, socijalnih i grupnih ¢imbenika na pro-
¢jenu osobnog oporavka kod osoba oboljelih od
ovisnosti o alkoholu. Tako se uvodenjem svakog
prediktorskog bloka statisticki zna¢ajno unapri-
jedilo objagnjenje varijance kriterija dimenzija
osobnog oporavka. Najvi$e je varijance kriterija
objasnjeno za dimenzije Upravljanje oporavkom
i oslanjanje na druge osobe (47 % i Samopouzda-
nje i pozitivna olekivanja (42 %). Manje je vari-
jance objasnjeno za one dimenzije oporavka koje
se ti¢u ostvarenja konkretnih ciljeva tretmana,
a to su Orijentacija k uspjehu i ciljevima (35 %)

i NadilaZenje simptoma ovisnosti (svega 25 %).

Od individualnih ¢imbenika dosljedno se zna-

¢ajnom pokazuje varijabla Razina ukljucenosti

DISCUSSION

The study conducted largely supports a holistic
approach to the contribution of individual, fam-
ily, social, and group factors to the assessment
of personal recovery among persons suffering
from alcohol addiction. The introduction of each
predictor block thus significantly improved the
explanation of the criterion variance for the di-
mensions of personal recovery. The greatest pro-
portion of criterion variance was explained for
the dimensions Managing recovery and reliance
on others (47 %) and Self-confidence and positive
expectations (42 %). Less variance was explained
for those dimensions of recovery that concern the
achievement of concrete treatment goals, namely
Orientation toward success and goals (35 %) and

Overcoming symptoms of addiction (only 25 %).

Among the individual factors, the variable Level

of involvement in CTA activities emerges as con-
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TABLICA 6. Rezultati hijerarhijske regresijske analize za kriterij NadilaZenje simptoma ovisnosti
TABLE 6. Results of the hierarchical regression analysis for the criterion Overcoming symptoms of addiction

Model B (B)-

1 (Konstanta) / (Constant) 2,071
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities 461 A06%%*
R=0,406; R?= 0,165; R*corr = 0,160, AR=0,165, p=0,000

2 (Konstanta) / (Constant) 1,376
Razina ukljucenosti u rad KLA / Level of involvement in CTA activities ,394 ,347%**
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist -,035 -,032
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana ,233 25
/ Shared focus of client and therapist on treatment goals
R=0,451; R?= 0,204; R?corr = 0,189, AR=0,039, p=0,023

3 (Konstanta) / (Constant) 938
Razina uklju¢enosti u rad KLA / Level of involvement in CTA activities 296 ,260%*
Povjerenje i razumijevanje s terapeutom / Trust and understanding with the therapist -,055 -051
Zajednicka usmjerenost korisnika s terapeutom na ciljeve tretmana 125 121
/ Shared focus of client and therapist on treatment goals
Privrzenost korisnika drugim ¢lanovima obitelji / Client’s attachment to other family members ,023 ,030
Funkcionalnost unutar obiteljskih odnosa / Functioning within family relationships ,065 ,090
Rigidnost ¢lanova obiteljii / Rigidity of family members ,085 119
Percipirana podrska obitelji / Perceived support from family ,084 131
Percipirana podrska prijatelja / Perceived support from friends ,062 ,109

R=0,538; R?=0,290; R’corr = 0,253, AR=0,086, p=0,003

Biljeska / Note: *p < 0,05, **p < 0,01, ***p < 0,001 B - B-koeficijent, (B) - B-koeficijent u zavrsnom koraku / B - B-coefficient, () - B-coefficient in the final step

u rad KLA za objasnjenje svih dimenzija opo-
ravka. Uvodenjem bloka varijabli koje se odno-
se na odnos sa stru¢njakom u KLA znacajno se
doprinijelo objasnjenju varijance kriterija za
sve Cetiri dimenzije oporavka. Za obja$njenje
pojedinih dimenzija oporavka (Samopouzdanje
i pozitivna olekivanja, Orijentacija k uspjehu i
ciljevima, NadilaZenje simptoma ovisnosti) je u
drugom koraku analize bio znacajan prediktor
Zajednicka usmjerenost korisnika s terapeu-
tom na ciljeve tretmana $to je vazno za razu-
mijevanje spremnosti na promjenu (11). Ipak,
u posljednjem koraku niti jedna od dimenzija
odnosa sa stru¢njakom nije ostala pojedina¢no
znacajni prediktor procjene oporavka. Znacaj-
nim su se pokazali odnosi s obitelji i socijalna
podrska za objasnjenje dviju dimenzija oporav-
ka. Za objagnjenje dimenzije Upravljanje opo-

ravkom i oslanjanje na druge osobe znacajni su

sistently significant in explaining all the dimen-
sions of recovery. The introduction of the block
of variables relating to the relationship with the
professional in CTA contributed significantly to
the explanation of the criterion variance for all
four dimensions of recovery. For the explanation
of particular dimensions of recovery (Self-confi-
dence and positive expectations, Orientation to-
ward success and goals, Overcoming symptoms of
addiction), Shared focus of client and therapist on
treatment goals was a significant predictor in the
second step of the analysis, which is important
for understanding readiness to change (11). In
the final step, however, none of the dimensions of
the relationship with the professional remained
an individually significant predictor of recov-
ery assessment. Family relationships and social
support proved significant in explaining two di-
mensions of recovery. For the explanation of the

dimension Managing recovery and reliance on
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prediktori Privrzenost korisnika drugim ¢lano-
vima obitelji i Percipirana podrska prijatelja. Za
dimenziju Orijentacija ka uspjehu i ciljevima
znacajni prediktori su PrivrZenost korisnika
drugim ¢lanovima obitelji i zanimljivo Rigid-
nost ¢lanova obitelji koja je u ovom slucaju za-
gtitni ¢imbenik koji je relevantan za ustrajnost
u postavljenim apstinencijskim ciljevima i cilje-

vima oporavka.

Obje hipoteze su djelomi¢no potvrdene gdje je
potvrden ukupni doprinos modela objasnjenju
dimenzija oporavka te pojedina¢ni doprinos
vi$e razine uklju¢enosti u KLA i nekih dimen-
zija obiteljskog funkcioniranja za objasnjenje
dimenzija oporavka. Suprotno oéekivanjima,
nije se potvrdio pojedina¢ni doprinos odnosa
sa stru¢njakom kao statisticki znacajnog za

obja$njenje dimenzija oporavka.

Rezultati provedenog istrazivanja ukazuju u
prilog djelovanju KLA u Bosni i Hercegovini s
obzirom da su ispitanici visoko procijenili sve
dimenzije osobnog oporavka. To je u skladu s
istraZivanjima koja ukazuju na pozitivne uéin-
ke KLA i u Republici Hrvatskoj (29-32,44). Re-
zultati istraZivanja podupiru vi§edimenzional-
ni pristup lije¢enju na kojemu se temelji model
KLA (2,33,45).

Razina osobne uklju¢enosti se pokazala vise-
struko vaznom, a pokazatelj je individualne
spremnosti na angazman ili bihevioralni poka-
zatelj motiviranosti i discipline koja je vazna u
radu KLA (14). U buduéim istrazivanjem valjalo
bi podrobnije operacionalizirati spremnost na
promjenu te ispitati u¢inke pozitivno ili nega-
tivno uvjetovane motivacije za promjenom (8-
10,12,13).

U ovom istraZivanju se nije potvrdilo oc¢ekiva-
no znacenje stru¢nog djelatnika u onoj mje-
ri u kojoj je to potvrdeno na uzorku ¢lanova
KLA u Republici Hrvatskoj (46). Mogucée je da
navedene razlike proizlaze iz razli¢itog ustroj-
stva i brojnosti ¢lanova KLA u BIH u odnosu

na Hrvatsku. U budud¢im bi istraZivanjima

others, the significant predictors are Client’s at-
tachment to other family members and Perceived
support from friends. For the dimension Orien-
tation toward success and goals, the significant
predictors are Client’s attachment to other fami-
ly members and, interestingly, Rigidity of family
members, which in this case is a protective factor
relevant to persistence in the abstinence and re-

covery goals that have been set.

Both hypotheses were partially confirmed, in
that the overall contribution of the model to the
explanation of the dimensions of recovery was
confirmed, as was the individual contribution of
a higher level of involvement in CTA and some
dimensions of family functioning to the explana-
tion of the dimensions of recovery. Contrary to
expectations, the individual contribution of the
relationship with the professional as statistically
significant for the explanation of the dimensions

of recovery was not confirmed.

The results of the study conducted speak in favor
of the work of CTA in Bosnia and Herzegovina,
given that participants rated all the dimensions
of personal recovery highly. This is consistent
with studies pointing to the positive effects of
CTA in the Republic of Croatia as well (29-32,44).
The results of the study support the multidimen-
sional approach to treatment on which the CTA
model is based (2,33,45).

The level of personal involvement proved im-
portant in several respects and is an indicator of
individual readiness to engage or a behavioral in-
dicator of the motivation and discipline that are
important in the work of CTA (14). In future re-
search, readiness to change should be operation-
alized in more detail, and the effects of positively
or negatively conditioned motivation for change
should be examined (8-10,12,13).

In this study, the significance of the professional
was not confirmed to the extent to which it was
confirmed in a sample of CTA members in the Re-
public of Croatia (46), contrary to expectation. It
is possible that these differences arise from the
different structure and size of CTA member-

ship in Bosnia and Herzegovina compared with

V. Huremovi¢, A. Opaci¢: Contribution of Group, Professional, and Family Factors to Recovery Assessment Among Members of
Clubs of Treated Alcoholics in Bosnia and Herzegovina. Soc. psihijat. Vol. 54 (2026) No. 1, p. 17-37.

33



34

trebalo posebnu pozornost obratiti ispitiva-
nju u¢inaka grupe $to ukljucuje istrazivanje
odnosa sa stru¢njakom, ali i odnose s drugim
¢lanovima.

Obiteljski ¢imbenici su znadajni za objanjenje
dvije od Cetiri dimenzije oporavka pri ¢emu je
osim ocekivano pozitivnih (funkcionalnost i
podrska), zna¢ajnim za jednu dimenziju i rigid-
nost u obitelji. Brojni autori naglasavaju ulogu
obitelji za uspjesno lijecenje (5,47) no nije sa-
svim jasno koji su obiteljski mehanizmi klju¢ni
u toj podrici. Prema obiteljskoj sistemskoj te-
rapiji kod obitelji koje su pogodene ovisnosti
o alkoholu vazno je reducirati razinu tjeskobe
u obitelji, ali i promovirati emocionalnu dife-
rencijaciju kod svih ¢lanova obitelji (48). Kako
je rije¢ o naoko suprotstavljenim tendencija-
ma zblizavanja i odvajanja, mozda je upravo
rjeSenje u kombinaciji podrske i rigidnosti u
smislu drZanja obiteljskih pravila da se ustraje
u ciljevima lije¢enja. Potrebno je u buduéno-
sti provesti daljnja istrazivanja o utvrdivanju
specifitnih mehanizama koji doprinose cjelo-
vitom oporavku osoba oboljelih od ovisnosti o
alkoholu.

Provedeno istrazivanje prva je cjelovita eva-
luacija sustava KLA u Bosni i Hercegovini iz
perspektive procjene dimenzije oporavka. U
istraZivanju su kori$teni standardizirani in-
strumenti, od kojih neki po prvi puta u Bosni
i Hercegovini $to daje dobru osnovu za doradu
instrumentarija i daljnje koristenje sa ovom
populacijom. U istrazivanju je ostvaren ne-
posredan kontakt i podrska ispitanicima od
istrazivaca koji su i iskusni prakticari, a jedna
od jakosti istraZivanja jest da je ono uopce pro-
vedeno u KLA koji su vrlo rijetko imali iskustvo

provedbe istraZivanja.

Od ogranicenja istraZivanja valja istaknuti da
je vrijeme provedbe tijekom sluzbenog tra-
janja pandemije COVID-a 19 koja je dovela
do drugatije dinamike rada KLA, moZebitno
i do samo-selekcije uzorka na najustrajnije i

zdravstveno najmanje ugrozene ¢lanove, ali i

Croatia. In future research, particular attention
should be paid to examining the effects of the
group, which includes research on the relation-
ship with the professional, but also relationships

with other members.

Family factors are significant for the explanation
of two of the four dimensions of recovery, and
besides the expectedly positive ones (function-
ing and support), rigidity in the family is also sig-
nificant for one dimension. Numerous authors
emphasize the role of the family in successful
treatment (5,47), but it is not entirely clear which
family mechanisms are crucial in that support.
According to family systems therapy, in families
affected by alcohol addiction, it is important to
reduce the level of anxiety in the family, but also
to promote emotional differentiation in all family
members (48). Since these are seemingly opposed
tendencies of drawing closer and separating, the
solution may lie precisely in a combination of
support and rigidity, in the sense of holding to
family rules so that the goals of treatment are
persisted in. Further research is needed in the
future to determine the specific mechanisms that
contribute to the comprehensive recovery of per-

sons suffering from alcohol addiction.

The study conducted is the first comprehensive
evaluation of the CTA system in Bosnia and Her-
zegovina from the perspective of the assessment
of the dimension of recovery. Standardized in-
struments were used in the study, some of which
were used for the first time in Bosnia and Her-
zegovina, providing a good basis for refining the
instruments and for their further use with this
population. Direct contact with and support for
the participants was established in the study
by researchers who are also experienced practi-
tioners. One of the strengths of the study is that
it was carried out in CTA, which have rarely had

experience of research being conducted in them.

Among the limitations of the study, it should be
noted that the period of implementation fell within
the official duration of the COVID-19 pandemic,
which led to different dynamics in the work of CTA,

possibly also to self-selection of the sample toward

V. Huremovi¢, A. Opacié: Doprinos grupnih, stru¢nih i obiteljskih ¢imbenika procjeni oporavka kod ¢lanova klubova lijecenih
alkoholi¢ara u Bosni | Hercegovini. Soc. psihijat. Vol. 54 (2026) Br. 1, str. 17-37.



do postojanja drugih stresora u njihovom zi-
votu. Uzorak je prigodni jer su nacionalne evi-
dencije o radu KLA nepotpune pa mnogi KLA
ne rade redovito, nisu dostupni ili su zbog
protupandemijskih mjera bili teze dostupni.
Ogranicenje istrazivanja lezi u kvantitativ-
nom nacinu prikupljanja podataka s opsez-
nim instrumentarijem koji je mogao utjecati
na motivaciju ili na razumijevanje ispitanika.
No zbog vaznosti KLA u ukupnom tretmanu
kod ovisnosti kao i potrebe za znanstveno
utemeljenim spoznajama o uéinkovitosti rada
KLA, vazno je u buduénosti poticati istraziva-
nja, kombinirati istraZzivacke pristupe i razvi-
ti protokole za longitudinalna i evaluacijska

istraZivanja.

ZAKLJUCCI

Ovaj rad proizasao je iz $ireg istraZivanja o
doprinosu KLA u Bosni i Hercegovini kojemu
je cilj bio utvrditi razinu procjene oporavka te
doprinos razli¢itih individualnih, obiteljskih,
socijalnih i grupnih ¢imbenika na procjenu
oporavka. Doprinos rada je u znanstvenim spo-
znajama koje podupiru holisti¢ki pristup (kom-
binirani u¢inak vlastitog angazZmana, stru¢nog
rada, grupnog efekta i podrske obitelji) u po-
slijebolni¢ckom tretmanu. Najkonzistentniji
je doprinos osobne ukljuéenosti, a doprinos
stru¢njaka, grupe i obiteljskih mehanizama
zahtijevaju daljnje analize. U buduc¢nosti je
potrebno poticati daljnja istrazivanja koristeci
komparativne, longitudinalne, evaluacijske i
mjesovite istrazivacke pristupe radi unaprjede-
njaiodrzivosti KLA kao etabliranog i vrijednog

pristupa psihosocijalnom tretmanu ovisnosti o
alkoholu.

Potrebna su daljnja istrazivanja bilo nacional-
nog i komparativnog karaktera da se podrob-
nije istraze obiteljski mehanizmi koji dopri-
nose oporavku kao i u¢inak grupe ili stru¢nog
rada te kako bi se ukupno nadogradivao model
KLA.

the most persistent members and those least at risk
in terms of health, and also to the presence of other
stressors in their lives. The sample is a convenience
sample, since national records of the work of CTA
are incomplete, so that many CTA do not operate
regularly, are not accessible, or were less accessible
because of antipandemic measures. A limitation of
the study lies in the quantitative manner of data
collection with an extensive set of instruments,
which may have affected participants’ motivation
or understanding. However, given the importance
of CTA in the overall treatment of addiction, as well
as the need for scientifically grounded knowledge
about the effectiveness of the work of CTA, it is im-
portant in the future to encourage research, com-
bine research approaches, and develop protocols

for longitudinal and evaluation studies.

CONCLUSIONS

This paper arose from a broader study of the
contribution of CTA in Bosnia and Herzegovina,
which aimed to determine the level of recovery
assessment and the contribution of various indi-
vidual, family, social, and group factors to recov-
ery assessment. The contribution of the paper lies
in scientific knowledge supporting a holistic ap-
proach (the combined effect of the person’s own
engagement, professional work, the group effect,
and family support) in posthospital treatment.
The most consistent contribution is that of per-
sonal involvement, while the contribution of pro-
fessional, group, and family mechanisms requires
further analysis. In the future, it is necessary to
encourage further research using comparative,
longitudinal, evaluation, and mixed research ap-
proaches, in order to improve and sustain CTA as
an established and valuable approach to the psy-

chosocial treatment of alcohol addiction.

Further research of both a national and compar-
ative character is needed, in order to examine in
more detail the family mechanisms that contrib-
ute to recovery, as well as the effect of the group
or professional work, and to build on the CTA

model as a whole.
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Elektrostimulacijska terapija mozga (ESTM), poznata i kao elektrokonvulzivna terapija (EKT), medicinski je postupak
u kojem se elektricnom strujom inducira kontrolirani epilepticki napadaj. U djecjoj i adolescentnoj psihijatriji
primjenjuje se od 1940-ih godina. lako su slucajevi primjene ESTM-a u djece opisivani u literaturi, danas su
nedovoljno zastupljeni i ¢esto zanemareni, a sama primjena ostaje kontroverzna, osobito u pedijatrijskoj populaciji.
Cilj ovoga narativnhog preglednog rada je prikazati dostupnu literaturu o ucinkovitosti i sigurnosti ESTM-a u
djece i adolescenata, uz prikaz jednog slucaja. Pretraga baze PubMed provedena je u studenom 2025.godine za
razdoblje od 2015. do 2025. godine. Uklju¢eno je 16 istrazivanja razlicitog dizajna koji su izvjestavali o primjeni
i uCinkovitosti ESTM-a u pedijatrijskoj populaciji. Ve¢ina radova imala je opservacijski dizajn, uz jedan sustavni
pregled i dva randomizirana kontrolirana ispitivanja, $to je novost ovog pregleda. Rezultati dosljedno ukazuju na
visoku ucinkovitost i klini¢ki pozitivan odgovor ESTM-a u lijecenju poremecaja raspolozenja i katatonije, gdje se
Cesto postize brzo i klinicki znac¢ajno poboljsanje, osobito u hitnim stanjima. U psihoti¢nim poremecajima biljeze
se umjerene, ali relevantne stope odgovora. Medutim, vec¢ina dostupnih istraZivanja ima metodoloska ogranicenja,
ukljucujuci nedostatak randomiziranih i longitudinalnih istrazivanja, $to otezava procjenu dugoro¢nih ishoda. U
Hrvatskoj se ESTM trenutaéno primjenjuje samo u odraslih, dok se u maloljetnika ne provodi zbog ¢ega je u ovom

radu prikazan slucaj mlade punoljetne osobe.

/ Electrostimulation therapy of the brain (ESTB), also known as electroconvulsive therapy (ECT), is a medical procedure
in which a controlled epileptic seizure is induced by an electrical current, and it has been used in child and adolescent
psychiatry since the 1940s. Although cases of ESTB use in children are present in the literature, they are currently
underrepresented and often neglected, and its application remains controversial, particularly in the pediatric population.
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Therefore, this narrative review aims to present the available literature on the efficacy and safety of ESTB in children
and adolescents, along with a case report. A search of the PubMed database was conducted in November 2025 for the
period from 2015 to 2025. Sixteen studies of various designs that reported on the use and efficacy of ESTB in the pediatric
population were included. The majority of the studies had an observational design, with one systematic review and two
randomized controlled trials, which represents a novelty of this review. The results consistently indicate high efficacy
and a clinically positive response to ESTB in the treatment of mood disorders and catatonia, where rapid and clinically
significant improvement is often achieved, particularly in emergency conditions. In psychotic disorders, moderate but
relevant response rates are reported. However, most of the available studies have methodological limitations, including
the lack of randomized and longitudinal research, which complicates the assessment of long-term outcomes. In Croatia,
ESTB s currently applied only in adults and not performed in minors; therefore, this paper presents the case of a younger
adult.
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UvOoD

Uvodni aspekti

Elektrokonvulzivna terapija mozga medicin-
ski je i psihijatrijski postupak u kojem se pri-
mjenom elektri¢ne struje izaziva kontrolirani
generalizirani epilepti¢ki napadaj; postupak se
provodi pod op¢om anestezijom (1-4). U anglo-
americkoj literaturi ovaj se postupak najcesce
oznacava terminom electroconvulsive therapy
(ECT), odnosno elektrokonvulzivna terapija
(EKT), 8to je i danas dominantan naziv u medu-
narodnim znanstvenim bazama podataka (3,5).
lako primjena EKT-a u djece i adolescenata nije
nova i povijesno je dobro dokumentirana, ¢ini
se da su takvi prikazi u suvremenoj meduna-
rodnoj literaturi relativno rijetki i nedovoljno
zastupljeni, osobito u obliku sustavnih i meto-

dologki snaznih istrazivanja (6,7).

INTRODUCTION

Introductory Aspects

Electroconvulsive therapy of the brain is a med-
ical and psychiatric procedure in which a con-
trolled generalized epileptic seizure is induced
by the application of electrical current; the
procedure is performed under general anesthe-
sia (1,2,3,4). In Anglo-American literature, this
procedure is most commonly referred to as elec-
troconvulsive therapy (ECT), which remains the
dominant term in international scientific data-
bases (3,5). Although the use of ECT in children
and adolescents is not new and is historically
well-documented, such reports appear to be rela-
tively rare and insufficiently represented in con-
temporary international literature, particularly
in the form of systematic and methodologically
robust studies (6,7).
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Povijesno gledano, elektrokonvulzivnu terapiju
uveli su Ugo Cerletti i Lucio Bini 1938. godine
kao metodu izazivanja konvulzija elektri¢nom
strujom nakon cega se postupak postupno poceo
primjenjivati i u pedijatrijskoj populaciji (1,4). U
hrvatskom jezikuy, slijedom suvremenih jezi¢nih
preporuka i analogije s terminima poput elektro-
stimulacije srca ili misica, prikladnijim se sma-
tra naziv elektrostimulacijska terapija mozga
(ESTM) koji jasnije opisuje mehanizam djelova-
nja ove terapijske metode (4,8). Sukladno tome
u ovom se radu koristi naziv ESTM, dok su pri
pretrazivanju literature koristeni i termini EKT,

u skladu s medunarodnom terminologijom.

Prva zabiljeZzena primjena ESTM-a u djeteta
datira iz 1941. godine u Bristolu kod trogodis-
njeg pacijenta s terapijski rezistentnom epi-
lepsijom. U narednim godinama zabiljeZena je
$ira primjena ove metode u djece i adolescenata
uklju¢ujudi radove Laurette Bender, koja je pri-
mijenila EKT u 98 djece mlade od 12 godina,
kao i istrazivanja Heuyera i suradnika koji su
1943. godine opisali primjenu u 40 maloljet-
nika u Parizu uz dobru uéinkovitost u melan-
koliji i djelomi¢nu u maniji, ali bez u¢inka u
shizofreniji (5,9). Medutim, od 1960-ih godina,
pojavom antipsihijatrijskog pokreta, razvojem
psihofarmakoterapije i psihosocijalnih inter-
vencija te povecanom svije§¢u o potencijalnim
nuspojavama ESTM-a dolazi do znacajnog
smanjenja njezine primjene u djece i adoles-
cenata (5,9,10). Navedeni povijesni ¢imbenici,
zakonske restrikcije u pojedinim zemljama,
eticke dileme, nedostatak edukacije te dvojbe
o uéinkovitosti i sigurnost dodatno su prido-
nijeli rijetkoj primjeni ESTM-a u pedijatrijskoj
populaciji, $to i danas ostaje kontroverzno pita-
nje (5,6,9,11,12). Prema dostupnim europskim
podatcima, svega oko 2 od 1.000 pacijenata koji
primaju ESTM mladi su od 18 godina, dok je
vjerojatnost primjene ove terapije u odraslih
20 do 200 puta veca nego u maloljetnika (11).
Unatod rijetkoj klini¢koj primjeni dosadas$nji su

pregledni radovi ukazali na potencijalnu u¢inko-

Historically, electroconvulsive therapy was intro-
duced by Ugo Cerletti and Lucio Bini in 1938 as
a method of inducing convulsions using electri-
cal current, after which the procedure gradually
began to be applied in the pediatric population
as well (1,4). In the Croatian language, following
contemporary linguistic recommendations and
by analogy with terms such as cardiac or muscle
electrostimulation, the term electrostimulation
therapy of the brain (ESTB) is considered more
appropriate, as it more clearly describes the
mechanism of action of this therapeutic method
(4,8). Accordingly, this paper uses the term ESTB,
while the term ECT was also used during the lit-
erature search, in accordance with international

terminology.

The first recorded use of ESTB in a child dates
back to 1941 in Bristol, in a three-year-old patient
with treatment-resistant epilepsy. In the follow-
ing years, a broader application of this method in
children and adolescents was recorded, including
the work of Lauretta Bender, who applied ECT in
98 children under 12 years of age, as well as re-
search by Heuyer and collaborators, who in 1943
described its use in 40 minors in Paris, with good
efficacy in melancholia and partial efficacy in
mania, but without effect in schizophrenia (5,9).
However, since the 1960s, with the emergence of
the anti-psychiatry movement, the development
of psychopharmacotherapy and psychosocial
interventions, and increased awareness of the
potential adverse effects of ESTB, a significant
decline in its use in children and adolescents has
occurred (5,9,10). These historical factors, legal
restrictions in certain countries, ethical dilem-
mas, lack of education, and doubts regarding
efficacy and safety have further contributed to
the rare use of ESTB in the pediatric population,
which remains a controversial issue to this day
(5,6,9,11,12). According to available European
data, only approximately 2 out of 1,000 patients
receiving ESTB are younger than 18 years, while
the likelihood of receiving this therapy in adults is
20 to 200 times higher than that in minors (11).

Despite its rare clinical application, previous re-

view papers have indicated the potential efficacy
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vitost ESTM-a u lijecenju terapijski rezistentnih
psihijatrijskih poremecaja u adolescenata. Medu-
tim, jedan od najopseznijih sustavnih pregleda
objavljen je prije gotovo tri desetljeca i temeljio
se ponajprije na prikazima slucajeva (5). Noviji
pregledni radovi potvrdili su uéinkovitost ES-
TM-a u lijeCenju terapijski rezistentnih psihija-
trijskih poremecaja u adolescenata, no istodobno
su naglasili da se postojeca baza dokaza preteZi-
to temelji na serijama slucajeva i opservacijskim
studijama. Autori isti¢u manjak visokokvalitet-
nih dokaza, osobito randomiziranih kontrolira-
nih istraZivanja te studija s objektivnim mjera-
ma ishoda i dugoro¢nim pracenjem (6,12,13).
Noviji pregled o primjeni ESTM-a u europskim
zemljama ukazao je na rijetku primjenu ESTM-a
i znatne razlike u klini¢koj praksi medu europ-
skim zemljama (11). S obzirom na nedostatak
suvremenih sustavnih pregleda, trajne kontro-
verze vezane uz primjenu ESTM-a kod djece i
adolescenata te opcenito ogranicene terapijske
moguénosti u lije¢enju terapijski rezistentnih
psihijatrijskih poremecaja u djece i adolescenata,
postoji jasna potreba za azuriranim i metodolos-
ki utemeljenim pregledom dostupne literature.
Stoga ovaj narativni pregled donosi sustavan pri-
kaz istraZivanja objavljenih tijekom posljednjih
deset godina s naglaskom na u¢inkovitost i profil

nuspojava ESTM-a u djece i adolescenata.

Mehanizam djelovanja ESTM-a i
ucinci — prethodna znanstvena
saznanja

Iako su opisani brojni mehanizmi djelovanja
ESTM-a na mozak, jo$ uvijek nije jasno koji od
njih izravno uzrokuje terapijski u¢inak, a koji su
tek popratni fenomeni. Usprkos tome, klini¢ki
je uocen pretezno povoljan terapijski uc¢inak.
Nekoliko teorija nastoji objasniti mehanizam
djelovanja ESTM-a. Jedna teorija je djelovanje
na neurotransmitore serotonin, noradrenalin,
dopamin, glutamat i gama-aminomasla¢na kise-
lina (GABA). ESTM djeluje na serotoninski su-

stav modulirajuéi aktivnost njegovih receptora,

of ESTB in the treatment of treatment-resistant
psychiatric disorders in adolescents. However,
one of the most comprehensive systematic re-
views was published almost three decades ago
and was primarily based on case reports (5). More
recent review papers have confirmed the efficacy
of ESTB in the treatment of treatment-resistant
psychiatric disorders in adolescents, but at the
same time have emphasized that the existing ev-
idence base is predominantly based on case series
and observational studies. The authors highlight
the lack of high-quality evidence, particularly ran-
domized controlled trials and studies with objec-
tive outcome measures and long-term follow-up
(6,12,13). A recent review of the use of ESTB in
European countries indicated its rare application
and considerable differences in clinical practice
among European countries (11). Given the lack
of contemporary systematic reviews, the ongoing
controversies related to the use of ESTB in chil-
dren and adolescents, and the generally limited
therapeutic options for the treatment of treat-
ment-resistant psychiatric disorders in children
and adolescents, there is a clear need for an up-
dated and methodologically grounded review of
the available literature. Therefore, this narrative
review provides a systematic presentation of re-
search published over the past ten years, with an
emphasis on the efficacy and adverse effect pro-
file of ESTB in children and adolescents.

Mechanism of Action of ESTB
and Effects — Previous Scientific
Knowledge

Although numerous mechanisms of action of
ESTB on the brain have been described, it is still
unclear which of them directly cause the thera-
peutic effect and which are merely accompany-
ing phenomena. Despite this, a predominantly
favorable therapeutic effect has been clinically
observed. Several theories attempt to explain
the mechanism of action of ESTB. One theory
involves its effect on the neurotransmitters se-
rotonin, noradrenaline, dopamine, glutamate,
and gamma-aminobutyric acid (GABA). ESTB
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zabiljeZena je povecana osjetljivost 5-HT1A re-
ceptora i moguce naknadno smanjenje 5-HT2A
receptora, $to pridonosi njegovom antidepre-
sivnom uc¢inku. ESTM ima modulatorni u¢inak
na glutamatni sustav te tako smanjuje disfunk-
ciju glutamatnog sustava koja je prisutna kod
shizofrenije. Dodatno, primjena ESTM-a povi-
suje i serumske koncentracije GABA-e, koje su
snizene u oboljelih od depresije (4). Jedna od
teorija koja osporava ranije uvjerenje da ESTM
ostecuje mozak jest neuroplasti¢na i neurotro-
fna hipoteza. Neuroplasti¢ne promjene ukljucu-
ju sinaptogenezu, neurogenezu, dendrogenezu,
angiogenezu i gliogenezu. Poznato je da ESTM
poboljsava integritet bijele tvari te doprinosi bo-
ljoj povezanosti izmedu razli¢itih regija mozga.
Takoder, ESTM uzrokuje strukturne promjene
u mozgu, istrazivanja pokazuju povecanje vo-
lumena hipokampusa, kao i povecanje debljine
korteksa, posebno u temporalnim reZznjevima.
Osim toga, studije sugeriraju da ESTM pobolj-
$ava povezanost temporalnog reznja i kortikal-
no-limbickih mreZa, $to bi moglo biti klju¢ni
mehanizam uspje$nog antidepresivnog odgovo-
rana ESTM (4,14). ESTM uzrokuje i porast kon-
centracije mozdanog neurotrofnog ¢imbenika
(engl. Brain-derived neurotrophic factor, BDNF)
koji ima ima vaznu ulogu u neuroplasti¢nosti,
a istrazivanja su pokazala i da ESTM povecava
ekspresiju gena za BDNE PredloZena je i epige-
netska teorija o djelovanju ESTM-a prema kojoj
ESTM dovodi do povecanja ekspresije odredenih
gena, a smanjenja ekspresije drugih gena. Neuro-
inflamatorna teorija navodi da dolazi do privre-
menog povecanja ekspresije odredenih gena za
upalne citokine. Medutim, vi$estruki tretmani
dovode do smanjenja razine upalnih medijjatora.
Elektrokonvulzije dovode i do aktivacije hipota-
lamicko-hipofizno-adrenalne osi i oslobadanje
hormona prije svega prolaktina, vazopresina i
moguce oksitocina u cirkulaciju. Povi§ena razina
prolaktina ukazuje na smanjenu aktivnost dopa-
mina u hipotalamusu, §to moguce doprinosi an-
tipsihoti¢nom uéinku (4,14). Cinisedau pocet-
ku ESTM povecava aktivnost osi hipotalamus-hi-

pofiza-nadbubrezna Zlijezda, a tijekom daljnjih

acts on the serotonergic system by modulating
the activity of its receptors; increased sensitivity
of 5-HT1A receptors and a possible subsequent
reduction of 5-HT2A receptors have been re-
corded, which contribute to its antidepressant
effect. ESTB has a modulatory effect on the glu-
tamatergic system, thereby reducing glutama-
tergic dysfunction present in schizophrenia. Ad-
ditionally, the administration of ESTB increases
serum concentrations of GABA, which are re-
duced in individuals with depression (4). One
of the theories that challenges the earlier belief
that ESTB damages the brain is the neuroplas-
tic and neurotrophic hypothesis. Neuroplastic
changes include synaptogenesis, neurogenesis,
dendrogenesis, angiogenesis, and gliogenesis. It
is known that ESTB improves the integrity of
white matter and contributes to better connec-
tivity between different brain regions. ESTB also
causes structural changes in the brain; studies
show an increase in hippocampal volume and
cortical thickness, particularly in the temporal
lobes. In addition, studies suggest that ESTB
improves the connectivity of the temporal lobe
and cortico-limbic networks, which could repre-
sent a key mechanism of a successful antidepres-
sant response to ESTB (4,14). It also causes an
increase in the concentration of brain-derived
neurotrophic factor (BDNF), which plays an
important role in neuroplasticity. Studies have
also shown that ESTB increases the expression
of the gene for BDNE. An epigenetic theory of
the action of ESTB has also been proposed, ac-
cording to which ESTB leads to increased expres-
sion of certain genes and decreased expression
of other genes. The neuroinflammatory theory
states that there is a temporary increase in the
expression of certain genes for inflammatory cy-
tokines. However, multiple treatments lead to a
reduction in the levels of inflammatory media-
tors. Electroconvulsions also lead to activation
of the hypothalamic-pituitary-adrenal axis and
the release of hormones, primarily prolactin,
vasopressin, and possibly oxytocin into the cir-
culation. Elevated prolactin levels indicate re-

duced dopamine activity in the hypothalamus,
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aplikacija ju normalizira te dolazi do snizavanja
vrijednosti kortizola pa na taj na¢in ESTM sma-
njuje inhibiciju neuroplasti¢nosti izazvanu korti-

zolom koja se dogada u depresiji (4,15).

Pregled smjernica za primjenu
ESTM-a kod djece i adolescenata
prema medunarodnim stru¢nim
udruzenjima, indikacije

U Hrvatskoj trenuta¢no ne postoje specificne
smjernice za primjenu ESTM terapije u djece
i adolescenata veé su dostupne smjernice izra-
dene za odraslu populaciju Hrvatskog psihi-
jatrijskog drustva (16). Stoga se u ovom radu
prikazuju preporuke relevantnih medunarod-
nih stru¢nih drustava, ukljucujuéi Americku
akademiju za dje¢ju i adolescentnu psihijatriju
(The American Academy of Child and Adolescent
Psychiatry, AACAP), Nacionalni institut za
zdravlje i klini¢ku izvrsnost (National Institute
for Health and Care Excellence, NICE) te Kraljev-
ski koledz psihijatara (Royal College of Psychia-
trists, RCPSYCH) (17,18,19).

AACAP je 2004. godine objavila klinicke smjer-
nice za koristenje ESTM-a kod adolescenata.
Prema tim smjernicama, da bi se adolescent
razmatrao za primjenu ESTM-a, mora ispuniti
tri kriterija:

1. Dijagnoza: Teska, trajna depresija ili ma-
nija, sa psihoti¢ni, obiljezjima ili bez njih,
shizoafektivni poremedaj, shizofrenija, ka-
tatonija i maligni neurolepticki sindrom.

2. Tezina simptoma: Simptomi pacijenta
moraju biti ozbiljni, dugotrajni i znacaj-
no onesposobljavajudi uklju¢ujudi Zivotno
ugrozavajuce simptome poput odbijanja
hrane i pi¢a, ozbiljnu suicidalnost, nekon-

troliranu maniju i izrazenu psihozu.

3. Nedostatak odgovora na lijeCenje: Neu-
spjeh u odgovoru na barem dva adekvatna
pokusaja lije¢enja odgovarajucim psihofar-
makologkim sredstvima, uz primjenu dru-

gih prikladnih terapijskih metoda.

which may contribute to the antipsychotic effect
(4,14). It appears that ESTB initially increases
the activity of the hypothalamic—pituitary—ad-
renal axis, and during further applications, it
normalizes it, leading to decreased cortisol lev-
els. In this way, ESTB reduces cortisol-induced
inhibition of neuroplasticity that occurs in de-

pression (4,15).

Overview of Guidelines for
the Use of ESTB in Children
and Adolescents According
to International Professional
Associations, Indications

In Croatia, there are currently no specific guide-
lines for the use of ESTB therapy in children and
adolescents; instead, guidelines developed for
the adult population by the Croatian Psychiat-
ric Association are available (16). Therefore, this
paper presents the recommendations of relevant
international professional associations, including
the American Academy of Child and Adolescent
Psychiatry (AACAP), the National Institute for
Health and Care Excellence (NICE), and the Roy-
al College of Psychiatrists (RCPSYCH) (17,18,19).

In 2004, the AACAP published clinical guidelines
for the use of ESTB in adolescents. According to
these guidelines, for an adolescent to be consid-

ered for ESTB, three criteria must be met:

1. Diagnosis: Severe, persistent depression or
mania, with or without psychotic features,
schizoaffective disorder, schizophrenia, cata-
tonia, and malignant neuroleptic syndrome.

2. Severity of symptoms: The patient’s symp-
toms must be severe, prolonged, and signifi-
cantly disabling, including life-threatening
symptoms such as refusal of food and fluids,
severe suicidality, uncontrolled mania, and

pronounced psychosis.

3. Lack of response to treatment: Failure to re-
spond to at least two adequate treatment tri-
als with appropriate psychopharmacological
agents, in conjunction with the application of

other suitable therapeutic methods.
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ESTM se moZe razmotriti i ranije u slu¢ajevima
kada nije moguce provesti odgovarajuce pokusaje
lije¢enja psihosocijalnim metodama i lijekovima
zbog netolerancije pacijenta na psihofarmakolos-
ku terapiju, adolescent je u tolikoj mjeri onespo-
sobljen da ne moze uzimati lijekove ili ¢ekanje
na odgovor na psihofarmakolosko lije¢enje moze
ugroziti zivot adolescenata (17). Nakon ovih
smjernica AACAP je objavio dodatno smjernice
o koristenju ESTM-a kod bipolarnog poremeca-
ja, depresije, shizofrenije i smjernice povezane
s etickim dilemama za koristenje ESTM-a kod
djece i adolescenata (17,20-23). NICE smjerni-
ce (2003., azurirane 2009.) preporu¢uju ESTM
isklju¢ivo za brzo, kratkotrajno ublazavanje tes-
kih simptoma nakon neuspjeha drugih (pretezno
psihosocijalnih) terapija ili u Zivotno ugrozavaju-
¢im stanjima, osobito u katatoniji i te$koj mani-
ji, uz nagladeni oprez zbog mogucih povecanih
rizika u djece i adolescenata (18). RCPSYCH u
priru¢niku o ESTM-u uglavnom slijedi AACAP
preporuke te isti¢e manjak visokokvalitetnih
dokaza, bududi da su dostupne studije pretezno
prikazi slu¢ajeva i retrospektivne analize. Tako-
der navodi da tesko samoozljedujuce ponasanje
u sklopu intelektualnih teskoca i autizma trenu-

ta¢no nije preporucena indikacija (19).

CILJEVI
Opdi i specifi¢ni ciljevi
Primjena ESTM-a i danas je predmet rasprava u
medunarodnoj literaturi, kako u odrasloj popu-
laciji, tako i osobito u djece i adolescenata, zbog
Cega proizlazi i cilj ovog narativnog preglednog
rada uz prikaz jednog slu¢aja (12,24,25). Cilj
ovog narativnog pregleda jest sintetizirati dostu-
pne znanstvene dokaze o u¢inkovitosti i sigurno-
sti ESTM-a u lije¢enju psihi¢kih poremecaja kod
djece i adolescenata. Specifi¢ni ciljevi ukljucuju:
1. analizu i usporedbu dostupnih klini¢kih
studija o primjeni ESTM-a u depresivnim,

bipolarnim i psihoti¢nim poremecajima,

ESTB may also be considered earlier in cases
where it is not possible to conduct appropri-
ate treatment trials with psychosocial methods
and medications, due to the patient’s intoler-
ance to psychopharmacological therapy, if the
adolescent is so severely impaired that they are
unable to take medication, or if waiting for a
response to psychopharmacological treatment
may endanger the adolescent’s life (17). Follow-
ing these guidelines, AACAP additionally pub-
lished guidelines on the use of ESTB in bipolar
disorder, depression, schizophrenia, as well as
guidelines addressing ethical dilemmas related
to the use of ESTB in children and adolescents
(17,20,21,22,23). The NICE guidelines (2003,
updated 2009) recommend ESTB exclusively
for rapid, short-term alleviation of severe symp-
toms after the failure of other (predominantly
psychosocial) therapies or in life-threatening
conditions, particularly in catatonia and severe
mania, with emphasized caution due to poten-
tially increased risks in children and adolescents
(18). In its handbook on ESTB, the RCPSYCH
largely follows the AACAP recommendations
and highlights the lack of high-quality evidence,
as the available studies predominantly consist
of case reports and retrospective analyses. It
also states that severe self-injurious behavior
in the context of intellectual disabilities and
autism is currently not a recommended indica-
tion (19).

OBJECTIVES

General and Specific Objectives

The use of ESTB remains a subject of debate in
the international literature, both in the adult
population and particularly in children and ado-
lescents, which constitutes the rationale for this
narrative review with the presentation of one
case (12,24,25). This narrative review aims to
synthesize the available scientific evidence on the
efficacy and safety of ESTB in the treatment of
psychiatric disorders in children and adolescents.

The specific objectives include:
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shizofreniji, katatoniji i neuroleptickom

malignom sindromu;

2. prikaz sigurnosnog profila i nuspojava ES-
TM-a u djece i adolescenata na temelju re-

centnih podataka;

3. identifikaciju metodologkih ograni¢enja
postojecih istrazivanja;

4. osvrt na zakonski, eti¢ki i organizacijski
okvir te prakti¢ne izazove u klini¢koj im-
plementaciji ESTM-a u maloljetnic¢koj dobi

u Hrvatskoj.

MATERIJALI | METODE

Ovaj narativni pregled je pregled originalnih
znanstvenih studija i sustavnih pregleda koji
su istrazivali u¢inkovitost i sigurnost ESTM-a u
dje¢joj i adolescentnoj populaciji. U pregled su
uklju¢ene opservacijske studije, randomizirana
kontrolirana ispitivanja te sustavni pregledi, a
proces pretrazivanja i selekcije radova prove-
den je u skladu s PuBMed bazom podataka.

Dijagram toka prikazan je na slici 1.

|zvori podataka i strategija
pretrazivanja

Sustavno je pretrazena baza podataka PubMed
(MEDLINE), a u pregled su ukljuceni radovi
objavljeni do 9. studenoga 2025. godine. Anali-
zirani su radovi objavljeni u razdoblju od stude-
nog 2015. do studenoga 2025. godine. Pretra-
Zivanje je provedeno kori$tenjem kombinacije
MeSH termina i klju¢nih rije¢i na engleskom
jeziku koje su se odnosile na elektrokonvulzivnu
terapiju, ciljne dijagnosticke skupine te dje¢ju i
adolescentnu populaciju. Za elektrokonvulzivnu
terapiju kori$teni su pojmovi “Electroconvulsive
therapy”i “ECT”. Dijagnosti¢ke skupine obuhva-
¢ene su terminima: “Depressive Disorder”, “major
depressive disorder”, “bipolar disorder”, “psychotic
disorders”, “schizophrenia”, “catatonia”, “neurolep-
tic malignant syndrome”. Pedijatrijska populacija

definirana je pojmovima “Child” i “Adolescent”,

1. Analysis and comparison of available clini-
cal studies on the use of ESTB in depressive,
bipolar, and psychotic disorders, schizophre-
nia, catatonia, and neuroleptic malignant

syndrome.

2. Presentation of the safety profile and adverse
effects of ESTB in children and adolescents

based on recent data.

3. Identification of methodological limitations

of existing research.

4. Review of thelegal, ethical, and organization-
al frameworks, as well as practical challenges
in the clinical implementation of ESTB in mi-

nors in Croatia.

MATERIALS AND METHODS

This narrative review presents an overview of
original scientific studies and systematic re-
views that investigated the efficacy and safety
of ESTB in the child and adolescent population.
The review included observational studies, ran-
domized controlled trials, and systematic re-
views, and the process of searching and selecting
studies was conducted in accordance with the
PubMed database. The flow diagram is present-
ed in Figure 1.

Data Sources and Search Strategy

The PubMed (MEDLINE) database was system-
atically searched, and papers published up to
November 9, 2025, were included in the review.
Studies published between November 2015 and
November 2025 were analyzed. The search was
conducted using a combination of MeSH terms
and English-language keywords referring to elec-
troconvulsive therapy, target diagnostic groups,
and the child and adolescent population. For
electroconvulsive therapy, the terms “electrocon-
vulsive therapy” and “ECT” were used. Diagnos-
tic groups were covered by the terms: “depressive
disorder,” “major depressive disorder,” “bipolar
disorder,” “psychotic disorders,” “schizophre-

» o«

nia,” “catatonia,” and “neuroleptic malignant
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Identifikacija istrazivanja / Identification of Studies

Zapisi identificirani / Identified records:
1z baze podataka / From the database:
PubMed (k = 41) / PubMed (n = 41)

Identifikacija
/ Identification

Zapisi iskljuceni prije probira

/ Identified removed before screening:
Duplikati zapisa (k=1)
/ Duplicate records (n = 1)

|

Probrani zapisi (k = 40)

/ Records screened (n = 40)

Isklju¢eni zapisi (k = 5)
/ Records excluded (n = 5)

|

Izvjes$ca uzeta u obradu (k = 35)
/ Reports assessed for eligibility (n = 35)

|

Prihvacena izvjesca (k = 35)

Probir
/ Screening

/ Reports included (n = 35)

A

Ukupan broj istrazivanja
uklju¢enih u pregled (k = 16)
/Total number of studies
included in the review (n = 16)

Uklju¢eno
/ Included

Neprihvacena izvjesca (k = 19) / Reports excluded (n = 19)
Radovi koje ukljuc¢uju odraslu populaciju (k = 3)
/ Studies involving an adult population (n = 3)
Radovi koji nisu izvjestavali o ucinkovitosti ESTM-a (k = 16)
/ Studies that did not report effectiveness of ESTM (n = 16)

SLIKA 1. Dijagram toka pretrazivanja
FIGURE 1. Search flow diagram

uz iskljucenje odrasle populacije:“Adult”, “Aged”,
“Middle Aged”. Primijenjeni su filtri za vrstu stu-
dije, uklju¢ujuéi klini¢ka ispitivanja, randomi-
zirana kontrolirana istrazivanja, opservacijske
studije, kohortne i retrospektivne studije, me-
ta-analize, sustavne preglede i pregledne rado-
ve, dok su prikazi slu¢ajeva iskljuceni. Dodatno
su primijenjeni filtri za jezik (engleski) i raz-
doblje objave (studeni 2015. - studeni 2025).

Ukljucni i iskljucni kriteriji

U pregled su uvrstene studije koja su zadovoljila
sve sljedece uvjete: a) objavljena u recenziranim
znanstvenim ¢asopisima u razdoblju od stude-
noga 2015.godine do studenoga 2025.godine,
b) izvorna istrazivanja (klini¢ka ispitivanja, ko-
hortne i retrospektivne/opservacijske studije)
ili sustavni pregledi/meta-analize, c) isklju¢ivo
se odnose na djecu i adolescente (<19 godina),
d) ispitivale ESTM kao glavnu intervenciju, e)
obuhvatile dijagnoze: depresivni poremecaj,
bipolarni poremecaj, psihoti¢ni poremecaji,

shizofrenija, katatonija i maligni neurolepticki

syndrome.” The pediatric population was defined
using the terms “child” and “adolescent,” with ex-
clusion of the adult population: “adult,” “Aged,”
and “middle aged.” Filters were applied for study
type, including clinical trials, randomized con-
trolled trials, observational studies, cohort and
retrospective studies, meta-analyses, systematic
reviews, and review articles, while case reports
were excluded. Additional filters were applied for
language (English) and publication period (No-
vember 2015 — November 2025).

Inclusion and Exclusion Criteria

Studies were included in the review if they met all
of the following criteria: a) published in peer-re-
viewed scientific journals between November
2015 and November 2025; b) original research
(clinical trials, cohort, and retrospective/ob-
servational studies) or systematic reviews/me-
ta-analyses; ¢) exclusively referred to children
and adolescents (<19 years); d) examined ESTB
as the main intervention; e) included the fol-

lowing diagnoses: depressive disorder, bipolar
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sindrom (MNS), f) prikazivale kvantitativne po-
datke o u¢inkovitosti i/ili sigurnosti ESMT-a, g)
imale dostupne cjelovite tekstove na engleskom
jeziku. Iz analize su iskljuceni: a) prikazi slu¢aja
te narativni pregledi bez kvantitativnih poda-
taka, b) radovi koji nisu izvjestavali o ishodima
ucinkovitosti ESTM-a, c) radovi kojima nije bilo
mogucde pristupiti u ¢jelovitom tekstu (ogranice-
nja pristupa), d) radovi koji se odnose isklju¢ivo
na odraslu populaciju, f) duplikati publikacija.
Jedan sustavni pregled literature ukljucen je
radi kontekstualne usporedbe s ranijim dokazi-
ma (6), ali nije uklju¢en u tabli¢ni prikaz rezulta-

ta koji se odnosi isklju¢ivo na originalne studije.

Odabir i selekcija

Nakon uklanjanja duplikata provedeno je inici-
jalno pregledavanje naslova i saZetaka. U dru-
gom koraku su u cijelosti pro¢itani radovi koji
su potencijalno zadovoljavali kriterije. Konac-
no je u pregled uklju¢eno $esnaest radova koji

su ispunjaval sve zadane uvjete.

REZULTATI

Uvodni aspekti

PretraZivanjem baze podataka PubMed identifi-
ciran je ukupno 41 rad. Nakon uklanjanja dupli-
kata svi su radovi pregledani najprije prema na-
slovu i sazetku, a zatim ¢itanjem cjelovitih tek-
stova. Nakon toga su uvidom u cjelovite tekstove
procijenjeni kriteriji uklju¢ivanja i iskljucivanja.
Ukupno je u pregledni rad uklju¢eno 16 radova
(6,26-40). Rezultati originalnih istrazivanja pri-
kazani su u tablicama 1-3. Studije su razvrsta-
ne prema dizajnu istraZivanja i dijagnostickim
skupinama, a unutar svake skupine poredane
kronoloski prema godini objave, od recentnijih
prema starijima, kako bi se omogucéio detaljniji
prikaz uc¢inkovitosti ESTM-a u pojedinim pore-
medajima. Prema dizajnu studija, od $esnaest
radova uklju¢enih u ovaj pregled dvije su bile

randomizirana kontrolirana ispitivanja (26,27),

disorder, psychotic disorders, schizophrenia,
catatonia, and neuroleptic malignant syndrome
(NMS); f) presented quantitative data on the ef-
ficacy and/or safety of ESTB; and g) had full texts
available in English. The following were excluded

from the analysis:

a) case reports and narrative reviews without
quantitative data; b) studies that did not report
on ESTB efficacy outcomes; c) studies for which
full-text access was not available (access restric-
tions); d) studies referring exclusively to the
adult population; and e) duplicate publications.
One systematic review was included for contextu-
al comparison with earlier evidence (6); however,
it was not included in the tabular presentation
of results, which refers exclusively to original

studies.

Selection and Screening

After the removal of duplicates, an initial screen-
ing of the titles and abstracts was conducted. In
the second step, the full texts of studies that po-
tentially met the criteria were reviewed. Finally,
sixteen studies that fulfilled all the predefined

criteria were included in the review.

RESULTS

Introductory Aspects

A total of 41 papers were identified through the
PubMed database search. After the removal of du-
plicates, all papers were screened first by title and
abstract and subsequently by full-text reading.
The inclusion and exclusion criteria were then
assessed based on the full texts. In total, 16 pa-
pers were included in the review (6, 26-40). The
results of the original studies are presented in Ta-
bles 1-3. The studies were categorized according
to study design and diagnostic groups, and with-
in each group arranged chronologically by year of
publication, from more recent to older, in order
to provide a more detailed overview of the effi-

cacy of ESTB in specific disorders. According to
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dok je trinaest studija imalo opservacijski dizajn
(28-40) ukljucujudi retrospektivne analize medi-
cinske dokumentacije, nerandomizirane kohort-
ne studije i prospektivne promatracke kohorte.
Jedan rad bio je sustavni pregled literature (6),
ukljucen radi kontekstualne usporedbe s posto-
je¢im dokazima, ali nije ukljucen u tabli¢ni pri-

kaz rezultata te je razmatran u raspravi.

Ucinkovitost ESTM-a u lijecenju
poremecaji raspolozenja,

pozitivni klini¢ki ucinci

Od ukupno esnaest radova ukljucenih u ovaj pre-
gled, u¢inkovitost ESTM-a samo u poremecajima
raspolozenja (uklju¢ujudi unipolarnu depresiju i
bipolarni poremecaj) istrazivana je u deset (26-
35). Od tih deset radova dva su randomizirana
kontrolirana ispitivanja koja su ispitivala u¢inko-
vitost ESTM-a u djece i adolescenata s poremeca-

jima raspoloZenja te su saZeta u tablici 1 (26,27).

Dvostruko slijepo randomizirano istraZivanje
Du i sur. usporedilo je ESTM niske doze (40 %
prilagodeno dobi) i standardne doze (80 % doze
prilagodeno dobi) kod adolescenta s velikim de-
presivnim poremecajem i suicidalnim idejama.
Oba protokola dovela su do znacajnih i uspo-
redivih smanjenja na Hamiltonovoj ocjenskoj
ljestvici za depresiju ¢ime je potvrdena neinfe-
riornost niZze doze i snazan akutni antidepre-
sivni u¢inak ESTM-a. Niza doza ESTM-a bila
je jednako utinkovita kao i standardna doza,
postizudi sli¢na smanjenja depresivnih simp-
toma uz bolju sigurnost (26). U klini¢kom ispi-
tivanju koje je usporedivalo modificirani ESTM
(MESTM) i terapiju induciranim magnetskim
napadajima (MST), pokazano je da su obje su
metode bile visoko uéinkovite, pri ¢emu je MST
doveo do sli¢nog smanjenja depresivnih simp-

toma, ali uz manje kognitivnih smetnji (27).

Osam radova koji su ispitivali u¢inkovitost ES-
TM-a samo u poremecajima raspolozenja imale
su opservacijski dizajn i prikazani su u tablici 2
(28-35). Dodatno, dvije studije koje su uklju-

¢ivale pacijente s poremecajima raspolozenja i

the study design, of the sixteen papers included
in this review, two were randomized controlled
trials (26,27), while thirteen had an observational
design (28-40), including retrospective medical
record analyses, non-randomized cohort stud-
ies, and prospective observational cohorts. One
paper was a systematic literature review (6), in-
cluded for contextual comparison with existing
evidence, but it was not included in the tabular
presentation of results and was considered in the

discussion.

Efficacy of ESTB in the Treatment
of Mood Disorders, Positive
Clinical Effects

Of the total sixteen papers included in this re-
view, the efficacy of ESTB exclusively in mood
disorders (including unipolar depression and bi-
polar disorder) was investigated in ten (26-35).
Of these ten papers, two were randomized con-
trolled trials examining the efficacy of ESTB in
children and adolescents with mood disorders

and are summarized in Table 1 (26,27).

A double-blind randomized study by Du et al.
compared low-dose ESTB (40% age-adjusted
dose) and standard-dose ESTB (80% age-adjust-
ed dose) in adolescents with major depressive
disorder and suicidal ideation. Both protocols
led to significant and comparable reductions on
the Hamilton Rating Scale for Depression, con-
firming the non-inferiority of the lower dose and
the strong acute antidepressant effect of ESTB.
The lower ESTB dose was equally effective as the
standard dose, achieving similar reductions in de-
pressive symptoms with better safety (26). In a
clinical trial comparing modified ESTB (MESTB)
and magnetic seizure therapy (MST), both meth-
ods were highly effective; MST led to a similar re-
duction in depressive symptoms but with fewer

cognitive adverse effects (27).

Eight studies that examined the efficacy of ESTB
exclusively in mood disorders had an observation-
al design and are presented in Table 2 (28-35).
Additionally, two studies that included patients
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TABLICA 1. Randomizirana kontrolirana ispitivanja u¢inkovitosti ESTM-a u djece i adolescenata s poremecajima raspoloZenja
(kronoloski poredano od recentnijih prema starijim)
TABLE 1. Randomized controlled trials on the effectiveness of ESTM in children and adolescents with mood disorders (ordered
chronologically from most recent to oldest).

Autori i

godina
/ Authors
and year

jn istazivanja i ciljevi
istrazivanja
/ Study design and research
objectives

Ispitanici

dob
Participants: age
and number

Skale
/ Assessment
scales

Dijagnoza
/ Diagnosis

Nacin primjene
ESTM-a

/ Method of ESTM
administration

Rezultati / Results

1. Duisur, Dvostruko slijepo randomizirano  13-18 godina Veliki HDRS-17, Bilateralno tempo-  Obje doze ESTM-a su znacajno
2025 klini¢ko istrazivanje. Ispitati je li (prosjek = 15,5 depresivni SIOSS, MCCB  ralno postavljene  smanjile depresivnost, a niska doza
(26) niska doza ESTM-a (40 % doze godina) poremecaj sa elektrode, 8 sesija  ESTM-a nije bila inferiorna. Na skali za
/Duet prema dobi) inferiorna u odnosu 143 sudionika suicidalnim ukupno, svaki pracenje suicidalnosti, suicidalnost je
al., 2025 na standardnu dozu (80 % doze (40 % dozen=72; ideacijama drugi dan bila vise smanjena kod visoke doze, no
(26) prema dobi) u lije¢enju depre- 80%dozen=71) /Major / Bilaterally placed  niza doza pokazala je bolju o¢uvanost

sivnih simptoma i kognitivne /13-18 years depressive temporal elec- vizualnog ucenja i socijalne kognicije,
sigurnosti kod adolescenata s (mean = 15.5 disorder trodes, 8 sessions  uz manji pad verbalnog ucenja. U
velikim depresivnim poremeca- years) with suicidal in total, every skupini visoke doze zabiljezena je
jem i suicidalnim ideacijama. 143 participants ideation. other day. jedna blaga mani¢na epizoda.

/ Double-blind randomized (40% dose: n =72; / Both ESTM doses significantly re-
clinical trial. 80% dose:n=71) duced depressive symptoms, and the
To examine whether a low dose low-dose ESTM was not inferior. On
of ESTM (40% of the age-based the suicidality assessment scale, sui-
dose) is non-inferior to the cidality decreased more in the high-
standard dose (80% of the age- dose group; however, the lower dose
based dose) in treating depres- showed better preservation of visual
sive symptoms and in terms of learning and social cognition, with a
cognitive safety in adolescents smaller decline in verbal learning. One
with major depressive disorder mild manic episode was recorded in
and suicidal ideation. the high-dose group.

2. Wang i Randomizirano klinicko is- 13-18 godina Terapijski BDI-Il, MoCA  Bilateralno postavl- MESTM uzrokuje bolje akutno po-
sur,, 2025 trazivanje. (prosjek = 15 rezistentni jene elektrode, boljsanje raspolozenja. Odgovor na
(27) Usporedba magnetne kon- godina) veliki tri puta tjedno, lijecenje bio je visi za MESTM (51,8 %)
/Wang vulzivne terapije (MST) s modi- 120 sudionika depresivni 12-16 sesija,doza  u usporedbi s MST-om (46,5 %).
etal., ficiranim ESTM-om (MESTM) na (MESTM n = 60; poremecaj temeljena nadobi  Nuspojave su bile ¢es¢e kod MESTM-a
2025 kognitivne ishode i suicidalnost MST n = 60) / Treat- (dob x 0,7 %), (64 %) nego kod MST-a (28,9 %). MST
(27) kod adolescenata sa velikm /13-18 years ment-resis- / Bilaterally placed  pokazuje bolju o¢uvanost kognitivnih

depresivnim poremecajem (mean = 15years)  tant major electrodes, three funkcija.

rezistetnim na terapiju. 120 participants depressive times per week, / MESTM produced greater acute

/ Randomized clinical trial. (MESTM n = 60; disorder 12-16 sessions, improvement in mood. The treatment
Comparison of magnetic seizure ~ MST n = 60) age-based dosing  response rate was higher with MESTM

therapy (MST) with modified
ESTM (MESTM) on cognitive
outcomes and suicidality in ado-
lescents with treatment-resistant
major depressive disorder.

(age x 0.7%)

(51.8%) compared with MST (46.5%).
Adverse effects were more frequent
with MESTM (64%) than with MST
(28.9%). MST showed better preserva-
tion of cognitive functions.

psihoti¢nim poremecajima prikazane su u ta-
blici 3 (39,40).

U kanadskom uzorku Zhand i sur. (35) zabiljezili
su 77 % klini¢kog poboljsanja i 23 % potpune re-
misije u skupini od 13 adolescenata s terapijski
rezistentnom depresijom. Sli¢no tome, Karayag-
murlu i sur. (40) izvijestili su o ishodima lijecenja
ESTM-om u Turskoj, uklju¢ujudi one s bipolarnim
poremecajem i velikim depresivnim poremeca-
jem. ESTM je doveo do statisticki zna¢ajnih po-
boljsanja na ljestvicama depresije, manije, psihoze
i globalne teZine simptoma. Poboljanje simpto-
ma zabiljeZeno je u 72 % adolescenata s depresi-
jom i ¢ak 93 % onih s mani¢nim epizodama. De-
presivni simptomi u adolescenata s bipolarnom
depresijom pokazali bolji terapijski odgovor na
ESTM u usporedbi s adolescentima s unipolarnim

velikim depresivnim poremecajem (20).

with mood and psychotic disorders are presented
in Table 3 (39,40).

In a Canadian sample, Zhand et al. (35) report-
ed 77% clinical improvement and 23% com-
plete remission in a group of 13 adolescents
with treatment-resistant depression. Similarly,
Karayagmurlu et al. (40) reported outcomes of
ESTB treatment in Turkey, including patients
with bipolar disorder and major depressive disor-
der. ESTB led to statistically significant improve-
ments in depression, mania, psychosis, and global
severity scales. Symptom improvement was ob-
served in 72% of adolescents with depression and
in as many as 93% of those with manic episodes.
Depressive symptoms in adolescents with bipolar
depression showed a better therapeutic response
to ESTB compared to adolescents with unipolar

major depressive disorder (20).
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TABLICA 2. Opservacijske studije u¢inkovitosti ESTM-a u djece i adolescenata s poremecajima raspolozenja (kronoloski poreda-
no od recentnijih prema starijim)
TABLE 2. Observational studies on the effectiveness of ESTM in children and adolescents with mood disorders (ordered chrono-
logically from most recent to oldest).

Autori i

godina /
Authors
and year

1. Chenisur,
2025
(28)/
Chenetal.,
2025 (28)

2. Huu
sur., 2025
(29) / Hu et
al., 2025
(29)

3. Wangi
sur., 2024
(30)/
Wang et
al., 2024
(30)

4. Caii
sur., 2023
(31)/ Cai et
al., 2023
(31)

Dizajn istazivanja i

ciljevi istrazivanja / Study
design and research
objectives

Opservacijska studija (Kina)
Istraziti kratkoro¢ne i du-
goroc¢ne ucinke ESMT-a na
depresivni poremecaj u
adolescenata te povezanost s
obiteljskim funkcioniranjem. /
Observational study (China).
To investigate the short-term
and long-term effects of ESTM
on depressive disorder in ad-
olescents and its association
with family functioning.

Prospektivna opservacijska
studija (Kina)

Procijeniti uc¢inke ESTM-a

na kogniciju, depresivne
simptome i suicidalne ideje
kod adolescenata s velikim
depresivnim poremecajem
/ Prospective observational
study (China).

To assess the effects of ESTM
on cognition, depressive
symptoms, and suicidal
ideation in adolescents with
major depressive disorder.

Retrospektivna kohortna
studija s uparivanjem prema
sklonosti (Kina).

Usporediti ESTM s konven-
cionalnom farmakoterapijom
u adolescenata s velikim
depresivnim poremecajem

uz suicidalne misli ili pokusaj
suicida. / Retrospective pro-
pensity score-matched cohort
study (China).

To compare ESTM with
conventional pharmaco-
therapy in adolescents with
major depressive disorder and
suicidal ideation or suicide
attempts.

Nerandomizirano kontrolirano
ispitivanje (opservacijsko)
(Kina).

Ispitati poboljsava li ESTM
suicidalne misli i depresivne
simptome te kakav je njegov
utjecaj na kognitivne funk-
cije u adolescenata s velikim
depresivnim poremecajem i
izrazenim suicidalnim idejama.
/Non-randomized controlled
trial (observational) (China).
To examine whether ESTM
improves suicidal ideation and
depressive symptoms and to
evaluate its impact on cogni-
tive functions in adolescents
with major depressive disorder
and severe suicidal ideation.

Ispitanici

dob i broj /
Participants: age
and number

13-18 godina
(prosjek = 15,0
godina)

65 sudionika (39 je
dovrsilo procjenu
obiteljske funkcije;
36 je dovrsilo
tromjesecno
pracenje) / 13-18
years (mean = 15.0
years)

65 participants
(39 completed the
family functioning
assessment; 36
completed the
three-month
follow-up)

13-18 godina
(prosjek = 15,8
godina)

60 sudionika (54
zavrsila dvotjed-
no pracenje; 48
zavrsilo pracenje
nakon 4 mjeseca) /
13-18 years (mean
=~ 15.8 years)

60 participants

(54 completed

the two-week
follow-up; 48 com-
pleted the four-
month follow-up)

10-18 godina
(prosjek = 15,2
godina)

286 sudionika
(ESTM n=143,
konvencionalna
terapija n=143) /
10-18 years (mean
= 15.2 years)
286 participants
(ESTM n =143;
conventional
therapy n=143)

13-18 godina
(prosjek = 15,2
godina)

160 sudionika
(ESTM n =81;
kontrolan=79)/
13-18 years (mean
= 15.2 years)

160 participants
(ESTM n =81;
control n =79)

Skale
/ Assessment
scales

Dijagnoza
/ Diagnosis

Veliki depre-
sivni poremecaj
/ Major depres-
sive disorder

HDRS-24, FAD

Veliki depre-
sivni poremecaj
sa suicidalnim
mislima /
suicidalnim
ponasanjem /
Major depres-
sive disorder
with suicidal
ideation / sui-
cidal behavior

HAMD-24, BS|,
CANTAB

HAMD-24
HAMA
CGI-IC-SSRS

Velika depre-
sivna epizoda
(jednaiili
ponavljana)

sa suicidalnim
idejamaili
pokusajem
suicida / Major
depressive
episode (single
or recurrent)
with suicidal
ideation or sui-
cide attempt

Velika depre-
sivna epizoda

s izrazenom
suicidalnom
ideacijom / Ma-
jor depressive
episode with
severe suicidal
ideation

SIOSS,
HAMD-17,
RBANS

Nacin primjene
ESTM-a/
Method

of ESTM
administration

Pocetna doza
=dobx0,7%;
6-15 sesija, 2-4
puta tjedno /
Initial dose =
age x 0.7%; 6-15
sessions, 2-4
times per week

Bifrontalno
postavljanje
elektrode;
prosjecno = 10
sesija. / Bifrontal
electrode place-
ment; mean = 10
sessions.

Bilateralni

ESTM s kratkim
pulsom, 2-4
puta tjedno,
prosje¢no oko
9,35 sesija doza
=dob x 0,7 %./
Bilateral brief-
pulse ESTM, 2-4
times per week,
mean = 9.35
sessions; dose =
age x 0.7%.

Modificirani
bitemporalni
ESTM, 8 ciklusa
tijekom 2 tjedna
(prvi tjedan
svakodnevno,
drugi tjedan 3
puta svaki drugi
dan)./ Modified
bitemporal
ESTM, 8 sessions
over 2 weeks
(first week daily;
second week

3 times every
other day).

Rezultati / Results

Kratkoro¢ni odgovor iznosio je

64,6 % (T1-dva dana nakon primjene
ESTM-a), a dugorocni 22,2 % (T2- 3
mjeseca nakon primjene ESTM-a). Bolje
funkcioniranje obitelji predvidalo je
dugorocniji terapijski odgovor. ESTM
pokazuje snazan kratkoro¢ni antidepre-
sivni ucinak, ali ogranicenu trajnost te
funkcioniranje obitelji znacajno utjece
na dugorocno odrzavanje poboljsanja.
/The short-term response rate was
64.6% (T1 - two days after ESTM), and
the long-term response rate was 22.2%
(T2 - three months after ESTM). Better
family functioning predicted a more
sustained therapeutic response. ESTM
showed a strong short-term antide-
pressant effect but limited durability,
and family functioning significantly
influenced the long-term maintenance
of improvement.

Odgovor na ESTM= 78 %; remisija =
25 %. Znacajno smanjenje suicidalnih
misli. Privremeni pad pamcenja (pros-
tornog i verbalnog) povukao se nakon
2 tjedna; radno pamcenje, paznja i
izvrine funkcije poboljsale su se do 4
mjeseca. / The response rate to ESTM
was = 78%, and the remission rate was
= 25%. There was a significant reduc-
tion in suicidal ideation. A temporary
decline in memory (spatial and verbal)
resolved after two weeks; working
memory, attention, and executive func-
tions improved by four months.

Odgovor je bio visi kod ESTM-a (77,6 %
naspram 55,2 % kod konvencionalne
farmakoterapije). Suicidalne misli su
perzistirale u 18,2 % adolescenata
lije¢enih ESTM-om, naspram 41,3 % u
skupini s konvencionalnom farmakoter-
apijom. Hospitalizacija je bila dulja kod
ESTM-a (= 19 dana naspram 12 dana
kod konvencionalne terapije./ The
response rate was higher with ESTM
(77.6%) compared with conventional
pharmacotherapy (55.2%). Suicidal
ideation persisted in 18.2% of adoles-
cents treated with ESTM, compared
with 41.3% in the conventional phar-
macotherapy group. Hospitalization
was longer with ESTM (= 19 days vs =
12 days with conventional therapy).

Skupina lijecena ESTM-om pokazala je
vece smanjenje rezultata na SIOSS-u

i Hamiltonovoj ocjenskoj ljestvici za
depresiju. Kognitivni deficiti (memorija,
paznja, jezik) bili su prolazni i povukli
su se do 6. tjedna, nije bilo ozbiljnih
nuspojava. / The ESTM-treated group
showed greater reductions in SIOSS
and Hamilton Depression Rating Scale
scores. Cognitive deficits (memory,
attention, language) were transient
and resolved by week 6, and no serious
adverse effects were reported.
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TABLICA 2. Opservacijske studije u¢inkovitosti ESTM-a u djece i adolescenata s poremecajima raspoloZenja (kronoloski poreda-
no od recentnijih prema starijim) (nastavak)
TABLE 2. Observational studies on the effectiveness of ESTM in children and adolescents with mood disorders (ordered chrono-
logically from most recent to oldest). (continued)

Autori i

godina /
Authors
and year

5. Yui
sur,, 2023
(32)/Yuet
al., 2023
(32)

6. Chenisur.,
2022
(33)/
Chenetal,
2022 (33)

7. Shao isur,
2022
(34) / Shao
etal., 2022
(34)

8. Zhand i
sur.,
2015 (35)/
Zhand et
al, 2015
(35)

Dizajn istazivanja i

ciljevi istrazivanja / Study
design and research
objectives

Prospektivna intervencijska
slikovna studija (Kina).

Ispitati promjene mozdanog
protoka krvi nakon ESTM-a
injihov odnos s klini¢kim
poboljsanjem u adolesce-
nata s velikim depresivnim
poremecajem / Prospective
interventional imaging study
(China).

To examine changes in
cerebral blood flow after ESTM
and their relationship with
clinical improvement in ado-
lescents with major depressive
disorder.

Retrospektivna serija slucajeva
(Kina).

Procijeniti uc¢inkovitost i sig-
urnost ESTM-a u adolescenata
s depresijom i suicidalnim
promisljanima, usporedujuci
podskupine adolescenta sa
suicidalnim mislima i one sa
pokusajem suicida / Retro-
spective case series (China).
To evaluate the effectiveness
and safety of ESTM in ado-
lescents with depression and
suicidal ideation, comparing
subgroups of adolescents with
suicidal thoughts and those
with suicide attempts.

Retrospektivna usporedna
analiza (Kina).

Procijeniti ishode ESTM-a u
odnosu na uobicajeno lijecen-
je kod hospitaliziranih adoles-
cenata s velikim depresivnim
poremecajem ili bipolarnim
poremecajem. / Retrospective
comparative analysis (China).
To evaluate outcomes of ESTM
compared with usual treat-
ment in hospitalized adoles-
cents with major depressive
disorder or bipolar disorder.

Serija slucajeva, retrospek-
tivni pregled dokumentacije
(Kanada).

Opisati primjenu ESTM-a i
ishode lijecenja kod adolesce-
nata s terapijski rezistentnim
depresivnim poremecajima.
/ Case series, retrospective
chart review (Canada).

To describe the use of ESTM
and treatment outcomes

in adolescents with treat-
ment-resistant depressive
disorders.

Participants: age
and number

12-17 godina
(medijan= 15
godina)

52 ukljucena / 12-
17 years (median =
15 years)

52 participants
included

12-17 godina
(prosjek = 15,4
godine)

278 sudionika
(kona¢na analiza) /
12-17 years (mean
= 15.4 years)

278 participants
(final analysis)

10-18 godina
(prosjek = 16,1
godina)

288 sudionika
(ESTM n =171; uo-
bicajeno lijecenje
n=117)/10-18
years (mean = 16.1

years)
288 participants
(ESTMn=171;

usual treatment n
=117)

15-18 godina
(prosjek = 16,8
godina)

13 sudionika /
15-18 years (mean
= 16.8 years)

13 participants

Skale
/ Assessment
scales

Dijagnoza
/ Diagnosis

Veliki de-
presivni
poremecaj, bez
prethodnog
lijecenja / Major
depressive
disorder, treat-
ment-naive

HAMD-17

Veliki depre-
sivni poremecaj
s suicidalnim
promisljanjima
ili s pokusajem
suicida / Major
depressive
disorder with
suicidal ide-
ation or suicide
attempt

CGI-S, CGH,
HDRS-17

Veliki depresiv-
an poremecaj
(n=122)i
bipolarni
poremecaj
(n=166)/
Major depres-
sive disorder
(n=122)and
bipolar disorder
(n=166)

CGI-S,CGIH,
HAMA, YMRS,
PANSS

BDI-II,
CGl-S AADI
MASC-39

Terapijski
rezistentni
veliki depre-
sivni poremecaj
/Treatment-re-
sistant major
depressive
disorder

Nacin primjene
ESTM-a/

Bifrontotem-
poralni ESTM ili
bilateralni tem-
poralni ESTM.

8 sesija (prve

3 sesije istoga
dana, zatim
svaka 2 dana) /
Bifronto-tem-
poral ESTM or
bilateral tempo-
ral ESTM.

8 sessions (first 3
sessions on the
same day, then
every 2 days).

Modificirani
bitemporalni
ESTM. Ukupno
6-12 sesija.
Doza=0,7 x
dob % / Modi-
fied bitemporal
ESTM. Total of
6-12 sessions.
Dose =0.7 x
age %

Mjesovito
unilateralno

ili bilateralno
postavljanje;

4 puta tjedno;
prosjecan broj
sesija=7,6/
Mixed unilat-
eral or bilat-
eral electrode
placement; 4
times per week;
mean number of
sessions = 7.6

Unilateralno,
bifrontalno ili
bitemporalno
postavljene
elektrode. Sesije
2-3 x tjedno. /
Unilateral, bi-
frontal, or bitem-
poral electrode
placement.
Sessions 2-3
times per week.

Rezultati / Results

Znacajno smanjenje na Hamiltonovoj
ocjenskoj ljestvici za depresiju. Rezulta-
ti: 22,2 %,,znacajno ucinkovito’, 48,2 %
sucinkovito’, 14,8 %, poboljsanje’,

14,8 % ,neucinkovito”. Vece smanjenje
na Hamiltonovoj ocjenskoj ljestvici za
depresiju koreliralo je s nizim post-ES-
TM protokom krvi u lijevom orbitalnom
donjem frontalnom girusu. / There was
a significant reduction in Hamilton De-
pression Rating Scale scores. Outcomes
were: 22.2% “markedly effective,’ 48.2%
“effective,” 14.8% “improved,’and 14.8%
“ineffective.” Greater reductions in Ham-
ilton Depression Rating Scale scores
were associated with lower post-ESTM
cerebral blood flow in the left orbital
inferior frontal gyrus.

Op¢i odgovor iznosio je 52 % (49 % u
skupini sa suicidalnim promisljanjima,
54 % u skupini s pokusajem suicida).
ESTM ucinkovito smanjuje depresivne
i suicidalne simptome. Podskupina sa
pokusajem suicida pokazala je vece
poboljsanje. Nuspojave: poteskoce
pamcenja 68 %, glavobolja 54 %, delirij
34 9% (uglavnom prolazan) / The overall
response rate was 52% (49% in the
suicidal ideation group, 54% in the
suicide attempt group). ESTM effec-
tively reduced depressive and suicidal
symptoms. The subgroup with suicide
attempts showed greater improve-
ment. Adverse effects included mem-
ory difficulties (68%), headache (54%),
and delirium (34%), mostly transient.

Tezina simptoma smanijila se u obje
skupine. Odgovor na lijecenje bio je
oko 77 % (ESTM) prema 81 % (uobica-
jeno lijecenje). Remisija je bila visa u
ESTM skupini (28,6 % prema 16,2 %),

ali je trebalo dulje da se postigne.
Nuspojave su bile blage, bez mani¢nog
prijelaza. / Symptom severity decreased
in both groups. The treatment response
rate was about 77% in the ESTM group
compared with 81% in the usual
treatment group. Remission was higher
in the ESTM group (28.6% vs 16.2%),
but it took longer to achieve. Adverse
effects were mild, with no manic switch
observed.

77 % je pokazalo pouzdano pobol-
jsanje na BDI-II, dok je 23 % postiglo je
potpuni oporavak. Prolazno kognitivno
ostecenje zabiljezeno je u 85 % ispitan-
ika (uglavnom blago). / 77% showed re-
liable improvement on the BDI-II, while
23% achieved full recovery. Transient
cognitive impairment was observed in
85% of participants (mostly mild).
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TABLICA 3. Opservacijske studije u¢inkovitosti ESTM-a u ostalim psihijatrijskim indikacijama kod djece i adolescenata, pozitivni
klinicki u¢inci (kronoloski poredano od recentnijih prema starijim)
TABLE 3. Observational studies on the effectiveness of ESTM in other psychiatric indications in children and adolescents, posi-
tive clinical effects (ordered chronologically from most recent to oldest).

Opservacijske stu

Autori i godina
/ Authors and
year

1. Smith isur.,
2024
(36) / Smith et
al., 2024
(36)

2. Palisur, 2024
(37) / Pal et
al., 2024
(37)

3. Tuncturk i
sur., 2022 (38)/
Tuncturk etal.,
2022 (38)

4. Piersonisur.,
2021 (39)/
Pierson et al.,
2021 (39)

5. Karayagmurlui
sur., 2020 (40)
/ Karayagmur-
luetal., 2020
(40)

Dizajn istazivanj lj
istrazivanja / Study design
and research objectives

Retrospektivna kohortna studi-
ja jedne ustanove (SAD).
Procijeniti sigurnost i uc¢inko-
vitost ESTM-a u pedijatrijskoj
kohorti, s naglaskom na ishode
katatonije. / Retrospective sin-
gle-center cohort study (USA).
To evaluate the safety and
effectiveness of ESTM in a
pediatric cohort, with a focus
on outcomes in catatonia.

Retrospektivna serija slu¢ajeva
(SAD).

Opisati ishode ESTM-a kod
katatonije i raspraviti parametre
lijecenja. / Retrospective case
series (USA).

To describe outcomes of ESTM
in catatonia and discuss treat-
ment parameters.

Retrospektivni pregled medicin-
ske dokumentacije (Turska).
Usporediti karakteristike i ishode
adolescenata koji su primali
ESTM u odnosu na one lijecene
klozapinom u terapijski rezis-
tentne shizofrenije / shizoafektiv-
nog poremecaja. / Retrospective
medical record review (Turkey).
To compare the characteristics
and outcomes of adolescents
who received ESTM with those
treated with clozapine for treat-
ment-resistant schizophrenia or
schizoaffective disorder.

Retrospektivni pregled
medicinske dokumentacije
(SAD). Procijeniti klinicke ishode
adolescenata koji primaju ESTM
te ispitati pocetne prediktore
odgovora na lijecenje, broja
tretmana i nuspojava. / Retro-
spective medical record review
(USA). To evaluate clinical out-
comes in adolescents receiving
ESTM and to examine baseline
predictors of treatment re-
sponse, number of treatments,
and adverse effects.

Retrospektivni pregled
medicinske dokumentacije
(Turska).

Izvijestiti o u¢inkovitosti i
sigurnosti ESTM-a u velikom
uzorku adolescenata. / Retro-
spective medical record review
(Turkey).

To report the effectiveness and
safety of ESTM in a large sample
of adolescents.

/ Participants: age
and number

<17 godina (prosjec-
na dob = 15 godina,
raspon 10-17 godina)
36 (=3 sesije ESTM-a)
/ <17 years (mean
age = 15 years, range
10-17 years)

36 participants (=3
ESTM sessions)

<17 godina (raspon
10-17 godina)

12 sudionika / <17

years (range 10-17
years)

12 participants

10-18 godina

ESTM n = 13; klozap-
inn=66/10-18
years

ESTM n = 13; clozap-
inen =66

Prosjek 16,5 godi-
na (raspon 10-18
godina)

107 pacijenata /
Mean age 16.5 years
(range 10-18 years)
107 patients

14-18 godina (pros-
jek=17,1 godina)
62 sudionika./ 14-18
years (mean = 17.1
years)

62 participants.

Skale
/ Assessment
scales

/ Diagnosis

Katatonija BFCRS, CGI-I
(n =22), psi-
hoza (n=17),
suicidalne ide-
acije (n=14),
rekuretna sa-
moozljedivanja
(n=10)/
Catatonia (n =
22), psychosis
(n =17), suicid-
al ideation (n =
14), recurrent
self-injury (n
=10)
Katatonija / BFCRS CGI-I
Catatonia

Terapijski PANSS CGI-S
rezistentna

shizofrenija ili

shizoafektivni

poremecaj /

Treatment-re-

sistant schizo-

phrenia or

schizoaffective

disorder

Veliki de-
presivni
poremecaj,
bipolarni
poremecaj,
psihoti¢ni
poremecaji i
katatonija; /
Major depres-
sive disorder,
bipolar disor-
der, psychotic
disorders, and
catatonia;

CGH

CGI-S, HDRS,
YMRS, PANSS,
BDI-II

Bipolarni
poremecaj

53 %, veliki
depresivni
poremecaj

26 %, shizof-
renija 13 %,
shizoafektivni
poremecaj

8 %./ Bipolar
disorder 53%,
major depres-
sive disorder
26%, schizo-
phrenia 13%,
schizoaffective
disorder 8%

Nacin primjene
ESTM-a/
Method of ESTM
admi

Uglavnom
bitemporal-

no (n=33),
desnostrano
unilateralno.
(n=3). Prosjecan
broj sesija = 16,4
/ Mostly bitem-
poral electrode
placement (n
=33), right
unilateral (n = 3).
Mean number of
sessions = 16.4

Uglavnom
desnostrano
unilateralno
postavljanjeel-
ektroda. Prelazak
na bilateralno po
potrebi. / Mostly
right unilat-

eral electrode
placement, with
switching to
bilateral when
necessary.

Bilateralno
frontotemporal-
no postavljanje
elektrode; 7-12
sesija, 2-3 puta
tjedno / Bilateral
frontotempo-
ral electrode
placement; 7-12
sessions, 2-3
times per week

Tretmani obi¢no
svaki drugi dan,
tri puta tjedno;
polozaj elektro-
da nije naveden.
/ Treatments
were usually
administered
every other day,
three times per
week; electrode
placement was
not specified.

Standardni
bilateralni ESTM,
3 sesije tjedno,
prosjecan broj
sesija=7,8.
Doza prilagode-
na dobi. / Stan-
dard bilateral
ESTM, 3 sessions
per week, mean
number of
sessions = 7.8.
Age-adjusted
dosing.

Rezultati / Results

Svih 22 pacijentata s kata-
tonijom pokazala su znacajno
smanjenje u BFCRS rezultatu.
Produljeni napadaji uoceni kod
14 pacijenata. / All 22 patients
with catatonia showed a
significant reduction in BFCRS
scores. Prolonged seizures were
observed in 14 patients.

Svi su pacijenti (12/12) posti-

gli remisiju katatonije; 6 ih je
odgovorilo na iskljucivo desnos-
tranu unilateralnu stimulaciju,
dok su 4 trebala bilateralnu.
Maligna katatonija najcesce je
zahtijevala bilateralnu stim-
ulaciju. / All patients (12/12)
achieved remission of catatonia;
6 responded to right unilateral
stimulation alone, while 4
required bilateral stimulation.
Malignant catatonia most often
required bilateral stimulation.

Obje su skupine pokazale
znacajno smanjenje PANSS
rezultata. Nije bilo znacajne
razlike u u¢inkovitosti. Skupina
koja je primala ESTM imala je
visu pocetnu tezinu bolesti

i viSe rezultate rezistencije. /
Both groups showed a sig-
nificant reduction in PANSS
scores. There was no significant
difference in effectiveness.
The ESTM group had greater
baseline illness severity and
higher resistance scores.

Stopa odgovora (znacajno
poboljsanje ili vrlo zna¢ajno
poboljsanje) za cijelu skupinu
iznosila je 77 %. Najcesce
prijavljene nuspojave bile su
glavobolja (75 %) i poteskoce
pamdcenja (65 %)./ The re-
sponse rate (much improved
or very much improved) for
the whole group was 77%. The
most reported adverse effects
were headache (75%) and
memory difficulties (65%).

Znacajno poboljsanje na svim
ljestvicama CGI-S, HDRS, YMRS,
PANSS nakon ESTM-a. Bipolarna
depresija bolje je reagirala nego
unipolarna. Komorbiditet je
smanjio odgovor, ali je ESTM i
dalje bila u¢inkovita metoda.
Nuspojave: subjektivni gubitak
pamcenja 85 %, glavobolja

69 %, produljeni napadaj

8%, manicni prijelaz 6 %. /
Significant improvement was
observed on all scales (CGI-S,
HDRS, YMRS, PANSS) after ESTM.
Bipolar depression responded
better than unipolar depres-
sion. Comorbidity reduced the
treatment response, but ESTM
remained an effective method.
Adverse effects included subjec-
tive memory loss (85%), head-
ache (69%), prolonged seizure
(8%), and manic switch (6%).
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Nekoliko opservacijskih studija potvrdilo je
ove nalaze u heterogenijim i ve¢im uzorcima.
Shao i sur. (34), u studiji koja je obuhvatila 288
hospitaliziranih adolescenata (171 lije¢enih
ESTM-om i 117 standardnim lije¢enjem), izvi-
jestili su o zna¢ajnom smanjenju simptoma u
obje skupine. Medutim, ESTM je doveo do vise
stope remisije (28,6 %) u usporedbi sa standar-
dnim lije¢enjem (16,2 %). Stopa odgovora izno-
sila je 76,6 % za ESTM, dok je za uobicajeno
lije¢enje bila 81,2 %. Vrijeme do odgovora bilo
je dulje kod ESTM-a nego uz farmakoterapiju
(34). Sli¢no tome Wang i sur.su u studiji koja je
obuhvatila 286 adolescenata s velikim depre-
sivnim poremecajem i suicidalno§éu pokazali
stopu odgovora od 77,6 % za skupinu ESTM i
farmakoterapiju, u usporedbi s 55,2 % za samu
farmakoterapiju. Suicidalna ideacija pri otpu-
stu bila je znatno niza u ESTM skupini (18,2 %)
nego u skupini samo s lijekovima (41,3 %) (30).

Nekoliko studija izvijestilo je o povoljnom uéin-
ku ESTM-a ne samo na depresivne simptome,
ve( ina smanjenje suicidalnih ideacija. Caii sur.
(31) te Hu i sur. (29) neovisno su pokazali da
ESTM dovodi do brzog i izrazenog smanjenja
depresivnosti i suicidalnih misli, nadmasujudi
antidepresivnu farmakoterapiju u brzini i in-
tenzitetu u¢inka. U studiju Cai i sur. skupina
lije¢ena ESTM-om i antidepresivima pokazala
je vele smanjenje rezultata na SIOSS-u i Ha-
miltonovoj ocjenskoj ljestvici za depresiju od
skupine lije¢ene samo antidepresivima (31).
Sli¢no je pokazala i studija Hu i sur. uz odgo-
vor na ESTM = 78 % i remisiju u priblizno 25 %
uz znadajno smanjenje suicidalnih misli (29).
Utinkovitost ESTM-a kod adolescenata s veli-
kim depresivnim poremecajem i suicidalno$éu
ispitana je u retrospektivnoj studiji slucajeva,
koja je obuhvatila 278 adolescenta s prosjec-
nom dobi 15 + 1,5 godina s ovom dijagnozom.
Rezultati istrazivanja pokazali su stopu pozitiv-
nog odgovora od 52 % kod adolescenata s veli-
kim depresivnim poremecajem, 49 % kod onih
sa suicidalnim mislima te 54 % kod pacijenata

koji su prethodno pokusali suicid (30).

Several observational studies have confirmed
these findings in more heterogeneous and larg-
er samples. Shao et al. (34), in a study includ-
ing 288 hospitalized adolescents (171 treated
with ESTB and 117 with standard treatment),
reported significant symptom reduction in both
groups. However, ESTB led to a higher remission
rate (28.6%) compared with standard treatment
(16.2%). The response rate was 76.6% for ESTB,
while it was 81.2% for the usual treatment. Time
to response was longer with ESTB than with
pharmacotherapy (34). Similarly, Wang et al.
(2024), including 286 adolescents with major
depressive disorder and suicidality, demonstrat-
ed a response rate of 77.6% for the ESTB plus
pharmacotherapy group compared with 55.2%
for pharmacotherapy alone. Suicidal ideation
at discharge was significantly lower in the ESTB
group (18.2%) than in the medication-only group
(41.3%) (30).

Several studies reported a favorable effect of
ESTB not only on depressive symptoms but also
on the reduction of suicidal ideation. Cai et al.
(31) and Hu et al. (29) independently showed that
ESTB led to rapid and pronounced reductions in
depression and suicidal thoughts, surpassing an-
tidepressant pharmacotherapy in both speed and
magnitude of effect. In the study by Cai et al., the
group treated with ESTB plus antidepressants
showed greater reductions on the SIOSS and the
Hamilton Rating Scale for Depression compared
to the antidepressant-only group (31). Similarly,
the study by Hu et al. showed a response rate to
ESTB of approximately 78% and remission in
approximately 25%, with a significant reduction
in suicidal ideation (29). The efficacy of ESTB in
adolescents with major depressive disorder and
suicidality was also examined in a retrospective
case study that included 278 adolescents with a
mean age of 15 + 1.5 years. The results showed a
positive response rate of 52% in adolescents with
major depressive disorder, 49% in those with sui-
cidal ideation, and 54% in patients who had pre-
viously attempted suicide (30).

Overall, these ten studies (17-26) provide con-
sistent evidence that ESTB is a highly effective
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Sveukupno, ovih deset studija (17-26) pruzaju
konzistentne dokaze da je ESTM vrlo u¢inko-
vita i ¢esto brzo djelujuca intervencija za ado-
lescente s velikim depresivnim poremecajem
i bipolarnim poremecajem, osobito kada su

simptomi tegki, hitni ili rezistentni na lijekove.

Ucinkovitost ESTM-a u lijecenju
ostalih psihijatrijskih poremecaja,
pozitivni klini¢ki ucinci

Jedna studija je ispitivala isklju¢ivo ué¢inkovi-
tost ESTM-a u djece i adolescenata s psihotic-
nim poremedcajima i shizofrenijom (38). Jo$
dvije studije istrazivale su primjenu ESTM-a
kod katatonije (36,37). Nijedna studija nije iz-
vjestavala o u¢inkovitosti ESTM-a u MNS, osim
sustavnog preglednog rada (6).

U usporedbi s poremecajima raspolozenja, ¢ini
se da shizofrenija i psihoza u adolescenata ima
skromniji odgovor na ESTM te je broj dostupnih
studija je ograni¢en. Ovom pretragom dobivena
je samo jedna studija koja je ispitivala iskljuci-
vo u¢inkovitost ESTM-a u djece i adolescenata s
psihoti¢nim poremecajima i shizofrenijom (38).
Studija je ukljutivala 13 pacijenata lije¢enih ES-
TM-om naspram 66 lije¢enih klozapinom te su
zabiljezena velika smanjenja ukupnih i podsku-
pnih PANSS rezultata nakon ciklusa ESTM-a, uz
stope odgovora u rasponu od 54 % do 70 %, §to
je usporedivo s onima postignutima klozapinom.
Veca pocetna tezina bolesti (visi PANSS, agresiv-
nost) bila je povezana s odabirom ESTM-a, ali
nije predvidala losiji odgovor na lije¢enje. Sto-
vide, pacijenti s izraZenijom agitacijom cesto su

pokazivali vece apsolutno poboljdanje (38).

Pregledom literature u zadnjih deset godina
ESTM se pokazao u¢inkovitim u lije¢enju kata-
tonije u pedijatrijskoj populaciji, neovisno o nje-
zinoj etiologiji (6,36,37). U jednoj seriji slucaje-
va koja je obuhvatila 12 pacijenata, svih 12 paci-
jenata postiglo je potpuno povlacenje simptoma
(37) Veca retrospektivna analiza 36 djece (od
kojih 22 s katatonijom) izvijestila je o srednjoj

vjerojatnosti poboljsanja na CGI-I ljestvici od

and often rapidly acting intervention for adoles-
cents with major depressive disorder and bipolar
disorder, particularly when symptoms are severe,

urgent, or medication-resistant.

Efficacy of ESTB in the Treatment
of Other Psychiatric Disorders,
Positive Clinical Effects

One study exclusively examined the efficacy of
ESTB in children and adolescents with psychotic
disorders and schizophrenia (38). Two additional
studies investigated the use of ESTB in catato-
nia (36,37). No study reported on the efficacy of
ESTB in NMS, except for the systematic review
(6).

Compared to mood disorders, schizophrenia and
psychosis in adolescents appear to show a more
modest response to ESTB, and the number of
available studies is limited. This search identified
only one study that exclusively examined the ef-
ficacy of ESTB in children and adolescents with
psychotic disorders and schizophrenia (38). The
study included 13 patients treated with ESTB
versus 66 treated with clozapine and reported
large reductions in total and subscale PANSS
scores after a course of ESTB, with response
rates ranging from 54% to 70%, comparable to
those achieved with clozapine. Greater baseline
severity of illness (higher PANSS scores, aggres-
sion) was associated with selection of ESTB but
did not predict a poorer treatment response.
Moreover, patients with more pronounced agi-
tation often showed greater absolute improve-
ment (38).

A review of the literature over the past ten years
indicates that ESTB is effective in the treatment
of catatonia in the pediatric population, regard-
less of its etiology (6,36,37). In one case series
including 12 patients, all 12 achieved complete
remission of symptoms (37). A larger retrospec-
tive analysis of 36 children (22 with catatonia)
reported a mean probability of improvement on
the CGI-I scale of 85% (36). Benzodiazepines
remain the first-line therapy; however, ESTB
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85 % (36). Benzodiazepini ostaju terapija prvog
izbora, no ESTM pouzdano dovodi do remisije
nakon neuspjeha lije¢enja benzodiazepinima te
u malignoj katatoniji. Ponekad je bila potrebna i
terapija odrzavanja ESTM-om kod relapsa kata-
tonije, osobito kod pacijenata s neurorazvojnim
poremecajima ili medicinski kompleksnim sta-
njima (36). Ozbiljnost i trajanje katatonih simp-
toma utjecali su na brzinu remisije pri ¢emu su
teze klinicke prezentacije ponekad zahtijevale
bilateralno postavljanje elektroda (36,37).

ESTM moze biti terapija izbora u lije¢enju
NMS-a, no zbog njegove rijetke pojavnosti
ucinkovitost ESTM-a jo$ uvijek nije dovoljno
istrazena. Dokazi o primjeni ESTM-a kod pe-
dijatrijskog NMS-a ograniceni su na prikaze

slu¢aja i sustavne preglede (6).

Sigurnost i nuspojave ESTM-a kod
adolescenata

U pretraZenoj literaturi ESTM je dosljedno opi-
san kao sigurna metoda lije¢enja za adolescente
s te$kim, na lijeCenje rezistentnim psihijatrij-
skim poremecajima (6,26-40). Nuspojave po-
vezane s ESTM-om u ovoj populaciji opéenito
se navode kao blage, prolazne i usporedive s
onima koje se javljaju kod odraslih (6,26). Nu-
spojave i njihova ucestalost, u studijama uklju-

¢enima u ovaj pregled, prikazane su u tablici 4.

Najcéesce prijavljene nuspojave su kognitivna
ostecena i glavobolje (29,31,33,35,36,39,40).
Subjektivno kognitivno oS$tecenje je medu
najée$cée prijavljena nuspojava, s ucestaloséu
pojavljivanja u literaturi izmedu 13,9 1 85 %
pacijenta (33,35,36,40). Prospektivna opserva-
cijska studija koja je uklju¢ivala 60 pacijenata
pokazala je da je bilateralni ESTM bio povezan
s blagim, prolaznim padovima prostornog i ver-
balnog pamcenja jedan dan nakon tretmana,
pri ¢emu su se ove funkcije vratile na pocetnu
razinu unutar dva tjedna. Ista studija nije pro-
nasla pad radnog pamcdenja, paznje ili izvrénih
funkcija. Naprotiv, ove su se domene poboljsa-

le dva tjedna nakon tretmana, a poboljsanje se

reliably leads to remission after benzodiazepine
treatment failure and in malignant catatonia.
In some cases, maintenance ESTB was required
in cases of relapse, particularly in patients with
neurodevelopmental disorders or medically com-
plex conditions (36). The severity and duration of
catatonic symptoms influenced the speed of re-
mission, with more severe clinical presentations
sometimes requiring bilateral electrode place-
ment (36,37).

ESTB may be the treatment of choice in NMS;
however, due to its rare occurrence, the efficacy
of ESTB has not yet been sufficiently investigat-
ed. Evidence regarding the use of ESTB in pediat-
ric NMS is limited to case reports and systematic

reviews (6).

Safety and Adverse Effects of
ESTB in Adolescents

In the reviewed literature, ESTB is consistently
described as a safe treatment method for adoles-
cents with severe, treatment-resistant psychiatric
disorders (6,26-40). Adverse effects associated
with ESTB in this population are generally report-
ed as mild, transient, and comparable to those ob-
served in adults (6,26). The adverse effects and
their frequencies in the studies included in this

review are presented in Table 4.

The most frequently reported adverse ef-
fects are cognitive impairment and headaches
(29,31,33,35,36,39,40). Subjective cognitive im-
pairment is among the most commonly reported
adverse effects, with a reported frequency rang-
ing from 13.9% to 85% of patients (33,35,36,40).
A prospective observational study including 60
patients showed that bilateral ESTB was associat-
ed with mild, transient declines in spatial and ver-
bal memory one day after treatment, with these
functions returning to baseline within two weeks.
The same study did not find declines in working
memory, attention, or executive functions; on
the contrary, these domains improved two weeks
after treatment, and the improvement persisted

at a four-month follow-up. No evidence of long-
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56 TABLICA 4. Ucestalost nuspojava ESTM-a kod djece i adolescenta
TABLE 4. Frequency of adverse effects of ESTM in children and adolescents.

Nuspojave

Ucestalost u studijama dobivenim
pretragom / Frequency in the studies
identified through the search

Studije / Studies
/ Adverse effects

Kognitivno ostecenje
/ Cognitive impairment

13,9- 85 % Najcesc¢a nuspojava. Obi¢no prolazna (33,35,36,40).

/ Most common adverse effect. Usually transient (33,35,36,40).

Glavobolja / Headache 54-77 % Samoogranicavajuca, povlaci se unutar 24 h (33,35,40).

/ Self-limiting, resolves within 24 hours (33,35,40).

Misi¢na bol 10.1-69 %
/ Muscle pain

Prijavljena kao cesta nuspojava (33,35).
/ Reported as a common adverse effect (33,35). (33,35).

Mucnina i povracanje 11.2-27.8 % Prijavljena kao ¢esta nuspojava, prolazna (33,35,36).

/ Nausea and vomiting / Reported as a common adverse effect, transient (33,35,36).

Produzeni napadaji 5.9-38.9 % Ucestalost ¢esca u adolescenata nego odraslih Lijeci se farmakoloski

/ Prolonged seizures (35,36,40). / More frequent in adolescents than in adults. Treated phar-
macologically (35,36,40).

Manic¢ni prelazak 2.8%, 6 % Rijetka nuspojava kod pacijenata koje se lijece od velikog depresivnog

/ Manic switch poremecaja (26,40). / Rare adverse effect in patients treated for major
depressive disorder (26,40).

Delirij / Delirium 342 % Prijavljen kao nuspojava u jednoj studiji, prolazno (33).

/ Reported as an adverse effect in one study, transient (33).

Vrtoglavica / Dizziness 83 % Prijavljena kao nuspojava u jednoj studiji (36).

/ Reported as an adverse effect in one study (36).

zadrzalo i na kontrolnom pregledu nakon ¢etiri term cognitive impairment was found (29). An-

mjeseca. Nije pronaden nikakav dokaz o dugo- other study reported transient impairments in
memory, attention, and speech, which gradually

resolved six weeks after ESTB (31).

trajnim kognitivnim ostecenjima (29). Drugo
istraZivanje izvijestilo je o prolaznim o$tecenji-
ma pamcenja, paznje i govora, koja su se postu- Headache was reported in 54% to 77% of ado-
pno povukla Sest tjedana nakon ESTM-a (31). lescents in different studies and was usually
described as mild, self-limiting, and resolving
within 24 hours (33,35,40). Other adverse ef-
fects include muscle or body pain (10.1% to
69%) (33,35), nausea and/or vomiting (11.2%
to 27.8%) (33,35,36), and dizziness (8.3% in one

study) (36). These symptoms usually resolved

U razli¢itim studijama glavobolja je zabiljeze-
na u 54 % do 77 % adolescenata te se obi¢no
opisuje kao blaga, samoogranicavajuca i povlaci
se unutar 24 sata (33,35,40). Ostale nuspoja-
ve uklju¢uju bol u misi¢ima ili tijelu (10,1 % do
69 %) (33,35), mucninu i/ili povraéanje (11,2 %
do 27,8 %) (33,35,36) te vrtoglavicu (u¢estalost
ujednoj studiji 8,3 %) (36). Ovi simptomi obi¢-

within one day after treatment (36). Delirium
was also reported in 34.2% of adolescents in one

] . large retrospective series (33). Particular caution
no nestaju unutar jednog dana nakon tretma-

na (36). Delirij je takoder zabiljeZen kod 34,2 %

adolescenata u jednoj velikoj retrospektivnoj se-

is required when using ESTB in children and ad-
olescents with prolonged seizures. Prolonged
seizures are convulsive seizures lasting longer

riji (33). Poseban oprez pri primjeni ESTM-a u than 180 seconds after the administration of the

dje¢joj i adolescentnoj dobi zahtijevaju produze-
ni napadaji. ProduZeni napadaji su konvulzivni
napadaji koji traju dulje od 180 sekundi nakon
primjene elektri¢nog impulsa u sklopu ESTM-a.
Prijavljene stope u adolescentskim skupinama
krecu se od 8 % do 38,9 % pacijenata koji su ti-

jekom terapijskog ciklusa dozivjeli barem jedan

electrical stimulus during ESTB. Reported rates
in adolescent groups range from 8% to 38.9% of
patients experiencing at least one prolonged sei-
zure during a treatment course (35,36,40). One
recommendation to reduce the likelihood of this
event is the use of propofol as an alternative an-

esthetic option to shorten seizure duration (36).
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produljeni napadaj (35,36,40). Jedna od prepo-
ruka da se smanji vjerojatnost ovog dogadaja
je koristenje propofola kao alternativne opcije
anestezije za skra¢ivanje trajanja napadaja (36).
Razvoj mani¢nih simptoma tijekom ESTM-a
primijenjenog zbog depresije je zabiljezena kao
rijetka nuspojava. Studije su prijavile inciden-

cije od 6 % 12,8 % u svojim uzorcima (26,40).

PRIKAZ BOLESNIKA

Ova klinic¢ka vinjeta opisuje primjenu ESTM kod
19-godisnje pacijentice s dijagnozom shizofreni-
je s dominantno dezorganiziranim simptomima,
rezistentne na dotada$nju terapiju. Pacijentica je
bila urednog psihomotornog razvoja, rodena iz
uredne trudnode i poroda. Pacijentica je prvi put
pregledana od strane dje¢jeg i adolescentnog psi-
hijatra u dobi od 15 godina, kada joj je postavlje-
na dijagnoza anoreksije nervoze (bulimi¢no-re-
striktivni tip) uz umjereno tesku pothranjenost.
Opsezna dijagnosticka obrada, uklju¢ujudi psihi-
jatrijski intervju i psihicki status, nekoliko psiho-
logkih testiranja, magnetsku rezonanciju (MR),
elektroencefalografiju (EEG), viestruke elektro-
kardiograme (EKG), ehokardiografiju i laborato-
rijske pretrage, ukazala je na promjene povezane
s poremecajem hranjenja i pothranjenoscu. Pri-
mijenjeno je multimodalno i multidisciplinarno
intenzivno djedje psihijatrijsko lije¢enje, uklju¢u-
judi dominanto psihosocijalno lije¢enje, kao i rad
s roditeljima. Tijekom narednih godina pacijen-
tica je viSekratno stacionarno hospitalizirana na
psihijatrijskim odjelima za djecu i adolescente,
uz dodatno ambulantno lije¢enje. U dobi od 17
godina dolazi do promjene klinicke slike pri ¢emu
se pojavljuju slusne obmane osjetila, dezorgani-
zirano ponasanje i paranoidne sumanutosti te
joj je dijagnosticirana shizofrenija s dominantno
dezorganiziranim simptomima. Ponavljaju se
opsezne dijagnosticke pretrage uz lumbalnu pu-
nkciju i analizu likvora radi potencijalne mogué-
nosti encefalitisa. Tijekom ¢etiri godine lije¢enja

primijenjeni su razli¢iti psihosocijalni modaliteti

The development of manic symptoms during
ESTB administered for depression has been re-
ported as a rare adverse effect. Studies have re-
ported incidences of 6% and 2.8% in their sam-
ples (26,40).

CASE REPORT

This clinical vignette describes the use of ESTB
in a 19-year-old patient diagnosed with schizo-
phrenia with predominantly disorganized symp-
toms, resistant to previous therapy. The patient
had normal psychomotor development and was
born after an uncomplicated pregnancy and
delivery. She was first examined by a child and
adolescent psychiatrist at the age of 15, when
she was diagnosed with anorexia nervosa (bu-
limic-restrictive type) with moderate to severe
malnutrition. An extensive diagnostic work-up,
including a psychiatric interview and mental
status examination, several psychological as-
sessments, magnetic resonance imaging (MRI),
electroencephalography (EEG), multiple electro-
cardiograms (ECG), echocardiography, and labo-
ratory tests, indicated changes associated with
an eating disorder and malnutrition. Multimodal
and multidisciplinary intensive child psychiat-
ric treatment was implemented, predominantly
psychosocial treatment, as well as work with the

parents.

During the following years, the patient was re-
peatedly hospitalized in inpatient child and ad-
olescent psychiatric units and received outpa-
tient treatment. At the age of 17, a change in the
clinical picture occurred, with the emergence of
auditory hallucinations, disorganized behavior,
and paranoid delusions, and she was diagnosed
with schizophrenia with predominantly disorga-
nized symptoms. Extensive diagnostic testing
was repeated, including lumbar puncture and
cerebrospinal fluid analysis, to exclude possible
encephalitis. Over four years of treatment, vari-
ous multimodal and multidisciplinary psychoso-
cial treatment modalities were applied, including

work with the parents, as well as psychopharma-
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lije¢enja, multimodalni i multidisciplinarni, rad s
roditeljima, kao i psihofarmakoterapija: antipsi-
hotici i antidepresivi, uklju¢ujudi risperidon,
olanzapin, haloperidol, flufenazin i klozapin,
kao monoterapija ili u razli¢itim kombinacija-
ma. S obzirom na neuspjeh lije¢enja i ozbiljnost
simptoma u dobi od 19 godina, donesena je od-
luka o primjeni ESTM od adultnih psihijatara,
uz konzultaciju s dotadasnjim dje¢jim psihija-
trima. Dijagnosticka obrada provedena prije
ESTM-a ukljucivala je laboratorijske pretrage,
EEG, CT mozga i pregled anesteziologa. Pacijen-
tica je potpisala informirani pristanak, terapiju
je odobrilo eti¢ko povjerenstvo, dobiven je i pri-
stanak roditelja. Primijenjen je bilateralni ESTM
uz anesteziju i midi¢nu relaksaciju. Tretmani su
provodeni tri puta tjedno Cetiri tjedna, ukupno
12 tretmana. Pacijentica je iznosila blage nuspo-
jave u obliku zbunjenosti i glavobolje, koje su se
povukle unutar nekoliko sati. Nakon primjene
ESTM-a pacijentica je iznosila smanjenje inten-
ziteta slugnih obmana te su paranoidne ideje
postale manje izrazene. Nakon zavr$etka ciklusa
ESTM-a pacijentica je nastavila psihijatrijskim
pracenjem te terapijom antipsihoticima, uklju-
¢ujudi klozapin i dugodjelujudi flufenazin. ESTM
se pokazao u¢inkovitim u ovom slucaju, tako $to
su se ublazili simptomi i posljedi¢no poboljsala

kvaliteta zivota pacijentice.

Ovaj prikaz bolesnice otvara pitanje vremen-
skog okvira primjene ESTM-a u adolescenata s
teskim i terapijski rezistentnim psihijatrijskim
poremecajima, osobito u kontekstu organiza-
cijskih i pravnih ograni¢enja unutar zdravstve-

nog sustava.

RASPRAVA

Uvodni aspekti

Ovaj pregled sintetizira dostupne dokaze o
ucinkovitosti i sigurnosti ESTM-a u djece i ado-
lescenata, uz dodatni prikaz slu¢aja. Dobiveni

rezultati u skladu su s prethodnim pregledima

cotherapy: antipsychotics and antidepressants,
including risperidone, olanzapine, haloperidol,
fluphenazine, and clozapine, as monotherapy
or in different combinations. Due to treatment
failure and the severity of symptoms, at the age
of 19 a decision was made to administer ESTB
by adult psychiatrists, in consultation with the
treating child psychiatrists. The diagnostic work-
up prior to ESTB included laboratory tests, EEG,
brain CT, and an evaluation by an anesthesiolo-
gist. The patient signed informed consent, and
the therapy was approved by the ethics commit-
tee, along with parental consent. Bilateral ESTB
was administered under anesthesia and muscle
relaxation. Treatments were performed three
times per week for four weeks, for a total of 12
sessions. The patient reported mild adverse ef-
fects in the form of confusion and headache,
which resolved within a few hours. After the
administration of ESTB, the patient reported
a reduction in the intensity of auditory hallu-
cinations, and paranoid ideas became less pro-
nounced. Upon completion of the ESTB cycle,
the patient continued with psychiatric follow-up
and antipsychotic therapy, including clozapine
and long-acting fluphenazine. ESTB proved ef-
fective in this case by alleviating symptoms and
consequently improving the patient’s quality of
life.

This case report raises questions regarding the
timing of ESTB administration in adolescents
with severe and treatment-resistant psychiatric
disorders, particularly in the context of organiza-
tional and legal limitations within the healthcare

system.

DISCUSSION

Introductory Aspects

This review synthesizes the available evidence
on the efficacy and safety of ESTB in children
and adolescents, along with an additional case
report. The obtained results are consistent with

previous literature reviews and confirm that
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literature te potvrduju da je ESTM ucinkovita
terapijska opcija u lije¢enju teskih i terapijski re-
zistentnih poremecaja raspolozenja, katatonije,
pojedinih psihoti¢nih poremecaja te neurolep-
tickog malignog sindroma (5,6,7,11-13,24).

Poremecdaji raspolozenja

Sukladno ranijim pregledima literature o pri-
mjeni ESTM-a u djece i adolescenata (5-7,11-
13,24) i u okviru ovog pregleda najévrsdi i naj-
konzistentniji dokazi odnose se na poremecaje
raspoloZenja. U odnosu na vecinu ranijih pre-
glednih radova, ovaj pregled uklju¢uje i rando-
mizirana kontrolirana ispitivanja ¢ime se do-
datno unapreduje kvaliteta dostupnih dokaza o
ucdinkovitosti ESTM-a u adolescenata. Sustavni
pregled Castanede-Ramireza i sur. izvijestio je
o stopama odgovora u rasponu od 51 do 92 %
pri ¢emu su vece serije bolesnika pokazale sto-
pe odgovora od 70-82 % za depresiju i 87-90 %
za manicne epizode (13). Dgssing i Pagsberg,
unato¢ niskoj ukupnoj razini dokaza, koja se
pretezito temelji na opservacijskim studijama,
isti¢u da ESTM treba razmotriti u teskim i te-
rapijski rezistentnim epizodama raspolozenja
u adolescenata, uz prijavljenu u¢inkovitost od
75 do 100 % za depresivne i bipolarne epizode
u pedijatrijskoj populaciji (6).

U skladu s navedenim, rezultati ovog pregle-
da potvrduju da je ESTM osobito uéinkovita
terapijska opcija u adolescenata s terapijski
rezistentnom depresijom pra¢enom izrazenim
suicidalnim ideacijama ili pokusajima suicida.
U vise ukljucenih studija zabiljeZene su visoke
stope klini¢ckog odgovora i zna¢ajno smanjenje
suicidalnosti, osobito kada se ESTM primjenju-
je ukombinaciji s farmakoterapijom (27,29-31).
Medutim, sli¢no kao i u ranijim pregledima, ma-
njak longitudinalnih podataka ogranic¢ava pro-
¢jenu trajnosti smanjenja suicidalnosti nakon
zavr§etka ESTM-a, §to upucuje na potrebu za
daljnjim istrazivanjima (13). Pregled literature
takoder upucuje na postojanje ¢imbenika koji

mogu utjecati na terapijski odgovor. Bolji isho-

ESTB is an effective therapeutic option in the
treatment of severe and treatment-resistant
mood disorders, catatonia, certain psychotic
disorders, and neuroleptic malignant syndrome
(5,6,7,11,12,13,24).

Mood Disorders

In line with earlier literature reviews on the use of
ESTB in children and adolescents (5-7,11-13,24),
the strongest and most consistent evidence
in this review also relates to mood disorders.
Compared with most previous review papers,
this review also includes randomized controlled
trials, thereby further improving the quality of
the available evidence on the efficacy of ESTB in
adolescents. The systematic review by Castane-
da-Ramirez et al. reported response rates rang-
ing from 51% to 92%, with larger patient series
showing response rates of 70-82% for depression
and 87-90% for manic episodes (13). Dgssing and
Pagsberg, despite the overall low level of evidence
largely based on observational studies, emphasize
that ESTB should be considered in severe and
treatment-resistant mood episodes in adoles-
cents, with reported efficacy of 75% to 100% for
depressive and bipolar episodes in the pediatric

population (6).

Consistent with this, the results of this review
confirm that ESTB is a particularly effective
therapeutic option in adolescents with treat-
ment-resistant depression accompanied by pro-
nounced suicidal ideation or suicide attempts.
Several included studies reported high rates
of clinical response and significant reductions
in suicidality, especially when ESTB is admin-
istered in combination with pharmacotherapy
(27,29,30,31). However, similarly to earlier re-
views, the lack of longitudinal data limits assess-
ment of the durability of reduced suicidality af-
ter completion of ESTB, indicating the need for
further research (13). The literature review also
indicates the presence of factors that may in-
fluence therapeutic response. Better treatment
outcomes have been described in adolescents

with bipolar disorder compared with unipolar
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di lije¢enja opisani su u adolescenata s bipolar-
nim poremecajem u usporedbi s unipolarnom
depresijom, dok prisutnost komorbiditetnih
poremecaja, dulje trajanje bolesti i nepovoljni
obiteljski ¢imbenici smanjuju vjerojatnost od-
govora (28,39,40). Nalazi iz literature takoder
upucuju na to da se antidepresivni ucinci ES-
TM-a vremenom mogu smanjiti, §to naglagava
potrebu za sustavnim strategijama prevencije
relapsa, uklju¢ujuéi optimiziranu farmakotera-
piju, psihoterapiju i, u odabranim slu¢ajevima,
odrzavaju¢i ESTM (28). Najnovija randomizira-
na kontrolirana ispitivanja dodatno sugeriraju
da je mogucde optimizirati primjenu ESTM-a pri
¢emu niskodozni protokoli postiZu neinferior-
nu klinicku udinkovitost uz povoljniji kogni-
tivni profil, a MST se namece kao potencijalna
alternativa s usporedivim terapijskim u¢inkom

iboljom kognitivnom o¢uvanoscu (26,27).

Ostali psihijatrijski poremecaji

ESTM je indiciran kod poremecaja iz shizofre-
nog spektra kod adolescenta kada su simpto-
mi teski, postoji znacajan rizik za pacijenta ili
kada cjelokupno psihosocijalno i farmakologko
lije¢enje nije u¢inkovito ili nije sigurno za pri-
mjenu (41,42). ESTM se posebno preporuéuje
u slu¢ajevima izrazenih katatonih, afektivnih
ili pozitivnih simptoma, kao i kod pacijenata
s ozbiljnom agitacijom ili odbijanjem hrane
(23). U usporedbi s poremecajima raspoloze-
nja i katatonijom, dokazi za primjenu ESTM-a
kod adolescenata sa shizofrenim spektrom po-
remecaja ograniceniji su i upucuju na umjere-
nije stope odgovora. Sustavni pregled Dgssinga
i Pagsberga navodi da oko 54 % adolescenata
sa shizofrenijom pokazuje odgovor na ESTM
kada se primjenjuje kao monoterapija, dok se
stopa odgovora povecava na priblizno 75 %
kada se ESTM kombinira s antipsihoticima (6).
Ove brojke u skladu su s podatcima iz popu-
lacije odraslih i podupiru uobic¢ajenu klinicku
praksu primjene ESTM-a kao augmentacijske

strategije u terapijski rezistentnoj psihozi, a ne

depression, while the presence of comorbid dis-
orders, longer duration of illness, and adverse
family factors reduce the likelihood of response
(28,39,40). Findings from the literature also
suggest that the antidepressant effects of ESTB
may diminish over time, highlighting the need
for systematic relapse-prevention strategies,
including optimized pharmacotherapy, psycho-
therapy, and, in selected cases, maintenance
ESTB (28). The most recent randomized con-
trolled trials further suggest that it is possible
to optimize ESTB administration, with low-dose
protocols achieving non-inferior clinical efficacy
with a more favorable cognitive profile, and MST
emerging as a potential alternative with compa-
rable therapeutic effects and better cognitive

preservation (26,27).

Other Psychiatric Disorders

ESTB is indicated in adolescents with schizo-
phrenia spectrum disorders when symptoms are
severe, there is significant risk to the patient, or
when comprehensive psychosocial and pharmaco-
logical treatment is ineffective or unsafe (41,42).
ESTB is particularly recommended in cases with
prominent catatonic, affective, or positive symp-
toms, as well as in patients with severe agitation
or refusal of food (23). Compared with mood dis-
orders and catatonia, the evidence for the use of
ESTB in adolescents with schizophrenia spectrum
disorders is more limited and suggests more mod-
erate response rates. The systematic review by
Dgssing and Pagsberg states that approximately
54% of adolescents with schizophrenia show a re-
sponse to ESTB when used as monotherapy, while
the response rate increases to approximately 75%
when ESTB is combined with antipsychotics (6).
These figures are consistent with data from the
adult population and support the usual clinical
practice of applying ESTB as an augmentation
strategy in treatment-resistant psychosis rather
than as monotherapy (6). ESTB may be a valuable
option for severely agitated, aggressive, or pro-
foundly psychotic adolescents, particularly when

a rapid therapeutic effect is required or when
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kao monoterapije (6). ESTM moze biti vrijedna
opcija za izrazito agitirane, agresivne ili tegko
psihoti¢ne adolescente, osobito kada je potre-
ban brz terapijski u¢inak ili su antipsihotici ne-

djelotvorni ili slabo podnosljivi (38).

Katatonija etiopatogenetski moze biti povezana
s psihijatrijskim poremecajima, poput bipolar-
nog i depresivnog poremecaja, psihoze, konver-
zivnih i neurorazvojnih poremecaja (autizam,
intelektualne teskoce), ali i s medicinskim sta-
njima, uklju¢ujudi infektivne bolesti sredisnjeg
ziv¢anog sustava, neurolodke i degenerativne
bolesti, metabolictke poremecaje, sistemske te
autoimunosne bolesti (42). Ovaj kompleksni
sindrom Cesto ostaje neprepoznat te predstav-
Jja hitno stanje s moguénodc¢u komplikacija i
letalnog ishoda. Rana dijagnoza klju¢na je za
bolje ishode lije¢enja. Nepravovremeno lije¢enje
katatonije povezane s psihi¢kim poremecajima
moze rezultirati razvojem maligne katatonije,
ozbiljnim komplikacijama, pa i mogudéim smrt-
nim ishodom (41). Serije slu¢ajeva i retrospek-
tivne kohorte opisuju stope odgovora izmedu
77 %1100 %, cesto uz potpuno povlacenje kata-
toni¢nih simptoma nakon akutnog ciklusa ES-
TM-a (6). Ovi nalazi u skladu su s literaturom
iz odrasle populacije i dodatno podupiru posto-
jece preporuke da se ESTM razmotri promptno,
osobito kada je katatonija po Zivot opasna, ma-

ligna ili refraktorna na benzodiazepine (23,43).

Sigurnosni profil

Sigurnosni profil ESTM-a u adolescenata poka-
zuje se povoljnim veéina nuspojava se navode
kao blage, prolazne i usporedive s onima koje se
javljaju kod odraslih. Novije prospektivne studije
koje koriste neuropsiholoske procjene dosljedno
biljeze kratkotrajna pogorsanja pojedinih dome-
na pamcdenja i paznje neposredno nakon tretma-
na, uz oporavak unutar nekoliko tjedana. U vige
radova zabiljeZena su i pobolj$anja radnog pam-
Cenja, izvr$nih funkcija te vizualnog i socijalnog
uclenja u razdoblju pradenja (23,36). Ovi nalazi

podudaraju se s nalazima u ranijim radovima,

antipsychotics are ineffective or poorly tolerated
(38).

Catatonia may be etiopathogenetically associat-
ed with psychiatric disorders such as bipolar and
depressive disorders, psychosis, conversion, and
neurodevelopmental disorders (autism, intellec-
tual disability), as well as medical conditions, in-
cluding infectious diseases of the central nervous
system, neurological and degenerative diseases,
metabolic disorders, and systemic and auto-
immune diseases (42). This complex syndrome
often remains unrecognized and represents an
emergency condition with the possibility of com-
plications and lethal outcomes. Early diagnosis is
crucial for better treatment outcomes. Untimely
treatment of catatonia associated with psychi-
atric disorders may result in the development
of malignant catatonia, serious complications,
and possible fatal outcomes (41). Case series and
retrospective cohorts describe response rates
between 77% and 100%, often with complete
resolution of catatonic symptoms after an acute
course of ESTB (6). These findings are consistent
with the adult literature and further support
existing recommendations that ESTB should be
considered promptly, especially when catatonia is
life-threatening, malignant, or refractory to ben-
zodiazepines (23,43).

Safety Profile

The safety profile of ESTB in adolescents ap-
pears favorable; most adverse effects are report-
ed as mild, transient, and comparable to those
observed in adults. More recent prospective
studies using neuropsychological assessments
consistently record short-term worsening in
certain domains of memory and attention im-
mediately after treatment, with recovery within
several weeks. Several studies have also report-
ed improvements in working memory, executive
functions, and visual and social learning during
follow-up (23,36). These findings correspond to
results of earlier studies, which found no con-
vincing evidence of persistent cognitive deficits
in adolescents (6,12,13,44). Available evidence
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koji ne nalaze uvjerljive dokaze o trajnim kogni-
tivnim deficitima kod adolescenata (6,12,13,44).
Dostupni dokazi upucuju na to da su kognitivne
nuspojave uglavnom prolazne i da se mogu do-
datno umanjiti optimizacijom doziranja, izbo-
rom jednostrane stimulacije ili primjenom MST-a
te sustavnim pracenjem kognitivnog funkcioni-

ranja prije i nakon lije¢enja (26,27,29,31).

Metodoloska ogranicenja i
kvaliteta

Analiza dizajna uklju¢enih studija upucuje na
dominaciju opservacijskih istrazivanja, $to
ogranic¢ava razinu dokaza u ovom podrudju.
Samo su dvije od ukljuéenih studija bile ran-
domizirana kontrolirana ispitivanja (26,27).
Ova raspodjela radova pokazuje da, ¢ak i u po-
sljednjem desetlje¢u, baza dokaza za koristenje
ESTM-a i dalje uvelike ovisi o iskustvima poje-
dina¢nih centara iz opservacijskih istraZivanja.
Ovi nalazi ukazuju na jasnu potrebu randomi-
ziranih istraZivanja. Vazno je istaknuti da, za
razliku od prethodnih preglednih radova koji
su bili ograniceni gotovo isklju¢ivo na opserva-
cijske podatke (5,6,7,12,13), ovaj pregled uklju-
¢uje i dva recentna randomizirana kontrolirana
ispitivanja (objavljena 2025. godine) (26,27).
Jedno od vaZnih ogranicenja je i veli¢ina uzor-
ka koja je skromna u vedini studija, osobito kod
poremecaja iz shizofrenog spektra i katatonije,
§to ograni¢ava mogucnost otkrivanja rijetkih
nuspojava te identificiranja pouzdanih predik-

tora odgovora na lije¢enje (36,37).

Drugo ogranicenje je manjak podataka o pra-
¢enju nakon lije¢enja. Samo cetiri (29-31,33)
od 16 studija eksplicitno su izvijestile o prace-
nju nakon tretmana, dok se preostalih dvana-
est (26-28,32,34-40) usredotodilo isklju¢ivo na
akutne ishode mjerene tijekom ili neposredno
nakon ESTM ciklusa. Ovakva raspodjela studija
otezava procjenu odrZivosti terapijskih u¢inaka
i potencijalnih kasnih nuspojava te ukazuje na

potrebu za longitudinalnim istrazivanjima kako

suggests that cognitive adverse effects are gener-
ally transient and may be further reduced by op-
timizing dosing, choosing unilateral stimulation,
or using MST, and by systematic monitoring of
cognitive functioning before and after treatment
(26,27,29,31).

Methodological Limitations and
Quality

Analysis of the design of the included studies
indicates a predominance of observational re-
search, which limits the level of evidence in this
field. Only two of the included studies were ran-
domized controlled trials (26,27). This distri-
bution shows that, even in the past decade, the
evidence base for the use of ESTB still largely de-
pends on single-center observational research.
These findings indicate a clear need for random-
ized studies. It is important to note that, unlike
previous review papers that were limited almost
exclusively to observational data (5,6,7,12,13),
this review includes two recent randomized con-
trolled trials (published in 2025) (26,27). One
important limitation is also the modest sample
size in most studies, particularly for schizophre-
nia spectrum disorders and catatonia, which lim-
its the ability to detect rare adverse effects and
identify reliable predictors of treatment response
(36,37).

Another limitation is the lack of follow-up
data after treatment. Only four (29,30,31,33)
of the 16 studies explicitly reported follow-up
after treatment, while the remaining twelve
(26-28,32,34-40) focused exclusively on acute
outcomes measured during or immediately af-
ter the ESTB course. This distribution makes
it difficult to assess the sustainability of thera-
peutic effects and potential late adverse effects
and indicates the need for longitudinal research
to better understand the long-term benefits
and safety profile of ESTB in this population.
These limitations are consistent with findings
of previous reviews, which also highlight short
follow-up duration, lack of control groups, and

reliance on non-standardized outcome mea-
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bi se bolje razumjeli dugoro¢ni benefiti i sigur-
nosni profil ESTM-a u ovoj populaciji. Navedena
ogranicenja u skladu su s nalazima prethodnih
preglednih radova, koji takoder isti¢u kratko tra-
janje pradenja, nedostatak kontrolnih skupina i
oslanjanje na nestandardizirane mjere ishoda

kao klju¢ne slabosti postojece literature (6,7,13).

UPORABA ESTM-a U DJECE |
ADOLESCENATA U HRVATSKOJ

U Hrvatskoj se ESTM primjenjuje od 1960-ih go-
dina, a trenuta¢no se provodi isklju¢ivo u odra-
sloj populaciji. Postupak se izvodi na Klinici za
psihijatriju i psiholosku medicinu KBC-a Zagreb,
Klinici za psihijatriju KBC-a Sestre milosrdnice,
Klinici za psihijatriju KBC-a Split i Klinici za psi-
hijatriju KBC-a Osijek, u skladu sa smjernicama
Hrvatskog psihijatrijskog drustva (10,16,45,46).
Zakon o za$titi osoba s du$evnim smetnjama,
koji je na snazi od 1. sije¢nja 2015., sadrZi jasne
odredbe o primjeni ESTM-a. Iako se eksplicitno
ne zabranjuje primjena ESTM-a u maloljetnika,
zahtjev da pisani informirani pristanak daje sam
pacijent u praksi ograni¢ava moguénost njegove
primjene u toj dobnoj skupini te ostavlja odrede-
nu pravnu nedorecenost (47). Prema dostupnim
podatcima ESTM se u Hrvatskoj nije primjenji-
njih nekoliko desetljeca, a nema ni objavljenih
studija iz naSeg konteksta za ovu populaciju.
Djelomi¢no se to moZe objasniti i organizacij-
skom odvojeno§cu adultne i dje¢je psihijatrije,
$to otezava razvoj zajednickih protokola. Poten-
cijal za blizu suradnju zasad postoji tek u neko-
licini centara medu kojima se isti¢e KBC Zagreb.
Prikaz klini¢kog slucaja opisan u ovom radu do-
datno ilustrira prakti¢ne i pravne izazove s koji-
ma se klinic¢ari susrecu pri razmatranju primjene
ESTM-a u adolescenata u Hrvatskoj. Iako je te-
rapijski postupak proveden nakon navriene pu-
noljetnosti, klini¢ki tijek bolesti i tezina simpto-
ma upucuju na potrebu ranijeg razmatranja ove

metode u skladu s medunarodnim smjernicama.

sures as key weaknesses of the existing litera-
ture (6,7,13).

USE OF ESTB IN CHILDREN AND
ADOLESCENTS IN CROATIA

In Croatia, ESTB has been used since the 1960s
and is currently performed exclusively in the
adult population. The procedure is carried out at
the Clinic of Psychiatry and Psychological Med-
icine of the University Hospital Centre Zagreb,
the Clinic of Psychiatry of the University Hospi-
tal Centre Sestre milosrdnice, the Clinic of Psy-
chiatry of the University Hospital Centre Split,
and the Clinic of Psychiatry of the University
Hospital Centre Osijek, in accordance with the
guidelines of the Croatian Psychiatric Associa-
tion (10,16,45,46). The Act on the Protection of
Persons with Mental Disorders, which has been
in force since January 1, 2015, contains clear
provisions regarding the use of ESTB. Although
it does not explicitly prohibit the use of ESTB in
minors, the requirement that written informed
consent be provided by the patients themselves,
in practice, limits the possibility of its use in this
age group and leaves a degree of legal ambiguity
(47). According to available data, ESTB has not
been applied in the minor population in Croa-
tia over the past several decades, and there are
no published studies from our context for this
population. This can partly be explained by the
organizational separation of adult and child psy-
chiatry, which hampers the development of joint
protocols. The potential for closer cooperation
currently exists only in a small number of centers,
among which the University Hospital Centre Za-
greb stands out. The clinical case described in this
paper further illustrates the practical and legal
challenges clinicians face when considering the
use of ESTB in adolescents in Croatia. Although
the therapeutic procedure was performed after
the patient reached adulthood, the clinical course
of the illness and symptom severity indicate the
need for earlier consideration of this method in

line with international guidelines.
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ZAKLJUCAK

ESTM je u¢inkovita i sigurna klini¢ki terapijska
opcija za odabrane adolescente s teskim, terapij-
ski rezistentnim poremecajima raspoloZenja, ka-
tatonijom, neurolepti¢kim malignim sindromom
ipojedinim poremecajima iz shizofrenog spektra.
Najdosljedniji i najévr$¢i dokazi odnose se na
poremecdaje raspoloZenja i katatoniju, u kojima
ESTM ¢esto dovodi do brzog i izrazenog klini¢kog
poboljsanja, osobito u hitnim i Zivotno ugroza-
vajudim situacijama. Kod psihoti¢nih poremecaja
ucinkovitost je umjerena, ali klinicki relevantna,
osobito u slu¢ajevima izraZzene agitacije ili slabog
odgovora na antipsihotike. Suvremeni podatci
upucuju na povoljan sigurnosni profil ESTM-a
pri ¢emu su kognitivne nuspojave uglavnom
blage i prolazne te manje izrazene uz primjenu
modernih protokola i pazljivo doziranje. Ipak, ve-
¢ina dostupnih studija ima opservacijski dizajn i
kratko razdoblje pracenja, $to ograni¢ava pouzda-
nost zaklju¢aka o dugoro¢nim ishodima lije¢enja.
U Hrvatskoj se ESTM zasad ne primjenjuje u ma-
loljetni¢koj populaciji, djelomi¢no zbog pravnih
nejasnoca i organizacijskih prepreka. Zato je u
ovom pregledu opisan slu¢aj mlade punoljetne
osobe. U tom kontekstu nalazi ovog pregleda na-
glasavaju potrebu za razvojem jasnih nacionalnih
preporuka i medusobno uskladenih protokola
koji bi omogucili pravodobno, eti¢ki utemeljeno i
klini¢ki opravdano razmatranje primjene ESTM-a
u djece i adolescenata. Cest argument protiv pri-
mjene ESTM-a kod maloljetnika jest nedostatak
kvalitetnih znanstvenih dokaza, $to potvrduju
i postojeca istraZzivanja. Medutim, kod izrazito
terapijski rezistentnih pacijenata s ograni¢enim
moguénostima lijecenja taj argument ima manju
tezinu. U takvim slu¢ajevima randomizirana is-
pitivanja Cesto nisu medicinski ni eticki izvediva,
pa se odluke moraju temeljiti na klini¢kom isku-
stvu i dostupnim studijama. Nedostatci dokaza
sami po sebi ne opravdavaju potpuno odbaciva-
nje ESTM-a, osobito kada izostanak primjene
ESTM moze dovesti do dugotrajnih psiholoskih,
socijalnih i biologkih posljedica.

CONCLUSION

This review shows that ESTB is an effective
and safe clinical therapeutic option for select-
ed adolescents with severe, treatment-resistant
mood disorders, catatonia, neuroleptic malig-
nant syndrome, and certain schizophrenia
spectrum disorders. The most consistent and
strongest evidence relates to mood disorders
and catatonia, in which ESTB often leads to
rapid and pronounced clinical improvement,
particularly in emergency and life-threatening
situations. In psychotic disorders, efficacy is
moderate but clinically relevant, especially in
cases of pronounced agitation or poor response
to antipsychotics. Contemporary data indicate
a favorable safety profile of ESTB, with cogni-
tive adverse effects generally mild and tran-
sient and less pronounced with modern pro-
tocols and careful dosing. Nevertheless, most
available studies have an observational design
and a short follow-up period, which limits the
reliability of conclusions regarding long-term
treatment outcomes. In Croatia, ESTB is not
yet used in the minor population, partly due to
legal ambiguities and organizational barriers.
Therefore, this review describes the case of a
younger adult. In this context, the findings of
this review emphasize the need to develop clear
national recommendations and mutually har-
monized protocols that would enable timely,
ethically grounded, and clinically justified con-
sideration of ESTB in children and adolescents.
A frequent argument against the use of ESTB
in minors is the lack of high-quality scientific
evidence, which is also confirmed by existing
studies. However, this argument carries less
weight in highly treatment-resistant patients
with limited treatment options. In such cases,
randomized trials are often neither medically
nor ethically feasible, and decisions must be
based on clinical experience and available stud-
ies. The limitations of evidence alone do not
justify the complete rejection of ESTB, partic-
ularly when the absence of ESTB may lead to
long-term psychological, social, and biological

consequences.
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Ucinkovita komunikacija izmedu stru¢njaka, osoba sa psihozom i ¢lanova obitelji povezana je s boljim ishodima
lije¢enja. U ovom radu analizira se pregledna i meta-analiticka literatura o dijadnoj i trijadnoj komunikaciji,
obiteljskim intervencijama i zajedni¢ckom donosenju odluka (SDM) u lije¢enju osoba sa psihozom te se ti nalazi
sintetiziraju u klini¢ki primjenjive preporuke za unapredenje komunikacije. Provedeno je pretrazivanje relevantnih
baza podataka, a klju¢ni su nalazi sintetizirani kvalitativnim pristupom. Rezultati potvrduju da su kvaliteta odnosa
terapeut-pacijent, uklju¢enost obitelji i SDM povezani s boljim ishodima lijecenja, smanjenim rizikom od recidiv
i ces¢ih hospitalizacija, boljom suradnjom u lijec¢enju te poboljsanom dobrobiti ¢lanova obitelji. Na temelju ove
sinteze iznesene su preporuke, prikazane u tabli¢cnom obliku, koje obuhvacdaju temeljne elemente kvalitetnog
terapijskog odnosa, prevenciju i popravljanje narusenog terapijskog saveza, komunikacijske prepreke na razini
stru¢njaka i obitelji, poteskoce u odnosu pacijent-obitelj te prepreke u provedbi SDM-a. Preporuke su konceptualno
uskladene s CHIME modelom osobnog oporavka. Zaklju¢eno je da je sustavno ulaganje u kvalitetnu dijadnu i
trijadnu komunikaciju bitno za poticanje oporavka osoba sa psihozom te za prevenciju optereéenja i sagorijevanja
¢lanova obitelji.

/ Effective communication among professionals, individuals with psychosis, and family members is associated with
better treatment outcomes. This paper reviews narrative, systematic, and meta-analytic literature on dyadic and triadic
communication, family interventions, and shared decision-making (SDM) in the treatment of psychosis and synthesises
this evidence into clinically applicable recommendations for improving communication. A literature search of major
databases was conducted, and the key findings were synthesised using a qualitative approach. The results confirm that
the quality of the therapist-patient relationship, family involvement, and SDM are associated with improved clinical
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outcomes, reduced relapse and rehospitalisation, enhanced collaboration in treatment, and improved well-being of
family members. Based on this synthesis, recommendations were developed and presented in tabular form, addressing
the core elements of a high-quality therapeutic relationship, the prevention and repair of alliance ruptures, professional-
and family-level communication barriers, patient—family relationship difficulties, and barriers to implementing SDM.
The recommendations are conceptually aligned with the CHIME model of personal recovery. This paper concludes that
systematic investment in high-quality dyadic and triadic communication is essential for supporting recovery in individuals
with psychosis and preventing family burden and burnout.
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UvoD

Terapijski odnos i terapijski savez su terapijski

INTRODUCTION

Therapeutic relationships and the therapeutic

¢imbenici koji su sastavni dio procesa lijecenja, alliance are integral to the treatment process,

neovisno o terapijskoj orijentaciji ili klini¢- regardless of therapeutic orientation or clinical

kom kontekstu (1). Terapijski odnos moze se context (1). The therapeutic relationship can be

razumjeti kao suradnicki okvir unutar kojega understood as a collaborative framework with-

terapeut i pacijent zajednicki rade na postiza- in which the therapist and the patient work to-

nju korisnih promjena vaznih pacijentu (1,2). gether to achieve meaningful changes that are
U psihijatrijskom okruZenju terapijski odnos important to the patient (1,2). In psychiatric
je temeljni interpersonalni okvir lije¢enja koji settings, the therapeutic relationship consti-
.. .. . tutes the fundamental interpersonal framework
se uspostavlja izmedu pacijenta i zdravstvenog c bliched b N
of treatment established between the patient
djelatnika ukljucujuéi psihijatre, medicinske P
and healthcare professionals, including psychia-

sestre, psihologe i druge ¢lanove multidiscipli-
narnog tima (3,4). Taj odnos obuhvaca nacin
komunikacije, razinu povjerenja i osjecaj si-
gurnosti, postivanje profesionalnih i osobnih
granica, percipiranu podrsku, uvaZavanje au-
tonomije pacijenta te iskustvo partnerstva u
lije¢enju i sagledavanja pacijentove perspekti-
ve (2,3). Terapijski savez je aspekt terapijskog
odnosa koji uklju¢uje suradnic¢ki dogovor o ci-
ljevima lije¢enja, o zadacima ili postupcima te
emocionalnu povezanost izmedu sudionika u
terapijskom procesu (1). Zadatci su ono $to se

terapeut i pacijent dogovore da je potrebno udi-

trists, nurses, psychologists, and other multidis-
ciplinary team members (3,4). This relationship
encompasses communication style, levels of trust
and perceived safety, respect for professional and
personal boundaries, perceived support, respect
for patient autonomy, experience of partnership
in treatment, and understanding the patient’s
perspective (2,3). The therapeutic alliance is a
component of the therapeutic relationship that
involves a collaborative agreement on treatment
goals, tasks, or interventions, as well as the de-
velopment of an emotional bond between partic-

ipants in the therapeutic process (1). Tasks are
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niti kako bi se postigli pacijentovi ciljevi. Ciljevi
su ono §to se pacijent nada postiéi lije¢enjem
svojih potegkoca. Terapijski savez se razvija iz
povjerenja i uvjerenja da ¢e dogovoreni postup-
ci pribliZiti pacijenta dogovorenim ciljevima. U
psihijatrijskom kontekstu terapijski savez opi-
suje nacin na koji pacijent i zdravstveni djelat-
nik zajednic¢ki razumiju, strukturiraju i provode
proces lije¢enja, neovisno o tome ukljucuje li
on formalnu psihoterapiju ili se odvija u okviru

farmakoloske i druge psihijatrijske skrbi (3, 4).

Utjecaj terapijskog odnosa i
saveza na ishod lijecenja

Meta-analiticki i pregledni nalazi dosljedno
pokazuju da je terapijski savez jedan od najpo-
uzdanijih prediktora ishoda lije¢enja pri ¢emu
njegova kvaliteta predvida povoljnije ishode
neovisno o dijagnozi pacijenata i terapijskom
pristupu, (5,6). U psihijatrijskom i farmakolog-
kom kontekstu kvaliteta odnosa izmedu paci-
jenata i zdravstvenih djelatnika je povezana s
boljom suradnjom u uzimanju lijekova, znacaj-
nim smanjenjem simptoma bolesti (5), manjom
percipiranom prisilom te zadovoljstvom i isho-
dima lijecenja (3,7) Kvaliteta terapijskog saveza
u lije¢enju osoba sa psihozom, doprinosi boljoj
suradnji u lijecenju, povoljnijim simptomskim
ishodima, te osobnom i funkcionalnom oporav-
ku, uklju¢ujudi vecu nadu, osjecaj osnazenosti
i napredak u svakodnevnom funkcioniranju
(8-10).

Prema opseZnoj meta-analiti¢koj sintezi, klju¢-
ni elementi terapijskog odnosa uklju¢uju za-
jednicki dogovor o ciljevima lije¢enja, dogovor
o zadatcima i intervencijama, te razvoj emo-
cionalne povezanosti obiljeZene povjerenjem,
prihvacanjem i osjecajem sigurnosti. Slab te-
rapijski savez povezan je s veom vjerojatno-
§¢u ranog prekida lije¢enja (11) sa slabijom
suradnjom u lije¢enju, poveéanim rizikom ne-
povoljnih ishoda te smanjenom uéinkovito$éu

terapijskih intervencija (7,11 ), pove¢anom

what the therapist and patient agree should be
done to achieve the patient’s goals, whereas goals
are what the patient hopes to accomplish through
treatment. The therapeutic alliance develops from
trust and the belief that agreed-upon tasks and
interventions will bring the patient closer to their
agreed goals. In the psychiatric context, the ther-
apeutic alliance refers to the way in which the pa-
tient and healthcare professional jointly under-
stand, structure, and implement the treatment
process, regardless of whether it involves formal
psychotherapy or occurs within pharmacological

and other psychiatric care (3,4).

Impact of the Therapeutic
Relationship and Alliance on
Treatment Outcomes

Meta-analytic and review findings consistently
demonstrate that the therapeutic alliance is one
of the most reliable predictors of treatment out-
comes, with its quality predicting more favour-
able outcomes regardless of patient diagnosis or
therapeutic approach (5,6). In psychiatric and
pharmacological contexts, the quality of the rela-
tionship between patients and healthcare profes-
sionals is associated with better medication ad-
herence, lower perceived coercion, more favour-
able subjective and clinical outcomes (3,7), sig-
nificant reductions in symptom severity (5), and
greater treatment satisfaction (3). In the treat-
ment of individuals with psychosis, the quality
of the therapeutic alliance contributes to better
engagement in treatment, more favourable symp-
tomatic outcomes, and personal and functional
recovery, including greater hope, empowerment,

and improvement in everyday functioning (8-10).

According to comprehensive meta-analytic syn-
theses, key elements of the therapeutic relation-
ship include a shared agreement on treatment
goals, agreement on tasks and interventions, and
the development of an emotional bond character-
ised by trust, acceptance, and a sense of safety. In
psychotherapeutic contexts, a weak therapeutic
alliance is associated with a higher likelihood of

premature treatment termination and reduced
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percepcijom prisile, naru$enim povjerenjem te
nepovoljnijim klini¢kim ishodima (3, 7). Na-
dalje, kod osoba sa psihozom, slab terapijski
odnos i visoka percipirana prisila povezani su
s prekidima skrbi i ¢edéim rehospitalizacijama
4,12).

Meta-analiti¢ki i pregledni nalazi pokazuju
da se rupture terapijskog saveza relativno
Cesto javljaju tijekom lije¢enja te su najéesce
povezane s neslaganjem oko ciljeva i zadata-
ka lije¢enja, percipiranom neempati¢no$éu
ili kontrolirajué¢im ponasanjem stru¢njaka te
nerazrijeSenim interpersonalnim napetosti-
ma i pote§kocama pacijenata (13, 14). Dokazi
nadalje upucuju na to da neprepoznate i ne-
adresirane rupture imaju znacajno negativan
u¢inak na terapijski proces i ishode lijec¢enja
(13,14), da rupture same po sebi nisu nuzno
$tetne ve¢ da njihov u¢inak na ishode lijece-
nja uvelike ovisi o tome jesu li pravodobno
prepoznate i adekvatno popravljene. Uéin-
kovite intervencije za popravljanje rupture
uklju¢uju otvorenu metakomunikaciju o od-
nosu, validaciju pacijentove perspektive, pre-
uzimanje odgovornosti od stru¢njaka te po-
novni dogovor oko ciljeva lije¢enja, pri c¢emu
je uspjedno razrjeSenje rupture povezano sa
znalajno boljim ishodima lije¢enja (14). Mno-
ge rupture mogu se prevenirati sustavnim
pracenjem kvalitete terapijskog odnosa, po-
ticanjem povratne informacije od pacijenata
te suradnic¢kim i transparentnim pristupom
koji smanjuje asimetriju mod¢i u terapijskom

procesu (13).

Vaznost trijadne komunikacije

U lije¢enju osoba sa psihozom komunikaci-
ja se rijetko odvija isklju¢ivo u dijadi strué-
njak-pacijent ve¢ najlesce u kontekstu koji
ukljucuje i ¢lanove obitelji. Suradnja s obitelji
u lije¢enju osoba sa psihozom je preporuce-
ni standard skrbi (15). Kvaliteta komunika-

cije unutar trijade ima znacajne implikacije

patient engagement (11). In broader psychiatric
contexts, including pharmacological treatment,
poor relationship quality is associated with poor-
er treatment adherence, increased risk of adverse
outcomes, reduced effectiveness of therapeutic
interventions (7), increased perceptions of coer-
cion, impaired trust, and less favourable clinical
outcomes (3,7). Furthermore, among individuals
with psychosis, a weak therapeutic relationship
and high perceived coercion are associated with
discontinuity of care and more frequent rehospi-
talisations (4,12).

Meta-analytic and review findings indicate that
ruptures in the therapeutic alliance occur rela-
tively frequently during treatment and are most
associated with disagreements regarding treat-
ment goals and tasks, perceived lack of empa-
thy or controlling behaviours by clinicians, and
unresolved interpersonal tensions and patient
difficulties (13,14). Evidence further suggests
that unrecognised and unaddressed ruptures
significantly negatively impact the therapeutic
process and treatment outcomes (13,14). Impor-
tantly, ruptures themselves are not necessarily
harmful; rather, their impact largely depends on
whether they are recognised in a timely manner
and adequately repaired. Effective rupture repair
interventions include open metacommunication
about the relationship, validation of the patient’s
perspective, clinician responsibility-taking, and
renegotiation of treatment goals, with successful
rupture resolution being associated with signifi-
cantly better treatment outcomes (14). Many
ruptures can be prevented through systematic
monitoring of relationship quality, encouraging
patient feedback, and adopting collaborative and
transparent approaches that reduce power asym-

metries within the therapeutic process (13).

The Importance of Triadic
Communication

In the treatment of individuals with psychosis,
communication rarely occurs exclusively within
the clinician-patient dyad but more commonly

occurs in a context that includes family members.
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za tijek i ishode lije¢enja (16,17), medutim u
praksi se ¢esto izbjegava ili nedovoljno pro-
vodi (18,19).

Barijere u trijadnoj komunikaciji

Unato¢ jasnim klini¢kim smjernicama koje pre-
porucuju sustavno uklju¢ivanje obitelji u lije-
Cenje osoba sa psihozom, u praksi postoji niz

prepreka za njihovu provedbu.

Najéesce barijere uklju¢uju nedostatak znanja
ivjestina stru¢njaka za obiteljski rad, zabrinu-
tost oko povjerljivosti i autonomije pacijenta,
strah od pogorsanja terapijskog odnosa, izbje-
gavanje emocionalno zahtjevnih i konfliktnih
situacija, negativne ili ambivalentne stavove
prema obiteljima te organizacijska ograni¢enja
poput nedostatka vremena, jasnih uloga i in-
stitucionalne podrske (19,20). Stru¢njaci ¢esto
navode organizacijske prepreke, nedostatak
vremena, nejasne profesionalne uloge te zabri-
nutost oko povjerljivosti i odnosa s pacijentom
kao klju¢ne razloge ograni¢ene implementacije
obiteljskog rada (18,19). S druge strane, pre-
preke u suradnji od obitelji povezane su s emo-
cionalnim preoptereenjem, osjecajem iskljuce-
nosti, nepovjerenjem prema sustavu, strahom
od stigmatizacije i nejasnim granicama povjer-
ljivosti (20,21).

Za smanjenje barijera na strani stru¢njaka pre-
poruduju se intervencije usmjerene na struk-
turiranu edukaciju i kontinuiranu superviziju
stru¢njaka, Takoder se preporuca jasna ko-
munikacija o povjerljivosti, uvodenje timskih
i organizacijskih protokola, fleksibilni i stup-
njeviti modeli suradnje s obiteljima te transpa-
rentna, empati¢na i suradnicka komunikacija,
uz snaznu institucionalnu podrsku i vodstvo
(15,16,19).

Supervizija omogucuje stru¢njacima prepo-
znati i regulirati vlastite reakcije u radu s obi-
teljima, ¢ime se neizravno smanjuju komuni-
kacijske prepreke koje se pojavljuju od obitelji
(16,19).

Collaboration with families in the treatment of
psychosis is the recommended standard of care
(15). The quality of communication within the
triad has significant implications for the course
and outcomes of treatment (16,17); however, in
practice, it is often avoided or insufficiently im-
plemented (18,19).

Barriers to Triadic Communication

Despite clear clinical guidelines recommending
systematic family involvement in the treatment
of individuals with psychosis, numerous barriers

hinder their implementation in practice.

The most common barriers include a lack of
knowledge and skills among professionals for
family work, concerns about confidentiality and
patient autonomy, fear of damaging the ther-
apeutic relationship, avoidance of emotionally
demanding and conflictual situations, negative
or ambivalent attitudes toward families, and or-
ganisational constraints such as lack of time, un-
clear roles, and insufficient institutional support
(19,20). Clinicians frequently cite organisational
barriers, time constraints, unclear profession-
al roles, and concerns about confidentiality and
the clinician—patient relationship as key reasons
for the limited implementation of family work
(18,19). From the family perspective, barriers to
collaboration are associated with emotional over-
load, feelings of exclusion, mistrust toward the
system, fear of stigmatisation, and unclear confi-
dentiality boundaries (20,21).

To reduce barriers on the professional side, in-
terventions focused on structured education and
continuous supervision are recommended. In
addition, clear communication about confiden-
tiality, the introduction of team- and organisa-
tion-level protocols, flexible and stepped models
of family collaboration, and transparent, empath-
ic, and collaborative communication supported
by strong institutional leadership are advised
(15,16,19).

Supervision enables professionals to recognise

and regulate their own reactions in working with
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Meta-analiti¢ki nalazi pokazuju da nepovolj-
na obiteljska emocionalna klima povezana sa
izraZzenim emocijama (EE ¢imbenik) kao $to su
kriticizam, hostilnost i emocionalna pretjera-
na ukljucenost, pouzdano predvida vedi rizik
recidiva i nepovoljniji tijek bolesti u shizofre-
niji (22, 23). Istodobno, dokazi upuc¢uju da za-
$titni aspekti odnosa, poput topline, podrske
i pozitivnih primjedbi ¢lanova obitelji, dopri-
nose povoljnijim klini¢kim ishodima, boljem
svakodnevnom funkcioniranju i boljem tijeku
bolesti (16,24). Dodatno, sustavni pregledi obi-
teljskih intervencija potvrduju da rad usmjeren
na pobolj$anje odnosa pacijent—obitelj dovodi
do smanjenja recidiva i rehospitalizacija te po-
bolj$anja adherencije i angaZmana u lije¢enju
¢ime se dodatno potvrduje klini¢ka relevan-
tnost obiteljskog odnosa kao klju¢nog ¢imbe-
nika ishoda lije¢enja (16,17).

Intervencije utemeljene na
dokazima u radu s obiteljima
osoba sa psihozom i njihova
zajednicka obiljezja

Obiteljske intervencije utemeljene na dokazi-
ma u radu s osobama sa psihozom uklju¢uju bi-
hevioralne obiteljske intervencije temeljene na
modelima izraZenih emocija (25,26), obiteljsku
psihoedukaciju (27,28), kognitivno-bihevioral-
ne intervencije (29), intervencije koje uklju¢uju
rad s vise obitelji u grupi (31) te intervencije
usmjerene na podrsku skrbnicima (31). U¢in-
kovitost ovih modela u smanjenju recidiva i
rehospitalizacija te pobolj$anju adherencije i
funkcioniranja potvrdena je u brojnim sustav-

nim pregledima i meta-analizama (15-17,29).

Unato¢ razlikama u formatu i intenzitetu, na-
vedene intervencije dijele nekoliko zajedni¢kih
obiljezja. Prvo, sve se temelje na suradni¢ckom
i neokrivljuju¢em pristupu pri ¢emu se obitel;
ne promatra kao uzrok poremecaja, ve¢ kao
resurs u procesu lije¢enja. Drugo, naglasavaju

psihoedukaciju o prirodi psihoze, lijecenju i ra-

families, thereby indirectly reducing communica-

tion barriers arising from the family side (16,19).

Meta-analytic findings demonstrate that an un-
favourable family emotional climate character-
ised by high expressed emotion (EE)—including
criticism, hostility, and emotional over-involve-
ment—reliably predicts a higher risk of relapse
and a poorer course of schizophrenia (22,23). Si-
multaneously, evidence indicates that protective
relational factors, such as warmth, support, and
positive family comments, contribute to more fa-
vourable clinical outcomes, better everyday func-
tioning, and a more favourable illness trajectory
(16,24). In addition, systematic reviews of family
interventions confirm that approaches aimed at
improving the patient-family relationship led
to reduced relapse and rehospitalisation rates,
as well as improved adherence and treatment
engagement, further supporting the clinical rel-
evance of family relationships as a key determi-

nant of treatment outcomes (16,17).

Evidence-Based Family
Interventions in Psychosis and
Their Shared Characteristics

Evidence-based family interventions for individ-
uals with psychosis include behavioural family in-
terventions based on expressed emotion models
(25,26), family psychoeducation (27,28), cogni-
tive-behavioural interventions (29), multi-fam-
ily group interventions (30), and interventions
focusing on caregiver support (31). The effec-
tiveness of these models in reducing relapse and
rehospitalisation and improving adherence and
functioning has been confirmed in numerous

systematic reviews and meta-analyses (15-17,29).

Despite differences in format and intensity, these
interventions share several common character-
istics. First, they are grounded in collaborative,
non-blaming approaches, viewing the family not
as the cause of the disorder but as a resource in
the treatment process. Second, they emphasise
psychoeducation about the nature of psychosis,

treatment, and early warning signs of relapse,
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nim znakovima pogor$anja, ¢ime se smanjuje
neizvjesnost i anksioznost obitelji. Trece, foku-
siraju se na pobolj$anje komunikacije i smanje-
nje interpersonalnog stresa, osobito radom na
kriticizmu, konfliktnim obrascima i emocional-
noj regulaciji. Cetvrto, ve¢ina modela uklju¢uje
strukturirano rje$avanje problema i zajedni¢ko
definiranje ciljeva, ¢ime se jaca osjeéaj kompe-
tencije i kontrole kod pacijenata i obitelji. Ko-
na¢no, u¢inkovite intervencije karakterizira
fleksibilnost i prilagodba potrebama obitelji,
uz kontinuiranu profesionalnu podrsku i inte-

graciju u $iri plan lije¢enja (15,16,19).

Trijadna komunikacija i
zajednicko donosenje odluka u
lijecenju osoba sa psihozom

Model zajedni¢kog donosenja odluka (shared
decision-making, SDM) prepoznat je kao prikla-
dan komunikacijski okvir za lije¢enje osoba sa
psihozom. SDM se definira kao strukturirani,
suradni¢ki proces u kojem stru¢njaci i pacijenti,
uz mogucu i ¢esto potrebnu ukljucenost ¢lano-
va obitelji, zajedni¢ki razmjenjuju informacije
o dostupnim terapijskim opcijama, razmatra-
ju njihove prednosti i rizike te donose odluke
o lije¢enju koje se temelje na preferencijama
pacijenta (32, 33). Sustavni pregled studija o
SDM-u u shizofreniji pokazuje da je primjena
SDM-a povezana s veé¢im zadovoljstvom lijece-
njem, boljim terapijskim savezom, veéim osje-
¢ajem autonomije i smanjenom percipiranom
prisilom, bez pogorsanja klinickih ishoda (34).
Meta-analiti¢ki i pregledni nalazi u podruéju
mentalnog zdravlja dodatno upucuju na to da
SDM doprinosi ve¢em angaZmanu pacijenata
i adherenciji na lijecenje, $to je osobito vazno
u dugotrajnom lije¢enju osoba sa psihozom
(35,36).

U trijadnom komunikacijskom kontekstu SDM
omogucuje strukturirano uklju¢ivanje obitelji
na nacin koji istodobno §titi autonomiju paci-

jenta i prepoznaje legitimnu ulogu obitelji ¢ime

thereby reducing uncertainty and family anxiety.
Third, they focus on improving communication
and reducing interpersonal stress, particularly
by addressing criticism, conflictual patterns, and
emotional regulation. Fourth, most models in-
corporate structured problem-solving and shared
goal-setting, thereby strengthening patients’ and
families’ sense of competence and control. Final-
ly, effective interventions are characterized by
flexibility and adaptation to family needs, contin-
uous professional support, and integration into
the broader treatment plan (15,16,19).

Triadic Communication and
Shared Decision-Making in the
Treatment of Psychosis

The shared decision-making (SDM) model is
recognised as an appropriate communication
framework for the treatment of individuals with
psychosis. SDM is defined as a structured, collab-
orative process in which clinicians and patients-
often with the necessary involvement of family
members- jointly exchange information about
available treatment options, consider their ben-
efits and risks, and make treatment decisions
based on patient preferences (32,33). A system-
atic review of studies on SDM in schizophrenia
indicates that SDM is associated with greater
treatment satisfaction, a stronger therapeutic al-
liance, greater perceived autonomy, and reduced
perceived coercion, without worsening clinical
outcomes (34). Meta-analytic and review findings
in mental health further suggest that SDM con-
tributes to greater patient engagement and treat-
ment adherence, which is particularly important
in the long-term treatment of individuals with
psychosis (35,36).

In a triadic communication context, SDM en-
ables structured family involvement while si-
multaneously safeguarding patient autonomy
and recognising the legitimate role of the family,
thereby reducing tension, misunderstandings,
and feelings of exclusion among all parties in-
volved. Thus, SDM in the treatment of psychosis

should be viewed not only as a decision-making
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se smanjuju napetosti, nesporazumi i osjecaj
isklju¢enosti svih uklju¢enih strana. Time se
SDM u lije¢enju psihoza ne promatra samo kao
tehnika dono8enja odluka vec kao $iri relacij-
ski i etic¢ki okvir koji je u skladu s oporavkom
usmjerenim pristupima, smanjenjem prisile i
jacanjem terapijskog saveza u trijadi stru¢njak-
pacijent—obitelj. Pregledna i sustavna literatura
pokazuje da prepreke u ostvarivanju zajednié-
kog donosenja odluka u lije¢enju osoba sa psi-
hozom proizlaze iz kombinacije profesionalnih
stavova i organizacijskih ograni¢enja, klini¢kih
i iskustvenih ¢imbenika na strani pacijenata
te emocionalnih, relacijskih i komunikacijskih
izazova na strani obitelji, $to dodatno naglasa-
va potrebu za strukturiranim trijadnim komu-

nikacijskim pristupima (20,34,37).

CILJ RADA

Cilj ovog rada bio je pregledati relevantnu pre-
glednu i meta-analiticku literaturu te, na teme-
lju njezine sinteze, razviti preporuke za unaprje-
denje komunikacije izmedu stru¢njaka, osoba sa
psihozom i ¢élanova obitelji, usmjerene na opora-
vak osoba sa psihozom i prevenciju optereéenja

i sagorijevanja obitelji.

METODE

Ovaj rad ima obiljezja stru¢nog, narativnog
rada temeljenog na ciljanoj analizi relevantne
znanstvene i stru¢ne literature. Proveden je
selektivni pregled literature koja se odnosi na
terapijski savez u odnosima stru¢njak-pacijent,
pacijent-obitelj i stru¢njak obitelj, prepreke i
intervencije u komunikaciji te modele zajedni¢-
kog donosenja odluka (shared decision making,

SDM) u skrbi za osobe sa psihozom.

Literatura je pretrazivana u bazama PubMed/
MEDLINE, PsycINFO, Scopus i Cochrane Library,
koristenjem kombinacija klju¢nih pojmova ve-

zanih uz psihozu, terapijski savez, obiteljske

technique but also as a broader relational and
ethical framework aligned with recovery-oriented
approaches, reduction of coercion, and strength-
ening of the therapeutic alliance within the clini-
cian-patient—family triad. Review and systematic
literature further demonstrate that barriers to
shared decision-making in psychosis arise from a
combination of professional attitudes and organi-
sational constraints, clinical and experiential fac-
tors on the patient side, and emotional, relation-
al, and communication challenges on the family
side, underscoring the need for structured triadic

communication approaches (20,34,37).

AIM OF THE STUDY

This study aimed to review relevant narrative and
meta-analytic literature and, based on its synthe-
sis, to develop recommendations for improving
communication between professionals, individu-
als with psychosis, and family members, with a
focus on supporting the recovery of individuals
with psychosis and preventing family burden and

burnout.

METHODS

This paper is a professional narrative review based
on a targeted analysis of the relevant scientific
and professional literature. A selective literature
review was conducted focusing on the therapeutic
alliance in professional-patient, patient-family,
and professional-family relationships, barriers to
and interventions in communication, and shared
decision-making (SDM) models in the care of

people with psychosis.

The literature was searched in PubMed/MED-
LINE, PsycINFO, Scopus, and the Cochrane Li-
brary using combinations of key terms related to
psychosis, therapeutic alliance, family interven-
tions, communication, and SDM. Review articles,
meta-analyses, randomised controlled trials, and
qualitative studies deemed relevant to clinical

practice were included. Selected sources were an-
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intervencije, komunikaciju i SDM. U analizu
su uklju¢eni pregledni radovi, meta-analize,
randomizirana kontrolirana istraZivanja i kva-
litativne studije za koje je procijenjeno da su
relevantni za klini¢cku praksu. Odabrani izvori
analizirani su kvalitativnom tematskom sin-
tezom, s ciljem identifikacije klju¢nih obraza-
ca, prepreka i intervencija. Nalazi su potom
konceptualno organizirani prema relacijskim
razinama komunikacije (dijadna i trijadna), te
sintetizirani u obliku prakti¢nih tablica i prepo-

ruka usmjerenih na klini¢ku primjenu.

REZULTATI

Rezultati su predstavljeni u obliku strukturi-
ranih preporuka za poboljdanje komunikacije
izmedu stru¢njaka, pacijenata i ¢lanova obitelji
u radu s osobama sa psihozom. Preporuke su
razvijene na temelju sustavne sinteze nalaza
pregledne i meta-analiti¢ke literature prikaza-
ne u uvodnom dijelu rada te integriraju klju¢ne
teorijske i empirijske spoznaje o terapijskom
odnosu, obiteljskim intervencijama, trijadnoj
komunikaciji i zajedni¢kom donosenju odluka.
U tabli¢nom prikazu objedinjene su intervenci-
je usmjerene na prepoznavanje i prevladavanje
prepreka u komunikaciji izmedu stru¢njaka,

pacijenata i ¢lanova obitelji.

Svaka tablica je sinteza konsenzusa literature i
ima za cilj olaksati primjenu preporuka u sva-
kodnevnoj klini¢koj praksi u radu s osobama sa

psihozom i njihovim obiteljima.

U tablici 1. prikazani su klju¢ni elementi kvali-
tetnog terapijskog odnosa te tipi¢na ponasanja
stru¢njaka primjenjiva u psihoterapijskim, psihi-
jatrijskim i farmakoloskim kontekstima. Tablica
ilustrira kako se temeljne komponente terapij-
skog odnosa operacionaliziraju konkretnim pro-
fesionalnim ponasanjima. IstraZivanja upuéuju
na to da se kvaliteta terapijskog odnosa ne teme-
lji na pojedina¢nim tehnikama, ve¢ na dosljednoj
primjeni svih klju¢nih elemenata odnosa, osobi-

to empati¢nog i suradnickog pristupa.

alyzed using qualitative thematic synthesis, with
the aim of identifying key patterns, barriers, and
interventions. The findings were then conceptu-
ally organised according to the relational levels of
communication (dyadic and triadic) and synthe-
sised into practical tables and recommendations

oriented toward clinical application.

RESULTS

The results of this paper are presented as struc-
tured recommendations for improving communi-
cation among professionals, patients, and family
members in work with people with psychosis.
Recommendations were developed through a
systematic synthesis of findings from review and
meta-analytic literature presented in the paper’s
introductory sections and integrate key theoret-
ical and empirical insights on the therapeutic re-
lationship, family interventions, triadic commu-
nication, and shared decision-making. The tabular
presentation synthesises interventions aimed at
identifying and overcoming barriers to communi-
cation among professionals, patients, and family

members.

Each table represents a synthesis of consensus
in the literature and aims to facilitate the appli-
cation of recommendations in everyday clinical
practice when working with people with psycho-

sis and their families.

Table 1 presents the key elements of a high-qual-
ity therapeutic relationship and typical profes-
sional behaviours applicable to psychotherapeu-
tic, psychiatric, and pharmacological contexts.
The table illustrates how the core components of
the therapeutic relationship are operationalised
through specific professional behaviours. The
research presented indicates that the quality of
the therapeutic relationship is not determined by
individual techniques but by the consistent appli-
cation of key relational elements, particularly an

empathic and collaborative approach.

Table 2 presents the most common situations

of therapeutic alliance rupture, the reasons for
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TABLICA 1. Obiljezja dobrog terapijskog odnosa i pozeljna ponasanja stru¢njaka
TABLE 1. Characteristics of a good therapeutic relationship and desirable professional behaviours.

Obiljezje terapijskog odnosa

/ Characteristics of the
therapeutic relationship

Tipi¢na ponasanja koja ga odrazavaju u praksi / Typical behaviours reflecting it in practice

Stvaranje osjecaja sigurnosti i
povjerenje / Creating a sense
of safety and trust

Aktivno slusanje i Empatija
/ Active listening and empathy

Validacija osjecaja i
perspektive pacijenta
/Validation of the patient’s
feelings and perspective

Emocionalna veza
/ Emotional connection

Suradnja / Collaboration

Dogovor o ciljevima
/ Agreement on goals

Dogovor o zadatcima i
intervencijama / Agreement
on tasks and interventions

Postovanje autonomije
/ Respect for autonomy

Podrska u sagledavanju
razlicitih perspektiva

/ Support in considering
different perspectives

Otvorena komunikacija
/ Open communication
Emocionalna dostupnost

/ Emotional availability

Fleksibilnost / Flexibility

Refleksivnost stru¢njaka
/ Professional reflexivity

Kulturalna osjetljivost
/ Cultural sensitivity

Kontinuitet i dostupnost
/ Continuity and availability

Davanje dovoljno vremena da osoba kaze ono $to Zeli, pristup bez osudivanja, dosljednost u ponasanju;
postivanje dogovora; transparentno objasnjavanje odluka i postupaka, prihvacanje neslaganja bez
obrambenog stava / Allowing sufficient time for the person to express themselves; a non-judgmental
approach; consistency in behaviour; respecting agreements; transparent explanation of decisions and
procedures; accepting disagreement without defensiveness

Pazljivo slusanje onoga sto pacijent govori, sazimanje recenog, provjera je li terapeut dobro razumio
pacijenta, poruka razumijevanja emocionalnog iskustva pacijenta i njegovog gledista, jasna poruka da se
zeli pomoci / Careful listening to what the patient says; summarizing key points; checking understanding;
conveying understanding of the patient’s emotional experience and perspective; clearly expressing the
intention to help

Prihvacanje legitimnosti pacijentovih osjecaja bez negiranja normaliziranje osjecaja i ambivalencije u
odnosu na situaciju pacijenta / Acknowledging the legitimacy of the patient’s feelings without denial,
normalizing emotions and ambivalence related to the patient’s situation

Topao, uvazavajuci ton; pokazivanje interesa za osobu, a ne samo za simptome / Warm, respectful tone;
showing interest in the person, not only in symptoms

Ukljucivanje pacijenta u donosenje odluka; poticanje pitanja i povratne informacije; zajednicko planiranje
lije¢enja / Involving the patient in decision-making, encouraging questions and feedback, and shared
treatment planning

Utvrdivanje $to je pacijentu vazno; povezivanje klinickih ciljeva s osobnim ciljevima pacijenta
/ Identifying what is important to the patient; linking clinical goals with the patient’s personal goals

Jasno objasnjavanje svrhe intervencija (npr. lijekova, rehabilitacije, psihoterapije); provjera razumijevanja;
individualni plan lije¢enja / Clearly explaining the purpose of interventions (e.g., medication, rehabilitation,
psychotherapy); checking understanding; individualized treatment planning

Uvazavanje pacijentovih izbora; izbjegavanje paternalisti¢ckog tona; ne donosenje odluke umjesto
pacijenta, naglasavanje da pacijent donosi odluku / Respecting the patient’s choices; avoiding a
paternalistic attitude; not making decisions on behalf of the patient; emphasizing that the patient is the
decision-maker

Pomaganje pacijentu da razmotri alternativne moguénosti bez nametanja; poticanje refleksije i
mentalizacije / Helping the patient consider alternative options without imposing them; encouraging
reflection and mentalization

Jasno, razumljivo i iskreno informiranje; izbjegavanje stru¢nog Zargona; omogucavanje pacijentu da izrazi
vlastito videnje situacije / Clear, understandable, and honest information sharing; avoiding professional
jargon; enabling the patient to express their own view of the situation

Spremnost na razgovor o teskim temama; tolerancija negativnih emocija (ljutnja, strah, nepovjerenje)
/Willingness to discuss difficult topics; tolerance of negative emotions (anger, fear, mistrust)

Prilagodba stila rada; spremnost na promjenu pristupa kada nesto ne funkcionira; prilagodba s obzirom na
klinicko stanje pacijenta / Adapting working style; willingness to change the approach when something is
not effective; adjusting to the patient’s clinical condition

Samoprovijera vlastitih reakcija; priznanje pogresaka; koristenje supervizije / Self-reflection on one’s own
reactions; acknowledging mistakes; use of supervision

Uvazavanje kulturnih i osobnih vrijednosti; istraZivanje pacijentovih objasnjenja bolesti i lije¢enja
/ Respect for cultural and personal values; exploring the patient’s explanations of illness and treatment

Redovitost kontakta; pravovremeni odgovori; pouzdanost u kriznim situacijama
/ Regular contact; timely responses; reliability in crisis situations

U tablici 2. prikazane su najledce situacije
rupture terapijskog odnosa, razlozi njihova
nastanka te intervencije usmjerene na pre-
venciju i ponovnu uspostavu terapijskog save-
za. Tablica je izradena na temelju konsenzusa

preglednih i meta-analitickih radova (13,14) i

their occurrence, and interventions to prevent
and repair the therapeutic alliance. The table is
based on consensus from review and meta-ana-
lytic studies (13,14) and the recognition of the
impact of transference and countertransference

processes (38). Research indicates that the dy-
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TABLICA 2. Najcesce situacije rupture terapijskog odnosa, razlozi nastanka i intervencije za obnovu odnosa
TABLE 2. Common situations of therapeutic alliance rupture, reasons for their occurrence, and interventions for relationship

repair and prevention.

Situacija rupture
terapijskog odnosa

/ Situation of therapeutic
alliance rupture

Neslaganje oko ciljeva
lije¢enja / Disagreement
about treatment goals

Neslaganje oko zadataka ili
intervencija (npr. lijekovi,
hospitalizacija) / Disagree-
ment about tasks or inter-
ventions (e.g., medication,
hospitalisation)

Percepcija stru¢njaka kao
neempati¢nog ili distanci-
ranog / Perception of the
professional as unempath-
ic or distant

Osjecaj prisile ili kontrole
/ Feelings of coercion or
control

Povlacenje pacijenta
(Sutnja, pasivnost, izos-
tanci) / Patient withdrawal
(silence, passivity, missed
appointments)

Konfrontacija ili otvoreni
konflikt / Confrontation or
open conflict

Gubitak povjerenja
/ Loss of trust

Negativne emocionalne
reakcije stru¢njaka -nepre-
poznavanje kontratrans-
fera / Negative emotional
reactions of the profession-
al - unrecognised counter-
transference

Kulturalni ili vrijednosni
nesporazumi/ Cultural or
value-based misunder-
standings

Ne prepoznavanje utje-

caja transfera / Failure to
recognise the impact of
transference

Zasto dolazi do rupture / Why the rupture occurs

Ciljevi nisu zajednicki definirani; pacijent ne prepoz-
naje smisao lijecenja; dozivljava da se ciljevi namec¢u
/ Goals are not jointly defined; the patient does not
perceive the meaning of treatment; goals are experi-
enced as imposed

Nedovoljno objasnjenje intervencija; osjecaj gubitka
autonomije; prethodna negativna iskustva / Insuffi-
cient explanation of interventions; perceived loss of
autonomy; previous negative experiences

Nedostatak emocionalne validacije; fokus iskljuc¢ivo
na simptome, bez razgovora o okolnostima, nerazma-
tranje psihosocijalnih ¢imbenika koji pridonose poja-
vi simptoma / Lack of emotional validation; exclusive
focus on symptoms without discussing context;
failure to consider psychosocial factors contributing
to symptoms

Asimetrija moci; paternalisticki pristup, prisilne mjere;
nedostatak izbora / Power asymmetry; paternalistic
approach; coercive measures; lack of choice

Neprepoznata frustracija; pacijent ne dozivljava da
je njegovo misljenje vazno, strah od konflikta zbog
ranijih losih iskustava / Unrecognised frustration; the
patient does not feel their opinion is valued; fear of
conflict due to previous negative experiences

Akumulirano nezadovoljstvo; neadresirane ranije
rupture / Accumulated dissatisfaction; previously
unaddressed ruptures

Nedosljednost u komunikaciji; neispunjena ocekivan-
ja; prethodna iskustva s prisilom ili stigmatizacijom

/ Inconsistency in communication; unmet expecta-
tions; previous experiences of coercion or stigmati-
sation

Nedostatak refleksije; profesionalni stres; emocional-
no zahtjevni pacijenti, neprepoznati kontratransfer

/ Lack of reflection; professional stress; emotionally
demanding patients; unrecognised countertrans-
ference

Razlike u uvjerenjima, jeziku ili objasnjenjima bolesti,
nametanje svojih stavova pacijentu / Differences in
beliefs, language, or iliness explanations; imposing
the professional’s views on the patient

Nedostatak prac¢enja emocionalnog stanja pacijenta,
ocekivanja i frustracija u odnosu, ne prepoznavanje
transfera pacijenta / Insufficient monitoring of the
patient’s emotional state, expectations, and relational
frustrations; failure to recognise patient transference

Intervencije za obnovu i prevenciju terapijskog
odnosa / Interventions for repair and prevention
of the therapeutic alliance

Otvoreno razjasniti o¢ekivanja; ponovno razgovarati
o ciljevima; eksplicitno ukljuciti pacijentove osobne
ciljeve u plan lije¢enja / Openly clarify expectations;
revisit treatment goals; explicitly integrate the pa-
tient’s personal goals into the treatment plan

Pruziti jasne i razumljive informacije; validirati am-
bivalentnost; ukljuciti pacijenta u donosenje odluka
/ Provide clear and understandable information;
validate ambivalence; involve the patient in deci-
sion-making

Eksplicitno priznati pacijentovo iskustvo; pokazati
empatiju; reflektirati emocionalni sadrzaj razgovora,
sagledati sva podrugja utjecaja na nastanak bolesti

/ Explicitly acknowledge the patient’s experience;
demonstrate empathy; reflect the emotional content
of the interaction; consider all domains influencing
the development of the illness

Imenovati asimetriju modi; objasniti razloge odluka;
naglasiti podrucja u kojima pacijent ima kontrolu,
kada god je moguce suradnja i dogovor imaju
prednost nad prisilnim mjerama / Acknowledge the
power asymmetry; explain the rationale for decisions;
emphasize areas in which the patient has control;
whenever possible, collaboration and agreement
should take precedence over coercive measures

Prepoznati znakove povlacenja; potaknuti povrat-
nu informaciju pacijenta; razgovarati o frustraciji i
pronaci rjesenje / Recognise signs of withdrawal;
invite patient feedback; discuss sources of frustration
and jointly seek solutions

Ostati smiren; validirati emocije; preuzeti dio odgov-
ornosti; vratiti fokus na odnos putem gradnje povjer-
anja / Remain calm; validate emotions; take partial
responsibility; refocus on the relationship through
rebuilding trust

Priznati pogreske; biti transparentan; kontinuirano
dosljedno ponasanje / Acknowledge mistakes; main-
tain transparency; demonstrate consistent behaviour
over time

Samorefleksija; supervizija; pridrzavanje profesional-
nih granica i suradnickog pristupa, ponovi razgovor o
ciljevima terapije / Self-reflection; supervision; adher-
ence to professional boundaries and a collaborative
approach; revisiting treatment goals

Istraziti pacijentov okvir razumijevanja; postovati
sustav vrijednosti pacijenta, pokazati kulturnu
osjetljivost; prilagoditi komunikaciju, postivati profe-
sionalne granice / Explore the patient’s explanatory
framework; respect the patient’s value system;
demonstrate cultural sensitivity; adapt communica-
tion while maintaining professional boundaries

Redovito pracenje emocionalnog stanja pacijenta i
primjerenosti njegovih reakcija realnom ponasanju
terapeuta / Regularly monitor the patient’s emotional
state and assess whether reactions are proportionate
to the therapist’s actual behaviour
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prepoznavanja utjecaja transfera i kontratran-
sfera (38) Istrazivanja pokazuju da dinamika
transfera i kontratransfera moZe doprinijeti
nastanku ruptura terapijskog saveza te da te-
rapijska svijest o tim procesima i njihovo udin-
kovito upravljanje smanjuje ucestalost i ja¢inu

ruptura i poboljava njihovo rjesavanje.

Tablica 3. prikazuje najéesée identificirane bari-

jere na strani stru¢njaka u provedbi suradnje s

namics of transference and countertransference
may contribute to ruptures in the therapeutic
alliance, and that therapeutic awareness of these
processes and their effective management reduce
the frequency and intensity of such ruptures and

improve their resolution.

Table 3 presents the most frequently identified
barriers on the professionals’ side in implement-

ing collaboration with families in work with peo-

TABLICA 3. Barijere na strani stru¢njaka u provedbi suradnje s obitelji u lijecenju osoba sa psihozom i preporucene intervencije

TABLE 3. Professional-level barriers to implementing family collaboration in the treatment of individuals with psychosis and
recommended interventions.

Barijera (razina

strucnjaka) / Barrier
(professional level)

Nedostatak znanja i vjesti-
na za obiteljski rad / Lack
of knowledge and skills for
family work

Strah od pogorsanja tera-
pijskog odnosa s pacijen-
tom / Fear of deterioration
of the therapeutic alliance
with the patient

Zabrinutost oko pov-
jerljivosti i autonomije
pacijenta / Concerns about
confidentiality and patient
autonomy

Negativni ili ambivalentni
stavovi prema obiteljima
/ Negative or ambivalent
attitudes toward families

Izbjegavanje konflikta i
emocionalno zahtjevnih
situacija / Avoidance of
conflict and emotionally
demanding situations

Profesionalna nesigurnost i
strah od pogresaka

/ Professional insecurity
and fear of making mis-
takes

Nedostatak jasne profe-
sionalne uloge u radu s
obitelji / Lack of a clearly
defined professional role in
family work

Fokus iskljucivo na simp-
tome / Exclusive focus on
symptoms

Kako se manifestira u praksi
/ How it manifests in practice

Nesigurnost u vodenju obiteljskih susreta; izbjega-
vanje rada s obiteljima; oslanjanje iskljucivo na dijad-
ni odnos / Insecurity in conducting family meetings;
avoidance of working with families; reliance exclu-
sively on a dyadic relationship

Izbjegavanje ukljucivanja obitelji radi,zastite” saveza
sa pacijentom / Avoidance of family involvement in
order to “protect” the alliance with the patient

Nejasnoce sto se smije dijeliti; potpuna isklju¢enost
obitelji iz komunikacije / Uncertainty about what
information can be shared; complete exclusion of the
family from communication

Obitelj se doZivljava kao prezahtjevna, ometajuca
krivi se za bolest pacijenta / Families perceived as
overly demanding, disruptive, or blamed for the
patient’s illness

Izbjegavanje susreta s obiteljima u krizi; prekid
razgovora kod eskalacije emocija / Avoidance of
meetings with families in crisis; termination of con-
versations when emotions escalate

Odgadanije ili potpuno izbjegavanje obiteljskog rada
/ Postponement or complete avoidance of family
work

Nejasno tko je odgovoran za obiteljski rad; ,pre-
bacivanje” odgovornosti / Uncertainty regarding
responsibility for family work; “passing on” respon-
sibility

Zanemarivanje psihosocijalnih i obiteljskih aspekata
skrbi / Neglect of psychosocial and family aspects
of care

Preporucene intervencije prema literaturi
/ Recommended interventions according to the
literature

Strukturirana edukacija rada s obitelji rada; razvoj
komunikacijskih i vjestina; kontinuirana supervizija
/ Structured training in family work; development
of communication and facilitation skills; ongoing
supervision

Edukacija o trijadnom terapijskom savezu; razgovor s
pacijentom o korisnosti ukljucivanja obitelji, normal-
izacija obiteljskog rada kao standarda skrbi; refleksija
stavova u odnosu na stru¢ne preporuke / Education
on the triadic therapeutic alliance; discussion with
the patient about the benefits of family involvement;
normalization of family work as a standard of care;
reflection on professional attitudes in relation to
clinical recommendations

Edukacija o povjerljivosti; razdvajanje op¢ih i osobnih
informacija; redovito revidiranje dogovora

/ Education on confidentiality; differentiation be-
tween general and personal information; regular
review of agreements

Timska refleksija i promjena stavova; edukacija o
evidence base obiteljskim intervencijama

/Team reflection and attitude change; education on
evidence-based family interventions

Edukacija upravljanja konfliktom; razvoj vjestina
emocionalne regulacije; supervizija i podrska u
zahtjevnim slucajevima / Training in conflict manage-
ment; development of emotional regulation skills;
supervision and support in demanding cases

Mentorski modeli; jasni klini¢ki protokoli; edukacija o
promjeni obiteljskih intervencija, suradnja sa stru¢n-
jacima koji provode obiteljske intervencije

/ Mentoring models; clear clinical protocols; training

in family intervention adaptation; collaboration with
specialists providing family interventions

Jasna podjela uloga unutar tima, tko radi s obitelji ili
s kim se suraduje izvan tima / Clear division of roles
within the team; designation of responsibility for

family work or collaboration with external providers

Integracija obiteljskog rada u rutinske procjene;
edukacija o metodama i uc¢incima rada s obitelji

/ Integration of family work into routine assessments;
education on methods and outcomes of family
interventions
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obitelji u radu s osobama sa psihozom, zajedno
s preporucenim intervencijama. Tablica je ute-
meljena na sustavnim i preglednim radovima
(15,16, 19-21,29). Nalazi upucuju na potrebu
razumijevanja rada s obiteljima kao standar-
dnog dijela skrbi, buduéi da je takav pristup
povezan s boljim ishodima lije¢enja za osobe
sa psihozom, aliis o¢uvanjem mentalnog i tje-
lesnog zdravlja ¢lanova obitelji, koji su ¢esto

izloZeni visokoj razini opterecenja.

U tablici 4. prikazane su najcesce identifici-
rane prepreke u komunikaciji i suradnji sa
strane obitelji te intervencije koje pregledna
i sustavna literatura preporuluje za njihovo
prevladavanje (15,16,19-21). Tablica naglasa-
va vaznost kompetencija stru¢njaka za prepo-
znavanje ovih prepreka te fleksibilnu primjenu
intervencija koje su vazne za oporavak osobe
sa psihozom, ali i za prevenciju sagorijevanja

¢lanova obitelji.

U tablici 5. prikazana je sinteza najée$ce iden-
tificiranih poteskoca u obiteljskom kontekstu
osoba sa psihozom te intervencije koje literatu-
ra dosljedno preporucuje za njihovo ublazava-
nje i prevladavanje. Tablica predstavlja sintezu
nalaza iz meta-analitickih, sustavnih i pregled-
nih radova o obiteljskim odnosima i ishodima
lije¢enja osoba sa psihozom (15-17,22). Inter-
vencije prikazane u tablici razvijene su u okviru
bihevioralnih obiteljskih intervencija i obitelj-
ske psihoedukacije (25, 27, 28, 29), multifamily
group modela (30) te intervencija usmjerenih

na podrsku skrbnicima (31).

Tablica 6. prikazuje najce$ce identificirane pre-
preke u ostvarivanju zajedni¢kog donos$enja
odluka u trijadnoj komunikaciji te preporuce-
na rjeSenja. Preporuke su utemeljene na pre-
glednoj i sustavnoj literaturi o SDM-u, trijad-
noj komunikaciji i obiteljskom radu (15,19,20,
33,36) i preglednim radovima koji ukazuju da
su stigmatizirajudi stavovi psihijatara i drugih
stru¢njaka prema osobama sa psihozom prisut-
ni te da je nuzno sustavno raditi na njihovom

prepoznavanju i smanjenju kroz edukaciju, re-

ple with psychosis, together with recommended
interventions. The table is grounded in system-
atic and review studies (15,16,19-21,29). The
findings point to the need to understand work
with families as a standard component of care, as
this approach is associated with better treatment
outcomes for people with psychosis as well as
with the preservation of the mental and physical
health of family members, who are often exposed

to high levels of burden.

Table 4 presents the most commonly identified
barriers to communication and collaboration
among families, along with interventions recom-
mended by reviews and systematic literature to
address them (15,16,19-21). The table highlights
the importance of professionals’ competencies in
recognising these barriers and the flexible appli-
cation of interventions that are important both
for the recovery of the person with psychosis and

the prevention of family burnout.

Table 5 presents a synthesis of the most frequent-
ly identified difficulties within the family context
of individuals with psychosis, as well as the in-
terventions that the literature consistently rec-
ommends for their reduction and management.
The table synthesises findings from meta-analyt-
ic, systematic, and review studies on family rela-
tionships and treatment outcomes in individuals
with psychosis (15-17,23). The interventions
presented in the table were developed within
the frameworks of behavioural family interven-
tions and family psychoeducation (25,27,28,20),
multi-family group models (30), and caregiver-fo-

cused support interventions (31).

Table 6 presents the most commonly identified
barriers to shared decision-making in triadic com-
munication, along with recommended solutions.
Recommendations are based on narrative and
systematic literature on shared decision-making
(SDM), triadic communication, and family work
(15,19,20,33,36), as well as review studies indi-
cating that stigmatising attitudes among psy-
chiatrists and other mental health professionals
toward individuals with psychosis are present and

that it is necessary to systematically address their
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TABLICA 4. Prepreke u komunikaciji i suradnji sa strane obitelji u lijecenju osoba sa psihozom i preporucene intervencije
TABLE 4. Family-level barriers to communication and collaboration in the treatment of individuals with psychosis and recom-

mended interventions.

Prepreka (perspektiva

obitelji) / Barrier (family
perspective)

Emocionalno preopterecen-
jeiiscrpljenost / Emotional
overload and exhaustion

Osjecaj iskljucenosti iz skrbi
/ Feeling excluded from
care

Nepovjerenje prema stru¢n-
jacima i sustavu / Mistrust
toward professionals and
the system

Strah od okrivljavanja i stig-
matizacije / Fear of blame
and stigmatisation

Nejasnoce oko povijerljivosti
/ Uncertainty regarding
confidentiality

Razli¢ita ocekivanja i ciljevi
lijecenja / Divergent expec-
tations and treatment goals

Iscrpljenost skrbnika i
nedostatak podrike

/ Caregiver exhaustion and
lack of support

Prakti¢ne i logisticke prepre-
ke / Practical and logistical
barriers

Konfliktni obiteljski odnosi
/ Conflictual family rela-
tionships

Kulturne i vrijednosne
razlike / Cultural and value
differences

Kako se o¢ituje u praksi
/ How it manifests in
practice

Povla¢enje iz komunikacije,
burne emocionalne reakcije,
otezano donosenje odluka
/ Withdrawal from commu-
nication; intense emotional
reactions; impaired deci-
sion-making

Frustracija, nepovjerenje,
pasivnost ili konfrontacija
/ Frustration, mistrust, pas-
sivity, or confrontation

Sumnji¢avost, osporavanje
odluka, odbijanje suradnje
/ Suspicion, questioning of
decisions, refusal to col-
laborate

Defenzivnost, izbjegavanje
kontakta, umanjivanje
problema / Defensiveness,
avoidance of contact, mini-
mization of problems

Osjecaj iskljucenosti, ljutnja,
konflikt / Feelings of exclu-
sion, anger, conflict

Nesporazumi, pritisak na
stru¢njake, konflikt

/ Misunderstandings,
pressure on professionals,
conflict

Ograni¢ena dostupnost,
neredoviti kontakti

/ Limited availability; irregu-
lar contact

Izostanci, nemogucnost do-
laska na sastanke / Missed
appointments; inability to
attend meetings

Eskalacije, napetost tijekom
susreta / Escalation and
tension during meetings

Nerazumijevanje, nepov-
jerenje / Misunderstanding,
mistrust

Mehanizam / pozadina
prepreke / Mechanism /
underlying factors

Dugotrajni stres, strah,

osjecaj bespomocnosti
/ Prolonged stress, fear,
feelings of helplessness

Iskustvo marginalizacije;
komunikacija usmjerena
isklju¢ivo na pacijenta /
Experience of marginal-
isation; communication
focused exclusively on the
patient

Prethodna negativna
iskustva, dozivljaj prisile ili
netransparentnosti / Previ-
ous negative experiences;
experiences of coercion or
lack of transparency

Povijesni modeli koji su
implicirali krivnju obitelji;
drustvena stigma / Histori-
cal models implying family
blame; societal stigma

Nerazumijevanje pravnih

i etickih granica / Lack of
understanding of legal and
ethical boundaries

Fokus obitelji na sigurnost

i funkcioniranje, a ne samo
na simptome / Family focus
on safety and functioning
rather than symptoms
alone

Preopterecenost brigom,
manjak resursa / Care bur-
den and lack of resources

Radno vrijeme, udaljenost,
financijski i obiteljski tereti
/ Work schedules; distance;
financial and family burdens

Dugotrajni nerijeseni
odnosi, visoka emocionalna
izrazenost (EE)

/ Long-standing unresolved
relational issues; high
expressed emotion (EE)

Razli¢iti modeli razumije-
vanja bolesti i skrbi / Differ-
ent explanatory models of
illness and care

Preporucene intervencije (konkretne
preporuke) / Recommended interventions
(practical recommendations)

Validacija emocionalnog iskustva; uspora-
vanje tempa komunikacije; fazni pristup
(podrska — informacije — planiranje);
ponavljanje klju¢nih informacija / Validation
of emotional experience; slowing the pace of
communication; phased approach (support
— information — planning); repetition of key
information

Proaktivan kontakt s obitelji; eksplicitno
imenovanje njihove uloge; redoviti struk-
turirani obiteljski sastanci / Proactive contact
with the family; explicit clarification of their
role; regular structured family meetings

Dosljedna i transparentna komunikacija;
objasnjavanje razloga odluka; priznanje
ogranicenja i pogresaka / Consistent and
transparent communication; explanation of
the rationale for decisions; acknowledgment
of limitations and mistakes

Psihoedukacija usmjerena na oporavak;
tumacenje biopsihosocijalnog modela; ko-
ristenje jezika oporavka / Recovery-oriented
psychoeducation; explanation of the biopsy-
chosocial model; use of recovery-oriented
language

Rano i kontinuirano objasnjavanje povjer-
ljivosti; razdvajanje op¢ih informacija od
osobnih podataka; razgovor uz suglasnost
pacijenta / Early and ongoing explanation
of confidentiality; differentiation between
general information and personal data;
discussions with the patient’s consent

Zajednicko definiranje ciljeva; integracija
obiteljskih prioriteta u plan lijecenja; redovito
revidiranje ciljeva / Joint goal-setting; inte-
gration of family priorities into the treatment
plan; regular review of goals

Ponuda podrske usmjerene na skrbnike; in-
formiranje o dostupnim resursima; fleksibilni
termini / Offering caregiver-focused support;
providing information about available re-
sources; flexible scheduling

Fleksibilni modeli (telefonski/online kontakti);
kradi, ciljano strukturirani susreti / Flexible
models (telephone/online contacts); shorter,
goal-oriented, structured meetings

Strukturirani susreti s jasnim pravilima; rad
na snizavanju EE koriStenjem evedence base
intervencija / Structured meetings with clear
rules; interventions aimed at reducing EE
using evidence-based approaches

Kulturalno osjetljiva komunikacija; is-
trazivanje obiteljskog okvira razumijevanja;
prilagodba jezika / Culturally sensitive
communication; exploration of the fami-
ly’s explanatory framework; adaptation of
language
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TABLICA 5. Poteskoce u relaciji pacijent-obitelj u lijeCenju osoba sa psihozom i preporucene intervencije
TABLE 5. Patient-family relationship difficulties in the treatment of individuals with psychosis and recommended interventions.

Poteskoce u relaciji pacijent-obitelj

/ Patient-family relationship difficulties

Visoka izrazena emocija (kriticizam, hostilnost, emo-
cionalna pretjerana uklju¢enost) / High expressed
emotion (criticism, hostility, emotional over-involve-
ment)

Cesti konflikti i napetosti u obitelji
/ Frequent conflicts and family tension

Nedostatak emocionalne topline i podrske
/ Lack of emotional warmth and support

Pretjerana kontrola ili zastitnicko ponasanje
/ Excessive control or overprotective behaviour

Povlacenje obitelji i emocionalna distanca
/ Family withdrawal and emotional distance

Nepovjerenje izmedu pacijenta i obitelji
/ Mistrust between the patient and the family

Razli¢ita o¢ekivanja o lije¢enju i oporavku / Divergent
expectations regarding treatment and recovery

Opterecenost i iscrpljenost skrbnika
/ Caregiver burden and exhaustion

Stigmatizirajuca uvjerenja unutar obitelji
/ Stigmatising beliefs within the family

Losa komunikacija o simptomima i ranim znakovima
pogorsanja / Poor communication about symptoms
and early warning signs of relapse

Preporucene intervencije utemeljene u literaturi
/ Recommended interventions based on the literature

Bihevioralne obiteljske intervencije; obiteljska psihoedukacija; rad na komunikaci-
jskim obrascima i regulaciji emocionalnih reakcija / Behavioural family interven-
tions; family psychoeducation; work on communication patterns and regulation of
emotional responses

Strukturirani obiteljski susreti uz facilitaciju stru¢njaka; postavljanje jasnih pravila
komunikacije; viseobiteljske grupne intervencije / Structured family meetings facil-
itated by a professional; establishment of clear communication rules; multifamily
group interventions

Intervencije usmjerene na jacanje pozitivnih interakcija; poticanje validacije i po-
drzavajuce komunikacije; fokus na snage obitelji / Interventions aimed at strength-
ening positive interactions; promotion of validation and supportive communica-
tion; focus on family strengths

Psihoedukacija o autonomiji, oporavku i granicama; pregovaranje o ulogama i
odgovornostima pacijenta i obitelji / Psychoeducation on autonomy, recovery, and
boundaries; negotiation of patient and family roles and responsibilities

Aktivno ukljucivanje obitelji u lijecenje; normalizacija ambivalentnih osjecaja;
fleksibilni i fazni oblici kontakta / Active family involvement in treatment; normaliza-
tion of ambivalent feelings; flexible and phased forms of contact

Transparentna komunikacija; zajednicki razgovori uz posredovanje stru¢njaka;
postupna izgradnja sigurnosti i povjerenja / Transparent communication; joint
discussions mediated by a professional; gradual building of safety and trust

Zajednicko definiranje ciljeva lije¢enja; uskladivanje ocekivanja; redovito revidiranje
plana lije¢enja / Joint definition of treatment goals; alignment of expectations;
regular review of the treatment plan

Intervencije usmjerene na skrbnike (carer-focused interventions); emocionalna
podrska; edukacija o samobrizi; povezivanje s resursima i grupama podrike

/ Carer-focused interventions; emotional support; education on self-care; linkage to
resources and support groups

Neokrivljuju¢a psihoedukacija temeljena na biopsihosocijalnom modelu; destigma-
tizacijski pristup; ukljucivanje perspektive oporavka / Non-blaming psychoeduca-
tion based on the biopsychosocial model; destigmatising approach; integration of a
recovery perspective

Edukacija o ranim znakovima recidiva; zajednicki krizni planovi; poticanje otvorene,
neokrivljuju¢e komunikacije / Education on early relapse signs; joint crisis plans;
encouragement of open, non-blaming communication

fleksivnu praksu i superviziju (39). Prikazani
nalazi isti¢u vaznost trijadnog komunikacij-
skog okvira u kojem se perspektive pacijenta,
obitelji i stru¢njaka aktivno integriraju, pri
¢emu zajednicko donosenje odluka sluzi kao
strukturirani mehanizam za uravnoteZivanje
autonomije, odgovornosti i poticanja oporavka

osoba sa psihozom.

Kako bi se dodatno naglasila povezanost tri-
jadne komunikacije s osobnim oporavkom
prikazana je njihova povezanost s klju¢nim
komponentama CHIME modela oporavka (40)
u tablici 7. CHIME model naglasava vaZnost
osobnih dimenzija oporavka kao to su pove-

zanost, nada, identitet, smisao i osnaZenje.

recognition and reduction through education, re-
flective practice, and supervision (39). The find-
ings highlight the importance of a triadic commu-
nication framework in which the perspectives of
patients, families, and professionals are actively
integrated, with shared decision-making serving
as a structured mechanism for balancing autono-
my, responsibility, and the facilitation of recovery

in individuals with psychosis.

To further emphasise the relationship between tri-
adic communication and personal recovery, their
association with the key components of the CHIME
recovery model (40) is presented in Table 7. The
CHIME model highlights the importance of per-
sonal dimensions of recovery, including connected-

ness, hope, identity, meaning, and empowerment.
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82 TABLICA 6. Prepreke u ostvarivanju zajednickog donosenja odluka (SDM) u trijadnoj komunikaciji i preporucena rjeSenja
TABLE 6. Barriers to shared decision-making (SDM) in triadic communication and recommended solutions.

Prepreke / Barriers

Paternalisticki stavovi stru¢njaka i sumnja u sposob-
nost pacijenata sa psihozom za sudjelovanje u
odlucivanju / Paternalistic professional attitudes and
doubts about the decision-making capacity of individ-
uals with psychosis

Nedostatak znanja i vjestina stru¢njaka za facilitiranje
SDM-a / Lack of professional knowledge and skills to
facilitate SDM

Strah stru¢njaka od povecanja konflikta u trijadi
/ Professionals’fear of increased conflict within the
triad

Nedostatak vremena i organizacijskih resursa
/ Lack of time and organisational resources

Akutni simptomi, kognitivne poteskoce i fluktuirajuci
uvid pacijenata / Acute symptoms, cognitive difficul-
ties, and fluctuating insight in patients

Prethodna iskustva prisile kod pacijenata
/ Patients’ previous experiences of coercion

Ambivalentnost pacijenata prema preuzimanju
odgovornosti / Patient ambivalence toward assuming
responsibility

Razliciti ciljevi pacijenta, obitelji i stru¢njaka

/ Divergent goals among patients, families, and pro-
fessionals

Emocionalno preopterecenje i iscrpljenost obitelji
/ Family emotional overload and exhaustion

Nepovjerenje obitelji prema sustavu i stru¢njacima
/ Family mistrust toward professionals and the system

Nejasnoce oko povijerljivosti i uloge obitelji
/ Uncertainty regarding confidentiality and the role of
the family

Strah obitelji od relapsa i sigurnosnih rizika
/ Family fears of relapse and safety risks

Konfliktni obiteljski odnosi
/ Conflictual family relationships

Stigmatizirajuca uvjerenja u obitelji
/ Stigmatising beliefs within the family

Nejasna podjela odgovornosti u trijadi
/ Unclear division of responsibilities within the triad

RASPRAVA

Preporucena rjesenja / intervencije / Recommended solutions / interventions

Edukacija o SDM-u prilagodenom radu sa osobama sa psihozom ; refleksija profe-
sionalnih stavova; oslobadanje o stigmatizirajucih stavova, supervizija usmjerena na
trijadnu komunikaciju / Education on SDM adapted for work with individuals with
psychosis; reflection on professional attitudes; reduction of stigmatising beliefs;
supervision focused on triadic communication

Strukturirani trening komunikacijskih vjestina; koristenje SDM alata i vodica; kon-
tinuirana supervizija / Structured communication skills training; use of SDM tools
and recommendations; ongoing supervision

Jasna struktura SDM razgovora; facilitacija razgovora; postavljanje pravila komu-
nikacije i uloga / Clear structure of SDM conversations; active facilitation; establish-
ment of communication rules and roles

Uvodenje SDM-a u rutinske procjene; kratki, strukturirani SDM razgovori; insti-
tucionalna podrska i protokoli / Integration of SDM into routine assessments; brief,
structured SDM conversations; institutional support and clinical protocols

Prilagodba SDM-a kognitivnim mogu¢nostima; fazni pristup odlucivanju; ponavl-
janje i vizualna podrska / Adaptation of SDM to cognitive capacities; phased deci-
sion-making; repetition and visual supports

Transparentna komunikacija; priznanje prethodnih iskustava; naglasak na izboru
i autonomiji / Transparent communication; acknowledgment of past experiences;
emphasis on choice and autonomy

Normalizacija ambivalentnosti; podrzano donosenje odluka (supported deci-
sion-making); fleksibilna razina uklju¢enosti / Normalization of ambivalence; sup-
ported decision-making; flexible levels of involvement

Zajednicko definiranje ciljeva; eksplicitno uvazavanje svih perspektiva; redovito
revidiranje odluka / Joint goal-setting; explicit recognition of all perspectives;
regular review of decisions

Validacija iskustva obitelji; fazni pristup komunikaciji; ponuda intervencija usm-
jerenih na skrbnike / Validation of the family’s experience; phased communication
approach; provision of carer-focused interventions

Dosljedna i transparentna komunikacija; ukljucivanje obitelji u planiranje; izgradnja
povjerenja kontinuitetom / Consistent and transparent communication; inclusion of
families in planning; trust-building through continuity

Rano i kontinuirano pregovaranje o povijerljivosti; jasno razdvajanje opcih i osobnih
informacija / Early and ongoing negotiation of confidentiality; clear distinction
between general and personal information

Psihoedukacija; zajednicki krizni planovi; jasno definirane odgovornosti
/ Psychoeducation; joint crisis plans; clearly defined responsibilities

Strukturirani obiteljski susreti; viseobiteljske grupne intervencije; vjestine rjeavanja
sukoba i problema / Structured family meetings; multifamily group interventions;
conflict resolution and problem-solving skills

Neokrivljuju¢a psihoedukacija; destigmatizacijski pristup; fokus na oporavak
/ Non-blaming psychoeducation; destigmatising approach; recovery-focused

orientation

Jasno definiranje uloga pacijenta, obitelji i stru¢njaka u SDM procesu / Clear defini-
tion of the roles of the patient, family, and professionals in the SDM process

DISCUSSION

Nalazi ovog rada, temeljeni na sintezi pre-
gledne i meta-analiticke literature, naglasa-
vaju vaznost terapijskog odnosa i terapijskog
saveza kao aktivnog agensa u lije¢enju osoba
s pote$kocama mentalnog zdravlja, osobito

osoba sa psihozom, te potrebu za dosljednom

Soc. psihijat. Vol. 54 (2026) Br. 1, str. 67-87.

The findings of this paper, based on a synthesis
of review and meta-analytic literature, highlight
the importance of the therapeutic relationship
and therapeutic alliance as active agents in the
treatment of individuals with mental health dif-

ficulties, particularly those with psychosis, and
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TABLICA 7. Povezanost trijadne komunikacije zajedni¢kog dono3enja odluka s CHIME modelom oporavka
TABLE 7. Association of triadic communication and shared decision-making with the CHIME recovery model.

Element CHIME modela  Kako preporuke za trijadnu komunikaciju poti¢u oporavak

/ CHIME model element  / How recommendations for triadic communication promote recovery

Jacanje terapijskog odnosa stru¢njak- osoba sa psihozom; trijadna komunikacija ukljucivanje obitelji u razmjenu
informacija i dogovore o lijec¢enju uz pristanak osobe sa psihozom / Strengthening the therapeutic relationship

between the professional and the person with psychosis; triadic communication that involves the family in

Psihoedukacija o oporavku, promjena stavova o oporavku stru¢njaka, pacijenata i obitelji, poticanje optimizma

aktivnim sudjelovanjem u oporavku / Recovery-oriented psychoeducation; changing recovery-related attitudes
among professionals, patients, and families; fostering optimism through active participation in the recovery

Connectedness
(povezanost)
information sharing and treatment agreements with the consent of the person with psychosis
Hope (nada)
process
Identity (identitet)

Uvazavanje osobne perspektive osobe; postivanje vrijednosti i preferencija osobe, izbjegavanje stigmatiziraju¢eg

jezika i podrska u oslobadanju od stigme, poticanje samopouzdanja i identititeta osobe odvojeno od dijagnoze,
izbjegavanje etiketiranja bolesti kao osobnih obiljeZja / Recognition of the person’s subjective perspective;
respect for personal values and preferences; avoidance of stigmatising language; support in stigma reduction;
promotion of self-confidence and identity separate from the diagnosis; avoidance of labeling illness as a defining

personal characteristic

Meaning (smisao)

Uskladivanje odluka o lije¢enju s onim sto je osobi vazno u svakodnevnom Zzivotu; ukljucivanje obitelji u

razumijevanje onoga $to je osobi vazno; zajednicko donosenje odluka / Aligning treatment decisions with what
is meaningful to the person in everyday life; involving the family in understanding what matters to the person;

shared decision-making

Empowerment
(osnazivanje)

primjenom kvalitetnog terapijskog odnosa i te-
rapijskog saveza u svakodnevnoj psihijatrijskoj

praksi.

Brojni meta-analiti¢ki pregledi potvrduju da
je terapijski savez jedan od najpouzdanijih
prediktora ishoda lije¢enja, neovisno o terapij-
skom pristupu i dijagnosti¢koj skupini, (2,3,5-
7). U lije¢enju osoba sa psihozom, terapijski sa-
vez pokazuje se osobito vaznim u dugotrajnoj
skrbi, gdje je povezan ne samo s klini¢kim is-
hodima, nego i s aspektima osobnog i funkcio-
nalnog oporavka, uklju¢ujuéi nadu, osnazenost
i svakodnevno funkcioniranje (9,10). Nalazi
ovog pregleda takoder isti¢u potrebu za do-
sljedno uvodenje rada sa obitelji u svakodnev-
noj psihijatrijskoj praksi za osobe sa psihozom
jer je kvaliteta obiteljske komunikacije, osobito
razine izrazenih emocija, pouzdano povezana
s rizikom relapsa i rehospitalizacija (22,23),
te su obiteljske intervencije (15-17) povezane
s prevencijom recidiva i sagorijevanja ¢lanova
obitelji. Zajedni¢ko donosenje odluka pokazuje
se, u skladu s preglednom literaturom (34-36)
kao prikladan komunikacijski okvir za lijece-
nje osoba sa psihozom koji uklju¢uje i obitelj

bududi da je potreba za uklju¢ivanje obitelji u

Poticanje autonomije, fokusiranje na snage osobe, pruzanje podrske stru¢njaka i obitelji za postizanje oporavka.
/ Promotion of autonomy; strengths-based focus; professional and family support in achieving recovery goals

emphasise the need for the consistent application
of high-quality therapeutic relationships and alli-

ances in everyday psychiatric practice.

Numerous meta-analytic reviews confirm that
the therapeutic alliance is one of the most reliable
predictors of treatment outcomes, regardless of
therapeutic approach or diagnostic group (2,3,5-
7). In the treatment of individuals with psycho-
sis, the therapeutic alliance appears particularly
important in long-term care, where it is asso-
ciated not only with clinical outcomes but also
with personal and functional recovery, including
hope, empowerment, and everyday functioning
(9,10). The findings of this review also under-
score the need for the consistent integration of
family work into routine psychiatric practice for
persons with psychosis, as the quality of family
communication—particularly levels of expressed
emotion—is reliably associated with the risk of
relapse and rehospitalisation (22,23), and fami-
ly interventions (15-17) are associated with the
prevention of relapse and burnout among family
members. Shared decision-making (SDM), in line
with the literature review (34-36), emerges as an
appropriate communication framework for the
treatment of individuals with psychosis, includ-

ing the family, given that family involvement in
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lije¢enju osoba sa psihozom vise pravilo nego
iznimka. U trijadnom kontekstu, SDM omogu-
¢uje strukturirano uklju¢ivanje obitelji uz ocu-

vanje autonomije pacijenta.

Nalazi ovog rada potvrduju da su prepreke
trijadnoj komunikaciji vierazinske i u velikoj
mjeri povezane s profesionalnim stavovima,
komunikacijskim kompetencijama struénja-
ka i organizacijskim uvjetima skrbi, a ne is-
kljuéivo s klini¢kim obiljezjima psihoze. Time
se dodatno opravdava fokus rada na razvoj
smjernica usmjerenih na promjenjive aspekte

prakse.

Nalazi ovog podupiru konceptualizaciju te-
rapijskog odnosa i trijadne komunikacije kao
aktivnog terapijskog ¢imbenika, $to implicira
primjenu postupaka koji povecavaju kvalitetu

dijadne i trijadne komunikacije u praksi.

Na temelju pregledne literature i meta-analiza
operacionaliziraju se spoznaje o vaZznosti di-
jadnog i trijadnog odnosa u lije¢enju osoba sa
psihozom u komunikacijskim intervencijama u

svakodnevnoj psihijatrijskoj praksi.

Ograni¢enja ovog rada proizlaze iz njegove
narativne prirode i oslanjanja na selektivni
pregled literature, bez formalne procjene kva-
litete uklju¢enih studija ili kvantitativne sin-
teze u¢inaka. Nadalje, ve¢ina dostupnih istra-
zivanja temelji se na opservacijskim i korela-
cijskim dizajnima, §to ograni¢ava moguénost
donosenja kauzalnih zaklju¢aka. Preporuke
predstavljene u ovom radu stoga treba proma-
trati kao sintezu najboljih dostupnih dokaza, a
ne kao normativne ili univerzalno primjenjive

protokole.

Implikacije za buduca istraZivanja uklju¢uju
potrebu za intervencijskim i longitudinalnim
studijama koje Ce ispitati u¢inke sustavne pri-
mjene trijadnih komunikacijskih smjernica
na klini¢ke i oporavku usmjerene ishode, kao
i istraZivanja organizacijskih ¢imbenika koji
omogucuju njihovu odrZivu implementaciju u

rutinskoj praksi.

the treatment of psychosis is more the rule than
the exception. In a triadic context, SDM enables
structured family involvement while preserving

patient autonomy.

The findings of this paper confirm that barriers to
triadic communication are multi-level and large-
ly related to professionals’ attitudes, clinicians’
communication competencies, and organisational
conditions of care, rather than exclusively to the
clinical characteristics of psychosis. This further
justifies the present work’s focus on developing
recommendations targeting modifiable aspects of

clinical practice.

The results of this review support the conceptu-
alization of the therapeutic relationship and tri-
adic communication as active therapeutic factors,
thereby informing the implementation of prac-
tices to enhance the quality of dyadic and triadic

communication in clinical settings.

The recommendations suggested in this paper,
based on reviews and meta-analyses, operation-
alise evidence on the importance of dyadic and
triadic relationships in the treatment of individ-
uals with psychosis into concrete professional
behaviours and communication interventions

applicable to everyday psychiatric practice.

The limitations of this paper stem from its narra-
tive design and reliance on a selective literature
review, without a formal assessment of study
quality or a quantitative synthesis of effects. Fur-
thermore, most available studies employ obser-
vational or correlational designs, which limit the
ability to draw causal conclusions. Therefore, the
recommendations presented in this paper should
be viewed as a synthesis of the best available evi-
dence rather than normative or universally appli-

cable protocols.

Future research should include interventional
and longitudinal studies examining the effects
of the systematic application of triadic commu-
nication recommendations on clinical and recov-
ery-oriented outcomes, as well as investigations
of organisational factors that enable their sus-

tainable implementation in routine practice.
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Unato¢ navedenim ograni¢enjima, ovaj rad
doprinosi literaturi integracijom teorijskih
i empirijskih nalaza iz podruéja terapijskog
saveza, obiteljskih intervencija i zajednickog
dono8enja odluka u koherentan, klinic¢ki pri-
mjenjiv okvir preporuka, ¢ime se premoscuje
jaz izmedu znanstvenih dokaza i svakodnevne

psihijatrijske prakse.

ZAKLJUCCI

Potvrdeno je da kvaliteta dijadne i trijadne ko-
munikacije zna¢ajno utjece na tijek i ishode lije-
¢enja osoba sa psihozom. Kvalitetna komunika-
cija povezana je s boljom suradnjom u lie¢enju,
manjom percipiranom prisilom i povoljnijim

oporavkom.

Terapijski odnos i komunikacija trebaju se su-
stavno prepoznati i razvijati kao sastavni dio
standardne psihijatrijske skrbi, a ne kao do-
datna ili fakultativna komponenta lije¢enja.
To uklju¢uje dosljednu primjenu suradnickog
i empati¢nog pristupa, aktivno pracenje kva-
litete terapijskog saveza, pravodobno prepo-
znavanje i popravak ruptura odnosa te struk-
turirano uklju¢ivanje obitelji u proces lije¢enja.
Posebnu vrijednost ima primjena zajednickog
donosenja odluka kao komunikacijskog okvi-
ra koji poti¢e autonomiju pacijenta, odgovor-
nosti stru¢njaka i sudjelovanje obitelji uz pri-
stanak pacijenta. U¢inkovita implementacija
navedenih preporuka zahtijeva organizacijsku
podrsku jasnim protokolima kontinuiranom
edukacijom i supervizijom tru¢njaka. Sustav-
no ulaganje u primjenu kvalitetne trijadne
komunikacije i zajednickog dono$enja odluka
klju¢ni preduvjet za oporavku usmjerenu, eti¢-
ki osjetljivu i klini¢ki u¢inkovitu skrb za osobe

sa psihozom.

Despite these limitations, this paper contributes
to the literature by integrating theoretical and em-
pirical findings from therapeutic alliance, family
interventions, and shared decision-making into a
coherent, clinically applicable framework of recom-
mendations, thereby bridging the gap between sci-

entific evidence and everyday psychiatric practice.

CONCLUSIONS

This paper synthesises the review and meta-an-
alytic literature on the therapeutic relationship
and alliance, family involvement, and triadic
communication in the treatment of individuals
with psychosis and recommends ways to improve

recovery-oriented triadic communication.

The findings confirm that the quality of dyadic
and triadic communication significantly influ-
ences the course and outcomes of treatment for
individuals with psychosis. High-quality com-
munication is associated with better treatment
engagement, lower perceived coercion, and more

favourable recovery outcomes.

The therapeutic relationship and communication
should be systematically recognised and devel-
oped as integral components of standard psychi-
atric care, rather than as additional or optional
elements of treatment. This includes consistently
applying a collaborative and empathic approach,
actively monitoring the quality of the therapeutic
alliance, timely identification and repair of alli-
ance ruptures, and structured family involvement
in the treatment process. Particular value is placed
on shared decision-making as a communication
framework that promotes patient autonomy, pro-
fessional responsibility, and family participation,
with the patient’s consent. Effective implementa-
tion of these recommendations requires organi-
sational support through clear protocols, contin-
uous professional education, and ongoing super-
vision. Systematic investment in the application
of high-quality triadic communication and shared
decision-making represents a key prerequisite for
recovery-oriented, ethically sensitive, and clini-

cally effective care for individuals with psychosis.
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Cilj je kratak opis §to se namjerava istrazivati, tj. §to je svrha istrazi-
vanja.

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

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

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

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

Rad moze sadrzavati i zahvalu na kraju teksta.

U tekstu se literaturni podatak navodi arapskim brojem u zagradi.

Literatura

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

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

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

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

1. Autori

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

imena iste osobe piSe se bez razmaka.

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

pocetnim slovom.

3. Naslov casopisa

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

lazi na prethodno navedenom popisu kratica.

4. Numericki podatci o ¢asopisu

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

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

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

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

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

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

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

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

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

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

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

not the work in which the information was primarily published.

1. Authors

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

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

2. Title and subtitle

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

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

3. Journal title

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



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

se upisuju od prve do zadnje.

Primjer:

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

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

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

6. Grad izdanja
Upisuje se prvi grad naveden u izvorniku, za sve ostale se dodaje itd.
(engleski etc.).

7. lzdavac

Prepisuje se iz izvornika.

8. Godina izdanja

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

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

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

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

Primjer:

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

10. Stranica knjige

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

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

11. URL/Web adresa

Obavezno se navodi za mrezne izvore.

12. Datum koristenja/pristupa

Obavezno se navodi za mrezne izvore.

13. DOI

Ako postoji, obavezno se navodi za mreZne izvore.

Primjer:

Cook A, Spinazzola J, Ford J, Lanktree C, Blaustein M, Cloitre M,
DeRosa R, Hubbard R, Kagen R, Liautaud J, Mallah K, Olafson E,van
der Kolk B. Complex trauma in children and adolescents. Psych Ann
2005; 35(5): 390-398. Preuzeto 14. listopada 2017. shttps://doi.
0rg/10.3928/00485713-20050501-05.

4. Numerical journal data

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

E.g

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

5. Book issue

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

6. City of issue
Insert only the first city from the original work. For every additional

city, use the abbreviation etc.

7. Publisher
Copy from the original.

8. Year of issue
Copy it from the main page. In case the year is not indicated, the copy-
right year should be written (it can be found at the end of the book).

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

9. Book chapter

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

E.g

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

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

E.g.

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

11. Web address

Required for online resources.

12. Date of use

Required for online resources.

13. DOI

If available, it is mandatory to cite online resources.

E.g

Cook A, Spinazzola J, Ford J, Lanktree C, Blaustein M, Cloitre
M, et al. Complex trauma in children and adolescents. Psych Ann
2005; 35(5): 390-398. Accesed 14. October 2017. https://doi.
org/10.3928/00485713-20050501-05.



