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Abstract

The year 2020 has shown the renewed
importance of combating infectious di-
seases. Apart from the psychological im-
mune system an individual possesses a
behavioural immune system. Key com-
ponents of this system are digest prone-
ness, perceived vulnerability to disease,
health anxiety and others. There is no
instrument to measure perceived vul-
nerability to disease in the Serbian lan-
guage so we undertook this research to
provide the scientific community with a
viable tool for researching this relevant
topic, the Perceived Vulnerability from
Disease scale (PVD). On a sample of 500
participants, out of the 82.6% identified
as female, and the average age of 20.53
(SD=1.27; min=19; max=26), we perfor-
med confirmatory factor analysis. Two
existing models for the scales structure
have not shown adequate model fit. The-
refore, we have created a model that pre-



serves the two-factor structure, the Per-
ceived Infectability (PI) and the Germ
Aversion (GA) subscales, but we had to
lose two items to do so. We have tested
the scale alongside other relevant con-
structs to determine its divergent vali-
dity and have found satisfactory results.
In conclusion, the Serbian translation of
the PVD is a valid instrument and can
be used for further research.

Key words: PVD, disgust, validation
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Introduction

Given the events of 2020, and since it
seems they will continue to affect 2021,
we can see that infectious diseases are a
major threat, not only to the lives of in-
dividuals, but to their quality of life in
every respect - be it social, economic,
health relates and other. Infectious dis-
ease is followed by a physiological im-
mune reaction that has its drawbacks,
such as temporarily impairing you to
solve other adaptive problems, like at-
tracting a mate or caring for offspring.
Another set of defences has been erected
to prevent the development of a disease,
and this is the behavioural immune sys-
tem!".

Individuals that perceive themselves
to be more vulnerable to disease tend to
react to pathogen cues with ethnocen-
trism and decreased sociability®?. The
behavioural immune system tends to
overgeneralize because infectious dis-
eases have a large number of manifesta-
tions. Evolutionary, it is not possible to
detect each one of them specifically. This
is why disgust reaction can be triggered
by the presence of phenomena other
than pathogens - such as disfigurements,
disabilities, obesity, and elderly appear-
ancel®. The behavioural immune system
can generally act in two ways:

reactively — a response to immediate
cues such as smell or seeing someone
with open sores, thus triggering prophy-
lactic behaviour, and withdrawal,
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proactively — aimed at managing long
term threat to illness such as hygiene
habits.

As we have said that one of the re-
actions of the behavioural immune sys-
tem can be ethnocentrism, this can be
projected down to social groups and all
non-members can be perceived as indi-
viduals with a high risk of infection. It
leads to the specific perception of these
individuals - with disgust, negative atti-
tudes. As a result, they are being avoid-
ed. Individuals with an elevated feel
of vulnerability to infectious diseases
will greatly exaggerate their response in
the form disgust, negative attitudes, and
social recoil against those they perceive
as a treat. The exact etiology of this be-
haviour is still a matter of debate. There
are twin studies that indicate 40% of
contamination sensitivity variance is ex-
plained genetically®. This suggests that
parental modelling is the prevailing fac-
tor in traits clustered around disgust and
disease avoidance.

Disease avoidance manifests itself in
many different ways. This can be on the
level of individual differences, but also
influenced by environmental factors
such as where, in a geographical sense,
and when, in a seasonal sensel’. With
this in mind, cultures have developed
specific types of behaviour regarding,
for instance, food preparation, parent-
ing, and marriage practices that reflect a
more conservative attitude. For example,
in European cultures, this means that

individuals who score higher on disease
avoiding behaviour have fewer pets than
those that do not!”.

These behavioural pattern results
came to a test with the COVID19 pan-
demic. It has been found that the elderly,
females in particular, those with greater
education, and those with no ability to
work remotely, perceived higher vul-
nerability to disease!®. The perceived
vulnerability was also connected to a
greater belief in government measures
but also criticism of the government. Pre
pandemic disgust proneness has been
seen as a factor influencing pandemic
anxiety and a possible predilection for
developing anxiety disorders during the
pandemic?..

There are three forms of instruments
used to measure perceived vulnerabil-
ity to disease. First of all, there are the
disgust scales that ascertain the level of
disgust felt by an individual. They can be
classified as those measuring disgust sen-
sitivity by using items containing disgust
elicitors, or those that measure general
trait disgust!'”. The second is the scales
measuring hypochondria and health-re-
lated anxiety. These instruments suffer
from a lack of focus on infectious dis-
eases that also encompass cancer, cardi-
ovascular disorders, and similar prevail-
ing non-infectious illnesses.

To correct this, the Perceived Vul-
nerability to Disease scale (PVD) was
created"". This first instrument has un-
dergone a lot of changes over time. This



includes adding and subtracting items,
as well as changing the way respons-
es are scored on the seven-point Likers
scale of dichotomic yes/no answers. But
one thing remained constant during this
remodelling of the original instrument:
there always remained the two initial
subscales, Perceived Infectability (PI)
and Germ Aversion (GA)™.

Perceived Infectability can be con-
sidered as a subjective assessment of
disease susceptibility, while Germ Aver-
sion is considered discomfort within an
environment where there is an increased
possibility of getting in contact with dis-
ease-causing germs.

In general, female examinees have
scored higher on both scales. The pro-
posed explanation for this finding is
that female participants generally score
higher on pathogen disgust sensitivity
scales!?. There are differences in how
much of trait disgust proneness is ex-
plained by genetic factors in males and
females, and it comes out as more pro-
nounced with females!'?!.

The use of PVD in literature has been
inconsistent. There are three ways it has
been used, with two subscales Perceived
Infectability and Germ Aversion, Per-
ceived Infectability only, and as a cu-
mulative score. Low internal consisten-
cy of the Germ Aversion scale ranging
from .55 to 61 Crombach’s alpha values
in some studies has led some research-
ers to abandon it In our research we
have decided to try and test a bifactori-

al model proposed by Duncan et all',
a reduced bifactorial model proposed
by Diaz et al¥), and if necessary, create a
model that will fit our own data because
of the potential influences of cultural dif-
ferences.

Aim

The aim of this study is to translate
the PVD scale to the Serbian language
and determine if it can be used in further
research pending it maintains it struc-
ture.

Method

The sample consisted of students that
voluntarily filled out a paper and pencil
questionnaire. The questionnaire itself
contained information about how the
data will be used and filling the ques-
tionnaire represented informs consent
to participate in the study. The survey
was performed over a period of a month
on lectures by attending students. The
sample numbered 500 participants, out
of the 82.6% identified as female, and the
average age of 20.53 (SD=1.27; min=19;
max=26). Except for this no other demo-
graphic variables were taken. We used
descriptive statistics methods, bivariate
correlation, t-test, linear regression and
confirmatory factor analysis. Descrip-
tive statistics were used to describe the
sample used in our study, further we
used t-test in order to determine gender
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differences in measured constructs, cor-
relation was used to determine the rela-
tionship between measured constructs,
we used regression analysis in order to
determine if our chosen models deter-
mined the variance of the PVD scale, and
in what way. Further we used confirma-
tory factor analysis as the most complex
procedure to determine the model fit of
the scale in our sample. This sample was
collected before the COVID19 pandem-
ic. Two separate translators adapted the
text of the scale to the Serbian language,
then the two translations were fused
into one by a Serbian language expert,
under the supervision of a psychologist.
The scale was not back-translated and
sent to original authors for supervision.
WE used some of the instruments used
in Duncan et al (2009) original work so
that we can further prove the validity of
our translation by referring to this sem-
inal study.

Considering indicators of the good
model fit we used is Root Mean Square
Error of Approximation (RMSEA). We
placed the maximum acceptable value at
.08, while we took <0.05 to reflect a good
model fit [15]. Furthermore, we used the
Comparative Fit Index (CFI) and the
Tucker-Lewis Index (TLI) to determine
the goodness of fit. For both indexes we
considered values of at least 0.90 to indi-
cate an acceptable model fit, while val-
ues of 0.95 and above represent a good
solution'®”l. The last two parameters
we used were the Akaike’s Information

Criteria (AIC) and the Baysian Informa-
tion Criterion (BIC), where models with
lower AIC and BIC are considered to be
indicators of better model fit!'$1,

Instruments

Perceived Vulnerability to Disease
Scale - (PVD)" is a 15-item scale con-
sisting out of two subscales, Perceived
infectability (PI) consisting out of seven
items (“In general, I am very susceptible
to colds, flu and other infectious diseas-
es”), and Germ aversion (GA) consisting
out of eight items (“I do not like to write
with a pencil someone else has obviously
chewed on.”). The answers are registered
on a 7-point Likert scale. The scale was
translated into Serbian by a profession-
al translator and edited by two bilingual
psychologists. Items contained in the PI
subscale are 8, 12R, 2, 14R, 10, 5R, 6 and
in the GA subscale 7, 15, 4,9, 3R, 1, 13R,
11R. Items denoted with R are reverse
coded.

Satisfaction with life scale - (SWLS)
20 is a five-item scale measuring the cog-
nitive aspect of life satisfaction. Answers
are recorded on a five-point Likert scale.
The scale has been successfully translated
and validated to the Serbian language®'.
Internal consistency is within tolerable
range with an alpha value of 0.77.

International Personality Item Pool
- (IPIP-6)" is a 24-item personality in-
ventory based on the six-factor HEXA-
CO model. It measures the original Big
Five plus the honesty-humility scale that



we have omitted. Answers are registered
on a seven-point scale. The scale was
translated and validated in the Serbian
language!”). Internal consistency of the
four-item subscales varied from 0.64 to
0.75.

Disgust propensity and sensitivity
scale - (DPSS)? is a twelve-item scale
consisting out of two six-item subscales
named disgust propensity (DP) and dis-
gust sensitivity (DS). Answers are reg-
istered on a five-point Likert scale. The
scale was successfully translated and
validated in the Serbian language [10].
Internal consistency of the subscales is
good with alpha values of 0.74 for DP
and 0.78 for DS.

Depression, Stress and Anxie-
ty Scale 21 - (DASS21)®! is a 21-item
scale measuring depression, anxiety,
and stress, factors of psychological dis-
tress. Each subscale consists out of seven
items and the answers are registered on
a 4-point Likert scale. The scale was suc-
cessfully translated and validated in the

Serbian language®!. In our research, we
have only used the anxiety subscale, and
its internal consistency was acceptable
within alpha value of 0.76.

Results

We have conducted a confirmatory
factor analysis on our sample in order
to determine the validity of the factor
structure of the Perceived vulnerability
to disease scale. We have tested several
models. Model 1 is the original model
used by the creators of the scale, it con-
sists of two subscales!™, Perceived vul-
nerability (PV) and Germ aversion (GA).
The scales consist out of seven and eight
items respectively. The second model we
tested was one proposed later in a revi-
sion of the scale!, with items 13 and 11
removed from the Germ aversion sub-
scale. The third model we came up with
by analyzing results and it has items 14
and 13 removed, one from each subscale.
The results of the confirmatory factor

Table 1.
Risu?t of a confirmatory factor analysis for the three proposed models.
CFl TLI RMSEA AIC BIC »2dh)
Model 1 |0.823 0.791 0.09 506.868 |637.521 | 444.959(89)
Model 2 |0.860 0.829 0.091  [383.135 [496.929  |329.135(64)
Model 3 |0.921 0.91 0.067  |257.395 |379.618  |199.395(62)
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analysis can be found in table 1. Since
the third model proved to be a superi-
or fit, we have used it in further analy-

PVD2

PVD5

PVD6

PVD8

.66
43
81
.88

sis. The representation of respective item
weights can be seen in graph 1.

PVD10

PVD12

PVD1

PVD3

PVD4

PVD7

.82
.29

34
35
.50
.67

PVD9

PVD11

LTI [T

PVD15

ple is 3.08 (min=1; max=7; SD=1.11)
and for the GA subscale is 3.92 (min=1;

.50
22

.59

max=7; SD=1.04). We have correlated
the measured constructs and the re-
sults can be found in table 2. There are
no gender differences on the PI scale



(3.06; SD=1.11 for female participants
and 3.17; SD=1.16 for male partici-
pants), but female participants score
(3.96; SD=1.03) significantly higher
than the male score (3.7, SD=1.08) on
the GA scale (p=0.032). This result was
achieved by using the t-test. We have
conducted a regression analysis with
PI and GA as dependant variables and
the Big Five and disgust proneness, as

Table 2.

stable personality traits, as indepen-
dent variables. For PI the results of
the regression model were significant
(F(df)=10.297(492); p<0.001) and it ex-
plained 12.8% of the PI variance. When
GA is concerned the regression model is
also valid (F(df)=13.115(492); p<0.001)
with the model explaining 15.7% of the
variance. The in depth results of the re-
gression analysis can be found in table 3.

Correlations between measured constructs and PVD subscales.

Perceived invulnerability Germ aversion

Perceived invulnerability -

Germ aversion 0.21** -
Satisfaction with life - -
Anxiety 0.21** 0.17**
Disgust propensity 0.18** 0.31**
Disgust sensitivity 0.27** 0.2*%*
Neuroticism 0.24%* 0.15%*
Extraversion - -
Agreeableness - -
Conscientiousness -0.10* 0.19**
Openness -0.12** -

*p<0.05; **p<0.001
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Table 3.
Regression analysis results.

Perceived invulnerability Germ aversion
B t sig. B t sig.
Neuroticism 0.193 4.349 0.001 0.136 3.108 0.002
Extroversion 0.037 0.819 0.413 0.017 0.397 0.692
Agreeableness 0.028 0.602 0.547 -0.120 | -2.611 | 0.009
Conscientiousness -0.077 | -1.781 | 0.075 0.221 5.175 0.000
Openness -0.123 | -2.693 | 0.007 0.023 0.509 0.611
Disgust propensity 0.054 1.052 0.293 0.242 4.771 0.000
Disgust sensitivity 0.193 3.742 0.001 0.057 1.129 0.259

B-beta value; t- t-test value; sig.-significance

Discussion

We have performed a confirmatory
factor analysis to determine the struc-
ture of the Serbian translation of the
Perceived Vulnerability to Disease Ques-
tionnaire. To do so, we have chosen sev-
eral models to test. First, we have tested
the model proposed by Duncan et al'¥a
15-item model with two subscales, Per-
ceived Infectability and Germ Aversion.
This however has not proven to be satis-
factory. Across all observed parameters
of the goodness of fit, we have found
suboptimal values. Next, we have tried
the model proposed by Diaz et al*! that
removed two items from the Germ aver-

sion scale. This model scored better than
the first one but still fell well short of the
desired model fit values.

Next, we examined our data, elim-
inated items 13 and 14 because of low
factor loading and covaried the stand-
ard errors between items 10 and 2 and
5 and 12. This has proven to be the cor-
rect intervention in our sample. We have
achieved acceptable values on all ob-
served, model-fit parameters. Still, one
thing remains, and that is the low Crom-
bach’s alpha value on the Germ Aversion
scale. This is proving to be a systemic
problem with this scale, and we have not
been able to fix it in our model. Although
we can contribute the differences in the



model to, in some way, cultural differ-
ences, the lack of GA’s internal stability is
a systemic problem. We can recommend
the usage of the PI subscale with a great
degree of certainty on the other hand we
must suggest caution when GA usage is
concerned.

The next test of validity is gender
differences in mean scores. Here we en-
countered small difficulties, although
higher values in females were expect-
ed". Indeed this is not the first time
this had happened. Diaz et al*l have
found that there are no significant gen-
der differences in Perceived Infectability,
and none in Germ Aversion scores. Our
study shows the opposite. There are no
differences in Perceived Infectability but
there are significant differences in the
Germ Aversion score. Though we have
shown that there are gender differences,
their specificity is certainly affected by
the type of model used in other studies,
and by cultural differences of the sam-
ple population. Since we have not found
instances of PVD use and translation to
Slavic and Eastern European popula-
tions, we cannot compare our results to
other existing studies.

With regards to the relationship be-
tween personality traits and perceived
vulnerability to disease, results in studies
differ. Diaz et al find no relationship
between neuroticism, extroversion, and
psychoticism with PVD subscales. How-
ever, they have used the EPQ questioner
and model in their study, so this can ac-

count for the discrepancy. In our study,
we have found a moderate correlation
between perceived infectability and neu-
roticism, as well as a low correlation be-
tween Germ Aversion and neuroticism.
On the other hand, we have also found
no correlation between extraversion and
both PVD subscales partially replicating
the results of their study.

We have used the Big Five personality
traits paradigm, just like Duncan et al!',
which makes the results more compati-
ble and easier for interpretation. Duncan
et al" found a low negative correlation
between Pi and GA and agreeableness
that is absent from our study. When ex-
troversion is concerned we have replicat-
ed the result that there is no significant
relationship between this construct and
PI, but they have found a low negative
correlation between it and GA, a result
that we did not replicate. Therefore, we
have only partially corroborated their
results in terms of the relationship be-
tween extraversion and PVD subscales.

Next, we turn to conscientiousness
where both studies register a negative
correlation between Pi and this con-
struct. The difference is in the relation-
ship with GA, where the previous study
does not register any significant correla-
tions, but we find a low positive correla-
tion. It seems that in our sample there is
a small perceived overlap between germ
aversion and conscientious behavior, but
the correlations are small and this re-
quires further research. When neuroti-
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cism is concerned, both studies show the
same results, a low positive correlation,
only that in our study there is a stronger
connection between neuroticism and PI.
An interesting inversion has been regis-
tered when considering openness to ex-
perience. While Duncan et al report
that there is a week negative correlation
between openness and GA, we did not
find this. On the other hand, in our am-
ple, we detect a week negative correlation
between openness and PI that the afore-
mentioned study did not report. On the
whole, we believe that the relationship
between our translation of PVD and
personality traits is within expectations
and that it corroborates to an extent the
Serbian version's divergent validity.

These week or non-existent correla-
tions reflected themselves in the regres-
sion models we have created. We used
Pi and Ga as dependant variables and
personality traits as independent vari-
ables in creating our models. All in all,
the models explained very little of the
PVD subscale variance, with adjusted
R2 values of .068 and .072 respectively.
This leads us to believe that factors other
than personality determine the majority
of the variance regarding the disease vul-
nerability and, by extension, the behav-
ioural immune system.

Any talk of divergent validity would
be incomplete without testing the PVD
scale alongside a scale measuring dis-
gust. At the time, the only available
working scale was the Disgust Sensi-

tivity and Propensity scale. On the one
hand, it measures disgust proneness as
a personality trait, it does not measure
specifically pathogen disgust, but more
an individual’s disposition. This must be
taken into account when interpreting the
strength of the correlations registered in
our research.

Elicitor based scales measuring path-
ogen disgust, such as the Digest Sensi-
tivity scale and the Three Domains of
Disgust scales, have been used in several
studies!"* %), and they have found high
correlations between Germ Aversion
and all variations of pathogen disgust.
The same is not true for Perceived In-
fectability that, while it correlates posi-
tively with these constructs, the strength
of this correlation can be twice as weak
in some cases. This is not the case with
disgust proneness. Perceived Infecta-
bility and Germ aversion correlate pos-
itively with Disgust Propensity and
Disgust Sensitivity, but this correlation
is relatively weak. In fact, it is more pro-
nounced in PI than in GA, raising inter-
esting questions about the exact mecha-
nisms behind these constructs.

We have not found any instance in
the literature about the relationship be-
tween life satisfaction and perceived vul-
nerability to disease. We postulated that
increased levels on PVD scales would be
some kind of impairment on daily activi-
ties and reduce the quality of life in some
manner. As it happens, this hypothesis
has not proven to be correct. This might



be the case because of the choice of the
instrument.

The Satisfaction with Life Scale is a
self-report measure of the cognitive as-
pect of wellbeing. It is perhaps because
of this cognitive approach that we find
no impact on life satisfaction, since peo-
ple with an increased feeling of disease
vulnerability believe themselves to be
correct in their assertions. Perhaps pre-
cise testing of other quality of life aspects
would yield different results, but as it
stands, we cannot make any meaningful
connection between life satisfaction and
perceived vulnerability to disease in a
non-pandemic setting.

We have also measured general anx-
iety in our study. There have been ex-
amples of a strong correlation between
health-related anxiety and Perceived
Infectability (Duncan, Schaller, & Park,
2009). We believed that similar but
weaker results, since the instrument is
more general in nature, will be found in
our study, and it was so. Anxiety corre-
lates weakly positively with PI and GA.
This furthers our claim for the validity of
the scale’s translation, and our model of
its factor structure.

Conclusion

After testing the available structure
models, we have found that the one we
created based on our results is best for
use in the Serbian translation of the
PVD, showing a good model fit. Its rela-

tionship with other instruments used in
the battery of tests shown is as expect-
ed and furthers our claim to the trans-
lation’s validity. Even with this, we must
caution future researchers in the use of
the Germs Aversion subscale because of
its low internal consistency that has been
reported throughout literature and con-
firmed in our study.

LIMITATIONS
One of the limitations of this study is that only
a sample of medical students was used, not
a broader sample of students from different
faculties. We did not use the back translation

procedure in this study.

Engrami e vol. 43 « jul-decembar 2021. « br.2



Engrami e vol. 43 e jul-decembar 2021. e br. 2

SRPSKA ADAPTACIJA SKALE
RANJIVOSTI PREMA ZARAZNIM

BOLESTIMA (PVD)

Nikola Rokvié?
Vedrana Karan?

1 Fakultet za pravne i poslovne studije
“Dr Lazar Vrkati&”,
Univerzitet Union, Novi Sad, Srbija
2 Katedra za fiziologiju,
Medicinski fakultet,
Univerzitet u Novom Sadu,
Novi Sad, Srbija

doi: 10.5937/engrami43-31095
primljeno: 27.02.2021.
prihvaceno: 26.01.2022.
objavljeno onlajn: 27.01.2022.

Sazetak

Godina 2020 je pokazala u novom
svetlu znacaj borbe protiv infektivnih
bolesti. Pored fizioloskog imunog si-
stema individua poseduje i bihevioral-
ni imuni sistem. Klju¢ne komponente
ovog sistema su sklonost ka gadenju,
percipirana ranjivost u odnosu na bo-
lesti, zdravstvena anksioznost i druge.
Trenutno ne postoji ni jedan instrument
koji meri percipiranu ranjivost prema
bolesti na srpskom jeziku. Iz tog razlo-
ga sproveli smo istrazivanje kako bismo

stru¢noj javnosti obezbedili instrument
koji bi omogucio istrazivanja ove vrlo
aktuelne i relevantne teme, Skale ranji-
vosti prema zaraznim bolestima (Per-
ceived Vulnerability to Disease Scale;
PVD). Na uzorku od 500 ispitanika,
od kojih se 82.6% izjasnilo da su Zen-
skog pola, sa srednjom vrednosti staro-
sti od 20.53 godine (SD=1.27 min=19;
max=26), izvrsili smo konfirmatornu
faktorsku analizu. Postojeca dva modela
strukture skale nisu pokazali zadovo-
ljavaju¢u podudarnost. Zbog toga smo
primenili dvofaktorsko re§enje koje od-
govara na$im nalazima. Dve subskale
su Percepcija opasnosti od zaraze (PI)
i Averzija prema mikrobima (GA) ali
morali smo da izbacimo dve stavke kako
bismo dobili ovo resenje. Testirali smo
ovu skalu sa drugim konstruktima kako
bismo utvrdili divergentnu validnost i
dobili smo zadovoljavajuce rezultate.
Zaklju¢ujemo da je srpski prevod PVD
skale validan instrument koji se moze

koristiti u daljim istrazivanjima.

Kljucne reci: PVD, gadenje, validacija.



Supplement

Molim Vas oznacite koliko se svaka od sledecih izjava odnosi na Vas. (PVDsr)

Uopste se Potpuno
ne slazem se slazem

Smeta mi kada ljudi kijaju, a ne pokriju usta. 1 2 3 4 5 6 7

Ukoliko ,,hara“ neka bolest, sigurno ¢u se 1 2 3 1A 5 6 7
zaraziti.
Nemam problem da pijem iz iste flase kao moj | 1 2 3 4 5 6 7
prijatelj.
Ne volim da piSem olovkom koju je neko pre 1 2 3 4 5 6 7

toga ocigledno grickao.

Na osnovu ranijih iskustava najverovatnije se 1 2 3 4 5 6 7
necu razboleti ¢ak iako su mi prijatelji bolesni.

Uvek sam bio/la podloZan/la zaraznim boles- | 1 2 3 4 5 6 7
tima.

Volim da operem ruke vrlo brzo nakon Sto se 1 2 3 4 5 6 7
rukujem sa nekim.

Opste uzevsi jako sam podlozan prehladama, 1 2 3 4 5 6 7
gripama i drugim zaraznim bolestima.

Ne volim da nosim koris¢enu odecu jer nikad 1 2 3 4 5 6 7
ne znas kakva ju je osoba nosila pre tebe.

Od ljudi u mom okruZenju ja ¢u se najverovat- |1 2 3 4 5 6 7
nije pokupiti neku zarazu.

Ne ose¢am da su mi prljave ruke nakon $to sam | 1 2 3 4 5 6 7
dirao/la novac.

Malo je verovatno da éu se zaraziti od gripe, 1 2 3 4 5 6 7
prehlade ili nekog drugog virusa ¢ak iako ,hara

okolo®.

Nije mi neprijatno da budem oko bolesnih 1 2 3 4 5 6 7
ljudi.

Moj imunitet me $titi od veéine bolesti koje 1 2 3 4 5 6 7

dobiju drugi ljudi.

Izbegavam da koristim javne i tue telefone jer |1 2 3 4 5 6 7
mislim da postoji rizik da éu se zaraziti neé¢im
od osobe koja ga je prethodno koristila.
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Sazetak

Uvod. I dalje postoji veliki nedo-
statak referentnih rezultata po pitanju
istrazivanja vezano za uticaj pandemije
kovida-19 na mentalno zdravlje obolelih
od psihijatrijskih bolesti.

Cilj rada. Procena intenziteta simp-
toma anksioznosti kod pacijenata obo-
lelih od mentalnih poremecaja u toku
kovid-19 pandemije.Ispitivanje poveza-
nosti sociodemografskih i klini¢kih ka-
rakteristika pacijenata i intenziteta ank-
sioznosti u toku kovid-19 pandemije.

Metod rada. Istrazivanje je spro-
vedeno kao studija preseka od strane
specijalista psihijatrije. U istrazivanju
je ucestvovalo 65 specijalista psihijatri-
je koji su imali zadatak da ispitaju svo-
jih 40 konsekutivnih pacijenata koji su
imali ve¢ postavljenu dijagnozu nekog
psihijatrijskog poremecaja uz pomoc¢ tri
instrumenta procene: sociodemograf-
ski upitnik, klinicki upitnik i GAD-7 za



procenu simptoma anksioznosti.

Rezultati. Uzorak je ¢inilo 1.785 pa-
cijenata. Prose¢na izracunata vrednost
GAD-7 skora je 12,6 (SD= 4,4) a 78,2%
pacijenata je imalo intenzitet anksio-
znosti vise ili jednako 10. Statistickom
analizom pokazana je znacajna razlika
skorova na GAD-7 testu medu grupa-
ma ispitanika koje su se razlikovale po
nekim sociodemografskim faktorima
(zaposlenost, region), dok takva razli-
ka nije uocena kod ispitanika koji su se
razlikovali po polu, obrazovanju, mestu
prebivalista ili bracnom statusu. Najve-
¢u anksioznost imaju pacijent sa dija-
gnozom F3X odnosno F4X (poremecaja
raspoloZenja i neurotski, stresogeni i te-
lesno manifesni poremecaji), medutim
ova razlika ne dostize statisticku znacaj-
nost. Na pitanje iz Upitnika: ,,U vreme
kovid pandemije, $ta Vas najvise brine?“
najvise ispitanika izabralo je odgovor
»Da ¢u se ja ili neko u porodici razbo-
leti“ ali ispitanici sa najvi§im stepenom
anksioznosti su izjvaili da ih brine ,,ne-
$to drugo®

Zakljucak. Istrazivanje je pokazalo
da je prema samoproceni svojih simp-
toma anksioznost prisutna kod vise od
polovine ispitanih psihijatrijskih pa-
cijenata tokom pandemije kovida-19.
Neophodna su dalja istrazivanja u ovoj
oblasti kako bi se stekla detaljnija slika
o situaciji i stanju pacijenata za vreme
pandemije, koja bi omoguc¢ila osnovu za
razvijanje pogodnijih protokola za nji-
hovo lecenje.

Klju¢ne reci: COVID-19,
pandemija, anksioznost, psihijatrijski
pacijenti
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UVOD

Pandemija izazvana korona virusom
SARS-CoV-2 je zahvatila svet i u punoj
je snazi vise od dve godine. Mere koje su
usledile u Republici Srbiji nakon progla-
$enja pandemije 11. marta 2020. godine
poput socijalnog i fizickog distanciranja,
ekonomskih problema, promena u obra-
zovnom sistemu, prestanka uobicajene
svakodnevice ljudi, pojavljivanja brojnih
izvora sa velikim, ali ne uvek pouzda-
nim informacijama, straha od manjka
prehrambenih namirnica i medicinskog
materijala za zastitu kao i same smrti ne-
gativno su uticali na psiholosko i men-
talno zdravlje stanovni$tva.l>?' U do sada
publikovanoj literaturi malo je informa-
cija o uticaju pandemije kovida-19 na
pacijente obolele od mentalnih poreme-
¢aja, ali je zabelezen porast porodi¢nog
nasilja, zloupotrebe psihoaktivnihsup-
stanci, depresije i anksioznosti i kod
zdravog stanovni$tva.>* Novonastala
situacija je, pored verovatnog uticaja na
mentalno zdravlje psihijatrijskih pacije-
nata, imala negativan uticaj i na njihov
pristup psihijatrijskim ustanovama, kao
i svojim odabranim lekarima.

I pored napretka u istrazivanjima i
pronalasku adekvatnih nacina lecenja i
prevencije, u sferi psihijatrije i dalje po-
stoji veliki nedostatak referentnih rezul-
tata kada su u pitanju literatura i istrazi-
vanja vezano za uticaj svih ovih faktora
na mentalno zdravlje obolelih. Zbog toga
postoji potreba za novim istrazivanjima

uticaja pandemije na status obolelih od
mentalnih poremecaja.

CILJ ISTRAZIVANJA

1. Procena intenziteta simptoma ank-
sioznosti kod pacijenata obolelih od
mentalnih poremecaja u toku ko-
vid-19 pandemije.

2. Ispitivanje povezanosti sociodemo-
grafskih i klinickih karakteristika pa-
cijenata i intenziteta anksioznosti u
toku kovid-19 pandemije.

METODOLOGIJA RADA

Istrazivanje je sprovedeno kao studija
preseka od strane specijalista psihijatrije
na celoj teritoriji Republike Srbije. Istra-
zZivanje je obavljeno u periodu od aprila
do septembra 2021. godine. U istraziva-
nju je ucestvovalo 65 lekara specijalista
psihijatrije. Oni su imali zadatak da ispi-
taju svojih 40 konsekutivnih pacijenata
koji su imali ve¢ postavljenu dijagnozu
nekog psihijatrijskog poremecaja.

Ispitivanje je sprovedeno uz pomo¢
upitnika kojim su dobijene informaci-
je vezane za klinicke i sociodemograf-
ske karakteristike obolelih pacijenata u
okvirima pandemije.

Upitnik se sastojao iz 3 dela :

1. Sociodemografski deo je saci-
njen iz 8 pitanja koja su se odnosila na
starost, pol, obrazovanje, bra¢no stanje,
zanimanje, zaposlenost, region i mesto
stanovanja;



2. Klinic¢ki deo upitnika je saci-
njen iz pitanja koja se odnose na po-
stojanje dijagnoze i njeno definisanje u
skladu sa ICD-10 klasifikacijom men-
talnih i bihejvioralnih poremecaja (An-
ketirani ispitanici su svrstani u grupe
od FOX-F9X prema grupama dijagnoza
MKB 10 - na primer, FOX-svi pacijenti
oboleli od organskih mentalnih pore-
mecaja, F1X svi pacijenti oboleli od zlo-
upotrebe i zavisnosti od supstanci itd.) ,
pitanja koja se odnose na to $ta pacijente
u vreme kovid-19 pandemije brine, na
primer:

1. ,Da ¢u se ja ili neko u porodici raz-
boleti?*;

2. ,Da ¢e epidemija da traje beskona¢no
dugo?;

3. ,Da ¢u ostati bez posla i drugih pri-
hoda?

4. ,Nesto drugo?“

3. GAD-7 (Generalized Anxiety
Disorder-7) je upitnik za samoprocenu
intenziteta simptoma generalizovanog
anksioznog poremecaja.l”! Sastoji se od
sedam izjava koje se odnose na osnovne
simptome generalizovanog anksioznog
poremecaja. Korisitili smo cut off skor
od 10 koji ukazuje da ako ispitanici ima-
ju skor koji je ve¢i ili jednak 10 spadaju
u kategoriju umereno ili visoko anksio-
znih pacijenata. GAD-7 se pokazao kao
senzitivan upitnik za procenu postoja-
nja i intenziteta generalizovanog anksi-
oznog poremecaja.l®!

Ucestvovanje u studiji je bilo dobro-
voljno i anonimno. Za obradu podataka

dobijenih u ovoj studiji kori$¢ene su de-
skriptivne i analiticke statisticke meto-
de. Od deskriptivnih statistickih metoda
su kori§ceni apsolutni i relativni broje-
vi, mere centralne tendencije i mere
disperzije. Kada su u pitanju analiticke
statisticke metode kori$¢eni su testovi
razlike i povezanosti varijabli.

Analizirali smo koji su faktori u naj-
vecoj meri povezani sa ostvarenim sko-
rom pacijenta na GAD-7 upitniku. Kao
nezavisne varijable uzeti su faktori koji
su dobijeni sociodemografskom an-
ketom (pol, starost, mesto stanovanja,
bracno stanje, region, zaposlenost, ob-
razovanje), dok zavisnu varijablu pred-
stavlja ukupni skor na GAD-7 upitniku.

Sami rezultati studije prikazani su ta-
belarno i/ili graficki. Izabrani nivo zna-
¢ajnosti, odnosno verovatnoca greske
prvog tipa iznosi 0,05. Obrada svih po-
dataka uradena je pomocu softverskih
paketa RStudio i SPSS 20.0.

REZULTATI

Ispravno je popunjeno 1.785 upitni-
ka, dok su ostali (njih 776) iskljuceni iz
istrazivanja zbog nepravilno popunje-
nih instrumenata procene.

Prosecan (x+sd) uzrast ispitnika bio
je 48,1+14,6 godina. Najmladi ispitanik
imao je 18 a najstariji 85 godina. U ta-
beli broj 1 su prikazane su ostale soci-
odemografske karakteristike ispitanika.
Ona pokazuje da su ispitanici vecinski
bile osobe Zenskog pola, srednjeg obra-
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zovanja, koje su u braku ili vanbra¢noj
zajednici i Zive u gradu, a sve ravnomer-
no rasporedeno po regionima u Srbiji.

U tabeli broj 2 prikazana je distribu-
cija pacijenata prema grupi dijagnoza
kojoj pripadaju. Najveci broj ispitanika
pripada grupama F4x.x (neurotski, stre-
sogeni i telesno manifestni poremecaji)
i F3x.x (poremecaji raspoloZenja - afek-
tivni poremecaji), a znacajno manje se
nalazi u ostalim dijagnostickim grupa-
ma. (Tabela 2 / Table 2)

Na Grafikonu 1 prikazana je distri-
bucija ispitanika prema GAD-7 skoru.
Minimalni ostvareni skor je 0, a maksi-
malni 21. Prose¢na izra¢unata vrednost
GAD-7 skora je 12,6 sa standardnom
devijacijom od 4,4. Posle koridc¢enja cut
off skora, 78,2% pacijenata je imao in-
tenzitet anksioznosti vise ili jednako 10
prema GAD-7 upitniku. (Grafikon 1 /
Graph 1).

Anksioznost

i socio-demografske
karakteristike

Analiza povezanosti sociodemo-

grafskih faktora i ispoljene anksioznosti
(Grafikon 2) kod ispitanika pokazala je
da medu ispitanicima iz razlicitih regio-
na (Vojvodina, Beograd, centralna Srbi-
ja, juzna Srbija, zapadna Srbija) postoji
statisticki znacajna razlika medijana
GAD-7 skorova (p<0,001). Anksioznost
je najvisa kod ispitanika u regionu juzna
Srbija gde medijana (Q1-Q3) ukupnog
GAD-7 skora iznosi 15 (11-18). Razlika

je statisticki znacajna izmedu ispitanika
na jugu Srbije i ispitanika u svim osta-
lim regionima: Vojvodina (p<0,001),
Beograda (p<0,001), centralna Srbija
(p<0,001) i zapadna Srbija (p<0,001),
kao i izmedu ispitanika u Beogradu i
centralnoj Srbiji (p=0,023), ali nije sta-
tisticki znacajna izmedu regiona Vojvo-
dine i Beograda (p=0,477), Vojvodina i
centralne Srbije (p=0,224), Vojvodine i
zapadne Srbije (p=0,952), nije ni izme-
du Beograda i zapadne Srbije (p=0,522)
ili regiona centralne i zapadne Srbije
(p=0,477). (Grafikon 2 / Graph 2)

Statisticki znacajna razlika medi-
jana ukupnog GAD-7 skora postoji
izmedu grupa ispitanika podeljenih
prema radnom statusu, tj. zaposlenosti
(p=0,009). Ispitanici koji su u penziji
imali su statisticki znacajno nizi stepen
aksioznosti u odnosu na ispitanike koji
su zaposleni (p= 0,004), dok ova razlika
ne postoji izmedu zaposlenih i nezapo-
slenih (p=1,000), zaposlenih i studenata
(p=1,000), kao ni izmedu nezaposlenih
i studenata (p=1,000), nezaposlenih i
penzionisanih (p=0,118) i studenate i
penzionisanih (p=0,689). (Grafikon 2 /
Graph 2)

Razlika u stepenu anksioznosti nije
bila statisticki znacajna kada su ispitani-
ci grupisani prema ostalim sociodemo-
grafskim kategorijama: polu (p= 0,428),
obrazovanju (p=0,213), bra¢nom stanju
(p=0,116) ili mestu stanovanja — urbana
ili ruralna sredina (p=0,243). (Grafikon
2/ Graph 2)
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Kada su ispitanici grupisani prema
dijagnostickim kategorijama psihijatrij-
skih oboljenja po MKB-10, medijane
GAD-7 skorova u subgrupama ispitani-
ka su se statisticki znacajno razlikovale
(Kruskal-Wallis %2 = 16.4, df = 5, p =
0,006). (Grafikon 3 / Graph 3)

Dalja statisticka analiza, primenom
testa sume rangova (Mann-Whitney) za
parove subgrupa, pokazala je da ispita-
nici sa oboljenjem iz grupe poremecaja
raspolozenja - F3x.x i grupe neurot-
skih, stresogenih i telesno manifesnih
poremecaja - F4x.x imaju znacajno vise
vrednosti medijana GAD-7 skorova u
odnosu na ispitanike sa oboljenjem iz
grupe shizofrenija i poremecaja sa su-
manuto$¢u - F2x.x (p=0,018, odnosno,
p=0,013), kao i u odnosu na ispitanike
sa poremecajem ponasanja udruzenih
sa fizioloskim smetnjama i telesnim
faktorima - F5x.x (p=0,036, odnosno,
p=0,030), ali se ova statisticka znacajost
ipak gubi prilagodavanjem p-vrednosti
kod visestrukih poredenja po Bonfero-
niju (Grafikon 3 / Graph 3).

Anksioznost i tema brige

Na pitanje iz Upitnika: ,U vreme Ko-
vid pandemije, $ta Vas najviSe brine?“
najvise ispitanika, njih 79,9% izabralo
je odgovor ,,Da ¢u se ja ili neko u po-
rodici razboleti“; 52.5% izabralo je od-
govor ,Da ¢e epidemija da traje besko-
nac¢no dugo®; 34.6% je odgovorilo ,,Da
¢u ostati bez posla i drugih prihoda® a

svega 13.3% dalo je odgovor ,Nesto
drugo®

Istrazivanje je potvrdilo da postoji
statisticki znacajna povezanost speci-
ficnih strahova tokom kovid-19 pande-
mije i poviSenog stepena anksioznosti
kod ispitanika. Osim toga, utvrdeno je
da specifi¢ni strahovi nisu podjednako
povezani sa poviSenom anksiozno$cu
kod ispitanika. (Tabela 3) Ispitanici koji
su ispoljili povisenu anksioznost imali
su 1,7 puta ve¢u $ansu da budu zabrinuti
da ¢e se oni ili neko u njihovoj porodici
razboleti (OR =1,7; 95% CI 1,3-2,1); za-
tim, 1,9 puta ve¢u Sansu da se brinu da ¢e
pandemija trajati beskona¢no (OR =1,9;
95% CI 1,5-2,4) i 2,4 puta vecu Sansu da
budu optereceni brigom da ce ostati bez
posla i drugih prihoda (OR =2,4; 95%
CI 1,9-3,2). Takode, ispitanici sa povi-
$enim stepenom anksioznosti imaju 2.8
puta vecu $ansu da ih tokom pandemije
brine ,,nesto drugo“ (OR =2,8; 95% CI
1,7-4,4). (Tabela 3 / Table 3)

DISKUSIJA

Pandemija kovida-19, pored toga
$to predstavlja veliku pretnju za fizi¢-
ko zdravlje stanovnistva, predstavlja i
pretnju globalnom mentalnom zdravlju.
Neizvesna situacija tokom pandemije,
stalne mutacije virusa a sve praceno ne-
dostatkom resursa kako za borbu protiv
same infekcije tako i zastitu od nje, ali
i donoSenje javno-zdravstvenih mera
nepoznate ucinkovitosti dovele su do
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pojave novih psihijatrijskih poreme-
¢aja ali i do pogorsanja ve¢ postojecih,
prvenstveno anksioznosnih.””*! Brojna
istrazivanja ukazuju na znacajan porast
anksioznosti i pogor$anja simptoma iza-
zvanih SARS-CoV-2 virusom.!®?!

Nase istrazivanje je pokazalo da veli-
ki broj ve¢ dijagnostikovanih psihijatrij-
skih pacijenata ima povisene simptome
anksioznosti. Pored nase grupe, istrazi-
vanja autora iz Kine pokazala su da je
ova epidemija dovela do povecanja psi-
holoskog stresa kod psihijatrijskih paci-
jenata u odnosu na zdravu populaciju.!'”!
Takode, dosli su do podataka od strane
imunopsihijatrijske sluzbe koji govore o
tome da su psihijatrijski pacijenti ce$ce
prijavljivali umerene do ozbiljne brige
o svom fizickom zdravlju zbog zabri-
nutosti da su se nesvesno zarazili.'> '?
Dodatno, uzrokom ovim briga mogu se
smatrati slabije razvijeni mehanizmi za
suocavanje sa stresnim situacijama, kao
§to je ova, tokom pandemije.

Anksioznost
i socio-demografske

karakteristike

Istrazivanje povezanosti socio-de-
mografskih varijabli i intetziteta anksi-
oznosti ukazalo je da ispianici koji Zive
u juznoj Srbiji imaju vidi stepen anksio-
znosti od ostalih ispitanika. Za sada nije
jano zbog Cega je nastala ova razlika. Od
oatalih faktora, nasi rezultati nisu poka-
zali da emotivni status ispitanika, tj. da li

su u braku, vezi ili vanbra¢noj zajednici

doprinosi poviSenju simptoma anksi-
oznosti u odnosu na one koji ne Zive u
braku ili vanbra¢noj zajednici. Sa nasim
rezultatima se nisu poklopila istrazivanja
sprovedena u Kini koja su pokazala zna-
¢ajno manju anksioznost osoba koje Zive
u braku ili vanbra¢noj zajednici."®! Ovi
podaci se mogu pripisati tome da brakovi
i veze, kao i roditeljstvo i izazovi zajed-
nickog Zivota ostavljaju manje vremena
za razmiSljanje o ovoj bolesti i pruzaju vid
distrakcije. Kada su u pitanju podaci o za-
poslenosti ispitanika oni su pokazali da je
anksioznost manje zastupljena kod ispi-
tanika koji su u penziji. Ovaj rezultat smo
pokusali da objasnimo pretpostavkom da
reSeni egzistencijalni problemi, stabilni
uslovi stanovanja i relativno osigurana
ekonomska stabilnost mogu doprineti
smanjenju anksioznosti kod osoba koje
su u penziji.

U nasoj studiji, procenat ispitanika sa
povisenom anksiozno$¢u koji zZive u gra-
du nije bio ve¢i od onih koji zive na selu.
Nasuprot tome, istrazivanje sprovedeno
medu kineskim stanovni$tvom utvrdilo
je znacajno manju anksioznost kod osoba
sa mestom prebivalista u gradu . Prema
njihovom istrazivanju, urbana sredina je
povezana sa znacajno vecim resursima,
kako obrazovnim tako i ekonomskim
$to olaksava pristup validnim i korisnim
informacijama u doba neizvesnosti oko
pandemije." Gradovi pruzaju i vece
obrazovne resurse $to olaksava edukaciju
stanovni$tva o merama prevencije i zasti-

te Sto ga moZe umiriti i smanjiti mu brige.



Anksioznost i dijagnoza

Rezultati istrazivanja pokazuju visi
stepen anksioznosti kod pacijentima ¢ija
dijagnoza pripada grupi F3X (Poremeca-
ji raspolozenja) i grupi F4X (Neurotski,
stresogeni i telesno manifestni poreme-
¢aji). Ipak, ove razlike nisu tolike da bi sa
sigurnos¢u moglo da se kaze da pacijenti
koji pripadaju ovim grupama imaju vece
predispozicije ka iracionalnim strahovi-
ma i brigama zbog same prirode svojih
poremecaja do ¢ijeg pogorsanja jako lako
moze doc¢i usled nepovoljne situacije to-
kom globalne pandemije i neizvesnosti
koja je dosla sa njom.

Anksioznost i tema brige

Brige koje su se najcesce pojavljiva-
le u naSem istrazivanju su povezane sa
strahom od smrti, tj. da ¢e se oni ili neko
njima blizak razboleti, ali brige koje su
povezane sa egzistencijalnim pitanjima, u
vidu brige o tome da li ¢e naci posao ili
izgubiti onaj koji ve¢ imaju, su povezane
sa, spacifi¢no, najve¢im indeksom ank-
sioznosti. Dakle, brige koje se najcesce
javljaju u ovom uzorku pacijenata nisu
i najintenzivnije po uzrokovanju simp-
toma anksioznsti. Ovaj rezultat trebalo
bi da se ima u vidu u tumacenju spaci-
ficnih mentalnih stanja pacijenata. Ipak,
trebalo bi da se naglasi da je najveci in-
tenzitet anksioznosti bio kod ispitanika
koju su ukazali da ih brine ,nesto drugo*
ali, kako nismo imali detaljne podatke o
tome $ta je to ,,nesto drugo” ne mozemo
da donesemo validan zaklju¢ak o tome.

ZAKLJUCAK

Istrazivanje je pokazalo da je, prema
samoproceni svojih simptoma, povi§ena
anksioznost prisutna kod vise od polo-
vine ispitanika tokom pandemije Kovid
19 a da su odredene socio-demograf-
ske i klinicke varijable bile povezane sa
ovako povisenom anksiozno$¢u. Ipak,
neophodna su dalja istrazivanja u ovoj
oblasti kako bi se stekla detaljnija slika
o situaciji i stanju pacijenata za vreme
pandemije, koja bi omogucila osnovu za
razvijanje pogodnijih protokola za nji-
hovo lecenje.

Kako bi se zivot pacijenata za vreme
pandemije olak$ao potrebno je uticati
na probleme na koje oni nailaze u sva-
kodnevnom zivotu. Neke od tih mera se
mogu zasnivati na brzem i jednostavni-
jem pristupu testiranju, jer bi negativni
rezultati mogli da imaju smirujuéi efe-
kat. Zatim, otvaranje telefonskih linija
za podrsku pacijentima kako bi uz raz-
govor sa profesionalnim osobljem mo-
gli da dobiju ta¢ne podatke i adekvatne
odgovore na pitanja koja ih muce. Ogra-
nicen pristup lekovima usled potrebe za
produzavanjem recepata i pristup svojim
lekarima se moze resiti online seansama
koje bi smanjile moguénost infekcije za
obe strane. Sve ove mere bi mogle da
doprinesu umanjenju anksioznosti kod
psihijatrijskih pacijenata i da doprinesu
boljem kvalitetu njihovog Zivota.
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Tabelal / Tablel Sociodemografske karakteristike ispitanika

/ Sociodemographic characteristics of respondents

Karakteristike

Broj ispitanika (n)

Procenat (%)

Zenski 1163 65.2
Pol
Muski 576 32.3
Osnovno 251 141
Srednje 1067 59.8
Obrazovanje
Visoko 409 22.9
Ukupno 1727 95.8
U braku ili vanbraé. zajednici 996 55.8
Razveden /razvedena 246 13.8
Braéno stanje Udovac / udovica 181 10.1
Bez stalnog partnera 328 18.4
Ukupno 1751 98.1
Zaposlen / zaposlena 966 54.1
Nezaposlen / nezaposlena 406 22.7
Student / u¢enik 55 31
Zaposlenost
U penziji 336 18.8
Ukupno 1763 93.8
Region 321 18.0
Beograd 213 11.9
Centralna Srbija 471 26.4
Region Juzna Srbija 361 20.2
Zapadna Srbija 358 20.1
Ukupno 1724 96.6
Selo 491 27.5
Mesto stanovanja Grad 1285 72.0
Ukupno 1776 99.5

*p<0.05; **p<0.001



Tabela 2 / Table2 Distribucija ispitanika po grupama dijagnoza

/ Distribution of respondents by groups of diagnoses

Broj ispitanika (n) Procenat (%)
FOx 2 0.1
Fix 43 2.4
F2x 57 3.2
F3x 724 40.6
Fax 873 48.9
Grupa dijagnoza F5x 19 1.1
F6x 56 31
F7x 4 0.2
F8x 0 0.0
F9x 1 0.1
Ukupno 1779 99.7

Grafikon 1/ Graph 1 Distribucija ispitanika prema GAD-7 skoru
/ Distribution of respondents according to GAD-7 score
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Grafikon 2 / Graph 2 Stepen anksioznosti kod ispitanika grupisanih po
sociodemografskim kategorijama / Intensity of anxiety in
respondents grouped by sociodemographic categories
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Tabela 3 / Table 3 Povezanost brige i anksioznosti u Kovid-19 pandemiji
/ The association of worry and anxiety in the Covid-19 pandemic

Sta vas najvise brine?

Anksioznost
(GAD-7 skor>10)
Da Ne Svega
Da 1138 285 1423
Da éu se ja ili neko u porodici razboleti?
Ne 254 105 359
Ukupno 1392 390 1782
Anksioznost
(GAD-7 skor>10)
Da Ne Svega
Da ¢e pandemija da traje beskonaéno Da 780 156 936
dugo Ne 612 234 846
Ukupno 1392 390 1782
Anksioznost
(GAD-7 skor>10)
Da Ne Svega
Da 536 80 616
Da ¢u ostati bez posla i drugih prihoda
Ne 856 310 1166
Ukupno 1392 390 1782
Anksioznost
(GAD-7 skor>10)
Da Ne Svega
Da 189 21 210
Nesto drugo
Ne 1392 390 1572
Ukupno 1392 390 1782
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Grafikon 3 / Graph 3 Intenzitet anksioznosti kod ispitanika grupisanih po
dijagnostickim kategorijama / Intensity of anxiety in subjects
grouped by diagnostic categories
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ABSTRACT

Introduction. There is still a great
lack of results regarding research on the
impact of the COVID-19 pandemic on
the mental health of psychiatric patients.

Objective. Assessmentoftheintensity
of anxiety symptoms in patients with
mental disorders during the COVID-19
pandemic.  Examination of the
relationship between sociodemographic
and clinical characteristics of patients
and the intensity of anxiety during the
COVID-19 pandemic.

Method. The research was conducted
as a cross-sectional study by a 65
psychiatrist tasked to examin their 40
consecutive patients who had already
been diagnosed with a psychiatric
disorder using three assessment tools:
a sociodemographic questionnaire, a
clinical questionnaire and a GAD-7 to
assess anxiety symptoms.

Results. The sample consisted of

br. 2
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1,785 patients. The average value of
GAD-7 score was 12.6 (SD = 4.4) and
78.2% of patients had an anxiety intensity
greater than or equal to 10. Statistical
analysis showed a significant difference
in scores on the GAD-7 among groups
of subjects who differed in some socio-
demographic  factors (employment,
region), while such a difference was
not observed in respondents who
differed in gender, education, place of
residence or marital status. Patients
diagnosed with F3X or F4X diagnoses
(mood disorders and neurotic, stressful
and body manifest disorders) have the
greatest anxiety, but this difference does
not reach statistical significance. When
asked from the Questionnaire: "During
the Kovid pandemic, what worries you
the most?", most respondents chose the
answer: "That I or someone in the family
will get sick”, but respondents with the
highest level of anxiety said they were
worried about "something else".

Conclusion. Research has shown
that according to the self-assessment
of their symptoms, anxiety is present
in more than half of the psychiatric
patients examined during the Kovid 19
pandemic. Further research in this area
is needed to gain a more detailed picture
basis for developing more suitable
protocols for their treatment.

Keywords: COVID-19, pandemic,
anxiety, psychiatric patients
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Abstract

In 2018, RECOVER-E project acti-
vities were initiated in Montenegro,
within the Horizon 2020 program. Af-
ter conducting a thorough situation
analysis of the setting and circumstan-
ces of treatment of patients with severe
mental illnesses, the community mental
health team (CMHT) within the Special
Psychiatric Hospital Kotor was establis-
hed. This team became responsible for
the management of treatment of a group
of users with severe mental health illne-
sses, based on the principles of ,,Flexible
Assertive Community Treatment (FACT
— A Dutch model). The main objective
of this research was to establish whet-
her there were substantial differences
regarding the use of coercive measures
during the hospital readmissions in the
group of patients treated by the CMHT,



compared to usual mental health care in
Montenegro.

Materials and methods: A sample of
202 users of mental health services from
Kotor and surrounding municipalities
were recruited. Patients were randomi-
zed into two similar-sized groups - the
intervention group, whose treatment
was managed by the multidisciplinary
CMHT, and the control group where
treatment, as usual, was continued. To
estimate and follow up the frequency of
application of coercive measures, hos-
pital documentation was used. Mac Ar-
thur Admission Experience Survey has
been used after completion of the study
to explore the individual levels of perce-
ived coercion during hospital readmis-
sions.

Results: Patients in the intervention
group had statistically significant less
coercive intervention (such are mecha-
nical restraining and forced medication)
during the study. There were no other
significant differences between the two
groups regarding the total number of
readmissions, and the length of hospital
treatment.

Conclusion: This study showed that
CMHT care could reduce some of the
coercive measures during the treatment
of severe mental illnesses, which can
lead to the increased perceived quality
of care and better treatment adherence.

Keywords: FACT, CMHT, mental,
illness, readmission.
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INTRODUCTION

Several decades of scientific research
has shown that despite the fact that men-
tal disorders can be treated, they are the
cause of disability in a significant num-
ber of people!-2. For this reason, access
to adequate treatment and support is ne-
cessary for patients to have better con-
trol over the recovery process."

Comprehensive mental health servi-
ces that include medical treatment with
psychological and social support incre-
ase treatment collaboration and reduce
the incidence of psychotic relapses, lea-
ding to better treatment outcomes (e.g.,
better remission of psychopathology,
better personal and social functioning,
and improved quality of life) and more
favorable social indicators such as hou-
sing stability, work rehabilitation, com-
munity lifel*#.

Research unequivocally shows that
people with severe mental illness prefer
services in their own environment, and
that personal and social recovery is ac-
celerated when support is provided wi-
thin the community®'?l. Service users
have been shown to have a higher degree
of life satisfaction when the deinstituti-
onalization process is carried out with
the support of a strong service network
that supports the transition from institu-
tional treatment to community living '
Bl These reasons, among other complex
factors of human rights movements in
20th century, contributed to the reforms

of mental health services worldwide, es-
pecially in the direction of shifting the
focus of treatment of severe mental ill-
ness from institutional care to commu-
nity services!'*1%],

On the other hand, the fact that a
significant number of treated severely
mental ill patients suffers from the use of
coercion is of particular concern.

This especially occurs during the
hospital readmissions in which (accor-
ding to some data) between 3 and 35%
are performed on an involuntary ba-
sis!’"l. During these treatments, apart
from initial procedures of voluntary or
involuntary admissions (which are in
each country regulated by mental health
lows) numerous forms of others infor-
mal and formal coercion (such as isolati-
on, mechanical and physical restraining,
and forced medication of the user) co-
uld be present'®. In addition to patients
with neurocognitive disorders patients
with schizophrenia and related disorders
are often susceptible to the use of these
coercion procedures!™.

However, the impact of the mental
health care model and the use of as-
sertive outreach®!, and in particularly
flexible assertive community treatment
- FACT®Y on the degree of rehospita-
lization and the use of coercion during
inpatient treatment of users, still seems
to be insufficiently investigated.

Furthermore, despite clear evidence
of the effectiveness of community men-
tal health services, many citizens of Eu-



ropean countries still do not have access
to the most efficient types of these ser-
vices!?l.

In order to consolidate the results of
previous efforts to improve community
mental health services, and to provide
support to demanding processes of de-
institutionalization in Central and So-
uth-Eastern Europe, the RECOVER-E
project was started within the Horizon
2020 program. The RECOVER-E pro-
ject consists of extensive implementa-
tion of local community mental health
care for people with severe and persi-
stent mental disorders in Europe aimed
to implement effective, multidiscipli-
nary community mental health teams
(CMHT) in 5 countries of Central and
South-Eastern Europe (Croatia, Monte-
negro, Northern Macedonia, Romania
and Bulgaria). This project served as
central node for coordinating and im-
plementing the community treatment
of mental disorders (based on principles
of assertive outreach) for persons with
severe mental illness'®’), during the years
2019 and 2020.

Community treatment of mental he-
alth disorders is not yet fully implemen-
ted in these parts of Europe. Human
capacity building, the mental health
care formed according to the postulates
of evidence-based medicine as well as
the results of treatment provided in the
community, adapted to local circum-
stances and aimed at patient recovery,
can be a significant incentive for policy

makers in Montenegro to continue and
strengthen mental health services in the
community.

To this extend, the objective of the
current study was to establish whether
there were substantial differences regar-
ding the use of coercive measures (e.g.
seclusions, mechanical restraining, for-
ced medication, involuntary treatment)
during the hospital readmissions in the
group of patients treated by the CMHT,
compared to usual mental health care in
Montenegro.

MATERIALS
AND METHODS

RECOVER - E study design

The initial step involved a thorough
situation analysis of the setting and cir-
cumstances of treatment of patients with
psychotic disorders, followed by the
establishment of the community mental
health team (CMHT) within the Special
Psychiatric Hospital Kotor. After the
formation of a multidisciplinary CMHT
and obtaining ethical approval to condu-
ct research from the competent instituti-
ons in Montenegro, registration of the
trial within the domain ClinicalTrials.
gov under the code NCT03837340; re-
cruited sample of patients were rando-
mized into two subgroups, the first (in-
tervention group) whose treatment was
coordinated within the multidiscipli-
nary team and another (control group)
that continued with the usual treatment
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methodology that exists within the
Montenegrin health system.

RECOVER - E sample
selection - criteria for
involvement in the
research
Inclusion criteria for users included
years of age above 18, with a diagnosed
presence of a severe mental illness, who:
1. Meets diagnostic criteria for any of
the following types of severe men-
tal illnesses (bipolar disorder, major
depression, schizophrenia, or other
psychotic disorders), according to
the ICD 10 classification system.
2. These disorder leads to significant li-
mitations in personal and social fun-
ctioning.

Exclusion criteria were as
follows:

1. Age below 18 years of age

2. Patients with dementia or intellectu-
al deficits

3. Patients in the terminal stages of se-
vere somatic diseases

4. The presence of other mental health
comorbidity (i.e. personality disor-
ders or substance and alcohol abuse
disorders WERE NOT exclusion cri-
teria).

All data obtained during the project
was collected and protected in agree-
ment with the General Data Protection
Regulation (EU (2016/679))

Recruitment strategy

In Montenegro, patient recruitment
began on February 25th, 2019, and en-
ded on December 8th, 2019, and was
conducted in a cascade, with the expan-
sion of selection criteria to achieve a sa-
tisfactory sample size. At the beginning,
first episode users whose permanent re-
sidence was in the municipalities surro-
unding the hospital (Kotor, Herceg Novi,
Budva, Tivat) were recruited. Since their
number was not sufficient to fill the sam-
ple, all users with psychotic disorders re-
gardless of the length of treatment, were
included at a later stage, and the catch-
ment area was increased with users from
municipalities Bar, Ulcinj and Cetinje.

Statistical power,

randomization,

translation of

questionnaires

It was planned to include at least 90
patients in each of the study arms, which
according to our estimates will provide
adequate statistical power of detecti-
on of clinically significant effect (mean
standardized difference) of d = 0.33 (in-
dicative as a medium effect), statistica-
lly significant (a<0.05, 2- tailed) with a
power of (1-B) = 0.80, when the primary
outcome (WHODAS 2.0) is evaluated
using ANCOVA or a similar model.

Randomization was performed wit-
hout any stratification of the samples, by
an independent statistician, according
to the following principle: With several



random numbers generators dispersion
of a string of numbers from 1 to 210 was
increased and afterwards divided in two
groups. Research team from the hospital
(who recruited the participants), didn't
had any insight into the whole process,
till the last of the patients was recruited.
Every next participant, that was inclu-
ded into the study, got next following
Study ID number (from 1 forward), and
only after that the Team was informed in
which category he belonged (FACT or
control). This process was conducted till
the recruitment of the last participant.

Intervention

Intervention group treatment was
performed according to the Dutch
model of flexible assertive treatment
(FACT) by the multidisciplinary CMHT,
that consisted of various groups of pro-
fessionals including psychiatrists, psy-
chologists, nurses and social workers.
This team provided integrated medical
and social care focused on (symptoma-
tic, functional and personal) recovery.

According to the Dutch model of
mental health care the team also inclu-
ded several members with previously
diagnosed severe mental illness - the
so-called peer expert, which was a no-
velty in Montenegro.

Depending on the patient's needs
and clinical indications, the team could
intensify and de-intensify the mode of
operation through two basic models:

o Individual case management, where

treatment was performed by one of

the team members. This option was

reserved for patients in stable remis-
sion.

o Intensive assertive outreach tre-
atment in the community, in whi-
ch users have contact with a several
team members (so-called shared ca-
seload). These users were visited on
an almost daily basis and their cases
were discussed at joint team meetin-
gs, which were initially organized 3
times a week.

It was planned that as many eviden-
ce-based interventions as possible in he-
alth and social care for severe mental ill-
ness would be used during the treatment
of clients in their own home, such are
Family interventions, cognitive-beha-
vior therapy (CBT) and Motivational
interviewing in combination with psyc-
ho-pharmacy.

Control group:

treatment as usual

There are several shortcomings in the
treatment of users with psychotic disor-
ders in Montenegro: Acute phases and
psychotic relapses are predominantly
treated in hospitals, while non-instituti-
onal outpatient treatment (on all levels
of health care) relies mostly on the psy-
chopharmacological approach. There is
no fieldwork (assertive outreach), mul-
tidisciplinary work is insufficient and
there is no extensive application of psy-
chosocial rehabilitation methods (inclu-
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ding psychotherapy).

It is important to notice that in both
study arms there were significant num-
ber of users with dual diagnosis pattern
(comorbidity with drugs and alcohol
abuse disorders), respectively in inter-
vention arm 18.5% and 33.3% in control
arm. The influence of this condition on
study results was separately analyzed.

Research methodology

The current study builds on data
collected as part of the RECOVER-E
project® 2+ 2 as well as the data from
medical records.

Monitoring the degree of
coercion in treatment
Sociodemographic data and data on
the frequency of coercive measures du-
ring the 18 months of the study were
collected from the medical records of
individual patients. For this purpose,
data were collected on the number of
involuntary and voluntary admissions,
the length of hospital treatment and the
application of isolation, mechanical re-
striction of movement and forced me-
dication. In order to examine the subje-
ctive experience of coercion (perceived
coercion)?, a Mac Arthur Admission
Experience Survey was used, although
this scale has not been previously stan-
dardized for Montenegro population.
This scale is one of the most widely
used tools for studying perceived coer-
cion. More precisely, this four-item dic-

hotomous (true-or-false) questionnaire
was derived from a structured interview
(the MacArthur Admission Experience
Interview) so that patients’ perceptions
of psychiatric hospital admission could
be obtained rapidly. Among other sco-
ring variants the Perceived Coercion
score were proposed. It focuses on free-
dom, choice, initiative, control and in-
fluence over coming into hospital.

First of all the scale was expertly tran-
slated by bilingual medical professionals
and a linguist and given to a sample of
10 bilingual participants from the gene-
ral population who completed both the
English and the Montenegrin version of
the scale one week apart. This method,
dubbed as ‘forth-translation, could be
used to translate psychometric scales
measuring properties which have tem-
poral stability over the period of at least
several weeks!?”). After that, the scale was
used on subsample of 10 study partici-
pants during June and August 2021 (5
from each study arm) that were last ad-
mitted to psychiatric hospital.

The influence of COVID 19

Since March 13th, 2020, when the
COVID pandemic was officially anno-
unced in Montenegro and lockdown
measures were introduced, work and
service delivery methods had to be si-
gnificantly changed. Home visits had
to be discontinued for a while and then
continued but less frequently and with
fewer team members - almost exclusi-



vely by the psychiatrists from the team,
who are, by rule, in Montenegro consi-
dered the responsible professional du-
ring crises and emergencies. With short
disruptions due to the pandemics, regu-
lar consultations with patients from the
intervention group were continued in
the hospital with appropriate measures
for the pandemic in place, together with
a rather intensive follow-up of patients
by their case managers via telephone ca-
ls or text messenger chats.

Since March 2020, questionnaires
have been collected through the phone.
Team meetings were held through group
video calls or as physical meetings when
possible, but less frequently.

Analysis

In this study data were analyzed
using SPSS software. We tested differen-
ces between intervention and control
group with regards to three outcomes -
readmission to the hospital occurred or
not (Pearson Chi-square test), number
of readmissions and number of hospital
days when re-admitted (t-test for inde-
pendent samples). We used Pearson’s
Chi-square test of independence to de-
termine if there is a significant relati-
onship between two nominal (categori-
cal) variables — occurrence of a hospital
re-admission (re-admitted to the hospi-
tal or not) and the type of care (interven-
tion or control). The null hypothesizes
were that the type of care (FACT or TAU
study arms) has no influence on the

re-admissions rates of service users, and
also that it is unrelated to the frequency
of coercion procedures .

We used T-test for independent
samples to test if there is a significant
difference in the length of hospital stay
between the patients diagnosed with ad-
diction comorbidity and those without
such mental health problem.

Finally, we tested difference between
experimental and control group with re-
gards to application of coercive measures
using Pearson’s Chi-square test of inde-
pendence, while we tested difference in
their perceived coercion score measured
by Mc Arthur Admission Survey Scale
using t-test for independent samples.

RESULTS

Characteristics

of the sample

A total of 202 respondents were inc-
luded in the study - 103 in the interven-
tion group and 99 in the control group.
Patients in the control group ranged
from 20 to 73 years (M=48.1, SD=12.7),
while patients in the intervention gro-
up ranged between 18 and 72 years
(M=47.3, SD=11.7). Essential socio-de-
mographic characteristics in both sam-
ples are presented in Table 1.

History and length (number of years)
of psychiatric treatment and characte-
ristics of mental disorders - diagnostic
categories, as well as the data on co-
morbidity with addiction disorders (the
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Tablel Socio-demographic characteristics of the sample

SEX

Intervention group Control group Total

N % N % N %

Female 50 48.5 39 39.4 89 441
Male 53 51.5 60 60.6 113 55.9
TOTAL 103 100.0 99 100.0 202 100.0
EDUCATION
Elementary school 25 24.3 17 17.2 42 20.8
High school 64 62.1 73 73.7 137 67.8
College or higher 13 12.6 9 9.1 22 10.9
| prefer not to say 1 1.0 / 1 0.5
TOTAL 103 100.0 99 100.0 199 100.0
MARITAL STATUS
Single 50 48.5 41 41.4 91 44.8
Separated/divorced/widowed 20 19.4 22 22.2 42 20.9
Married/with partner 33 321 35 35.4 68 33.8
| prefer not to say / / 1 1.0 1 0.5
TOTAL 103 100.0 99 100 201 100.0
EMPLOYMENT STATUS
Employed 22 21.4 16 16.2 38 18.8
Unemployed 40 38.8 44 44 .4 84 41.6
Retired 26 25.2 31 31.3 57 28.2
Disabled 12 11.7 7 7.1 19 9.4
Student 1 1.0 1 1.0 2 1.0
Other 2 1.9 / / 2 1.0
TOTAL 103 100.0 99 100.0 202 100.0
INCOME
Not employed 37 35.9 38 38.4 75 371
Below average 45 43.7 37 37.4 82 40.6
Average 18 17.5 16 16.1 34 16.8
Above average 2 1.9 7 71 9 4.5
| prefer not to say 1 1.0 1 1.0 2 1.0
TOTAL 103 100.0 99 100.0 202 100.0




so-called dual diagnosis pattern) are
presented in Table 2. Since there was no
stratification of initial sample, the de-
gree dual diagnosis pattern was higher

in control arm. Since there was no strati-
fication of initial sample, the degree dual
diagnosis pattern was higher in control
arm.

Table2 History of psychiatric treatment and characteristics
of mental health disorders — diagnostic categories

HISTORY OF PSYCHIATRIC TREATMENT

Intervention group Control group Total

N % N % N %
Less than one year 8 7.8 5 5.1 13 6.4
Between one and five years 22 21.3 22 22.2 44 21.8
More than five years 73 70.9 71 71.7 144 71.3
| prefer not to say / / 1 1.0 1 0.5
MAIN DIAGNOSIS
F20-F29 * 77 74.8 56 56.6 133 65.8
F30-F39 ** 26 25.2 43 43.4 69 34.2
COMORBIDITY
F10 *** 12 11.7 23 23.2 35 17.3
F11-F19 **** 7 6.8 10 10.1 17 8.4

* Schizophrenia and other psychotic disorders

** Bipolar affective disorder and unipolar depression

*** Alcohol addiction

**%* Other addiction disorders such are opioid addiction or use of multiples substances

Hospital readmissions

The treatment of all patients read-
mitted to the hospital during the study
were started exclusively on voluntary
basis pursuant to the Mental health law
in Montenegro and all of them signed

informed consent letter. Results show
no significant relationship at p < 0.05
between the study arm and whether or
not service users were re-admitted to the
hospital in the observed period [X2 (1,
N=202) = 0.26, p= 0.60]. (Table 3)
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Table 3 Hospital readmissions characteristics
(average data are related to the whole group)

Intervention group Control group Statistics
Number of patients 14 16 P=0.60
re-admitted to the
hospital X=0.26

Total 23 Total 24 t (185) = 1.037,
Number of (Min 1, Max 5) (Max 5, Min 1) p=0.30
re-admissions Med=1 Med=2 Cohen's d =0.146
to the hospital X=0.22 X=0.34

SD=0.71 SD=0.91

Total 1757 Total 2326 t (197) = -0,64,

) (Min 5, Max 475) (Max 13, Min 493) p=0.52

Hospital days — — ,

X=17.0 X=23.5 Cohen's d =0.09

SD=68.27 SD=73.52

As regards the total number of
re-admissions, although intervention
group had fewer re-admissions (Total
23 %=0.22, SD=0.71) than the control
group (Total 34 x=0.34, SD=0.91), the
mean difference between the two gro-
ups (0.12) is not statistically significant
[t =1.037 (185); p=0.30]. The 95% con-
fidence interval showed that the popula-
tion mean difference is likely to fall wi-
thin -0.34 and 0.10. Cohen's d = 0.146,
so the effect size is small. This indicates
that even if there were a statistically si-
gnificant difference found between the
two groups, it would be negligible.

As regards the length of hospital stay,
measured in days, analysis show that al-
though intervention group had less hos-
pital days (x=17.0, SD=68.27) than the
control group (X=23.5, SD=73.52), the
mean difference between the two gro-
ups (-6.43) is not statistically significant

[t=-0.64 (197); p=0.52].

The 95% confidence interval showed
that the population mean difference is
likely to fall within - 26.14 and 13.26.
Cohen's d =0.09, so the effect size is
small. This indicates that even if there
were a statistically significant difference
found between the two groups, it would
be negligible.

Dual diagnosis group

As regards the length of hospital
stay between patients diagnosed with
addiction and those without such dia-
gnosis, group with addiction had more
hospital days (x=38.9, SD=88.6) than
the non-addiction group (x=13.71,
SD=62.5). However, since Levene's test
of equality of variances proved signi-
ficant (p=0.001), the mean difference
between the two groups (25.24), proved
not significant at p<0.05 [t = 1.89 (69);



p=0.06]. This difference could partially
be attributed to significant difference in
sample sizes and demands further inve-
stigation.

The 95% confidence interval showed
that the population mean difference is li-
kely to fall within -1.29 and 51.8.

Coercion procedures

In spite of the fact that the hospital
treatments of all users were initiated
on voluntary basis (pursuant to men-
tal health low in Montenegro) results
show significant relationship at p < 0.05
between the application of other speci-

Table 4 Dual diagnosis pattern statistics

fic type of coercive measures (such are
physical and chemical restraining) and
the study arm in the observed period.
Patients whose treatment was coordi-
nated by the FACT team were subjected
to significantly fewer coercive measures
during hospital stays than those who re-
ceived conventional care [X? (1, N =202)
= 7.04, p = 0.007]

However, no significant difference
was observed in the mean difference of
scores of perceived coercions between
intervention and control group, measu-
red by the Mc Arthur Admission Survey
Scale [t = 0.49 (8); p=0.96]. (Table 5).

N Hospital days Statistics
Dual diagnosis >2 2026
9 X=38.9, SD=88.6 X=13.71, SD=62.5
150 2057 t=1.89 (69
Users without (69)
comorbidity with p=0.06
addiction Cohen's d = 0.329
Table 5 Coercion measures frequency
Interventional group Control group P-value
Involuntary admissions | o 0
Seclusions 0 0
Chemical restraining 2 7
Mechanical restraining |0 4
Total restraining 2 11 0.013
Perceived coercion _ _
score X=4.40, SD=15.4 x=4, SD=10.1 0.960
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DISCUSSION

This study did not find significant
relationship between introduction of an
assertive community treatment by the
Dutch model, which involved a flexible
approach with upscaling and descaling
treatment options and peer experts as
parts of the FACT team, in Special Psyc-
hiatric Clinic in Kotor Montenegro, and
the proportion of hospital re-admissions
and the total hospital days.

On the other hand, such model of care
seems to be effective in reduction in the
use of coercive measures during hospital
re-admission. These measures are often
very stressful to the user of services and
could lead to the negative assessment of
psychiatric treatment®. In addition, su-
bjective experience of coercion can make
trusting therapeutic alliance difficult
and problematic®. However, although
application of coercive measure is signi-
ficantly lower in the intervention group,
subjective feeling of coercion during hos-
pital re-admission was not. This could
be explained by low size of the samples
in which perceived coercion scale were
used and should be further investigated.

It is without a doubt that circumstan-
ces of COVID-19 pandemics influenced
the quality of care by decreasing possibi-
lity and the scope of contacts with service
users, which reduced the efficiency of the
whole intervention in the interventional
group to a certain extent.

Another limitation of the study wo-

uld be that it only included patients from
one specific hospital — Special Psychia-
tric Hospital Kotor. It may be that results,
especially in the area of application of
coercive measures and perceived coerci-
on would be different in another setting,
like General Hospitals with psychiatric
wards, or Psychiatric clinic, due to the-
ir different physical and organizational
setting. It would be interesting to repli-
cate the study once the assertive commu-
nity mental health team becomes more
usual type of care in the country.

Given the limitations caused by the
epidemics, specific research in less "extra-
ordinary” circumstances would provide
a better picture of the overall efficiency
and potential influence of interventions
from the assertive domain to the possi-
bility of decreasing coercive measures in
the treatment of severe mental health ill-
nesses. It is likely that larger samples are
needed in order to explore differences in
subjective perception of coercion during
hospital admission.

Finally, it would be interesting to furt-
her examine the potential differences in
the readmission rates and the length of
hospital stay between patients with ad-
diction comorbidity and those without
it, as this might provide strong evidence
on the most appropriate composition of
the community mental health teams in
the country and evidence-based practi-
ces used in the treatment of service users
with severe mental health illnesses who
also suffer substance addiction.
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Sazetak

U 2018. godini pokrenute su pro-
jektne aktivnosti RECOVER-E u Crnoj
Gori, u okviru programa Horizont 2020.
Nakon detaljne analize situacije i okol-
nosti lijeCenja pacijenata sa teskim men-
talnim oboljenjima, formiran je Tim za
mentalno zdravlje u zajednici (CMHT)
u okviru Specijalne psihijatrijske bolnice
Kotor. Ovaj tim je bio zaduZzen za vode-
nje tretmana grupe korisnika sa teSkim
mentalnim bolestima, na osnovu prin-
cipa ,Fleksibilnog asertivnog tretmana
u zajednici (FACT - holandski model).
Osnovni cilj ovog istrazivanja bio je da
se utvrdi da li postoje znacajne razlike u
primjeni mjera prisile tokom bolnickih
readmisija u grupi pacijenata lijecenih u
CMHT, u odnosu na uobicajenu zastitu
mentalnog zdravlja u Crnoj Gori.

br. 2
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Materijali i metode: Formiran je
uzorak od 202 korisnika usluga mental-
nog zdravlja iz Kotora i okolnih opsti-
na. Pacijenti su randomizovani u dvije
grupe sli¢ne veli¢ine - interventnu, ¢iji
tretman je vodio multidisciplinarni
CMHT, i kontrolnu grupu u kojoj je na-
stavljeno uobicajeno lijecenje. Za proce-
nu i praenje ucestalosti primjene mera
prisile korid¢ena je bolnicka dokumen-
tacija. Nakon zavrsetka studije koris¢en
je Upitnik o iskustvu prijema Mekartura
(McArthur) da se istrazi individualni
nivo percipirane prisile tokom ponov-
nih prijema u bolnicu.

Rezultati: Pacijenti u interventnoj
grupi imali su statisticki znac¢ajno manje
prisilnih intervencija (kao $to su meha-
nicko sputavanje i prisilni lekovi) tokom
studije. Nije bilo drugih znacajnih razli-
ka izmedu dvije grupe u pogledu uku-
pnog broja readmisija i duzine bolni¢-
kog lijecenja.

Zakljucak: Ova studija je pokazala
da CMHT tretman moze da smanji neke
od prisilnih mjera tokom lijecenja teskih
mentalnih bolesti, $to dovodi do doziv-
ljaja kvalitetnije nege i vece terapijske
adherencije.

Kljucne reci: FACT, CMHT, mentalno,
bolest, ponovni prijem
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Abstract

Background: The outbreak of the
COVID-19 pandemic has affected the
mental health of population worldwide.

Aim: Assessment of risk factors
for symptoms of anxiety, depression,
and stress during the first wave of the
COVID-19 pandemic.

Methods: An online surveyincluding
161 participants was conducted in a
population of both healthy participants
and people who tested positive to
COVID-19. The survey collected socio-
demographic data, knowledge about the
pandemic, psychological impact, and
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The psychological impact on mental
health status was assessed using the
Depression, Anxiety, and Stress Scale
(DASS-21).
used to determine the risk factors that
increased the likelihood of having

Logistic regression was

symptoms of depression, anxiety and

stress.
Results: A total of 63.8 % of
participants showed symptoms of

anxiety, with 31.6% showing moderate
symptoms of anxiety. Symptoms of
depression were found in 44.1% of the
sample, with 23.7% showing moderate
symptoms of depression, according to
DASS-21 cut-off criteria. No mental
health history, a positive test for
COVID-19, physical health status, and
time point of assessment were the most
significant factors predicting symptoms
of depression. In relation to symptoms
of anxiety, we observed the importance
of physical health, having offspring and
testing positive for COVID-19, and
being male. Factors that influenced
higher degrees of stress were: testing
COVID-19,
nutrition, having offspring and being of

positive  for special
low physical health.

Conclusion: Our study indicates
that, during the COVID-19 pandemic
in Serbia several factors could be
important for the development of stress,
depression, and anxiety and can be used
as a basis for larger, population-based
studies. Based on such future studies,
mental

evidence-based  preventive

health measures could be implemented
in Serbia.

Keywords: mental health, COVID-19,
DASS
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INTRODUCTION

On March 11th, 2020, WHO char-
acterized COVID-19 as a pandemic
(World Health Organization, 2020), and
on March 13th, 2020 WHO proclaimed
Europe as the center of the pandemic.
On March 6th, 2020, the first case of the
disease caused by COVID-19 was offi-
cially registered in Serbia, and on March
16th, 2020, a state of emergency was de-
clared, which lasted until May 6, 2020

Various measures were implemented
with the aim of preventing the spread of
the infection - work from home, closing
down of schools and kindergartens, com-
plete prohibition of movement during
certain times of the day, reduction of so-
cial contacts and mandatory wearing of
protective equipment indoors. Previous
research has found that pandemics of
infectious diseases contribute to a num-
ber of psychosocial changes in the pop-
ulation'?. The uncertainty of COVID-19
disease, in addition to numerous restric-
tive social and economic measures, as
well as incomplete and unclear informa-
tion in media, could lead to helplessness,
intensified fear and could encourage de-
velopment of numerous negative emo-
tions. In addition, infected members of
the population also experience stigma
that in its own way contributes to the de-
velopment of psychological problems or
the deepening of existing ones'>*.

Unfortunately, the effects of the
COVID-19 on mental health have not

yet been systematically studied. It is be-
coming evident that COVID-19 pan-
demic may have longstanding effects
particularly in the domain of mental
health®.

Having the aforementioned in mind,
the aim of our research was to evaluate
the risk factors for anxiety, depression
and stress during the first wave of the
COVID-19 pandemic.

SUBJECTS AND
METHODS

Sample

A survey was designed for the pur-
poses of this study (see below). The sur-
vey was initially distributed by email
or phone to friends or colleagues of
study authors who tested positive to
COVID-19. Participants who received
and completed the survey were asked to
share the questionnaire among acquain-
tances that were, or currently are, being
treated for COVID-19, as well as to their
friends and relatives (snowballing meth-
od). The survey was conducted between
April 17th and May 17th, 2020.

Before accessing the survey, all the
participants agreed to participate in the
study by noting it on the online consent
form. This study was approved by the
Ethics Committee of Faculty of Medi-
cine, University of Belgrade No 1332/V-
12. There were no conflicts of interest
present. All authors certify their respon-
sibility for the manuscript.
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Assessment tools

The survey was designed, for the
purposes of this study, as a closed-type
questionnaire, which assessed the fol-
lowing domains:
data:
age, marital status, number of chil-

1. Socio-demographic gender,
dren, level of education, place of res-
idence, height, weight, special eating
habits, presence of other serious dis-
eases, substance use disorders and
previous psychiatric treatments.

2. COVID-19 related data: The partici-
pant had to affirm if he/she had been
tested for the presence of COVID-19
and received a positive PCR report.
Questions related to specific symp-
toms of COVID-19 infection (fe-
ver, chills, cough, headache, muscle
aches, shortness of breath, dizziness,
sore throat), as well as questions
about the application of protective
epidemiological measures, data on
the most common sources of in-
formation, whether there are more
people suffering from COVID-19 in-
fection in the family or in the close
environment. The date of the point of
assessment was noted in the survey.
The decision to include the variable
— survey completed before/after May
6th was based on notions that severe
restrictive measures could influence
mental health of study participants.
As mentioned in the introduction,
restrictive measures in Serbia lasted
until May 6th 2020.

3. Depression, Anxiety and Stress Scale
(DASS - 21) self - questionnaire:
This instrument was used to assess
the symptoms of anxiety, depres-
sion and stress - related symptoms.
Questions 3, 5, 10, 13, 16, 17 and
21 formed the depression subscale.
The total depression subscale score
was divided into normal (0-9), mild
depression (10-12), moderate de-
pression (13-20), severe depression
(21-27), and extremely severe de-
pression (28-42). Questions 2, 4, 7,
9, 15, 19, and 20 formed the anxiety
subscale. The total anxiety subscale
score was divided into normal (0-6),
mild anxiety (7-9), moderate anxiety
(10-14), severe anxiety (15-19), and
extremely severe anxiety (20-42).
Questions 1, 6, 8, 11, 12, 14, and 18
formed the stress subscale. The to-
tal stress subscale score was divided
into normal (0-10), mild stress (11—
18), moderate stress (19-26), severe
stress (27-34), and extremely severe
stress (35-42). The available answers
were scored on a Likert-scale (rang-
ing from 0 to 3). This instrument was
previously validated on the Serbian
population'®..

Statistical analysis

Depending on the type of variables
and the normality of distribution, the
data description is shown as n (%), mean
+ SD or median (min-max). Ordinal lo-
gistic regression was used to model the



relationship of the ordinal dependent
variable (degree of depression, anxiety
and stress on DASS-21) with potential
predictors. The model of multivari-
ate ordinal logistic regression includes
those predictors that had a p-value <0.1
in the models of univariate ordinal lo-
gistic regression. The level of statistical
significance was 0.05.

Data analysis was performed in the
statistical program SPSS 22.0"..

RESULTS

Survey response

Initially, the survey was sent to a to-
tal of 563 addresses. Since 402 surveys
were not fully completed, only 161 sur-
veys were included in further analyses
(28.6% response rate).

Study sample

Basic sociodemographic and clinical
parameters are shown in Table 1. The
largest percentage of subjects was physi-
cally healthy, and among those who had
a somatic disease, the most common
was cardiovascular disease with 10.6%.
A total of 85.1% participants were previ-
ously not treated psychiatrically. Distri-
bution of the sample by DASS-21 sever-
ity is given in Table 2.

COVID-19 related

behavioral characteristics

of the sample

The highest percentage of subjects,
42.9%, stated that they spend 6-12 hours
outside the house. Eighty-two percent of
subjects limited their time to research-
ing and informing themselves about
the virus to 2 hours a day. Eight-point
seven percent of subjects stated that
they were not informed at all about the
current situation regarding the virus. At
the moment of inquiry, protective mask
was used by 91.9% of the subjects as a
preventive measure, with 88.2% using
physical distancing and 76.4% using dis-
infectants as means of prevention.

Factors influencing levels

of depression on DASS-21

In the model of multivariate or-
dinal logistic regression, statistically
significant predictors of the degree of
depression on DASS-21 are the point
of assessment (i.e. completion of the
survey after or before May 6th; OR =
2.91; p = 0.011), physical health (OR =
0.23; p <0.001), no mental health illness
history (OR = 0.37; p = 0.037) and test-
ing positive to COVID-19 (OR = 5.69;
p <0.001).

The rest of the results pertaining
to levels of depression can be seen in
Table 3.
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Factors influencing levels

of anxiety

on DASS-21

In the multivariate ordinal logis-
tic regression model, statistically sig-
nificant predictors of anxiety degree
on DASS21 are the female gender
(OR=0.49, p=0.024), smoking (OR=2,
p=0.029), having an offspring (OR =
0.19; p = 0.001) and testing positive to
COVID-19 (OR = 3.35; p =0.002), while
being physically healthy was a protective
factor (OR = 0.22; p <0.001).

The rest of the results pertaining to
levels of anxiety are displayed in Table 4.

Factors influencing levels

of stress on DASS-21

In the model of multivariate ordinal
logistic regression, statistically signif-
icant predictors of the degree of stress
on DASS-21 are special nutrition (OR =
3.79; p = 0.027) and testing positive to
COVID-19 (OR = 1.94; p = 0.036), while
protective factors were having children
(OR =0.13; p = 0.001) and being physi-
cally healthy (OR = 0.04; p < 0.001).

The rest of the results pertaining to
the levels of stress are displayed in Ta-
ble 5.

DISCUSSION

This study was conducted during the
first wave of the COVID-19 epidemic
and evaluated the levels of depression,
anxiety and stress. The present study

demonstrates that, during the first wave
of the COVID-19 epidemic in Serbia,
several factors could influence the chanc-
es that symptoms of anxiety, depres-
sion and stress emerge. Concerning the
symptoms of depression, our study indi-
cates that previous mental health history,
testing positive for COVID-19 and the
point of assessment are the most signifi-
cant factors. In relation to the symptoms
of anxiety, we observed the importance
of physical health, having children and
testing positive for COVID-19, while be-
ing female was a detrimental factor. As
for the symptoms of stress, factors that
influenced higher degrees of stress were
testing positive for COVID-19, special
nutrition, having no children and being
of weak physical health.

Our sample had 14.5%, 52%, and
28.3% participants with moderate to
extreme scores on depression, anxiety,
and stress, respectively. Compared to
the study of Verma et al.¥, our sample
had higher scores on anxiety and stress,
but lower scores on depression, which
might be on account of cultural differ-
ences. During the first epidemic wave,
several countermeasures were undertak-
en, such as reduction of social contacts,
maintaining social distances, quarantine
measures and prohibition of leaving
the household in certain time intervals,
ranging from 8 hours up to 72 hours. All
of the measures, together with the risk of
infection or the effects of the infection
itself, impacted the population’s mental



health negatively. As previously men-
tioned, point of assessment (before/after
May 6th) was introduced based on the
fact that restrictive measures lasted until
May 6th. Interestingly, our study found
that point of assessment influenced only
levels of depression, not levels of anxi-
ety or stress. This is a finding that merits
further exploration in future studies (i.e.
correlating levels of depression with spe-
cific measures of social isolation during
COVID-19 pandemic).

If we consider the effect of the pan-
demic as a global stressor on the mental
dysfunction of population through the
model of the impact of stress on mental
health®, we can assume that the high
levels of stress, anxiety and depression
can occur as a result of exhaustion of per-
sonal regulatory mechanisms, and also
due to the lack of support from society
which has been going through numer-
ous socio-economic-political troubles
for decades!'®!l. Subsequently, based
on the personal vulnerability and lack
of adequate support, it can be assumed
that this global stressor leads to the de-
velopment of more pronounced anxiety
and depressive symptoms faster than it
was observed in the Chinese population
at the time of the same pandemic!'?. The
impact of the economic crisis is consid-
ered to be a potential contributing factor
to the manifestation of fear and panic
behavior, but it is assumed that deepen-
ing of the economic crisis will further
contribute to the progression and de-

velopment of mental disorders, and it is
necessary to implement appropriate pre-
vention measures!'..

Previous research on the impact of a
viral pandemic on the development of
mental illness found that variables such
as occupation, educational level, and
gender were important factors in the de-
velopment of anxiety and depression!'?..
It has been shown that females are gener-
ally more susceptible to the development
of anxiety and depression'*, which also
manifested during this pandemic where
women were more affected by symptoms
of anxiety!?. Our study results are in
line with two recent studies®", as our
findings show that females were more
susceptible to increased chances of hav-
ing anxiety. Following a natural disaster
(floods in Serbia from 2016), women
were found to be more likely to re-ex-
perience trauma than men, while there
were no differences in the levels of de-
pression, anxiety and stress measured
by the DASS-21 questionnaire between
genders''®. Due to the COVID-19 pan-
demic, women in Serbia were more likely
to show symptoms of anxiety, depression
and stress on the DASS-21 question-
naire, but without a significant predic-
tion of the severity of the gender-related
disorder in the multivariate model.

The rural population, which general-
ly has lower education levels and more
difficult access to health care and assis-
tance, is potentially more vulnerable to
the development of mental health prob-
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lems®’). The urban environment was not
a significant predictor for development
of mental disorders in our population,
but rural population was not fully cov-
ered by our questionnaire due to specif-
ics of the means of data collection. Some
researchers noted that the residents of
overcrowded urban areas were at high-
er risk of fear and increased health con-
cerns!®l.

As in most previous research, the
risk of developing mental health issues
throughout viral epidemics is signifi-
cantly lower in people who had no pri-
or history of mental illness!*!. In the
model of multivariate regression, it was
found that absence of mental disorders
during individual life history of the sub-
jects reduces the likelihood of each high-
er degree of depression on DASS-21 by
as much as 63%, and the likelihood of
developing anxiety symptoms by 35%.
On the other hand, previous psychiatric
illness was not a significant predictor of
higher stress levels on DASS-21.

Presence of somatic illness in our
study increased the chance of any high-
er degree of depression and anxiety by
about 25%. The absence of physical ill-
ness reduced the chance of stress by as
much as 96%, with control of all other
factors in the model. The examined sam-
ple of our population based on the re-
ported BMI falls within the range of nor-
mal nutrition, which is not a significant
contributing factor for the development
of psychological distress in response to

a pandemic. Obesity, smoking and exis-
tence of chronic metabolic and cardiac
diseases were singled out as poor pre-
dictors, which was reported to the public
daily through the media, and it was ex-
pected that the mentioned categories of
the population were under big pressure
and thus greater stress in anticipation of
a worse outcome.

Television news programs were the
main source of information during the
first wave of the epidemic in Serbia, but
in our sample, subjects generally limit-
ed the time they use to research infor-
mation about the virus to approximate-
ly two hours a day. The importance of
media content during epidemic crises
is considered extremely important. In-
sufficient information, together with
social isolation, contributes to stress and
psychiatric comorbidity™®. On the oth-
er hand, information overload 2" can
cause fear and panic and consequently
can lead to increased health worry, pre-
occupation with bodily symptoms and
misinterpretation of bodily sensations.
Besides its impact on mental health
functioning, the consequences of in-
creased use of media reflect on physical
health, too. In similar situations, people
tend to avoid frequent visits to medical
facilities even in situations where this
might be advised. Furthermore, if the in-
formation received are unreliable, there
is an impact on the health care system
as a whole, due to an overall decrease in
trust®,



Limitations

Limitations of the present study in-
clude: low survey response rate and
targeted/convenient sampling. Even
though convenient sampling strategies,
such as ours, do not representatively re-
flect the population, we believe that by
assessing symptoms during the uncer-
tain times of pandemic (not in retro-
spect) yielded important insights, and
could be used as a reference point for
future studies on this topic. Presence
of a high educational profile of all par-
ticipants was also a consequence of our
sampling method (as initial recruitment
of participants was done by researchers,
i.e. surveys were distributed initially to
friends and colleagues).

The part of the population that is
able to fill in the questionnaire is mostly
part of the computer literate population,
i.e. younger and educated population,
with milder symptoms of the disease,
which does not give us a clear picture of
the psychological impact on vulnerable
strata of society, as well as the psycho-
logical consequences for the part of the
population that suffered from the most
severe form of infection.

CONCLUSION

Our study indicates that, during the
COVID-19 pandemic in Serbia, factors
that could be important for the devel-
opment of stress, depression and anxi-
ety are: testing positive for COVID-19,

previous history of mental health symp-
toms, female sex, smoking cigarettes,
having no children, reduced physical
health, and replying to survey during
the time of restrictive epidemiological
measures (including social distancing).
The results of this study could be used
as a basis for larger, population-based
studies which could examine each of
these factors in greater detail and ana-
lyze their importance for the general
population. Based on such, future stud-
ies, evidence-based preventive mental
health measures could be implemented
in Serbia.
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Table 1 Basic sociodemographic and clinical parameters

Variables StUd?\’l Eia;tiu(:l%%":/fs
Age, years; mean (SD) 42.2 (10.2)
Gender, N (%)

Female 105 (65.2)
Marriage status, N (%)

Married 87 (54.0)

Single 53 (32.9)

Divorced 16 (9.9)

Widowed 5(3.1)
With children, N (%) 91 (56.5)
Education, N (%)

High school 21 (13.0)

College 7 (4.3)

University 93 (57.8)

PhD 40 (24.8)
Employment status, N (%)

Student 2(1.2)

Employed 146 (90.7)

Unemployed 8 (5.0)

Retired 5(3.1)
Urbanicity, N (%)

City 152 (94.4)
BMI, mean (SD) 24.6 (3.9)
COVID-19 testing, N (%)

Positive 38 (23.6)

Table 2 Results of the DASS-21 questionnaire, by subscales of depression, anxiety and stress

. DASS21 Stress | DASS21 Anxiety DASS21 Depression
Severity n (%) n (%) n (%)
Normal 130 (85.5%) 55 (36.2%) 85 (55.9%)
Mild 10 (6.6%) 18 (11.8%) 24 (15.8%)
Moderate 6 (3.9%) 48 (31.6%) 36 (23.7%)
Severe 5(3.3%) 14 (9.2%) 6 (3.9%)
Extremely Severe 1 (0.7%) 17 (11.2) 1(0.7%)




Table 3 Ordinal logistic regression with DASS-21 Depression as a dependent variable

Univariate ordinal
logistic regression

Multivariate ordinal
logistic regression

Variables
OR (95%Cl) p-value OR (95%CI) p-value
Gender (male vs. female) 0.55 (0.28-1.08) 0.084 0.72 (0.33-1.54) 0.394
Age 1.03(1.00-1.06) | 0.075 | 1.00 (0.96-1.04) 0.873
Marital status
single 0.95(0.48-1.86) | 0.870 | 1.58 (0.68-3.66) 0.284
divorced 0.57 (0.18-1.79) 0.333 0.42 (0.11-1.53) 0.187
widowed 5.50 (1.00-30.10) | 0.050 4.17 (0.68-25.66) 0.124
married reference category
Offspring (yes) 0.62 (0.33-1.14) | 0.126
Education (high vs. low) 0.92 (0.65-1.31) 0.650
ﬁ:’r’c‘,fgﬁ ‘F’)":g';eggz'nD(';egs) 0.64 (0.23-1.74) | 0.381
Employment status
student 1.64 (0.05-55.33) | 0.781
employed 2.19(0.24-19.61) | 0.484
unemployed 1.50 (0.11-19.89) | 0.759
retired reference category
Smoking (yes) 1.67 (0.87-3.21) 0.121
Special nutrition (yes) 2.45(1.19-5.01) 0.015 1.78(0.79-3.99) 0.163
Time spent outside 1.24 (0.91-1.7) 0.179
Time spent reading the news | 1.59 (0.83-3.06) 0.163
Physically healthy (ves) 0.22 (0.11-0.45) <0.001 | 0.23(0.10-0.51) <0.001
BMI 1.03 (0.95-1.11) 0.473
Ei‘;tgfy"{;‘é Sh)ealth illness 0.23 (0.1-0.56) 0.001 |0.37(0.14-0.94) | 0.037
Positive COVID-19 test (yes) | 2.94 (1.43-6.05)  |0.003  |5.69 (2.39-13.53) | <0.001
lsn‘}:‘c‘igge(;g’)“ closefamily | g, (0.26-2.68) | 0.772
Time of questionnaire
response 2.30 (1.14-4.63) | 0.020 | 2.91(1.28-6.62) 0.011
(after vs. before May 6th)
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Table 4 Ordinal logistic regression with DASS-21 Anxiety as a dependent variable

Univariate ordinal
logistic regression

Multivariate ordinal
logistic regression

Variables
OR (95%Cl) p-value OR (95%Cl) p-value
Gender (male vs. female) 0.49 (0.26-0.91) 0.024 0.52 (0.26-1.02) 0.056
Age 1.01 (0.99-1.04) 0.345
Marital status
single 1.05(0.55-1.98) | 0.888 | 0.34 (0.11-1.02) 0.054
divorced 1.07 (0.4-2.9) 0.892 | 0.55(0.18-1.70) 0.302
widowed 4.36 (0.85-22.46) | 0.079  |1.79(0.29-10.95) | 0.527
married reference category
Offspring (ves) 0.60 (0.33-1.07) 0.083 0.19 (0.07-0.53) 0.001
Education (high vs. low) 1.00 (0.72-1.39) 0.989
f}f’rgﬁ‘gcﬁ ‘;":E’;e(s:g\é?(';ei) 0.97 (0.39-2.37) | 0.939
Employment status
student 1.92 (0.09-42.39) | 0.679
employed 1.73(0.27-11.04) | 0.560
unemployed 1.21(0.13-11.22) | 0.866
retired reference category
Smoking (yes) 2.00 (1.07-3.73) 0.029 1.54 (0.73-3.23) 0.257
Special nutrition (yes) 1.78 (0.89-3.54) 0.103
Time spent outside 1.3 (0.97-1.74) 0.084 | 1.17 (0.85-1.60) 0.341
Time spent reading the news | 1.21 (0.64-2.27) 0.555
Physically healthy (yes) 0.2 (0.1-0.4) <0.001 | 0.22(0.1-0.45) <0.001
BMI 0.98 (0.91-1.05) | 0.534
Ei‘;t'gfy"{;é Sh)ea”h illness 0.28(0.12-0.66) |0.003 | 0.65(0.25-1.66) | 0.368
Positive COVID-19 test (yes) 2.05 (1.02-4.09) 0.043 3.35(1.57-7.16) 0.002
lsn‘}g‘c‘i‘ége(;g" close family 1.55 (0.54-4.46) | 0.421
Time of questionnaire
response 1.68(0.90-3.14) | 0.105
(after vs. before May 6th)




Table 5 Ordinal logistic regression with DASS-21 Stress as a dependent variable

Univariate ordinal
logistic regression

Multivariate ordinal
logistic regression

Variables
OR (95%Cl) p-value OR (95%Cl) p-value

Gender (male vs. female) 0.54 (0.19-1.55) 0.253
Age 1.02 (0.97-1.06) 0.503
Marital status

single 0.92 (0.34-2.49) | 0.873

divorced - -

widowed 4.37(0.72-26.31) | 0.108

married reference category
Offspring (ves) 0.40 (0.16-1.02) 0.056 0.13 (0.04-0.46) 0.001
Education (high vs. low) 0.69 (0.43-1.12) 0.133
f}f’rgﬁ‘gcﬁ ‘;":E’;e(s:g\é?(';ei) 0.81(0.18-3.71) | 0.783
Employment status

student - -

employed 0.57 (0.05-6.29) 0.648

unemployed 1.20(0.07-20.35) | 0.898

retired reference category
Smoking (yes) 1.64 (0.65-4.13) 0.295
Special nutrition (yes) 2.53(0.98-6.55) 0.056 3.79 (1.17-12.28) 0.027
Time spent outside 1.14 (0.72-1.8) 0.587
Time spent reading the news | 1.79 (0.8-4) 0.157
Physically healthy (yes) 0.07 (0.02-0.2) <0.001 | 0.04 (0.01-0.14) <0.001
BMI 1.03(0.92-1.15) | 0.572
Ei‘;t'gfy"{yaé Sh)ealth illness 0.53(0.17-1.64) | 0.268
Positive COVID-19 test (yes) 1.82 (0.68-4.86) 0.233 1.94 (1.1-14.75) 0.036
lsn‘}g‘c‘i‘ége(;g" close family 1.07 (0.21-5.5) 0.934
Time of questionnaire
response 3.36(0.95-11.86) |0.059 | 4.19 (0.89-19.59) | 0.069
(after vs. before May 6th)
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Sazetak

Uvod:
VID-19 uticalo je na mentalno zdravlje

Izbijanje pandemije CO-

stanovni$tva Sirom sveta.

Cilj: Procena faktora rizika za simp-
tome anksioznosti, depresije i stresa to-
kom prvog talasa pandemije COVID-19.

Metod: Sprovedena je onlajn anketa
koja je ukljucivala 161 ucesnika iz op-
$te populacije, kako zdravih ucesnika,
tako i ljudi koji su bili pozitivni na CO-
VID-19. Istrazivanjem su prikupljeni
sociodemografski podaci ucesnika, za-
tim njihova saznanja o pandemiji, kao
i psiholoski uticaj i stanje mentalnog
zdravlja ucesnika. Psiholoski uticaj na
status mentalnog zdravlja je procenjen
kori$¢enjem skale depresije, anksiozno-
sti i stresa (DASS-21). Logisticka regre-
sija je kori$¢ena da bi se utvrdili faktori



rizika koji su povecali verovatnocu po-
jave simptoma depresije, anksioznosti i
stresa.

Rezultati: Ukupno 63,8% ucesni-
ka je pokazalo simptome anksioznosti,
dok je 31,6% pokazalo umerene simp-
tome anksioznosti. Simptomi depresi-
je pronadeni su kod 44,1% ispitanika
iz uzorka, a 23,7% ispitanika pokazuje
umerene simptome depresije, prema
DASS-21 kriterijumima. Nemanje isto-
rije psihijatrijskog lecenja, pozitivan test
na COVID-19, fizi¢ki zdravstveni status
i vreme procene bili su najznacajniji pre-
diktivni faktori simptoma depresije. U
odnosu na simptome anksioznosti, uo-
¢ili smo vaznost fizickog zdravlja, pose-
dovanja potomstva i pozitivno testiranje
na COVID-19, i da je muskarac. Faktori
koji su uticali na veci stepen stresa su:
pozitivan test na COVID-19, posebna
ishrana, posedovanje potomstva i slabo
fizicko zdravlje .

Zakljucak: Nasa studija ukazuje da
bi tokom pandemije COVID-19 u Srbiji
nekoliko faktora moglo biti zna¢no za
razvoj stresa, depresije i anksioznosti i
da se moze koristiti kao osnova za vece,
populacione studije. Na osnovu ovih
buducih studija, preventivhe mere men-
talnog zdravlja zasnovane na dokazima
mogle bi da se primene u Srbiji.

Kljucne reci: mentalno zdravlje,
COVID-19, DASS
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Sazetak

Jedan od najznacajnih zadataka
stru¢njaka iz oblasti mentalnog zdravlja
u okviru procene adolescentnih seksual-
nih prestupnika jeste procena rizika od
buduceg deliktnog ponasanja. Na zahtev
suda izvrseno je psihijatrijsko i psiholos-
ko vestacenje 17-godiSnjeg adolescenta
okrivljenog za silovanje, sa zadatkom
da se utvrdi dusevna zrelost maloletni-
ka, rizik od ponavljanja delikata, te po-
treba za tretmanom. U prikazu slucaja
ilustrovana je procena rizika bazirana
na pristupu strukturisane profesionalne
procene, koji integrise klinicka sa empi-
rijskim znanjima, i pokazao se najkori-
snijim u proceni rizika od seksualnog
recidivizma. Procena se bazirala na in-
tegraciji podataka dobijenih primenom
strukturisane skale procene Protokol

br. 2
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za procenu maloletnih seksualnih pre-
stupnika (Juvenile Sex Offender Asse-
ssment Protocol-I;JSOAP-II, Prentky
and Righthand, 2003) i podataka ba-
ziranih na standardnoj profesionalnoj
ekspertizi od strane vestaka. Cilj rada
je usmeren na prikazivanje prednosti
strukturisanog pristupa proceni rizika
kod adolescentnih seksualnih prestu-
pnika, a razmatrane su i prakti¢ne impli-
kacije vezane za adekvatno upravljanje
slucajem i predlozeni tretman.

Kljucne reci: adolescencija, seksualni
prestupi, recidivizam, faktori rizika

IZJAVA O KONFLIKTU INTERESA

Ne postoji konflikt interesa.

UVOD

Forenzicka klini¢ka procena adoles-
cenata koji ¢ine seksualne delikte pred-
stavlja delikatan zadatak, jer je re¢ o
pripadnicima adolescentne populacije
koji se nalaze u procesu razvoja li¢nosti
i identiteta, ¢iji se krajnji ishod ne moze
predvideti. Rezultati forenzicke proce-
ne Cesto znacajno doprinose odlukama
suda, pa imaju znacajne implikacije po
samog adolescenta i njegovu budu¢nost,
ali i drustvenu zajednicu u smislu zasti-
te zrtava i prevencije daljeg seksualno
deliktnog ponasanja)!'l. Sve vise se pre-
poznaje vaznost ranog identifikovanja
adolescenata koji ¢ine seksualne delikte
i sprovodenja adekvatne procene rizika
od seksualnog i generalnog recidiva.
Istice se znacaj $to ranijeg ukljuciva-
nja ovih adolescenata u odgovarajuce
tretmane i programe resocijalizacije u
svrthu prevencije daljeg delinkventnog
ponasanja.

Pod adolescentima koji ¢ine seksual-
no delinkventno ponasanje se uobicaje-
no podrazumevaju mladi od 13 do 17 ili
18 godina, koji su ukljuceni u seksualno
ponasanje sa osobama koje su znac¢ajno
mlade od njih (obi¢no 4 -5 godina mla-
di) i generalno mlade od 13 godina, ili sa
vrénjacima ili odraslima, protiv njihove
volje uz koriscenje pretnje ili fizicke sile)
2l Stvarnu udestalost seksualnih deli-
kata generalno, pa i onih pocinjenih od
maloletnika, je tesko proceniti, jer mno-
gi seksualni delikti ne bivaju prijavljeni



ili otkriveni®. Seksualni delikti malolet-
nika ¢ine mali deo ukupnog delinkven-
tnog ponasanja maloletnika, ali cine
znacajan procenat ukupnog seksualnog
prestupnistva. Smatra se da izmedu tre-
¢ine i Cetvrtine svih seksualnih zlostav-
ljanja pocine adolescenti!®..

Prevencija recidiva je od posebnog
znacaja imajuc¢i u vidu zabrinjavajucu
¢injenicu da mnogi odrasli seksualni
prestupnici, ¢ak 50% njih, izvestavaju da
su sa seksualnim deliktima poceli jo$ u
adolescentnom dobul®, kao i da su ce-
sto tokom vremena pokazali tendenciju
ka progresiji seksualno deliktnog pona-
$anja[6]. Procenjeni rizik recidiva kod
adolescenata koji ¢ine seksualne delikte
varira u razli¢itim studijama zavisno od
tipa studije, perioda pracenja i karakte-
ristika uzorka'”. Kod odraslih seksual-
nih prestupnika stopa seksualnog reci-
divizma se krece od 14 do 24 %[8], dok
su nize stope seksualnog recidivizma
prisutne kod adolescenata. Tako je, na
osnovu meta analize 63 studije kojima je
obuhvaceno 11219 adolescentnih seksu-
alnih delinkvenata, utvrdeno da je stopa
njihovog seksualnog recidivizma samo
7 procenata, a generalnog recidivizma
43 procenta, tokom prosecnog perioda
pracenja od 59 meseci[9]. Prema jednoj
studiji, 10 procenata maloletnika koji
su pocinili seksualni napad su ponovi-
li seksualni napad i u odraslom dobu,
a 17 procenata maloletnika koji su uci-
nili ozbiljan seksualni napad su ucinili
seksualni delikt i u odraslom dobu!™.

Relativno niske stope seksualnog recidi-
vizma kod adolescenata, kao i vece stope
generalnog recidivizma ukazuju na vece
slicnosti adolescentnih seksualnih pre-
stupnika sa adolesentima koji ¢ine opsa
delinkventna dela, nego sa odraslim sek-
sualnim prestupnicimal’*'?l, Navedeni
podaci ukazuje na vaznost izbegavanja
etiketiranja maloletnika kao osoba koje
¢e biti seksualni prestupnici tokom ce-
lokupnog Zivota. Adolescentni seksualni
prestupnici zahtevaju razlic¢ite modele
postupanja i tretmana u odnosu na one
kod odraslih seksualnih prestupnika, i
kod njih se mogu primenjivati interven-
cije namenjene opstim adolescentnim
delinkventima.

Evaluacija rizika kod adolescentnih
seksualnih delinkvenata mora da uzme
u obzir $iri opseg rizi¢nih faktora, ob-
zirom da je povezanost pojedinacnih
rizi¢nih faktora i recidivizma mala!".
Rizi¢ni faktori kod seksualnih prestu-
pnika se uobicajeno dele u dve grupe:
staticke, koji nisu podlozni promeni
(npr. istorija ranijih seksualnih i nesek-
sualnih delikata, porodi¢na istorija, ra-
niji mentalni poremecaji) i dinamicke,
koji su podlozni promeni, ali ih je teze
objektivno proceniti (npr. motivacija
za delikte, prihvatanje odgovornosti,
empatija prema zrtvi, vr$njacke relaci-
je, samoregulacija seksualnih impulsa,
nivoopste samokontrole, zloupotre-
ba psihoaktivnih supstanci, mentalno
zdravlje)!"l. Od posebne su vaznosti di-
namicki faktori rizika, jer mogu biti fo-
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kus terapijskih intervencija. Promene na
nivou ovih faktora mogu menjati stepen
rizika, mada nedostaju jasni empirijski
dokazi o uticaju dinamickih faktora na
umanjenje rizika od recidiva. Rizi¢ni
faktori kod
delinkvenata ne moraju biti isti kao kod

adolescentnih seksualnih

odraslih seksualnih prestupnika. Naime,
kod adolescenata od znacaja mogu biti
rizi¢ni faktori za generalnu delinkven-
ciju, takode, neki podaci pokazuju da
se rizi¢ni faktori mogu razlikovati kod
mladih i starijih adolescentnih seksual-
nih delinkvenata!™®.

Razli¢itim i brojnim rizi¢nim faktori-
ma objasnjavaju se seksualni I generalni
recidivizam. Kod maloletnika seksualna
interesovanja za decu najbolje predvi-
daju seksualni recidivizam, dok istorija
ranijih delikata, nisko samopostovanje
i antisocijalna li¢nost predvidaju nesek-
sualni recidivizam!"®.. Na osnovu meta
analize, Gerhold sa saradnicima nalazi
da staticki faktori rizika za seksualni re-
cidiv kod adolescenata ukljuc¢uju ranije
seksualne delikte, videstruke Zrtve, ne-
poznate zrtve i seksualnu viktimizaciju
u detinjstvu. Samo cetiri studije iden-
tifikuju dinamicke faktore rizika, kao
$to su tendencija da se okrivi Zrtva, i
problem na planu inter- i intra- perso-
nalnog funcionisanja’” . Langstrom i
Grann su utvrdili da pojava poremeca-
ja ponasanja pre 15 godine, prva osuda
na mladem uzrastu, raniji kriminalitet,
psihopatija i kori§cenje pretnji ili oruzja
predvidaju nenasilni i nasilni kriminal-

ni recidivizam kod adolescenata, dok je
seksualni recidivizam povezan sa slabim
socijalnim vestinama i istorijom seksu-
alnih delikata (izbor Zrtve muskog pola,
vi$e od jedne Zrtve, rani pocetak ¢injenja
seksualnih delikata)'®11

Procena rizika kod adolescentnih
seksualnih delinkvenata treba da obu-
hvati: a) prirodu i obelezja pocinjenog
seksualnog delikta ili delikata; b) po-
trebu za tretmanom, ukljucujuci ado-
lescentovu motivisanost i podobnost za
tretman; c) stepen i kontinuitet adoles-
centove pretnje za zrtvu i drustvo; i d)
dostupnost resursa za sprovodenje spe-
cificnih tretmana namenjenih ovoj po-
pulaciji delinkvenata.

Sve viSe napora je usmereno na ra-
zvoj razli¢itih instrumenata procene
rizika, kako bi se povecala pouzdanost
i validnost procene rizika. Mada da-
nas forenzickim klini¢arima stoje na
raspolaganju brojne mere procene ri-
zika, forenzicka praksa najces¢e ne uk-
lju¢uje primenu ovih instrumenata.
Hanson i Morton-Bourgon su u svojoj
meta analizi utvrdili da su empririjske
zasnovane akturijalne mere najtacnije
u proceni seksualnog, nasilnog ili bilo
kog recidivzma, zatim strukturisana
profesionalna procena, a najmanje ta¢ne
i pouzdane su se pokazale procene ba-
zirane na slobodnoj (nestrukturisanoj)
profesionalnoj proceni ili sudenju[13].
Akturijalne mere su zasnovane na gru-
pnim podacima, odnosno empirijskim
prediktivnim studijama i sadrze sta-



tisticke algoritme usmerene na predik-
ciju ishoda kod odredene populacije. U
poslednje vreme se isti¢e da strukturisa-
na profesionalna procena ima prednost
nad akturijalnim merama u forenzickim
ekpertizama individualnih slucajeva, jer
objedinjuje klini¢ka i empirijska znanja.
Strukturisani profesionalni pristup se
takode zasniva na primeni strukturisa-
nih neakturijalnih instrumenata za pro-
cenu rizika, ali i na iskustvu klinic¢ara.
Omogucava ve¢i stepen individualizaci-
je u proceni, jer uzima u obzir specificne
rizi¢ne faktore, okolnosti i zapazanja kli-
nicara vezana za individualni slucaj.

U proceni rizika kod adolescentnih
seksualnih delinkvenata cesto se kori-
ste akturijalni JSORRAT-II (Juvenile
Sexual Offense Recidivism Risk Asse-
ssment Tool-II; Epperson et al, 2006)
(201 koji je empirijski validiran®, ali se
odnosi uglavnom na procenu statickih
rizi¢nih faktora, pa je od male koristi za
planiranje tretmana. Za svrhe planiranja
tretmana su od vece koristi instrumenti
koji se odnose i na dinamicke faktore,
kao §to su J-SOAP-1I??, ERASOR (The
Estimate of Risk of Adolescent Sexu-
al Offence Recidivism; Worling 2004)
231" or J-RAT(Juvenile Risk Assessment
Tool; Rich, 2009)24,
mere procene rizika kod adolescentnih

Najpopularnije

seksualnih delinkvenata danas predstav-
ljaju. J-SOAP-II i ERASOR.

Mada studije ukazuju na znacajnu
korisnost i prediktivnu validnost instru-
menata za procenu rizika, forenzicki

prakticari trebaju biti svesni ogranicenja
ovih mera, u smislu varijabilne ta¢nosti
predikcije za razli¢ite instrumente, po-
dtipove seksualnih delinkvenata (usme-
renih prema deci ili prema vr$njacima/
odraslima) i kategorije recidiva (seksu-
alni, neseksualni ili nasilni recidivizam)
(2526271 Tako na primer, pojedine mere
rizika bolje predvidaju recidivizam kod
adolescenata koji ¢ine seksualne prestu-
pe prema vr$njacima/odraslima u od-
nosu na adolescente koji ¢ine seksualne
delikte prema deci®®. Pored navedenog,
adolescenti se nalaze u procesu izraze-
nih razvojnih promena i mogucih pro-
mena situacionih/sredinskih okolnosti,
usled cega je upitna dugoroc¢na procena
rizika na osnovu ovih instrumenata’®*!,
Kako procena rizika kod adolescenata
predstavlja “metu u pokretu” predlaze se
reevaluacija procene rizika kod adoles-
cenata u intervalima od $est meseci, kao
i da se odredeni instrument procene ne
koriste samostalno, ve¢ da bude deo sve-
obuhvatne procene rizika koja ¢e uklju-
Citi razlicite izvore i mere procene/®.
Takode, potrebno je imati u vidu da za
pojedine instrumente procene rizika
nisu zavr$eni procesi empirijske valida-
cije i standardizacije.

Cilj ovog rada je analiza rizi¢nih
faktora od vaznosti za adolescentne
seksualne delinkvente kroz prikaz slu-
¢aja maloletnog seksualnog prestupnika
muskog pola, a u svrhu boljeg razumeva-
nja mogucih razvojnih putanja seksual-
no deliktnog ponasanja i dono$enja ade-
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kvatnih smernica u pogledu tretmana i
postupanja u ovom konkretnom slucaju.
Ukazano je na potrebu unapredenja fo-
renzicke prakse u nadoj sredini koja se
dominantno zasniva na slobodnoj kli-
nickoj proceni, u smislu vaznosti uvode-
nja strukturalne profesionalne procene,
koja ¢e obuhvatiti primenu specifi¢nih
skala procene rizika od seksualnog i
neseksualnog recidivizma, ali i klinicka
zapazanja i procene standardnim psiho-
logkim instrumentima.

PRIKAZ SLUCAJA

Metod: Procena rizika je sprovede-
na u okviru forenzicke klinicke procene
adolescenata adolescenta koji je ucinio
seksualni delikt, na zahtev suda sa za-
datkomvestacima da procene dusevnu
zrelost, opasnost od ponavljanja deli-
kata i potrebu tretmana. Vestacenje je
sprovedeno u ambulantnim uslovima
na Klinici za psihijariju u Novom Sadu,
od ispitanika je dobijena saglasnost za
ovu studiju, a svi podaci prezentovani
na nacin da se zastiti anonimnost osoba
ukljucenih u slucaj.

Primenjeni instrumenti procene su:
a) J-SOAP II skala® koju popunjava ve-

$tak/klinicar i koja sadrzi 28 ajtema

koji se odnose na rizi¢ne faktore. Na-
menjena je proceni rizika od seksual-
nog nasilja i generalne delinkvencije
kod adolescenata muskog pola uzra-
sta od 12 do 18 godina sa istorijom
seksualno nasilnog ponasanja i/ili

adolescenata osudenih za seksual-
ne delikte. Ajtemi su grupisani u 4
subskale:
1) Seksualni nagon/preokupacija,
2) Impulsivno/antisocijalno ponasa-
nje,
3) Intervencija i
4) Stabilnost sredine/Prilagodenost.
Skale 1 i 2 ¢ine skalu statickih fak-
tora rizika, a skale 3 i 4 ¢ine skalu
dinamickih faktora rizika. Ajtemi
se skoruju na Likertovoj 3-stepenoj
skali (od 0 do 2). Ukupan skor na
J-SOAP-II i skorovi na subskalama
izrazavaju se kao odnos ili proporcija
koja odrazava opseriviran stepen ri-
zika (ukupni skorovi na skali se dele
sa maksimalnim moguc¢im skorom
za datu skalu)®. JSOAP-II skala nije
standardizovana na nacin da obez-
beduje cut-off skorove za kategorije
rizika (seksualni i generalni recidivi-
zam) u ovom trenutku, jer se nalazi u
teku¢em procesu empirijske evalua-
cije. Inostrane studije se utvrdile ge-
neralno zadovoljavaju¢u pouzdanost
i prediktivnu validnost za seksualni i
neseksualni recidivizam za JSOAP II
skalu i njene subskale (28293031321,
Ne postoje empiririjski podaci o va-
lidaciji ovog instrumenta u nasoj
sredini, odnosno instrument nije
standardizovan na nasoj populaciji,
pa aktuelno ne moze biti deo stan-
dardne forenzicke procene. Obzirom
da se JSOAP-II skala preporucuje
za kori$c¢enje u forenzickoj praksi u



radu sa adolescentima, i da je poka-
zala dobru prediktivhu validnost u
SAD i drugim evropskim zemljama,
od vaznosti je da instrument bude
empirijski validiran i standardizo-
van u nasoj sredini. Aktuelno, mi-
$ljenja smo da navedena skala moze
biti koriS¢ena delom i na ogranicen
nacin u forenzickoj praksi, kao po-
moc¢no sredstvo u strukturisanom
usmeravanju forenzi¢kog intervjua,
jer obezbeduje cek listu empirijski
zasnovanih kategorija rizi¢nih fakto-
ra®l i

b) psiholoski merni instrumenti: VITI
skala inteligencije (Berger, 1991),
Skala emocionalnih problema i pro-
blema ponasanja (YSR, Achenbach,
1991), Velikih 5+2 (Smederevac, Mi-
trovi¢ i Colovi¢, 2010) i Rorsah test.

Biografski podaci: Adolescent, u tre-
nutku forenzicke evaluacije ima 17 godi-
na i tri meseca, krivi¢no delo je ucinio
kada je imao 16 godina i osam meseci.
Pohada II razred srednje $kole, postize
dobar uspeh. U osnovnoj skoli nije imao
disciplinskih teskoca, a u prvom razredu
srednje $kole imao je smanjenu ocenu iz
vladanja (nepostovanje skolskih pravila,
neredovno pohadanje nastave, verbalni
konflikti sa pojedinim nastavnicima).
Zivi sa majkom i mladim bratom, sa
kojima je u dobrim relacijama. Rodite-
lji su se razveli kada je imao 10 godina,
sa ocem nema blizak odnos, retko ga
vida. Prisustvovao je konfliktima rodite-

lja, verbalno agresivnom ponasanju oca
prema majci, a u nekoliko navrata i fizi¢-
koj agresiji oca (seca se da je otac ,,bacio
stolicu, oSamario mamu,..to je bilo par
puta®). Ukljucen je u vr$njacke interak-
cije, ima kontakte sa prosocijalnim, ali
i sa pojedinim antisocijalnim vr$njaci-
ma. Ucestvovao je u nekoliko grupnih
vr$njackih tuca, ali nije imao kontakte
sa policijom ili socijalnim sluzbama do
predmetnog dogadaja.

Negira znacajnije emocionalne i pro-
bleme u ponasanju tokom odrastanja,
ni nakon razvoda roditelja. Upucen je
jednom ili dva puta psihologu u srednjoj
$koli zbog navedenih disciplinskih pro-
blema. Alkohol povremeno konzumira
u drustvu vrSnjaka, probao je nekoliko
puta marihuanu, jednom ekstazi. Negira
devijantne seksualne fantazije i posebno
interesovanje za pornografiju. Navodi
da je u 16-0j godini imao prvi seksualni
odnosi sa vr$njakinjom za koji navo-
di da je bio dobrovoljan. Trenutno je u
emotivnoj vezi u kojoj do sada nije imao
seksualne odnose.

Podaci iz sudskog spisa: Prema sud-
skom spisu, protiv maloletnog je pokre-
nut krivi¢ni postupak jer je upotrebom
sile prinudio vr$njakinju na sa obljubom
izjednacen ¢in. Adolescent je doSao u
posed nagih fotografija zrtve preko pri-
jatelja. Poslao je adolescentkinji poruku
putem drustvene mreze da e njene fo-
tografije objaviti ukoliko ne dode na sa-
stanak sa njim i ne donese mu odredenu
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sumu novca kako bi fotografije izbrisao.
Na dogovorenom vidanju, uvece, u par-
ku, trazio je od adolescentkinje da imaju
oralni seks kako bi izbrisao fotografije.
Prema navodima Zrtve oSamario ju je
tom prilikom, vikao i pretnjama pri-
nudio na oralni odnos. Sutradan, istim
pretnjama ponovo je naterao ostecenu da
se sa njim vidi na istom mestu i oralno ga
zadovolji. Tada joj je rekao da ce sledeci
put imati seksualni odnos. Slede¢i dan
je poslao poruke istog sadrzaja, i tada se
zrtva prvo poverila drugarici, a zatim ro-
diteljima. Dogadaj je prijavljen policiji, a
delo kvalifikovano kao silovanje.

Forenzicki intervju: Tokom inter-
vjua maloletnik potvrduje da je zrtvi
slao navedene poruke i da su se dogada-
ji delom odvijali na navedeni nacin, ali
negira upotrebu fizicke sile. Navodi da
je adolescentkinja pristala na seksualni
odnos i da su nakon odnosa normalno
razgovarali. Navodi da je svestan da je
ucena trazenje oralnog seksa kako bi
izbrisao fotografije. Selektivno iznosi
odredene podatke, ,ne se¢am da li sam
trazio novac,...ne secam se da sam spo-
minjao seksualni odnos®, dodaje, ,,znao
sam da je ona laka devojka, da lako daje
sebe, zaklju¢io sam po tim fotografija-
ma“. Kaje se zbog svog postupka, mi-
sli da je nepromisljeno postupio, ali ne
izrazava empatiju prema Zrtvi. Navodi
da je popravio ponasanje u skoli i da se
distancirao od pojedinih vrsnjaka.

Psihicki status: Budne svesti, isprav-
no orijentisan u svim pravcima, mi-
$ljenja urednog po formi i sadrzaju,
pamcenje na novije i starije dogadaje je
globalno oc¢uvano, uz princip tzv. selek-
tivnog secanja na predmetne dogadaje.
Prisutna je tendencija maloletnog da
cenzurise i filtrira odgovore, na pojedi-
na pitanja odgovora »he znam, ne seCam
se,...rekao sam kako znam® Manifestuje
otpor, nepoverljiv je, preispituje utisak
koji ostavlja, na momente do nivoa ho-
stilnog stava. Pokusava da namece temu
razgovora i da dominira u odnosu na
ispitivace. RaspoloZenje je u granicama
urednog, ocuvanih je voljno-vitalnih di-
namizama. U celini, bez indikatora psi-
hopatologije.

Rezultati psiholoskih mernih instru-
menata: Maloletni intelektualno funkci-
oni$e na nivou prose¢nih intelektualnih
sposobnosti (VITI). Na skali samopro-
cene emocionalno-bihejioralnih proble-
ma (YSR) na svim subskalama dobijaju
se skorovi ispod nivoa klinicke znacaj-
nosti, odnosno maloletni ne ispoljava
psihopatoloske tendencije. Procena ba-
zi¢nih dimenzija licnosti (Velikih 5 plus
2), ukazuje na povisen skor na dimenziji
Agresivnost (T skor 63), koja sa odnosi
na manipulativno i kompetitivho pona-
$anja, snizen altruizam, nesardljivost i
hostilnost. Skorovi na ostalim bazi¢nim
dimenzijama licnosti (Neuroticizam,
Ekstraverzija, Savesnost i Otvorenost
prema iskustvu) su u okviru prose¢nih
vrednosti. Nesto su visi skorovi na ska-



li samoevaluacije Pozitivna valenca (T
skor 58), koja ukazuje na tendenciju ka
samoprecenjivanju, dominaciji, egocen-
tri¢noj poziciji. Rezultate ovog upitnika
treba uzeti u obzir sa rezervom, jer je re¢
o testu koji nije standardizovan na uzor-
ku mladih od 18 godina. Takode, re¢ je
o adolescentu koji se nalazi u procesu

razvoja li¢nosti i kognitivnih izvr$nih
funkcija, pa se ne moze govoriti o stabil-
nim i potpuno formiranim crtama li¢-
nosti. Rorsah test ukazuje na odsustvo
obelezja psihopatologije i na kontrolne
mehanizme li¢nosti u skladu sa ocekiva-
nim za uzrasnu fazu. Rezultati na J-SO-
AP-II prikazani su u Tabelil.

Tabela 1/ Table 1 J-SOAP II ajtemi i skorovi /J-SOAP-II items and scores

| Skala seksualnog nagona/preokupacije Skor/Score
/Sexual Drive/Preoccupation Scale (0-2)
Prethodne sudske presude za seksualne prestupe 0
/Prior Legally Charged Sex Offenses
Broj Zrtava /Number od Sexual Abuse Victims 0
Zrtva deéijeg uzrasta, muskog pola/Male Child Victim 0
Trajanje istorije seksualnih delikata/Duration of Sex Offense History 1
Stepen planiranja seksualnog delikta (delikata) 1
/Degree of Planning in Sexual Offense(s)
Seksualizovana agresija/Sexualized Aggression 1
Seksualni nagon i preokupacija/Sexual Drive and Preoccupation 0
Istorija seksualne viktimizacije/Sexual Victimization History 0
Il Skala impulsivnog antisocijalnog ponasanja Skor/Score
/ImpulsiveAntisocial Behavior Scale (0-2)
Konzistenost staratelja/Caregiver Consistency 0
Stalni bes/Pervasive Anger 1
Problemi ponasanja u $koli/School Behavior Problems 1
Istorija poremeéaja ponasanja/History of Conduct Disorder 0
Maloletnicko antisocijalno ponasanje/Juvenile Antisocial Behavior 0
Kriviéna prijava ili hapSenje pre 16-te godine 0
/Ever Charged or Arrested Before Age 16
Visestruki tipovi delikata/Multiple Types of Offenses 0
Istorija fizickih napada i/ili izloZenost porodi¢nom nasilju 1
/History of Psysical Assault and/or Exposure to Family Violence
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SkorScore

111 Skala Intervencije / Intervention Scale (0-2)
Prihvatanje odgovornosti za delo(a)/Accepting Responsibility for Offence(s) 1
Unutrasnja motivacija za promenom/Internal Motivation for Change 0
Razumevanje rizi¢nih faktora/Understands Risk Factors 1
Empatija/Empathy 1
Kajanje i krivica/Remorse and Guilt 1
Kognitivne distorzije/Cognitive Distortions 1
Kvalitet vrSnjackih relacija/Quality of Peer Relationships 1
IV Skala stabilnost sredine/prilagodjenosti SkorScore
/Community Stability/Adjustment Scale (0-2)
Upravljanje seksaulnim nagonom i Zeljom 0
/Menagment of Sexual Urges and Desire
Upravljanje besom/Menagment of Anger 0
Stabilnost trenutne Zivotne situacije/Stability of Current Living Situation 0
Stabilnost u $koli/Stability in School 0
Dokaz o pozitivnom sistemu podrske/Evidence of Positive Support Systems 0
Skala seksualnog nagona/preokupacije 19%
/ Sexual Drive/Preoccupation Scale Score
Skala impulsivnog antisocijalnog ponasanja 19%
/Impulsive Antisocial Behavior Scale Score
Skala Intervencije/Intervention Scale Score 42%
Skala stabilnosti sredine/prilagodjenosti 0%
/ Community Stability/Adjustment Scale
Staticki skor/ Static Score (I+11) 18,5%
Dinamiéki skor/Dynamic Score (l11+1V) 24%
Ukupni J-SOAP-II skor/Total J-SOAP-II Score 21%




DISKUSIJA

U slucaju adolescenta okrivljenog
za krivicno delo silovanje sprovedena
je procena rizika na zahtev suda, bazi-
rana na strukturisanom profesionalnom
pristupu, a radi donos$enja odgovaraju-
¢ih odluka u pogledu zakonskih mera i
oblika tretmana i resocijalizacije. Podaci
dobijeni J-SOAP-II skalom za procenu
rizika integrisani su sa klinickom ana-
lizom potreba adolescenta, protektivnih
faktora koji mogu umanyjiti rizik, licnih
okolnosti (npr. prisustvo psihopatolo-
gije, licnost) i interpersonalne situacije
adolescenta (porodi¢ne, Skolske, vrs-
njacke, partnerske okolnosti). Ovakav
pristup omogucava adekvatniju procenu
rizika, jer uvazava specificne okolnosti
mlade osobe. J-SOAP-II skala ima za-
dovoljavaju¢u pouzdanost i prediktivnu
validnost prema inostranim studijama, i
jedan je od najces¢ih instrumenata koji
se koristi u forenzickoj praksi u proceni
adolescenata ?22831321 § gbzirom da JSO-
AP-II skala jo$ uvek nije validirana na
nasoj populaciji, prilkom interpretacije
podataka dobijenih ovim instrumen-
tom imali smo u vidu ovo ogranicenje, i
procenu smo bazirali na svebuhvatnom
pristupu, odnosno na podacima iz razli-
¢itih izvora.

Cinjenje samo seksualnog delikta i
odsustvo generalnog faktora delinkven-
cije kod adolescenta u ovom slucaja uka-
zuju na smanjen rizik od opsteg delin-
kventnog recidivizma. Ovome u prilog

govoriinizak skor na J-SOAP-II subskali
Impulsivno/Antisocijalno Ponasanje od
19%. Podaci o problemima u ponasanju
adolesenta u vidu krsenja pravila u skoli,
konflikata sa vr$njacima i autoritetima
(nastavnici, otac) i povremene upotrebe
psihoaktivnih supstanci nemaju ucesta-
lost i kvalitet koji bi prevazilazio nivo
razvojno ocekivanog oponentnog, iza-
zivackog i antisocijalnog ponasanja za
adolescentnu fazu razvoja. Specifi¢nost
adolescentne faze razvoja jeste nagli po-
rast ucestalosti antisocijalnog i rizi¢nog
ponasanja kod adolescentne populaci-
je[**l. Takode, navedeni problemi po-
nasanja ne zadovoljavaju kriterijjume za
postavljenje dijagnoze poremecaja po-
nasanja (MKB-10, SZO)&.

U pogledu rizika od seksualnog re-
cidiva, adolescent ne daje podatke o
atipicnim seksualnim interesovanjima
ili devijantnim seksualnim fantazijama,
niti je njegov izbor Zrtve specijalizovan
(bira lako dostupne zrtvu, vr$njakinju),
$to ukazuje da nije re¢ o specijalizova-
nom ucionicu seksualnih delikata. Ovo-
me u prilog govori nizak ukupan skor
i niski skorovi na obe J-SOAP-II skale
(dinamickih i statickih faktora rizika)
koji sugeri$u nizak nivo rizika od sek-
sualnog recidiva. Niski skorovi na skali
rizika ukazuju da je deliktno ponasanje
maloletnog vise situaciono zasnovano i
uslovljeno adolescentnom fazom razvo-
ja. Adolescenciju karakteri$e intenzivan
psihoseksualni razvoj i budenje seksual-
nih interesovanja, pri ¢emu je povisen
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seksualni nagon cesto u neskladu sa ni-
voom psihosocijalne zrelosti adolesce-
nata. Adolescenti ¢esto nemaju dovoljno
seksualnog iskustva i znanja i nedovolj-
no su razvijenih socijalnih, interperso-
nalnih vestina, vaznih za uspostavljanje
partnerskih relacija, $to ih moze voditi
u rizi¢na seksualna pona$anjal®*l. Ne-
dovrseni procesi razvoja izvr$nih ko-
gnitivnih funkcija vode adolescente ka
nedovoljnoj samoregulaciji ponasanja,
ka nedovoljnom planiranju i anticipaciji
svojih postupaka i njihovih posledica®®.
Opisana razvojna obelezja imaju svoju
biolosku osnovu u nepotpuno razvi-
jenom prefrontalnom korteksu, odgo-
vornom za izvr$no funkcionisanje, po-
sebno na uzrastu do 18-te godinel***!,
Misljenja smo da se seksualno deliktno
ponasanje maloletnog javlja se u sklopu
adolescentne faze razvoja i uslovno re-
¢eno ,pogresnog eksperimentisanja“ sa
seksualnosc¢u, $to govori o povoljnijem
ishodu u pogledu recidivizma.

Sa druge strane, pri proceni rizika
potrebno je uzeti u obzir obelezja na
planu li¢nosti, a koja nisu deo postoje-
¢ih skala procene rizika. U ovom slucaju
uoceno je da maloletni ispoljava povisen
skor na dimenziji licnosti Agresivnost u
vidu snizenog altruizma, hostilnosti i
tendencije ka manipulativnom i kom-
petitivnom ponasanja. Hostilan stav i
teznja adolescenta ka dominaciji regi-
strovane su i neposrednom kontaktu sa
vestacima, ali ovo ponaSanje moze bitii
adolescentno zasnovano i predstavlja-

ti odbrambenu reakciju u odnosu na
proceduru vestacenja. Rizi¢an faktor za
ispoljavanje agresivnog ili hostilnog po-
nasanja kod adolescenta jeste njegova
izlozenost izvesnoj viktimizaciji u peri-
odu do desete godine zivota (konflikti
roditelja, agresivnost oca prema majci,
razvod). Brojne studije ukazuju na po-
vezanost averzivnih porodi¢nih okol-
nosti u detinjstvu i kasnije delinkvenci-
je, pa i seksualno deliktnog ponasanja.
Ova veza se objadnjava razlic¢itim me-
hanizmima: narusavanjem procesa us-
postavljanja emocionalne privrzenosti,
samoregulacije i posledi¢nim psihoso-
cijalnim deficitima, ali i modelovanjem
ponasanja od roditelja, tj. mehanizmima
socijalnog ucenjal®*. Izlozenost bra¢-
nom nasilju roditelja u detinjstvu pred-
vida agresivnost prema vr§njacima kod
adolescenata*!l.

U proceni rizika posebno je znacajan
odnos adolescenta prema zrtvi i sop-
stvenom deliktu. Adolescent ima ume-
reno izrazen skor na subskali Interven-
cija koja se odnosi na dinamicke faktore
rizika. Dobijeni skor ukazuje na uma-
njivanju sopstvene odgovornosti, prisu-
stvo kognitivnih distorzija usmerenih ka
degradaciji Zrve (,ona je laka devojka®),
odsustvo empatije prema zrtvi i neuvi-
danje potrebe za korekcijom stavova. U
cenjenju rizika od recidiva, pozitivno
je $to navedeni dinamicki faktori rizika
mogu biti podlozni promeni i tretmanu.
Takode, prose¢ni kognitivni potencijali
maloletnog, uredan obrazovni status,



podrska porodice, podrska strucnjaka
centra za socijalni rad, prosocijalni vrs-
njaci, odsustvo oblezja psihopatologije i
opsteg delinkventnog faktora su protek-
tivni faktori u funkcionisanju malolet-
nog.

Uzimajudi u obzir sve navedene po-
datke, misljenja smo da ovaj slucaj za-
hteva ogranicenu intervenciju i manje
intenzivnu superviziju, odnosno in-
tervencije iz oblasti otvorenog sistema
zastite. Medutim, odnos adolescenta
prema svom deliktu i Zrtvi, odrede-
na obelezja na planu razvoja li¢nosti i
karakteristike dela (ponavljanje dela,
verbalna prinuda, a prema iskazu Zr-
tve i fizicka, elementi planiranja dela)
sugeriSu da je nuzno ukljuciti malolet-
nog u psihoedukativni tretman. Ciljeve
tretmana je poZzeljno usmeriti na uspo-
stavljanje primerenog seksualnog po-
nasanja i granica, na trening socijalnih
vestina, kontrolu impulsa, vestine par-
tnerskog upoznavanja i zabavljanja, kao
i na unapredenje prosocijalne empatije.
Bitan aspekt tretmana odnosio bi se na
korekciju kognicija kojima se opravdava
seksualno deliktno ponasanje i degradi-
ra zrtva kroz kognitivno-bihejvioralni
pristup!®l,

U odnosu na zadatak vestacenja u po-
gledu procene dudevne zrelosti malolet-
nog, zakljucili smo da su socio-emocio-
nalno funkcionisanje, kontrola impulsa
i nivo afektivne stabilnosti adolescenta
u okvirima uzrasno ocekivanog, da je
njegov obrazovni status uredan, da u

dosadasnjem toku razvoja nije poka-
zivao obelezja psihopatologije, $to uz
prose¢no intelektualno funkcionisanje,
ukazuje da duSevna zrelost maloletnog
odgovara uzrastu.

ZAKLJUCAK

Klju¢ni deo forenzicke evaluacije
adolescenata koji ucestvuju u seksualno
nasilnom ponasanju jeste procena rizika
od recidiva. Najdominantniji pristup u
forenzickoj praksi u nasoj, ali i inostra-
noj sredini, jeste procena rizika zasno-
vana na nestrukturisanoj (slobodnoj)
proceni i sudenju forenzickih klinicara.
Znacajnu vec¢u pouzdanost i validnost
ima strukturisani profesionalni model
procene rizika od seksualnog recidiva,
na kome smo se bazirali u ovom prika-
zu slucaja. U slucaju adolescenta koji je
ucinio seksualni delikt procenjeni nivo
recidiva, na osnovu razmatranja sta-
tickih i dinamickih faktora rizika, ali i
protektivnih faktora, ukazuje na global-
no nizak rizik od generalnog i seksual-
nog recidiva. Medutim, nesto izraZenije
prisustvo dinamickih faktora (odnos
prema delu i zrtvi) i karakteristike dela
(ponavljanje dela, elementi planiranja,
kori$¢enje prinude) upucuju na vaznost
sprovodenja psihoedukativnog tretma-
na adolescenta u cilju prevencije mogu-
¢eg buduceg maladaptivnog ponasanja
u patnerskim relacijama.
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Abstract

One of the most important roles of
mental health professionals in the fo-
rensic evaluation of the adolescent sex
offenders is to assess the risk of future
delinquent behavior. A psychiatric and
psychological expertise of a 17-year-old
male adolescent, who was accused of
rape, was conducted at court’s request
in order to determine the maturity of
the juvenile, the risk of reoffending and
the need for treatment. The current case
report demonstrates risk assessment
based on the structured professional
evaluation. This approach integrates
clinical with empirical knowledgeand
it has been proven highly useful in risk
assessment of sexual recidivism in ad-
olescent sex offenders. The assessment
was based on the integration of tha data
obtained from the structured risk as-
sessment tool Juvenile Sex Offender As-



sessment Protocol-II (JSOAP-II,Prentky
and Righthand, 2003) and data based on
standard professional expertise by fo-
rensic clinicians. The aim of the present
case report was to show the advantages
of a structured approach to risk assess-
ment in adolescent sex offenders, as well
as to assess the practical implications
related to appropriate case management
and the need for treatment.

Key words: adolescence, sexual
offences, recidivism, risk factors
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Sazetak

U radu je prikazan placebo i nocebo
efekat koji se javlja u analgeziji sa osvr-
tom na to kako da se prepoznaju i raza-
znaju u klinicoj praksi uz prikaz nekih
psiholosko-psihijatrijskih elementa pla-
cebo i nocebo efekta. Definicija place-
bo analgezije podrazumeva umanjenje
bola usled primene inertne supstance
sa informacijom da supstanca efikasno
ublazava bol. Za sada nije potpuno ja-
san mehanizam dejstva placeba, pa ni u
analgeziji, ali se na osnovu brojnih istra-
zivanja i velikog klinickog iskustva pret-
postavlja da postoje izvesni psiholoski i
psihijatrijski faktori koji se povezuju sa
placebo efektom. S druge strane, noce-
bo efekt predstavlja mogucnost da se
javi negativno uverenje i o¢ekivanje koje



prouzrokuje $tetu, to jest lo$ efekt i Steta
u organizmu. Dakle, nocebo predstavlja
efekat negativnog ocekivanja od tretma-
na. Na zalost, za razliku od istrazivanja
mehanizma nastanka placebo efekta,
nije bilo istrazivanja koja bi ukazala na
psiholosko/psihijatrijske ~ mehanizme
nastanka nocebo efekta. Sve u svemu,
na osnovu velikog iskustva i na osnovu
brojih studija koje su uradane moze da
se dode do zakljucka da se i placebo i
nocebo sre¢u u svakodnevnoj lekarskoj
praksi. Koliko ¢e biti intenzivni zavisi
od puno faktora. Zbog toga je vazno da
ih pravilno prepznamo i konroliSemo
u radu s pacijentima. Dalja istrazivanja
mogu imati duboke implikacije za razu-
mevanje ovih fenomena ali i na klinicka
ispitivanja i medicinsku praksu, kao i za
farmakoloske i psihosocijalne tretmane
i intervencije.

Kljucne reci: placebo, nocebo,
psihijatrija, analgezija

IZJAVA O KONFLIKTU INTERESA

Ne postoji konflikt interesa.

ISTORIJAT POJMA
PLACEBO

Re¢ placebo potice od latinskog izra-
za placere, $to znaci svideti se, odnosno,
udovoljiti, usreciti. Pojam placebo se prvi
put srece u Biblijskim spisima u izrazu
"Placebo Domino" §to u prevodu znaci
udovoljiti Gospodu. Ovaj pojam se tada
odnosio na hri$¢anske vernike, posvece-
ne religiji, koji veruju da udvoljavanjem
Gospodu mogu sebi da obezbede miran
i spokojan zivot na ovom i na onom sve-
tu. Interesantno je da je pojam placebo
upotrebljen i u 14. veku a odnosio se na
osobe koje su prisustvovale sahranama
kao ozalo$éene osobe a da to, u stvari
nisu bili tj., one osobe koje bi se pravile
da zale i oplakuju preminulog za vreme
sahrana, a kao naknadu bi dobijali hra-
nu i pice. To je, zaprvo, znacilo da su na
lazan nacin sebi obezbedivali neke pri-
viligije. Medutim, u medicini se pojam
placebo pojavljuje tek u drugoj polovini
18. veka u Novom Medicinskom Re¢ni-
ku, opisujuci pseudomedicinsku praksu
koja tezi da "udovolji" pacijentu umesto
da ga izleci.

Placebo efekat se kao termin u svom
danasnjem znacenju pojavljuje tokom
Drugog svetskog rata. Naime, bostonski
hirurg Bicer (Beecher) je, dok je boravio
kao lekar na italijanskom ratistu, prime-
tio da vojnici povredeni u ratu znacajno
manje trpe od svojih rana u odnosu na
pacijente iz civilstva sa slicnim povre-
dama u mirnodopskim uslovima’.. On
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je tu pojavu objasnio time da su ranjeni
vojnici kasnije postedeni od daljeg uce-
stvovanja u ratnim operacijama, ¢ime
mogu da sacuvaju svoj zivot, za razliku
od civila u mirnodopskim uslovima ko-
jima povrede znac¢ano uti¢u na umanjen
kvalitet buduceg Zivota. Pored toga, on
je primetio da se bolno osecaji ranje-
nih vojnika mogu umanjiti primenom
najjednostavnijeg fizioloskog rastvora
(umesto pravih analgetika) ali samo u
situacijama kada ranjenici nisu upuce-
ni u ovu “prevaru’. Naime, u odsustvu
medikamenata u ratnim uslovima, on je
ranjenim vojnicima aplikovao infuzije
fizioloskog rastova uz napomenu da je
to morfijim koji ¢e da im umiri bolove.
Rezultat je bio iznenadujuce povoljan
jer su vojnici, u vecini, zaista imali uma-
njenje bola kao rezultat terapije.

Definicija placeba

Danas je izraz placebo usao u opstu
primenu u medicini i odnosi se na spe-
cifican efekat koji nastaje kada se paci-
jentu (ili subjektu u studiji) daje nekti-
van/lazan lek, odnosno, supstanca koja
nema efikasno farmakolosko dejstvo na
organizam pri ¢emu pacijent nije upu-
¢en u detalje ove intrevencije, odnosno,
on ostaje u uverenju da prima lekovito
sredstvo?. Ova pojava se koristi najvi-
$e u istrazivanjima novih lekovitih sup-
stanci kada se istrazivanje vr$i na vise
grupa ispitanika:

o Kod jedne grupe ispitanika prime-

njuju se prave lekovite supstance a
o Kod druge grupe ispitanika prime-

njuju se supstance iste po obliku, boji

i ukusu kao prve lekovite supstance

ali koje nemaju farmakoloski efekat,

koji subjektima istrazivanja nije po-
znat.

U analizi rezultata istrazivanja kom-
pariraju se efekti dejstva pravih lekovitih
suspstanci i onih koje to nisu.

Definicija placebo analgezije podra-
zumeva umanjenje bola usled primene
inertne supstance sa informacijom da
supstanca efikasno ublazava bol.

Mehanizam dejstva
- kako deluje placebo?

Za sada nije potpuno jasan mehani-
zam dejstva placeba, pa ni u analgeziji,
ali se na osnovu brojnih istrazivanja i ve-
likog klinickog iskustva pretpostavlja da
postoje izvesni psiholoski i psihijatrijski
faktori koji se povezuju sa placebo efek-
tom. Izmedu ostalog, pokazalo se da je
efekat placeba direktno povezan sa oce-
kivanjem pacijenta”. Dakle, preduslov
pojave placebo efekta je da pacijent ne
zna da prima inertnu supstancu ve¢ da
je uveren da prima stvarni lek. To znaci
da ako osoba ocekuje pozitivan efekat
supstance moze da se dogodi da dode do
pozitivnog efekta samo na osnovu oce-
kivanja. Pored toga, efekat ocekivanja (a
time i placebo efekat) moze da se se po-
jaca faktorima kao $to su®:

o Postojanje razlika u izgledu tj., u



boji i veli¢ini pilula, $to znaci da se

kod nekih pacijenata odrdena boja

i izgled leka povezuje sa pozitivnim

ocekivanjem njegovog dejstva (i kao

anegdota Cesto se spominje promena

forme leka Brufen® iz roze drazeje u

belu tabletu, koja je uslovila slabije

desjtvo kod nekih pacijenata),

o efekat ,prvog utiska“ koji podrazu-
meva da ucesnike placebo kontroli-
sane studije doceka lekar/medicinska
sestra u belom mantilu, umesto da ih
doceka devojka obucena u farmerke
i obi¢nu majcu, ¢ime dobija osecaj
ozbiljnosti i profesionalnosti a time i
uspesosti tretmana ili

o koriS¢enje intervencija poput aplika-
cije injekcija umesto per os primene
leka, uz uverenje da su injekcije delo-
tvornije od tableta.

Crte li¢nosti. Istrazivanja pokazuju
da su izvesne oobine li¢nosti, koje su
povezane sa dopaminergickim funkci-
jama, povezane sa placebo analgetskim
efektom!®. Medu njima se izdvajaju: a)
trazenje novina, b) izbegavanje Stete i
c) reakcija na nagrade!®. To znaci da su
osobe sa viSe izraZzenim navedenim cr-
tama licnosti podloznije placebo efektu
od onih kojima su ove crte li¢cnosti ma-
nje izrazene. Pored toga, analiza crta li¢-
nosti koje se detektuju NEO-P-R upit-
nikom ukazuju na odredene osobine
licnosti koje su prediktori reakcije pla-
ceba na bol®: a) visoka ego-otpornost,
b) visok NEO altruizam, c) visoka NEO
usmerenost i d) niska NEO bes i ljutnja.

To znaci da osobe koje imaju navedenu
kombinaciju crta licnosti detektovanu
NEO PI-R upitnikom pokazuju veci ste-
pen reagovanja na placebo.

Teorije ucenja. Pored izvesnih oso-
bina li¢nosti koje se povezuju sa placebo
efektom, smatra se i da ucenje moze da
ima znacajan uticaj na placebo efekat.
Naime, odredene teorije ucenja ukazuju
da su inertne supstance, koje su se pret-
hodno povezivale sa efikasnim lec¢enjem,
takode sposobne da generiSu placebo
efekte kroz postupke ucenja”. Tako, na
primer, teorija ucenja po tipu klasi¢nog
uslovljavanja ukazuje da postoji pove-
zanost uslovne i bezuslovne drazi. To
znaci da ukoliko je pacijent primio lek
koji je pored Zeljenog dejstva (na pri-
mer, analgezija — bezulovna draz) imao
i sporedni efekat (na primer, osecaj za-
renja u ustima kada popije lek — uslovna
draz) u sledecoj situaciji kada bude uzeo
neki lek koji uslovljava osecaj zarenja u
ustima kada popije lek moze da se javi
i ose¢aj umanjenja bola/analgezija po
principima klasi¢nog uslovljavanja. Po-
red toga, mehanizam ucenja po tipu op-
servacije moze da uslovi pojavu placebo
efekta [8]. Naime, posmatranje drugih
pacijenata kojima odredeni lek pomaze
(na primer, analgetsko delovanje) moze
da uslovi pojavu placebo efekta, tj., da
i taj pacijent dozivi isti efekat leka (na
primer, analgetsko delovanje) koji je pri-
metio i kod drugih pacijenata. Na kraju,
postoji spekulacija i da operantno us-
lovljavanje moze da bude odgovorno za
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pojavu placebo efekta®. Naime, operan-
tno uslovljavanje podrazumeva ucenje
na osnovu posledica. Na primer, ako je
lek pacijentu jednom pomogao i uma-
njio simptome (na primer bol) pacijent
ima ocekivanje (koje uslovljava placebo
efekat) da ce taj isti lek ponovo da mu
pomogne kada ga bude uzeo.

Sta je problem s placebom?

Pored povoljnih efekata koji poka-
zuje placebo, postoje i brojni negativni
efekti koji mogu da se jave nakon nje-
gove primene. Jedna od glavnih nepo-
voljnih karakteristika placeba je to $to
ne utice na tok bolesti. Naime, poznato
je da rezultat koji se postize efektom
placebo supstance dovodi do toga da se
neki pacijenti u odredenim periodima
osecaju bez tegoba i bez bola ali da sam
rezultat dejstva placeba ne remeti zna-
¢ajno tok bolesti?. To znadi da je uma-
njenje simptoma koje je postignuto pla-
cebo efektom samo privremeno i da se
moze se koristiti samo kratokoro¢no za
umanjenje simptoma, ali ono ne moze
da bude dugorocno jer se, prakti¢no, ne
moze koristiti za otklanjanje uzroka bo-
lesti tj., kao prava terapija bolesti.

Drugi problem s placebom, pored
toga $to ne utice na tok bolesti, je taj
§to ima ograniceno trajanje'’. Izmedu
ostalog postojalo je uverenje da je le-
¢enje placebom idealno za ,umisljene
bolesnike® tj., za osobe obolele od hipo-
hondrije. Medutim, i to se efakat placeba

pokazao kao kratoktrajan i ne kao po-
uzdano sredstvo na koje se lekar moze
osloniti u terapiji hipohondrije.

Tre¢i problem u primeni placebo
efekta je nepredvidivost. Naime, poka-
zalo se da je efekt placebo terapije vrlo
tesko reproduktivati i vrlo je neizvesno
kako ¢e pacijent reagovati na primenu
placeba. To znaci da neki ljudi iako
imaju informaciju da dobijaju placebo
umesto leka, ipak, ponekada imaju in-
tenzivno uspesnu placebo reakciju, dok
drugi ljudi koji iamju uverenje da pri-
maju pravi lek, ipak, ne dobijaju oceki-
van pozitivan rezultat.

Na kraju se postavlja pitanje: Ako
placebo moze donekle da leci ¢oveka tj.,
da mu povremeno umanji simptome,
kako mozemo da procenimo kakav je
objektivan rezultat primene leka? Jedi-
ni mogu¢i odgovor na ovu dilemu je da
moramo da radimo puno istrazivanja
koja bi poredila efikasnost lekovite sup-
stance u odnosu prema placebo efektima
jer tek na taj na¢in mozemo da dodemo
do pravilnog odgovora, uz saznanje da
se u savremenoj medicinskoj praksi efe-
kat placeba ne moze Cesto koristiti, bar
ne kao uspes$no terapijsko sredstvo te da
je, zbog kratkotrajnosti i nepredvidivo-
sti, sistemati¢na primena placeba prak-
ticno nemoguca.

Definicija pojma nocebo

Dakle, efekat placeba moze da utice
na uverenje pacijenta da ¢e mu biti bolje



— ukoliko on veruje da ¢e lek koji uzima
moze da pomogne, on ¢e verovatno biti
uspesan u lecenju, ali ako veruje da ce
da pravi problem ili $tetu, lek moze da
prouzrokuje lose efekte, $to je poznato
kao nocebo efekat. Najjednostavniji pri-
mer je kada pacijent ¢ita sve informacije
o nezeljenim efektima leka, uz uverenje
da ¢e mu se dogoditi ovakvi nezeljeni
efekti, vrlo verovatno i moze da ih oseti i
pocinje da ih oseca.

Nocebo efekt predstavlja sposobnost
negativnog uverenja i predosecaja koje
pouzrokuje Stetu, to jest lo$ rezultat u
organizmu, odnosno, nocebo predstav-
lja efekat negativnog ocekivanja od tre-
tmanal'. Sinonimi su negativan pla-
cebo efekat, placebo nezeljena reakcija,
placebom indukovana nuspojava, nega-
tivan placebo odgovor i antiplacebo. A
da bi se razumeo pojam noceba, koji je
suprotan pojmu placeba, najbolje je pri-
kazati primer. Tako je ucesnicima u jed-
nom istrazivanju ukazano da ¢e doziveti
neprijatnu draz, tj. da ¢e da im pustaju
elektri¢cnu energiju niskog intenziteta
kroz glavu i da to moze da izazove bol u
glavil'?. Tokom istrazivanja subjektima
nije bila pustena elektri¢na energija a,
ipak, viSe od polovine ispitanika je prija-
vilo da je dobilo bol u glavi. Ili, u drugoj
studiji je grupi pacijenata data zagecerna
voda uz informaciju da je to supstanca
koja izaziva povracanje. Po zavr§enom
eksperimentu 80% grupe je povracalo
$ecernu vodu!'?.

Efekat noceba

Nocebo je prisutan i u realnim uslo-
vima medicinske prakse. Vecini prakti-
¢ara je ve¢ poznato da intenzivnija ne-
gativna percepcija terapije kod pacijenta
uslovljava jaci nocebo odgovor tj. manji
odgovor na terapiju i veci broj prijavlje-
nih sporednih efekata. U praksi se naj-
Ce$ce srece primer da se pacijent infor-
mise o nezeljenim efektima terapije koju
oc¢ekuje da ¢e da prima ili je ve¢ poceo
prima (najcesc¢e na internetu) i nakon
toga pocinje da veruje da su isti ti neze-
ljeni efekti prisutni i kod njega!'!l. Tako,
fenomen noceba se moze manifestovati
u dva oblika: u specifi¢cnom obliku kada
pojedinac ocekuje odredeni/specifi¢an
negativan ishod i taj ishod posledi¢no
nastaje, i u opstem obliku kada je poje-
dinac difuzno pesimisti¢an i ima neja-
sna negativna ocekivanjal'l.

Na zalost, za razliku od istrazivanja
mehanizma nastanka placebo efekta,
nije bilo istrazivanja koja bi ukazala na
psiholosko/psihijatrijske ~ mehanizme
nastanka nocebo efekta. Ipak postoje
faktori koje se povezuju sa vedim in-
tenzitetom nocebo efekta. Ovi faktori
rizika mogu se klasifikovati kao karak-
tristike lekara, karakteristike pacijenata,
faktori u vezi sa lekovima, karakteristike
zdravstvenog okruzenja i faktori pove-
zani sa procesom bolesti®’. Medu njima,
interakcija izmedu pacijenta i lekara u
vreme pregleda i terapije ima najveci ka-
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taliticki uticaj na razvoj nocebo efekata.
Nocebo utice na pacijente svih uzrasta,
ali nedavna meta-analiza ukazuje na to
da su zene podloznije od muskaraca!'.
Pored toga, pacijenti sa somatizacijom,
depresijom i anksioznim poremecajima,
hroni¢nim bolom, kognitivnim ostece-
njem ili jezickim barijerama imaju vec¢u
predispoziciju za pojavu nocebo efek-
tal”l. Istorija Stetnih efekata prethodnog
lecenja i oscilirajuci tok bolesti sa neu-
spehom u viSe linija terapije rezultira
negativnim uslovljavanjem, $to takode
dovodi do nocebo efekata**!.

Zbog toga su potrebna dalja istrazi-
vanja da bi se razumeli psiholoski pre-
diktori nocebo efekata koji potencijalno
omogucavaju predvidanje nespecifi¢cnih
nezeljenih efekata vezano za primenu
neke terapije. Ipak, utisak je da efekt
placeba moze da bude uspesan od tre-
¢ine do polovine slucajeva a da je noce-
bo efekt primetan u neverovatnih 55%
do ¢ak 100% ispitanika''. Ovo sugerise
da smo, kao ljudska bi¢a, mnogo vise
podlozniji negativnoj sugestiji i nocebo
efektu za razliku od pozitivne sugestije i
placebo efektal'”). To znadi da je istinita
sentenca: ,,Ako verujem da Steti, onda
sigurno i $teti!*

Zakljucak

Svaki medicinski ili psihosocijalni
tretman ima dva sastavna faktora koji
se odnose s jedne strane, na specifi¢ne
efekte tretmana i, s druge starne, koji se

odnosi na kontekst lecenja, individualnu
percepciju, subjektivno znacenje i psiho-
loski odgovor. Sve u svemu, na osnovu
velikog iskustva i na osnovu brojih stu-
dija koje su uradane moze da se dode do
zakljucka da se i placebo i nocebo sre¢u
u svakodnevnoj lekarskoj praksi. Koliko
¢e biti intenzivni zavisi od puno faktora
a u upotrebnom smislu placebo moze
da bude dobar sluga a nocebo moze da
bude zao gospodar. Zbog toga je vazno
da ih pravilno prepoznamo i konroli-
$emo u radu s pacijentima. Dalja istra-
zZivanja mogu imati duboke implikacije
za razumevanje ovih fenomena ali i na
klinicka ispitivanja i medicinsku praksu,
kao i za farmakoloske i psihosocijalne
tretmane i intervencije.



PLACEBO AND NOCEBO -
PSYCHIATRIST VIEW

Milan Latas

Clinic of Psychiatry
University Clinical Centre of Serbia,
Belgrade, Serbia
Faculty of Medicine,
University of Belgrade,
Belgrade, Serbia

doi: 10.5937/engrami43-35138
Received on January 15, 2022
Accepted on January 15, 2022
Online January 15, 2022

Abstract

The paper presents the placebo and
nocebo effects that occur in analgesia
with a review of way how to recognize
them in clinical practice and with the
presentation of some psychological and
psychiatric elements of the placebo and
nocebo effects in clinical practice. The
definition of placebo in analgesia im-
plies the reduction of pain due to the use
of an inert substance with the informati-
on that the substance effectively relieves
pain. For now, the mechanism of action
of placebo is not completely clear, even
in analgesia, but based on numerous stu-
dies and extensive clinical experience, it
is assumed that there are certain psyc-
hological and psychiatric factors that are
associated with the placebo effect. On
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the other hand, the nocebo effect repre-
sents the ability of negative beliefs and
expectations that cause harm/a negative
effect in the body. Thus, nocebo repre-
sents the effect of negative expectations
from treatment. Unfortunately, there
was no research that would indicate the
psychological / psychiatric mechanisms
of the nocebo effect i clinical practice.
Overall, based on extensive experience
and based on a number of studies that
have been done, it can be concluded that
both placebo and nocebo meet in every-
day medical practice. How intense it will
be depends on many factors. That is why
it is important to properly recognize and
control them when working with pa-
tients. Further research may have pro-
found implications for understanding
these phenomena.

Key words: Placebo, nocebo,
psychiatry, analgesia
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Prof. dr
ALEKSANDAR DAMJANOVIC

Beograd, 19.04.1963 - Beograd, 25.10.2021

Prof. dr Aleksandar Damjanovic,
neuropsihijatar, redovni profesor na Ka-
tedri za psihijatriju, Medicinskog fakul-
teta, Univerziteta u Beogradu, preminuo
je 25. oktobra 2021. godine u 58. godini.

U vremenu preispitivanja dometa
medicine, ljudskih moguénosti, vredno-
stiimorala, uvremenu svetskih nau¢nih,
socio-kulturnih i politickih promena, u
godini koja je bila obelezena bez sumnje
najve¢im medicinskim izazovom na po-
cetku XXI veka, godini saznavanja i sa-
zrevanja u svim dimenzijama, napustio
nas je dr Aleksandar Damjanovi¢, re-
dovni profesor na Katedri za psihijatriju
Medicinskog fakulteta u Beogradu i na-
¢elnik Centra “Prof. dr Vladimir Vuji¢”,
Klinike za psihijatriju Univerzitetskog
Klinickog centra Srbije, mentor i ucitel;.
Prof. Damjanovi¢ je tokom svog radnog
veka bio posvecen Zivotu, ljudima, zavi-
rujuci u dusu, ali se nije plasio da zadje
u smrt, gubitak, bol, tugu, te je njegov
odlazak nakon teske bolesti, u godini ve-
likih prevrata, bio donekle nalik njemu
- emocionalan, upecatljiv i bez daha.

Ukoliko na kraju necijeg zivotnog

puta moze da se podvuce linija i da se
stvari saberu, oduzmi i neciji Zzivot,
delo, misao i teznja svedu na broj, prof.
Damjanovi¢ bi i u formalnom smislu
(spram sustine koju je toliko cenio), bez
sumnje, bio medju retkima. Tokom svo-
jih pedeset i osam godina Zivota, dr Da-
mjanovic je ¢ak dvadeset i sedam posve-
tio radu sa pacijentima prvo kao klinicki
lekar na specijalizaciji iz neuropsihijatri-
je uBolnici “Dr Laza Lazarevi¢”, a potom
i kao psihijatar Klinike za psihijatriju, a
kasnije i nacelnik Odeljenja za afektivne
poremecaje, nacelnik Centra “V.EVuji¢”
i direktor Klinike za psihijatriju. Klini-
ku za psihijatriju napustio je prerano
sa mesta nacelnika stacionara Klinike i
nacelnika Odeljenja za afektivne pore-
mecaje. Prof. Damjanovi¢ nesebicno je
delio znanje prenoseci ono $to je i sam
prethodno naucio od velikana sa kojima
je radio, nastavljajuci na najbolji nacin
srpsku $kolu bioloske psihijatrije i psi-
hofarmakoterapije. Posvetio je godine
rada sa studentima, stekavsi sva zvanja
od asistenta do redovnog profesora na
Medicinskom fakultetu u Beogradu, a
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predavao je na osnovnim studijama me-
dicine, magistarskim, doktorskim kao i
specijalistickim studijama. Tokom svog
rada objavio je skoro 300 bibliografskih
jedinica, o kojih su ¢ak 6 bile autorske
knjige kojima se mozda najvise i pono-
sio.

Prof. Damjanovi¢ vazio je za eksperta
prvenstveno u oblasti bioloske psihija-
trije (fenomenologija psihoti¢nih i afek-
tivnih poremecaja, ciljana i specifi¢na
farmakoterapija, genetika), uz poseban
naglasak na specificne aspekte antipsi-
hoti¢ne terapije, kao i istrazivaja afektiv-
nih poremecaja. Paralelno sa navedenim
istrazivanjima i klinickim radom, rad dr
Damjanovica fokusirao se i na filozofske
i kulturoloske elemente koji svoje mesto
nalaze u okviru psihijatrije. Prof. Da-
mjanovic¢ bio je angazovan u sprovodje-
nju slozenih dijagnostickih, terapijskih i
preventivnih procedura koje ukljucuju
savremeni, integrativni, multimodalni
farmakoterapijski pristup lecenju afek-
tivnih i psihoti¢nih poremecaja, a uce-
stvovao je u kreiranju i implementaciji
prvih farmakoterapijskih vodica u ze-
mlji. O njegovom Zivotnom putu dodat-
no govori i to §to je bio ¢lan Udruzenja
knjizevnika Srbije. Prof. Damjanovi¢ je
bio predsednik Stru¢ne republicke ko-
misije za mentalno zdravlje, predsednik
Psihijatrijske sekcije Srpskog lekarskog
drustva, ¢lan Uredjivackog odbora “En-
grama’, a u jednogodi$njem periodu i
urednik ¢asopisa.

Odlaskom prof. Damjanovica Klini-

ka za psihijatriju, psihijatrijska zajednica
i srpska medicina izgubile su akademski
i intelektualni uzor, ali i mnogo vise.
Svojom erudicijom, znanjem, ljudskom
$irinom, spremno$c¢u da razume na pra-
vi i potpuni nacin duse onih koje je le-
¢io, koje je ucio i sa kojima je radio dr
Damjanovi¢ je ne bez razloga postao
vertikala znanja, autenti¢nih vrednosti i
postovanja onoga $to se oduvek smatra-
lo klasi¢cnom medicinom.

Oni koji su ga poznavali kao prijatelja
i kolegu opisali bi ga kao slobodnomi-
sleceg, intuitivnog, u ve¢noj borbi sa sa-
mim sobom i prevazilazenjem onoga §to
je ogranicenje i datost samog zivota. Bez
sumnje bi ga opisali i kao besprekornog
dijagnosticara, integrativnog poznava-
oca medicine, ¢oveka ostre i ta¢ne reci
¢iju su uvremenjenost ponekad i nena-
merno sputavale samo bogate emocije.

Njegovi djaci opisali bi ga kao okosni-
cu akademskih vrednosti, jedinicu zna-
nja, merilo onoga $to se u medicini, bez
obzira na starost, iskustvo, pol i poreklo
smatralo oduvek svetim - znanje, posve-
¢enost i odnos prema pacijentima. Prof.
Damjanovi¢ bio je usmeren u onome $to
bi se u struci moglo definisati kao malo-
brojno, dugovecno, kreativno, sustinsko.
Iako se sa ove distance ne moze reci da
mu je budu¢nost bila saveznik, sigurno
mu jeste bila jedini adekvatni savreme-
nik.

I kako biografije harizmati¢nih, da-
rovitih, slojevitih i u svakom smislu silo-
vitih ljudi i istih takvih dela ostaju trajne



zabelezbe prilika koje su oblikovale jed-
no vreme, ali i samu profesiju ¢iji su bili
nosioci ostaje da budemo ponosni i za-
hvalni na tome $ta je i koliko prof. Alek-
sandar Damjanovi¢ pruzio studentima,
kolegama i srpskoj psihijatriji.

“...ja se spremam da ustanem sa svo-
je sofe i nekud krenem. Jedino §to se u
ovom trenutku jo§ samo iskreno dvou-
mim, da li da se utopim u sivilo prasko-
zorja odlazedi na obliznji dunavski kej ili
samo jednostavno nestanem u nistavilu
koje predskazuje svaku buducu no¢ i
koja sam ovog ranog jutra proglasio za
jedini oblik prostorno-vremenske egzi-
stencije.

U delu “Dnevnik nesanice” nalaze se
biografski podaci, vazni segmenti li¢cnog
i razvojnog za personu dr Damjanovica,
za kraj ovog omaza jo$ jednom ih deli
sa nama.

Neka mu je vec¢na slava i hvala!

Maja Pantovi¢-Stefanovi¢
Srdan Milovanovié
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Akademik prof. dr
SLOBODAN LOGA

Drvar, 1.1.1936 - Sarajevo,4.12.2021.

Slobodan Loga roden je 1936. godine
u Ostrelju, Drvar. Osnovnu skolu, gimna-
ziju i Medicinski fakultet zavrsio je u Sa-
rajevu.

Specijalizirao je neuropsihijatriju
1966. godine. Postdiplomske studije ek-
sperimentalne medicine pohadao je na
Medicinskom fakultetu Univerziteta u
Sarajevu (1967-1969), a postdiplomski
kurs iz klinicke psihofarmakologije na
Institutu za farmakologiju Medicinskog
fakulteta Karlovog Univerziteta u Pra-
gu (1969-1970). Magistarski rad (1969)
i doktorsku tezu (1973) odbranio je na
Medicinskom fakultetu Univerziteta u
Sarajevu.

Mentor doktorskog rada (projekat re-
alizovan na University of London - UK)
bio mu je Malkolm Lejder (Malcolm La-
der), jedan od najistaknutijih istrazivaca
u podrucdju klinicke psihofarmakologije.

Univerzitetsku karijeru zapoceo je
kao asistent na Institutu za psihijatriju u
Londonu (stipendija British Council), a
nakon izbora u docenta i vanrednog pro-
fesora, stekao je zvanje redovnog profe-

sora (1986) na Medicinskom fakultetu u
Sarajevu. Od 1986. do 2000. godine bio
je Sef Katedre za neurologiju, psihijatriju
i medicinsku psihologiju Medicinskog fa-
kulteta Univerziteta u Sarajevu.

Predavao je Pravnu medicinu na
Pravnom fakultetu i Sudsku psihopato-
logiju na Fakultetu kriminalistickih na-
uka Univerziteta u Sarajevu. U periodu
od 1989. do 1991. godine bio je prorek-
tor Univerziteta u Sarajevu. Za profesora
emeritusa na Univerzitetu u Sarajevu
izabran je 2005. godine. Predavao je, po
pozivu, na postdiplomskim studijama
na univerzitetima u Evropi, Aziji i SAD.
Bio je koordinator na postdiplomskim
studijama Mentalno zdravlje u zajednici
(Tempus program s partnerskim univer-
zitetima u Italiji, Engleskoj, Austriji i Slo-
veniji) i Decija i adolescentna psihologija
i psihijatrija (partner Umea Univerzitet
u Svedskoj). U magistarskim studijama
Drzavni menadZzment i humanitarni po-
slovi u organizaciji Univerziteta u Saraje-
vu, Beogradu i Rimu (La Sapienza) bio je
jedan od nosilaca modula.

br. 2
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Bio je voditelj modula Mentalno
zdravlje na Medicinskom fakultetu Uni-
verziteta u Sarajevu. Brojni lekari su pod
njegovim mentorstvom specijalizirali
neuropsihijatriju i radili magistarske
radove i doktorske teze. Obavljao je niz
stru¢nih funkcija, od lekara opste me-
dicine, preko $efa Odsjeka bioloske psi-
hijatrije i $efa Psihijatrijske klinike u Sa-
rajevu, potpredsednika Univerzitetskog
medicinskog centra Sarajevo, do ¢lana
Direktorijuma Klinickog centra Univer-
ziteta u Sarajevu (1992-1997). Osnivac
je Odeljenja intenzivne njege na Psihija-
trijskoj klinici u Sarajevu.

Autor i koautor je brojnih publikova-
nih radova i knjiga, pisanih uglavnom u
domenu klinicke psihijatrije i psihofar-
makologije. Deo radova objavio je i na
nekoliko svetskih jezika. Ucestvovao je
u vise od 50 projekata kao glavni koor-
dinator. Na brojnim medunarodnim na-
u¢nim i stru¢nim skupovima izlagao je
svoja istrazivanja.

Jedan je od 10 najcitiranijih istrazi-
vaca u Bosni i Hercegovini u periodu
od 1980. do 1990. godine i dobitnik je
vie priznanja, izmedu ostalih, nagrade
Isa-beg Ishakovi¢ za postignuca u na-
uci (2010). Ucestvovao je u rjesavanju
izuzetnih nau¢nih problema, kao Ssto
su: neuroleptici u kombinovanoj terapiji
shizofrenije (prvi je istraziva¢ u SFR] u
oblasti klinicke farmakokinetike psiho-
farmaka); uticaj psihicke traume u ratu
na dusevno zdravlje stanovnistva (psi-
hijatrijska epidemioloska istrazivanja u

toku rata od 1992-1995) i organizacija
zastite mentalnog zdravlja stanovni$tva
u Bosni i Hercegovini. Uticao je na orga-
nizaciono i programsko usmeravanje u
psihijatriji (definisao organizacioni mo-
del urgentne zastite psihijatrijskih bole-
snika - jedinice intenzivne njege) i kao
predsjednik ekspertne grupe Ministar-
stva zdravstva FBiH uspjesno je vodio
reformu zastite mentalnog zdravlja pre-
ma savremenim naucnim principima.

Bio je clan je Evropske akademije
nauka i umjetnosti (Salzburg) od 2011.
godine.

Za dopisnog c¢lana Akademije nau-
ka i umetnosti Bosne i Hercegovine u
Odeljenje medicinskih nauka izabran je
1995, a za redovnog 2005. godine. Bio
je predsednik Odbora za psihijatrijska i
neuroloska istrazivanja Odeljenja medi-
cinskih nauka ANUBiH. U periodu od
2002. do 2008. godine bio je generalni
sekretar Akademije nauka i umjetnosti
Bosne i Hercegovine, a od 2008. do 2012.
godine njen potpredsednik.

Ostalo nas je malo koji su se druzili
profesionalno i dobro poznavali Akade-
mika Slobodana Logu, te mi dozvolite da
se u par reCenica osvrnem na izuzetnu
osobu, izvanrednog psihijatra, erudite,
humaniste i prijatelja mnogih psihijatara
i neurologa iz celog regiona, kao $to je
bio Akademik Slobodan Loga. Profesora
Logu sam upoznala osamdesetih godina
proslog veka, kada sam zamoljena da ga



dovezem sa aerodroma, da bi stigao na
vreme na sastanak Savezne komisije za
lekove. U toj vaznoj instituciji sa svojom
urodjenom diplomatijom, elokvencijom
umeo je da resi svaki problem, ne ulaze-
¢i u konflikte i kao takav bio je izuzetno
cenjen i postovan. Nije bilo vidjenijeg
psihijatra u bivSoj Jugoslaviji koji mu
nije bio prijatelj. Moram da istaknem da
je izuzetno postovao svo osoblje Klinike
za psihijatriju UKC u Beogradu, a pok.
Profesor dr Dimitrije Milovanovi¢ je
bio njegov veliki i bliski prijatelj. Aka-
demik Loga je rado vidjen gost i pre-
dava¢ po pozivu na svim Kongresima,
Simpozijumima i stru¢nim sastancima u
organizaciji Psihijatrijske klinike, Psihi-
jatrijske sekcije SLDa , kao i Udruzenja
psihijatara Srbije. U bivsoj drzavi bio je i
Predsednik Udruzenja psihijatara Jugo-
slavije. Na neki nac¢in smo mu zavideli sa
kakvom je ume$noscu komunicirao sa
farmaceutskim predstavnistvima. Voleo
je da se druzi, bio je duhovit, dostojan-
stven, putovali smo i obisli svi zajedno
mnoge zemlje, ucestvovali na mnogim
Kongresima. Li¢no sam dosta naucila
od Profesora Loge, umeo je da da dobre
savete pohvali kada je nesto dobro ura-
djeno, ali i da argumentovano kritikuje
kada ne$to nije kako treba. U svetskoj,
engleskoj americkoj, psihijatriji pozna-
vao je ,velika®, cuvena imena, sa nekima
je bio i u veoma prijateljskim odnosima.
Ne treba zaboraviti da je neizmerno vo-
leo i brinuo o svojoj porodici

Ostao je do kraja Zivota dosledan

sebi, svom verovanju, prijateljstvu, pro-
fesiji i zato bih htela da zavr$im ovaj
kratak prikaz sa poslednjom cestitkom
koju mi je poslao Akademik Loga, a
koja mozda vise od mojih reci govori o
njemu

Lijepa moja i draga Miro,

Obradovala si me Cestitkom, koja odi-
Se prijateljstvom i divnim Zeljama za bu-
duénost. Tuzim se i tebi da me napustaju
prave rijeci, moje najjace oruzje u Zivotu,
moj saborac u komunikaciji sa ljudima,
osnova mojih svekolikih uspjeha. I one
kao i ja su tuzne u prijateljskom rastan-
ku. Ipak, nagovaraju me da izdrZim i da
se ne predajem. Izbjegavam da to rijesim
i borim se pomocu sjeanja, gdje nalazim
Cesto i tebe, iskrenog drugara i prijatelja.
Zato, nemoj se iznenaditi ako se sretne-
mo.

Zahvaljujem se od srca Zeljama da
budem sretniji u Novoj 2021. godini. I ja
tebi Zelim da budes uvijek zdrava i vesela
zajedno sa svojom porodicom.

Tvoj iskreni prijatelj Slobodan

Pocivaj u miru, dragi moj prijatelju!
Veéna Ti Slava i Hvala!

Miroslava Jasovi¢-Gasié
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| UPUTSTVO AUTORIMA

Pre podnosenja rukopisa Urednistvu casopisa ENGRAMI svi autori treba da procitaju Uput-
stvo za autore (Instructions for Authors), gde e pronaci sve potrebne informacije o pisanju i
pripremi rada u skladu sa standardima Casopisa. Veoma je vazno da autori pripreme rad prema

datim propozicijama, jer ukoliko rukopis ne bude uskladen s ovim zahtevima, Urednistvo ce
odloziti ili odbiti njegovo publikovanje. Radovi objavljeni u ENGRAMIMA se ne honorarisu.
Za clanke koji Ce se objaviti u ENGRAMIMA, samom ponudom rada ENGRAMIMA svi autori
rada prenose svoja autorska prava na Izdavaca asopisa. ENGRAMI objavljuju radove koji do
sada nisu nigde objavljeni, u celosti ili delom, niti su prihvaceni za objavljivanje.

ENGRAMI su ¢asopis za klinicku psihijatriju,
psihologiju i grani¢ne discipline. ENGRAMI se iz-
daju kroz dve sveske godisnje. Casopis objavljuje:
saopstenja urednika, originalne radove, meta-ana-
lize, preglede iz literature, preliminarna ili kratka
saopStenja, radove za praksu, stru¢ne vesti, radove
iz istorije psihijatrije, psihologije i grani¢nih disci-
plina, eseje vezane za stru¢no misljenje, ¢lanke koji
prikazuju li¢na gledista, akutelne teme, komentare
po pozivu, prikaze knjiga i dopise za rubrike Se¢a-
nje, In memoriam i Promemoria, kao i komentare
i pisma Urednistvu u vezi s objavljenim radovima.

Prispeli rukopis Uredivacki odbor $alje recen-
zentima radi stru¢ne procene (period recenzije
4-8 nedelja). Ukoliko recenzenti predloze izmene
ili dopune, kopija recenzije se dostavlja autoru s
molbom da unese traZene izmene u tekst rada ili
da argumentovano obrazlozi svoje neslaganje s
primedbama recenzenta, najkasnije u periodu od
dve nedelje. Kona¢nu odluku o prihvatanju rada za
$tampu donosi glavni i odgovorni urednik.

Rukopisi i prilozi se ne vracaju. Za reproduk-
cijuili ponovno objavljivanje nekog segmenta rada
publikovanog u ENGRAMIMA neophodna je sa-
glasnost Izdavaca.

Radovi se stampaju na srpskom ili engleskom
jeziku, sa naslovnom stranom i kratkim sadrzajem
na oba jezika. Preporuka Urednistva je da radovi
budu priredeni i lektorisani na engleskom jeziku.

OBAVEZE AUTORA

Autori garantuju da materijal predstavlja nji-
hov originalni doprinos, da nije objavljen ranije
i da se ne razmatra za objavljivanje na drugom
mestu. Istovremeno predavanje istog rukopisa u

vide Casopisa ili sredstava informisanja predstav-
lja krsenje etickih standarda. Takav materijal se
iskljucuje iz daljeg razmatranja.

Autori takode garantuju da nakon objavlji-
vanja u Casopisu ENGRAMI, rukopis nece biti
objavljen kao druga publikaciji na bilo kom jezi-
ku, bez saglasnosti Izdavaca.

U slucaju da je poslati rukopis rezultat nau¢-
no-istrazivackog projekta ili da je, u prethodnoj
verziji, bio izloZen na skupu u vidu usmenog sa-
opstenja (pod istim ili slicnim naslovom), detalj-
niji podaci o projektu, konferenciji i sli¢no, navo-
de se una pocetku rada rada, pre kratkog sadrzaja.

Autori su OBAVEZNI da se pridrzavaju etic-
kih standarda koji se odnose na naucno-istra-
zivacki rad: Helsinska dekleracija, Bazelska
konvencija, dobra laboratorijska praksa, dobra
klini¢ka praksa, ICMJE smernice.

Autori garantuju i da rukopis ne sadrzi neo-
snovane ili nezakonite tvrdnje i ne krsi prava dru-
gih. Izdavac nece snositi nikakvu odgovornost u
slucaju ispostavljanja bilo kakvih zahteva za na-
knadu stete.

Plagijarizam. Plagiranje, odnosno preuzi-
manje tudih ideja, reci ili drugih oblika kreativ-
nog izraza i predstavljnje kao svojih, predstavlja
grubo krienje naucne i izdavacke etike. Plagira-
nje moze da ukljucuje i krSenje autorskih prava,
$to je zakonom kaznjivo.

Plagijat obuhvata doslovno ili gotovo doslov-
no preuzimanje ili smiljeno parafraziranje (u ci-
lju prikrivanja plagijata) delova tekstova drugih
autora bez jasnog ukazivanja na izvor ili obeleza-
vanje kopiranih fragmenata (na primer, korisce-
njem navodnika) kao i kopiranje slika ili tabela



iz tudih radova bez pravilnog navodenja izvora i/
ili bez dozvole autora ili nosilaca autorskih prava.

Upozoravamo autore da se za svaki rukopis
proverava da li je plagijat ili autoplagijat.

Rukopisi kod kojih postoje jasne indicije da
se radi o plagijatu bi¢e automatski odbijeni, a au-
torima Ce biti trajno ili privremeno zabranjeno da
objavljuju u ¢asopisu. Ako se ustanovi da je rad
koji je objavljen u ¢asopisu plagijat, isti ¢e biti
povucen u skladu sa procedurom opisanom pod
Povlacenje ve¢ objavljenih radova, a autorima ¢e
biti trajno ili privremeno zabranjeno da objavlju-
ju u ¢asopisu.

RAZRESAVANJE
SPORNIH SITUACIJA

Svaki pojedinac ili institucija mogu u bilo kom
trenutku da uredniku i/ili redakciji prijave sazna-
nja o krenju etickih standarda i drugim nepravil-
nostima i da o tome dostave neophodne informa-
cije/dokaze.

Provera iznesenih navoda i dokaza:

+ Glavni i odgovorni urednik ¢e u dogovoru sa
¢lanovima Uredivackog odbora i redakcijom
odluciti o pokretanju postupka koji ima za cilj
proveru iznesenih navoda i dokaza.

o Tokom tog postupka svi izneseni dokazi sma-
trace se poverljivim materijalom i bi¢e predo-
¢eni samo onim licima koja su direktno uklju-
¢ena u postupak.

o Licima za koja se sumnja da su prekrsila eticke
standarde bic¢e data moguénost da odgovore
na optuzbe iznesene protiv njih.

« Ako se ustanovi da je zaista doslo do nepravil-
nosti, procenice se da li ih treba okarakterisati
kao manji prekr$aj ili grubo kréenje etickih
standarda.

Manji prekrs$aj. Situacije okarakterisane kao
manyji prekr$aj reSavace se u direktnoj komunika-
ciji sa licima koja su prekrsajnapravila, bez uklju-
¢ivanja trecih lica, npr.:

o obavestavanjem autora ili recenzenata da je
doslo do manjeg prekrsaja koji je proistekao
iz nerazumevanja ili pogre$ne primene aka-
demskih standarda;

o pismo upozorenja autoru ili recenzentu koji
je napravio manji prekrsaj.

Grubo krsenje etickih standarda. Odluke u
vezi sa grubim kr$enjem etickih standarda donosi

glavni i odgovorni urednik u saradnji sa ¢lanovi-
ma Uredivackog odbora i redakcijom i, ako je to
potrebno, malom grupom strucnjaka. Mere koje
¢e preduzeti mogu biti sledece (i mogu se prime-
njivati pojedinacno ili istovremeno): objavljivanje
saopStenja ili uvodnika u kom se opisuje slucaj
kr$enja etickih standarda; slanje sluzbenog oba-
ve$tenja rukovodiocima ili poslodavcima autora
ili recenzenta; povlacenje objavljenog rada u skla-
du sa procedurom opisanom pod Povlacenje ve¢
objavljenih radova; autorima ¢e biti zabranjeno da
tokom odredenog perioda $alju radove u ¢asopis;
upoznavanje relevantnih stru¢nih organizacija ili
nadleznih organa sa slu¢ajem kako bi mogli da
preduzmu odgovarajuce mere.

Prilikom razre$avanja spornih situacija redak-
cija ¢asopisa se rukovodi smernicama i preporuka-
ma Odbora za etiku u izdavastvu (Committee on
Publication Ethics - COPE).

POVLACENJE VEC
OBJAVLJENIH RADOVA

U slu¢aju kréenja prava Izdavaca, nosilaca
autorskih prava ili autora, povrede profesionalnih
etickih kodeksa, tj. u slu¢aju slanja istog rukopisa
u vise Casopisa u isto vreme, lazne tvrdnje o au-
torstvu, plagijata, manipulacije podacima u cilju
prevare, kao i u svim drugim slu¢ajevima grubog
kréenja etikih standarda, objavljeni rad se mora
povuci. U nekim slucajevima ve¢ objavljeni rad
se moze povudi i kako bi se ispravile naknadno
uocene greske.

Standardi za razres$avanje situacija kada mora
do¢i do povlacenja rada definisani su od strane
biblioteka i nau¢nih tela, a ista praksa je usvojena
i od strane ¢asopisa ENGRAMI: u elektronskoj
verziji izvornog ¢lanka (onog koji se povlaci) us-
postavlja se veza (HTML link) sa obavestenjem
o povlacenju. Povuceni ¢lanak se ¢uva u izvornoj
formi, ali sa vodenim Zigom na PDF dokumentu,
na svakoj stranici, koji ukazuje da je ¢lanak povu-
¢en (RETRACTED).

DOBRA NAUCNA PRAKSA

Podnosenje rukopisa podrazumeva: da ruko-
pis nije objavljen ranije (osim u obliku apstrakta
ili kao deo objavljenog predavanja ili teze); da
nije u razmatranju za objavljivanje u drugom c¢a-
sopisu; da su autori u potpunosti odgovorani za
nau¢ni sadrZaj rada; da je objavljivanje odobre-
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no od strane svih koautora, ako ih ima, kao i od
strane nadleznih organa ustanove u okviru koje je
istrazivanje sprovedeno.

Kao uslov za razmatranje za objavljivanja,
potrebna je registracija klini¢kih ispitivanja u
javnom registru klini¢kih studija za odredena
istrazivanja koja svojim dizajnom to zahtevaju.
Klini¢ko ispitivanje je definisano od strane Me-
dunarodnog komiteta urednika medicinskih
¢asopisa (u skladu sa definicijom Svetske zdrav-
stvene organizacije) kao i bilo koji istrazivacki
projekat koji dodeljuje, u¢esniku ili grupi uce-
snika, jednu ili viSe intervencija u cilju procene
zdravstvenog ishoda. Za vise informacija posetite
http://clinicaltrials.gov/

Neophodno je da originalni radovi, predati
za publikaciju, koji uklju¢uju humanu populacija,
sadrze, u okviru sekcije Materijal i metode, izja-
vu da je studija odobrena od strane odgovaraju-
¢eg etickog komiteta i time izvedena u skladu sa
Helsinskom dekleracijom iz 1995. Takode je neop-
hodno jasno navesti da su svi ispitanici uklju¢eni
u istrazivanje dali svoj informisani pristanak pre
ukljucenja u studiju. Detalje koji bi mogli prekrsi-
ti pravilo o anonimnosti subjekata neophodno je
izbedi.

Eksperimentalna istrazivanja na humanom
materijalu i ispitivanja vrSena na Zivotinjama treba
da sadrze izjavu etickog odbora ustanove i treba
da su u saglasnosti s pravnim standardima. Podaci
o tome moraju biti navedeni u odeljku METODE
RADA.

Urednici zadrzavaju pravo da odbiju rukopise
koji nisu u skladu sa gore navedenim uslovima.
Autor e biti odgovoran za lazne izjave ili neispu-
njavanja gore navedenih zahteva.

Izjava o sukobu interesa. Uz rukopis se pri-
laze potpisana izjava u okviru obrasca Submissi-
on Letter kojom se autori izja$njavaju o svakom
mogucéem sukobu interesa ili njegovom odsustvu.
Za dodatne informacije o razli¢itim vrstama su-
koba interesa posetiti internet-stranicu Svetskog
udruzenja urednika medicinskih ¢asopisa (World
Association of Medical Editors - WAME; http://
www.wame.org) pod nazivom ,Politika izjave o
sukobu interesa“. Na kraju rada, ispod odeljka NA-
POMENE, treba u posebnom odeljku Sukob inte-
resa izjasniti se o svakom mogucem sukobu inte-
resa ili njegovom odsustvu i to za svakog autora
pojedinacno (puno ime autora ili inicijali). Na pr.
Jovan Jovanovié: Sanofis-Eventis (predavac). Na-

dezda Petrovi¢: nema. Desanka Maksimovié: Pfi-
zer, Sanofi, Bristol-Meyers Squibb (predava¢, po-
¢asni konsultant, istraziva¢ na nau¢nom projektu).

OPSTA UPUTSTVA

Tekst rada prirediti u programu za obradu
teksta Word, latinicom, sa dvostrukim proredom,
iskljucivo fontom Times New Roman i veli¢inom
slova 12 tacaka (12 pt). Sve margine podesiti na
25 mm, veli¢inu stranice na format A4, a tekst
kucati sa levim poravnanjem i uvlaenjem svakog
pasusa za 10 mm, bez deljenja re¢i (hifenacije).
Ne koristiti tabulatore i uzastopne prazne karak-
tere (spejsove) radi poravnanja teksta, ve¢ alatke
za kontrolu poravnanja na lenjiru i Toolbars. Za
prelazak na novu stranu dokumenta ne koristiti
niz ,entera®, ve¢ iskljucivo opciju Page Break. Po-
sle svakog znaka interpunkcije staviti samo jedan
prazan karakter. Ako se u tekstu koriste specijalni
znaci (simboli), koristiti font Symbol.

Stranice numerisati redom u okviru donje
margine, pocev od naslovne strane. Podaci o ko-
riS¢enoj literaturi u tekstu oznacavaju se super-
skirptom arapskim brojevima u uglastim zagra-
dama - npr. 2, i to onim redosledom kojim se
pojavljuju u tekstu. Stranice numerisati redom u
donjem desnom uglu, pocev od naslovne strane.

Naslovna strana. Na posebnoj, prvoj stranici
rukopisa treba navesti sledece:

o naslov rada bez skracenica;

e puna imena i prezimena autora (bez titula)
indeksirana brojevima;

« zvanican naziv ustanova u kojima autori rade
i mesto, i to redosledom koji odgovara indek-
siranim brojevima autora;

o ukoliko je rad prethodno saopsten na nekom
stru¢nom sastanku, navesti zvani¢an naziv
sastanka, mesto i vreme odrZavanja;

o na dnu stranice navesti ime i prezime, kon-
takt-adresu, broj telefona, faksa i e-mail adre-
su jednog od autora radi korespondencije.

Autorstvo. Sve osobe koje su navedene kao
autori rada treba da se kvalifikuju za autorstvo.
Svaki autor treba da je ucestvovao dovoljno u
radu na rukopisu kako bi mogao da preuzme od-
govornost za celokupan tekst i rezultate iznesene
u radu. Autorstvo se zasniva samo na:

« bitnom doprinosu koncepciji rada, dobijanju
rezultata ili analizi i tumacenju rezultata,



 planiranju rukopisa ili njegovoj kriti¢koj revi-
ziji od znatnog intelektualnog znacaja,

o uzavr$nom doterivanju verzije rukopisa koji
se priprema za Stampanje.

Finansiranje, sakupljanje podataka ili gene-
ralno nadgledanje istrazivacke grupe sami po
sebi ne mogu opravdati autorstvo. Svi drugi koji
su doprineli izradi rada, a koji nisu autori rukopi-
sa, trebalo bi da budu navedeni u zahvalnici s opi-
som njihovog rada, naravno, uz pisani pristanak.

Kratak sadrzaj. Priloziti kratak sadrZaj rada
obima do 300 reci.

Za originale radove kratak sadrzaj treba da
ima sledecu strukturu: Uvod, Cilj rada, Metod
rada, Rezultati, Zakljuc¢ak. Svaki od navedenih
segmenata pisati kao poseban pasus koji pocinje
boldovanom rec¢i Uvod, Cilj rada, Metod rada,
Rezultati, Zakljuéak. Navesti najvaznije rezulta-
te (numericke vrednosti) statisticke analize i nivo
znacajnosti. Zaklju¢ak ne sme biti uopsten, ve¢
mora biti direktno povezan sa rezultatima rada.
Za prikaze bolesnika sazetak treba da ima sledece
delove: Uvod (u poslednjoj recenici navesti cilj),
Prikaz bolesnika, Zakljucak; segmente takode
pisati kao poseban pasus koji pocinje boldova-
nom redi. Za ostale tipove radova saZetak nema
posebnu strukturu.

Za radove na srpskom jeziku priloziti i sum-
mary na engleskom istovetan sa kratkim sadrza-
jem.

Klju¢ne reci. Ispod kratkog sadrzaja navesti
klju¢ne reci (od tri do Sest). Ne treba da se ponav-
ljaju re¢i iz naslova, a klju¢ne re¢i treba da budu
relevantne ili opisne. U izboru klju¢nih reéi ko-
ristiti Medical Subject Headings — MeSH (http://
gateway.nlm.nih.gov).

Struktura rada. Svi podnaslovi se pisu veli-
kim masnim slovima (bold).

Originalni rad, metaanaliza, preliminarno i
kratko saopstenje obavezno treba da imaju slede-
¢e podnaslove: UVOD (Cilj rada kao poslednji
pasus Uvoda), METOD RADA, REZULTATI,
DISKUSIJA, ZAKLJUCAK, LITERATURA.
Prvoimenovani autor metaanalize i preglednog
rada mora da navede bar pet autocitata (kao autor
ili koautor) radova publikovanih u ¢asopisima s
recenzijom. Koautori, ukoliko ih ima, moraju da
navedu bar jedan autocitat radova takode publi-
kovanih u ¢asopisima s recenzijom.

Prikaz bolesnika ¢ine: UVOD (Cilj rada kao

poslednji pasus Uvoda), PRIKAZ BOLESNIKA,
DISKUSIJA, ZAKLJUCAK, LITERATURA. Ne
treba koristiti imena bolesnika, inicijale ili bro-
jeve istorija bolesti, narocito u ilustracijama. Pri-
kazi bolesnika ne smeju imati viSe od pet autora.

Pregled iz literature ¢ine: UVOD, ODGOVA-
RAJUCI PODNASLOVI, ZAKLJUCAK, LITE-
RATURA. Pregledne radove iz literature mogu
objavljivati samo autori koji navedu najmanje pet
autocitata (reference u kojima su ili autori ili ko-
autori rada).

Priloge (tabele, grafikone, slike itd.) postavi-
ti na kraj rukopisa, a u samom telu teksta jasno
naznaciti mesto koje se odnosi na dati prilog.
Krajnja pozicija priloga bi¢e odredena u toku pri-
preme rada za publikovanje.

Tekst rukopisa. Koristiti kratke i jasne rece-
nice. Prevod pojmova iz strane literature treba da
bude u duhu srpskog jezika. Sve strane re¢i ili sin-
tagme za koje postoji odgovarajuce ime u nasem
jeziku zameniti tim nazivom. Pri pisanju teksta
na engleskom jeziku treba se pridrzavati jezickog
standarda American English. Za nazive lekova
koristiti prevashodno generic¢ka imena.

Uredaji (aparati) se oznacavaju fabrickim na-
zivima, a ime i mesto proizvodaca treba navesti
u oblim zagradama. Ukoliko se u tekstu koriste
oznake koje su spoj slova i brojeva, precizno
napisati broj koji se javlja u superskriptu ili sup-
skriptu (npr. wlC 1L-6,0,, B , CDS). Ukoliko se
nesto uobicajeno pise kurzivom (italic), tako se
i navodi, npr. geni (BRCAI). Ukoliko je rad deo
magistarske teze, odnosno doktorske disertacije,
ili je uraden u okviru nau¢nog projekta, to treba
posebno naznaciti u Napomeni na kraju teksta.
Takode, ukoliko je rad prethodno saops$ten na
nekom stru¢nom sastanku, navesti zvani¢an na-
ziv skupa, mesto i vreme odrzavanja, da li je rad
i kako publikovan (npr. isti ili drugaciji naslov ili
sazetak).

Klinicka istrazivanja. Klini¢ka istraZivanja
se defini$u kao istrazivanja uticaja jednog ili vise
sredstava ili mera na ishod zdravlja. Registarski
broj istrazivanja se navodi u poslednjem redu sa-
zetka.

Skracenice. Koristiti samo kada je neophod-
no, i to za veoma dugacke nazive hemijskih jedi-
njenja, odnosno nazive koji su kao skracenice ve¢
prepoznatljivi (standardne skracenice, kao npr.
DNK). Za svaku skracenicu pun termin treba na-
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vesti pri prvom navodenju u tekstu, sem ako nije
standardna jedinica mere. Ne koristiti skraceni-
ce u naslovu. Izbegavati koris¢enje skracenica u
kratkom sadrzaju, ali ako su neophodne, svaku
skracenicu ponovo objasniti pri prvom navode-
nju u tekstu.

Decimalni brojevi. U tekstu rada na engle-
skom jeziku, u tabelama, na grafikonima i dru-
gim prilozima decimalne brojeve pisati sa tackom
(npr. 12.5 £ 3.8), a u tekstu na srpskom jeziku sa
zarezom (npr. 12,5 + 3,8). Kad god je to moguce,
broj zaokruziti na jednu decimalu.

Jedinice mera. Duzinu, visinu, tezinu i za-
preminu izrazavati u metrickim jedinicama
(metar — m, kilogram (gram) - kg (g), litar - 1)
ili njihovim delovima. Temperaturu izrazavati u
stepenima Celzijusa (°C), koli¢inu supstance u
molima (mol), a pritisak krvi u milimetrima Zzivi-
nog stuba (mm Hg). Sve rezultate hematoloskih,
klinickih i biohemijskih merenja navoditi u me-
trickom sistemu prema Medunarodnom sistemu
jedinica (SI).

Obim rukopisa. Celokupni rukopis rada —
koji ¢ine naslovna strana, kratak sadrzaj, tekst
rada, spisak literature, svi prilozi, odnosno potpi-
si za njih i legenda (tabele, fotografije, grafikoni,
sheme, crtezi), naslovna strana i kratak sadrzaj
na engleskom jeziku - mora iznositi za original-
ni rad, saopstenje i pregled iz literature do 5.000
re¢i, za prikaz bolesnika do 2.000 reci, za rad iz
istorije medicine do 3.000 redi, za rad za praksu
do 1.500 reci; radovi za ostale rubrike moraju
imati do 1.000 reci.

Prilozi radu su tabele, slike (fotografije, crte-
7i, sheme, grafikoni) i video-prilozi.

Tabele. Svaka tabela treba da bude sama po
sebi lako razumljiva. Naslov treba otkucati iznad
tabele, a objasnjenja ispod nje. Tabele se oznaca-
vaju arapskim brojevima po redosledu navodenja
u tekstu, sa nazivom na srpskom i engleskom je-
ziku. Tabele raditi isklju¢ivo u programu Word,
kroz meni Table-Insert-Table, uz definisanje
ta¢nog broja kolona i redova koji ¢e ¢initi mrezu
tabele. Desnim klikom na mi$u - pomocu opcija
Merge Cells i Split Cells - spajati, odnosno deliti
¢elije. U jednu tabelu, u okviru iste ¢elije, uneti i
tekst na srpskom i tekst na engleskom jeziku - ni-

kako ne praviti dve tabele sa dva jezika! Koristiti
font Times New Roman, veli¢ina slova 12 pt, sa
jednostrukim proredom i bez uvlacenja teksta.

Kori$¢ene skracenice u tabeli treba objasniti
u legendi ispod tabele na srpskom i engleskom je-
ziku. Ukoliko je rukopis na srpskom jeziku, prilo-
ziti nazive tabela i legendu na oba jezika. Takode,
u jednu tabelu, u okviru iste ¢elije, uneti i tekst na
srpskom i tekst na engleskom jeziku (u radovima
na srpskom jeziku uneti srpski i engleski).

Slike su svi oblici grafickih priloga i kao
»slike“ u ENGRAMIMA se objavljuju fotografi-
je, crtezi, sheme i grafikoni. Slike oznacavaju se
arapskim brojevima prema redosledu navodenja
u tekstu. Primaju se iskljucivo digitalne fotogra-
fije (crno-bele ili u boji) rezolucije najmanje 300
dpi i formata zapisa tiff ili jpg (male, mutne i slike
loseg kvaliteta nece se prihvatati za Stampanje!).
Ukoliko autori ne poseduju ili nisu u moguéno-
sti da dostave digitalne fotografije, onda origi-
nalne slike treba skenirati u rezoluciji 300 dpi i
u originalnoj veli¢ini. Ukoliko je rad neophodno
ilustrovati sa vise slika, u radu ¢e ih biti objavlje-
no nekoliko, a ostale ¢e biti u e-verziji ¢lanka kao
PowerPoint prezentacija (svaka slika mora biti
numerisana i imati legendu).

Ukoliko je rukopis na srpskom jeziku, prilo-
ziti nazive slika i legendu na oba jezika.

Fotografije. Dostavljaju se u elektronskom
obliku. Pozeljno je da rezolucija bude 300 dpi.

Grafikoni. Grafikoni treba da budu uradeni
i dostavljeni u programu Excel, da bi se videle
pratece vrednosti rasporedene po celijama. Iste
grafikone linkovati i u Word-ov dokument, gde
se grafikoni oznacavaju arapskim brojevima po
redosledu navodenja u tekstu, sa nazivom na
srpskom i engleskom jeziku. Svi podaci na gra-
fikonu kucaju se u fontu Times New Roman, na
srpskom i engleskom jeziku. U §tampanoj verziji
¢lanka verovatnije je da grafikon nece biti Stam-
pan u boji, te je bolje izbegavati koriS¢enje boja u
grafikonima, ili ih koristiti razli¢itog intenziteta.

Kori$¢ene skracenice na grafikonu treba
objasniti u legendi ispod grafikona na srpskom i
engleskom jeziku.

Sheme (crteZi). Crtezi i sheme se dostavljaju
u jpg ili tiff formatu. Sheme raditi u programu Co-
rel Draw ili Adobe Illustrator (programi za rad sa
vektorima, krivama). Ukoliko je rukopis na srp-



skom jeziku priloziti nazive shema i legendu, na
srpskom i engleskom jeziku, veli¢ina slova 10 pt.

Kori$¢ene skracenice na shemi treba objasni-
ti u legendi ispod sheme na srpskom i engleskom
jeziku.

Zahvalnica. Navesti sve one koji su doprineli
stvaranju rada, a ne ispunjavaju merila za autor-
stvo, kao $to su osobe koje obezbeduju tehnicku
pomo¢, pomo¢ u pisanju rada ili rukovode odelje-
njem koje obezbeduje opstu podrsku. Finansijska
i materijalna pomod¢, u obliku sponzorstva, stipen-
dija, poklona, opreme, lekova i drugo, treba takode
da bude navedena.

Izjava o sukobu interesa. Neophodno je na-
vesti potencijalni sukob interesa ukoliko on postoji
u slucaju bilo koga od autora rada. Ukoliko nema
konflikta interesa, to je takode potrebno naglasiti.

Literatura. Spisak referenci je odgovornost
autora, a citirani ¢lanci treba da budu lako pri-
stupacni ¢itaocima casopisa. Stoga uz svaku refe-
rencu obavezno treba navesti DOI broj ¢lanka (je-
dinstvenu nisku karaktera koja mu je dodeljena)
i PMID broj ukoliko je ¢lanak indeksiran u bazi
PubMed/MEDLINE. Reference numerisati red-
nim arapskim brojevima prema redosledu navo-
denja u tekstu. Broj referenci ne bi trebalo da bude
vedi od 30, osim u pregledu iz literature, u kojem je
dozvoljeno da ih bude do 100.

Broj citiranih originalnih radova mora biti
najmanje 80% od ukupnog broja referenci, od-
nosno broj citiranih knjiga, poglavlja u knjigama
i preglednih ¢lanaka manji od 20%. Ukoliko se
domace monografske publikacije i ¢lanci mogu
uvrstiti u reference, autori su duzni da ih citiraju.
Vecina citiranih nau¢nih ¢lanaka ne bi trebalo da
bude starija od pet godina. Nije dozvoljeno citi-
ranje apstrakata. Ukoliko je bitno komentarisati
rezultate koji su publikovani samo u vidu apstrak-
ta, neophodno je to navesti u samom tekstu rada.
Reference ¢lanaka koji su prihvaceni za $tampu,
ali jos nisu objavljeni, treba oznaciti sa in press i
priloziti dokaz o prihvatanju rada za objavljivanje.

Reference se citiraju prema tzv. vankuverskim
pravilima (Vankuverski stil) (uniformisanim za-
htevima za rukopise koji se predaju biomedicin-
skim casopisima), koji je uspostavio Medunarodni
komitet urednika medicinskih casopisa (http://
www.icmje.org), koja su zasnovana na formatima
koja koriste National Library of Medicine i Index
Medicus. Primere navodenja publikacija (¢lanaka,

knjiga i drugih monografija, elektronskog, neo-
bjavljenog i drugog objavljenog materijala) mogu
se pronaci na internet-stranici http://www.nlm.
nih.gov/bsd/uniform_requirements.html. Prilikom
navodenja literature veoma je vazno pridrzavati
se pomenutog standarda, jer je to jedan od najbit-
nijih faktora za indeksiranje prilikom klasifikacije
nauc¢nih Casopisa. Naslove ¢asopisa skradivati ta-
kode prema nacinu koji koristi Index Medicus (ne
stavljati tacke posle skracenical). Za radove koji
imaju do Sest autora navesti sve autore. Za radove
koji imaju vide od $est autora navesti prva tri i et al.
Stranice se citiraju tako $to se navede pocetna stra-
nica, a krajnja bez cifre ili cifara koje se ponavljaju
(npr. od 322. do 355. stranice navodi se: 322-55).

Molimo autore da se prilikom navodenja lite-
rature pridrzavaju pomenutog standarda, jer je to
vrlo bitan faktor za indeksiranje prilikom klasifi-
kacije nau¢nih ¢asopisa.

Primeri:

1. Clanak u ¢asopisu:
Roth S, Newman E, Pelcowitz D, Van der Kolk,
Mandel E. Complex PTSD in victims exposed
to sexual and physical abuse: results from the
DSM-1V field trial for posttraumatic stress di-
sorder. ] Traum Stress 1997; 10:539-55.

2. Poglavlje u knjizi:
Ochberg FM. Posttraumatic therapy. In: Wil-
son JP, Raphel B, editors. International Han-
dbook of Traumatic Stress Syndromes. New
York: Plenum Press; 1993. p.773-83.

3. Kbnjiga:
Maris RW, Berman AL, Silverman MM, edi-
tors. Comprehensive Textbook of Suicidology.
New York, London. The Guilford Press; 2000.

4. Elektronski dokument dostupan
na Internetu:
Irfan A. Protocols for predictable aesthetic
dental restorations [Internet]. Oxford: Blac-
kwell Munksgaard; 2006 [cited 2009 May 21].
Available from: http://cclsw2.vec.ca:2048/
login?url=http://www.netLibrary.com/urlapi.
asp?action=summary

Propratno pismo (SUBMISSION LETTER).

Uz rukopis obavezno priloziti pismo ili elektron-

sku formu dokumenta koje su potpisali svi autori,

a koje treba da sadrzi:

o izjavu da rad prethodno nije publikovan i da
nije istovremeno podnet za objavljivanje u ne-
kom drugom casopisu, i

« izjavu da su rukopis procitali i odobrili svi au-
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tori koji ispunjavaju merila autorstva.

Takode je potrebno dostaviti kopije svih do-
zvola za: reprodukovanje prethodno objavljenog
materijala, upotrebu ilustracija i objavljivanje in-
formacija o poznatim ljudima ili imenovanje ljudi
koji su doprineli izradi rada.

Slanje rukopisa. Rukopis rada dostaviti elek-
tronski na adresu:
https://aseestant.ceon.rs/index.php/engrami

Napomena:

Rad koji ne ispunjava uslove ovog uputstva ne
moze biti upuéen na recenziju i bi¢e vracen auto-
rima da ga dopune i isprave. Pridrzavanjem uput-

stva za pripremu rada znatno ée se skratiti vreme
celokupnog procesa do objavljivanja rada u caso-
pisu, $to ¢e pozitivno uticati na kvalitet ¢lanaka i
redovnost izlazenja ¢asopisa.

Za sve dodatne informacije, molimo da se
obratite na dole navedene adrese i broj telefona.

Adresa:

Klinika za psihijatriju,
Univerzitetski Klinicki Centar Srbija
Urednistvo ¢asopisa ,,Engrami®
Pasterova 2, 11000 Beograd, Srbija
www.engrami.rs
klinikazapsihijatrijukcs@gmail.com

I INSTRUCTIONS FOR AUTHORS

Before submitting the manuscript to the Editorial Board of ENGRAMI, all authors should
read the Instructions for Authors, where they will find all the necessary information about wri-
ting and preparing the paper in accordance with the standards of the journal. It is very important
that the authors prepare the paper according to the given requirements, because if the manus-
cript does not comply with these requirements, the Editorial Board will postpone or refuse its
publication. Papers published in ENGRAMI are free of charge. For articles that will be published
in ENGRAMLI, all authors of the work transfer their copyrights to the Publisher of the journal by
offering the work to ENGRAMI. ENGRAMI publish works that have not been published anyw-

here so far, in whole or in part, nor have they been accepted for publication.

ENGRAMI is a journal for clinical psychia-
try, psychology and borderline disciplines. EN-
GRAMI is issued in two volumes per year. The
journal publishes: press releases, original papers,
meta-analyzes, literature reviews, preliminary or
short papers, practice papers, professional news,
papers on the history of psychiatry, psychology
and borderline disciplines, essays related to pro-
fessional opinion, articles presenting personal
views, current topics, comments by invitation,
book reviews and letters for the sections Memory,
In memoriam and Promemoria, as well as com-
ments and letters to the Editorial Board regarding
the published papers.

The received manuscript is sent by the Edito-
rial Board to the reviewers for expert evaluation
(review period 4—8 weeks). If reviewers propose

changes or additions, a copy of the review is sub-
mitted to the author with a request to make the
requested changes to the text of the paper or to
justify his disagreement with the reviewer's re-
marks, within a period of two weeks at the latest.
The final decision on accepting a paper for publi-
cation is made by the editor-in-chief.

Manuscripts and attachments are not re-
turned. The consent of the Publisher is required
for the reproduction or republishing of a segment
of the work published in ENGRAMI.

Papers are printed in Serbian or English, with
a title page and a short abstract in both languag-
es. The recommendation of the Editorial Board
is that the papers be prepared and proofread in
English.



OBLIGATIONS OF THE AUTHOR

The authors guarantee that the material rep-
resents their original contribution, that it has not
been published before and it is not considered
for publication elsewhere. Simultaneous submis-
sion of the same manuscript to several journals
or media is a violation of ethical standards. Such
material is excluded from further consideration.

The authors also guarantee that after publi-
cation in the journal ENGRAMI, the manuscript
will not be published as a second publication in
any language, without the consent of the Publisher.

In case the submitted manuscript is the result
of a scientific research project or, in the previous
version, it was presented at a meeting in the form
of an oral presentation (under the same or similar
title), more detailed information about the proj-
ect, conference, etc. should be given at the begin-
ning of the work, and before the abstract.

The authors are OBLIGATED to adhere to
ethical standards related to scientific research:
Helsinki Declaration, Basel Convention, good
laboratory practice, good clinical practice, ICM-
JE guidelines.

The authors also guarantee that the man-
uscript does not contain unfounded or illegal
claims and that it does not violate the rights of
others. The Publisher will not be liable in the
event of any claims for damages.

Plagiarism. Plagiarism, or taking over other
people’s ideas, words or other forms of creative
expression and presenting them as one’s own, is a
gross violation of scientific and publishing ethics.
Plagiarism may include copyright infringement,
which is punishable by law.

Plagiarism involves literally or almost liter-
ally rewriting or deliberately paraphrasing (in
order to cover up plagiarism) parts of other au-
thors’ texts without clearly indicating the source
or marking the copied fragments (for example,
using quotation marks) as well as copying pic-
tures or tables from other people’s works without
properly citing sources and / or without the per-
mission of the author or copyright holders.

We warn the authors that each manuscript is
checked in order to make sure it is not plagiarism
or autoplagiarism.

Manuscripts with clear plagiarism indica-
tions will be automatically rejected, and authors
will be permanently or temporarily prohibited
from publishing in the journal. If a paper pub-

lished in a journal is found to be plagiarized, it
will be withdrawn in accordance with the proce-
dure described under Withdrawal of already pub-
lished papers, and authors will be permanently or
temporarily prohibited from publishing in the
journal.

RESOLUTION OF DESPUTED
SITUATIONS

Any individual or institution may at any
time report to the editor and / or editorial

office information about violations of ethical

standards and other irregularities and provide

the necessary information / evidence.
Verification of the allegations and evidence
presented:

o The Editor-in-Chief, in agreement with the
members of the Editorial Board and the ed-
itorial board, will decide on initiating a pro-
cedure aimed at verifying the allegations and
evidence presented.

o During this procedure, all presented evidence
will be considered confidential material and
will be presented only to those persons who
are directly involved in the procedure.

o Persons suspected of violating ethical stan-
dards will be given the opportunity to re-
spond to allegations made against them.

« Ifirregularities are found to have occurred, it
will be assessed whether what they have done
should be characterized as a minor breach or
a gross violation of ethical standards.

Minor offense. Situations characterized as

a minor offense will be resolved in direct com-

munication with the persons who committed the

offense, without the involvement of third parties,
for example:

«  notifying the author / reviewer that there

has been a minor misconduct resulting from
a misunderstanding or misapplication of ac-
ademic standards;

o A letter of warning to the author / reviewer

who committed a minor offense.

Gross violation of ethical standards. Deci-
sions regarding gross violations of ethical stan-
dards are made by the Editor-in-Chief in coop-
eration with the members of the Editorial Board
and the editorial board and, if necessary, a small
group of experts. The measures to be taken may
be as follows (and may be applied individually
or simultaneously): publication of a statement
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or editorial describing the case of breach of eth-
ical standards; sending an official notice to the
managers / employers of the author / reviewer;
withdrawal of published papers in accordance
with the procedure described under Withdrawal
of already published papers; authors will be pro-
hibited from submitting papers to the journal for
a specified period; informing the relevant pro-
fessional organizations or competent authorities
about the case so that they can take appropriate
measures. In resolving disputes, the journal’s ed-
itorial board is guided by the guidelines and rec-
ommendations of the Committee on Publication
Ethics (COPE).

WITHDRAWAL OF ALREADY
PUBLISHED PAPERS

In case of violation of the rights of Publishers,
copyright holders or authors, violation of profes-
sional codes of ethics, e.g. in case of sending the
same manuscript to several journals at the same
time, false claims of authorship, plagiarism, data
manipulation for the purpose of fraud, as well as
in all other cases of gross violation of ethical stan-
dards, the published work must be withdrawn. In
some cases, already published work can be with-
drawn in order to correct subsequently observed
errors.

Standards for resolving situations when there
must be a withdrawal are defined by libraries
and scientific bodies, and the same practice is
adopted by the journal ENGRAMLI: in the elec-
tronic version of the original article (the one that
is withdrawn) a link (HTML link) is established
with the notification on withdrawal. The with-
drawn article is saved in its original form, but
with a watermark on the PDF document, on each
page, which indicates that the article has been
withdrawn (RETRACTED).

GOOD SCIENTIFIC PRACTICE

Submission of a manuscript implies: that
the manuscript has not been published before
(except in the form of an abstract or as part of a
published lecture or thesis); that it is not under
consideration for publication in another journal;
that the author(s) is / are fully responsible for the
scientific content of the paper; that the publica-
tion is approved by all co-authors, if any, as well
as by the competent authorities of the institution
within which the research was conducted.

As a condition for consideration for publica-
tion, the registration of clinical trials in the public
register of clinical studies is required for certain
studies that require it in their design. A clinical
trial is defined by the International Committee of
Medical Journal Editors (as defined by the World
Health Organization) as well as any research
project that assigns, to a participant or group of
participants, one or more interventions to assess
a health outcome. For more information, visit
http://clinicaltrials.gov/

It is essential that the original papers, sub-
mitted for publication, which include the human
population, contain, within the Material and
Methods section, a statement that the study has
been approved by the relevant ethics committee
and thus carried out in accordance with the 1995
Helsinki Declaration. Additionally, it is vital to
state clearly that all subjects included in the study
gave their informed consent before enrolling in
the study. Details that could violate the rule on
the anonymity of subjects must be avoided.

Experimental research on human material
and animal testing should include a statement
from the institution’s ethics committee and
should be in accordance with legal standards.
Information on this must be provided in the
METHODS section.

Editors reserve the right to reject manuscripts
that do not comply with the above conditions.
The author will be liable for false statements or
non-compliance with the above requirements.

Statement of conflict of interest. The
manuscript is accompanied by a signed statement
within the Submission Letter form in which the
authors declare any possible conflict of interest
or its absence. For more information on different
types of conflicts of interest, visit the World
Association of Medical Editors (WAME; http://
www.wame.org) website, entitled “Conflict of
Interest Statement Policy”. At the end of the
paper, below the NOTES section, in a separate
section Conlflict of interest, each possible conflict
of interest or its absence should be stated for each
author individually (full name of the author or
initials). E.g. Jovan Jovanovi¢: Sanofis-Eventis
(lecturer). Nadezda Petrovié¢: no. Desanka
Maksimovi¢:  Pfizer, Sanofi, Bristol-Meyers
Squibb (lecturer, honorary consultant, researcher
on a scientific project).



GENERAL INSTRUCTIONS

The text of the paper should be prepared in
the word processing program Word, in Latin
script, with double spacing, exclusively in the
Times New Roman font and a font size of 12
dots (12 pt). Set all margins to 25 mm, page size
to A4 format, and type the text with left align-
ment and indentation of each paragraph by 10
mm, without hyphenation. Do not use tabs and
consecutive blank characters (spaces) to align
the text, but tools to control alignment on the
ruler and Toolbars. To move to a new page of the
document, do not use “enter”, but only the Page
Break option. Put only one blank character after
each punctuation mark. If special characters are
used in the text, use the Symbol font.

Number the pages by order of appearance
within the bottom margin, starting from the ti-
tle page. Data on the used literature in the text
are marked with a superscript in Arabic numer-
als in square brackets — e.g. "%, in the order in
which they appear in the text. Number the pages
by order of appearance in the lower right corner,
starting from the title page.

Front page. On a separate, first page of the
manuscript, the following should be stated:

o Title of the paper without abbreviations;

o Full names and surnames of the authors
(without titles) indexed by numbers;

o The official name of the institution in which
the authors work and the place, in the order
corresponding to the indexed numbers of the
authors;

o Ifthe work was previously presented at a pro-
fessional meeting, state the official name of
the meeting, place and time of the meeting;

o At the bottom of the page state the name and
surname, contact address, telephone number,
fax number and e-mail address of one of the
authors for correspondence.

Authorship. All persons listed as authors of a
paper should qualify for authorship. Each author
should have participated sufficiently working on
the manuscript in order to be able to take respon-
sibility for the entire text and the results present-
ed in the paper. Authorship is based only on:
 Significant contribution to the conception of

work, obtaining results or analysis and inter-

pretation of results,
o Manuscript planning or its critical revision of
considerable intellectual significance,

o In the final adjustment of the version of the
manuscript that is being prepared for printing.
Funding, data collection, or general over-
sight of a research group alone cannot justify au-
thorship. All others who have contributed to the
work, who are not the authors of the manuscript,
should be listed in the acknowledgment with a
description of their work, of course, with written
consent.

Abstract. Attach a short abstract of the pa-
per of up to 300 words.

For original papers, the short content should
have the following structure: Introduction,
Aim of the paper, Method of work, Results,
Conclusion. Each of the above segments should
be written as a separate paragraph that begins
with the bold words Introduction, Objective,
Method of work, Results, Conclusion. State the
most important results (numerical values) of the
statistical analysis and the level of significance.
The conclusion should not be general, but must
be directly related to the results of the work. For
patient presentations, the abstract should have
the following sections: Introduction (state goal
in the last sentence), Patient presentation, Con-
clusion; these segments should be written as
separate paragraphs beginning with bold words.
For other types of papers, the abstract does not
have a special structure.

For papers in Serbian, enclose an abstract in
English identical to the abstract in Serbian.

Key words. List keywords (three to six) be-
low the abstract. The words in the title should
not be repeated, and the keywords should be
relevant or descriptive. Use Medical Subject
Headings — MeSH (http://gateway.nlm.nih.gov)
in your keyword selection.

Structure of the work. All subtitles are writ-
ten in capital letters (bold).

The original paper, meta-analysis, prelimi-
nary and short statement must have the follow-
ing subheadings: INTRODUCTION (Objective
of the paper as the last paragraph of the Introduc-
tion), METHOD OF WORK, RESULTS, DIS-
CUSSION, CONCLUSION, LITERATURE.
The first-named author of the meta-analysis and
review paper must list at least five autocitations
(as an author or co-author) of papers published
in peer-reviewed journals. Co-authors, if any,
must cite at least one autocitation of papers also
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published in peer-reviewed journals.

The presentation of patients consists of: IN-
TRODUCTION (Aim of the paper as the last
paragraph of the Introduction), PRESENTA-
TION OF PATIENTS, DISCUSSION, CON-
CLUSION, LITERATURE. Patient names, ini-
tials, or medical history numbers should not be
used, especially in illustrations. Patient reports
should not have more than five authors.

The literature review consists of: INTRO-
DUCTION, APPROPRIATE SUBHEAD-
INGS, CONCLUSION, LITERATURE. Review
papers from the literature can be published only
by authors who list at least five autocitations
(references in which they are either authors or
co-authors of the paper).

Attachments (tables, graphs, pictures, etc.)
should be placed at the end of the manuscript,
and in the body of the text clearly indicating the
place they refer to in the attachment. The final
position of the article will be determined during
the preparation of the paper for publication.

Manuscript text. Use short and clear sen-
tences. The translation of terms from foreign
literature should be in the spirit of the Serbian
language. Replace all foreign words or phrases
for which there is an appropriate name in the
Serbian language with that name. When writ-
ing a text in English, you should adhere to the
American English language standard. For drug
names use primarily generic names.

Devices (appliances) are marked with facto-
ry names, and the name and place of the man-
ufacturer should be indicated in parentheses. If
the text uses labels that are a combination of let-
ters and numbers, write the number that appears
in the superscript or subscript (e.g. ,,Tc, IL-6,
0, B, CDS). If something is usually written in
italics, it is stated that way, e.g. genes (BRCAI).
If the paper is part of a master thesis, or a doc-
toral dissertation, or is done within a scientific
project, it should be specifically indicated in the
Note at the end of the text. In addition, if the
paper was previously announced at an expert
meeting, state the official name of the meeting,
place and time of the meeting, whether the pa-
per was published and how it was published (e.g.
the same or a different title or abstract).

Clinical research. Clinical research is de-
fined as research into the impact of one or more
agents or measures on health outcomes. The re-

search registration number is given in the last
line of the abstract.

Abbreviations. Use only when necessary,
for very long names of chemical compounds, or
names that are already recognizable as abbrevia-
tions (standard abbreviations, such as DNA). For
each abbreviation, the full term should be given
at the first citation in the text, unless it is a stan-
dard unit of measure. Do not use abbreviations
in the title. Avoid using short abbreviations, but
if necessary, explain each abbreviation again at
the first citation in the text.

Decimal numbers. In the text of the paper
in English, in tables, graphs and other appendi-
ces, write decimal numbers with a dot (e.g. 12.5
+ 3.8), and in the text in Serbian with a comma
(e.g. 12,5 + 3,8). Whenever possible, round the
number to one decimal place.

Units of measure. Express length, height,
weight and volume in metric units (meter — m,
kilogram (gram) — kg (g), liter —1) or their parts.
Express temperature in degrees Celsius (°C),
amount of substance in moles (mol), and blood
pressure in millimeters of mercury (mm Hg). All
results of hematological, clinical and biochemical
measurements should be reported in the metric
system according to the International System of
Units (SI). Manuscript volume. The entire man-
uscript of the paper — consisting of the title page,
short content, the article text, bibliography, all
attachments, signatures for them and the legend
(tables, photographs, graphs, diagrams, draw-
ings), title page and short content in English —
must be for original works, announcements and
reviews from literature up to 5,000 words, for
presentations of patients up to 2,000 words, for
work from medical histories up to 3,000 words,
for works for practice up to 1,500 words; papers
for other sections must have up to 1,000 words.

Appendices to the work are tables, pictures
(photographs, drawings, schemes, graphs) and
video attachments.

Tables. Each table should be easy to un-
derstood. The title should be typed above the
table, and the explanations below it. The tables
are marked with Arabic numerals in the order
in which they appear in the text, with names
in Serbian and English. Make tables exclusively
in Word, through the Table-Insert-Table menu,



defining the exact number of columns and rows
that will make up the table grid. Right-click -
using the Merge Cells and Split Cells options —
to merge or split cells. In one table, within the
same cell, enter the text in Serbian and the text
in English - do not make two tables with two
languages by no means! Use Times New Roman
font, font size 12 pt, with single spacing and no
indentation.

The abbreviations used in the table should be
explained in the legend below the table in Serbi-
an and English. If the manuscript is in Serbian,
attach the names of the tables and the legend in
both languages. Moreover, in one table, within
the same cell, enter the text in Serbian and the
text in English (in the works in Serbian, enter
Serbian and English).

Images are all forms of graphic attachments
and photographs, drawings, schemes and graphs
are published as “images” in ENGRAMI. Images
are marked with Arabic numerals according to
the order of citation in the text. Only digital pho-
tos (black and white or color) with a resolution of
atleast 300 dpi and tiff or jpg format (small, blur-
ry and poor quality images will not be accepted
for printing!) are accepted. If the authors do not
have or are not able to submit digital photos, then
the original images should be scanned at a reso-
lution of 300 dpi and in the original size. If the
paper needs to be illustrated with more than one
image, several will be published in the paper, and
the rest will be in the e-version of the article as
a PowerPoint presentation (each image must be
numbered and have a legend).

If the manuscript is in Serbian, attach the
names of the pictures and the legend in both lan-
guages.

Photos. Supplied in electronic form. Prefera-
bly the resolution is 300 dpi.

Charts. Graphs should be made and submit-
ted in Excel, to see the accompanying values ar-
ranged by cells. The same graphs can be linked to
a Word document, where the graphs are marked
with Arabic numerals in the order in which they
appear in the text, with the title in Serbian and
English. All data on the chart are typed in Times
New Roman font, in Serbian and English. In the
printed version of the article, it is more likely that
the chart will not be printed in color, so it is bet-
ter to avoid using colors in charts, or use them of
different intensities.

The abbreviations used in the chart should
be explained in the legend below the chart in
Serbian and English.

Schemes (drawings). Drawings and di-
agrams are submitted in jpg or tiff format.
Schemes should be made in Corel Draw or Ado-
be Illustrator (programs for working with vec-
tors, curves). If the manuscript is in Serbian, at-
tach the names of the scheme and the legend, in
Serbian and English, the font size is 10 pt.

The abbreviations used in the scheme should
be explained in the legend below the scheme in
Serbian and English.

Thank-you note. List all those who contrib-
uted to the creation of the paper but did not meet
the authorship criteria, such as those who pro-
vide technical assistance, help with writing the
paper, or manage a department that provides
general support. Financial and material assis-
tance, in the form of sponsorships, scholarships,
gifts, equipment, medicines, etc., should also be
listed.

Conflict of interest statement. It is neces-
sary to indicate a potential conflict of interest if
it exists in the case of any of the authors of the
paper. If there is no conflict of interest, it should
also be emphasized.

Literature. The list of references is the re-
sponsibility of the author, and the cited articles
should be easily accessible to the readers of the
journal. Therefore, each reference must be ac-
companied by the DOI number of the article
(the unique character string assigned to it) and
the PMID number if the article is indexed in
the PubMed / MEDLINE database. References
should be numbered in Arabic numerals accord-
ing to the order of citation in the text. The num-
ber of references should not exceed 30, except in
the literature review, which allows up to 100.

The number of cited original papers must be
atleast 80% of the total number of references, and
the number of cited books, book chapters and re-
view articles is less than 20%. If domestic mono-
graphic publications and articles can be included
in the references, the authors are obliged to cite
them. Most of the cited scientific articles should
not be older than five years. Quoting abstracts is
not allowed. If it is important to comment on the
results that have been published only in the form
of an abstract, it is necessary to state that in the
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text of the paper. References to articles that have
been accepted for publication but have not yet
been published should be marked in press and
proof of acceptance of the paper for publication
should be attached.

References are cited according to the so-
called Vancouver Rules (Vancouver style) (uni-
form requirements for manuscripts submitted
to biomedical journals), established by the Inter-
national Committee of Medical Journal Editors
(http://www.icmje.org), based on formats used
by the National Library of Medicine and Index
Medicus. Examples of citations of publications
(articles, books and other monographs, electron-
ic, unpublished and other published material)
can be found at http://www.nlm.nih.gov/bsd/uni-
form_requirements.html. When citing literature,
it is very important to adhere to the mentioned
standard, because it is one of the most important
factors for indexing when classifying scientific
journals. Abbreviate journal titles according to
Index Medicus examples (do not put periods af-
ter abbreviations!). For works with up to six au-
thors, list all authors. For works with more than
six authors, list the first three and add et al. Pages
are cited by specifying the start page and the end
page without a digit or repeating digits (e.g. pag-
es 322 to 355: 322-55).

We ask the authors to adhere to the men-
tioned standard when citing the literature, be-
cause it is a very important factor for indexing
when classifying scientific journals.

Examples:

1. Journal article:
Roth S, Newman E, Pelcowitz D, Van der
Kolk, Mandel F. Complex PTSD in victims
exposed to sexual and physical abuse: results
from the DSM-IV field trial for posttraumat-
ic stress disorder. J Traum Stress 1997; 10:
539-55.

2. Chapter in a book:
Ochberg FM. Posttraumatic therapy. In:
Wilson JP, Raphel B, editors. International
Handbook of Traumatic Stress Syndromes.
New York: Plenum Press; 1993. p.773-83.

3. Book:
Maris RW, Berman AL, Silverman MM, ed-
itors. Comprehensive Textbook of Suicidol-
ogy. New York, London. The Guilford Press;
2000

4. Electronic document available
on the Internet:

Irfan A. Protocols for predictable aesthetic

dental restorations [Internet]. Oxford: Black-

well Munksgaard; 2006 [cited 2009 May 21].

Available from: http://cclsw2.vee.ca:2048/

login?url=http://www.netLibrary.com/urlapi.

asp?action=abstract

Submission letter. The manuscript must be
accompanied by a letter or electronic form of a
document signed by all authors, which should
contain:

o A statement that the paper has not been pre-
viously published and has not been submit-
ted for publication in another journal at the
same time, and

o A statement that the manuscript has been
read and approved by all authors who meet
the authorship criteria.

It is also necessary to submit copies of all
permits for: reproducing previously published
material, using illustrations and publishing in-
formation about famous people, or naming peo-
ple who contributed to the work.

Sending manuscripts. Manuscript should
be submitted electronically to the address:

https://aseestant.ceon.rs/index.php/engrami

Note:

Paper that does not meet the requirements
of this guide cannot be submitted for review and
will be returned to the authors to supplement
and correct it. Adherence to the instructions for
the preparation of the paper will significantly
shorten the time of the entire process until the
publication of the paper in the journal, which
will positively affect the quality of articles and
the regularity of the journal.

For any additional information, please contact
the addresses and telephone number below.

Address:

Clinic for Psychiatry,

Univeristy Clinical Center of Serbia
“Engrami” Editorial Board
Pasterova 2, 11000 Belgrade, Serbia
www.engrami.rs
Kklinikazapsihijatrijukcs@gmail.com
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