





PRVI HRVATSKO - RUSKI KONGRES
DUHOVNE PSIHUJATRUE

ZBORNIK SAZETAKA



PRVI HRVATSKO - RUSKI KONGRES DUHOVNE PSIHIJATRIJE

ZBORNIK SAZETAKA

Urednik:

Rudolf Ljubici¢

Dizajn naslovnice i grafi¢ko uredenje:
Milos Stupar

Tiskano u Zagrebu, velja¢a 2013.

POKROVITEL) KONGRESA:
MINISTARSTVO ZDRAVLJA REPUBLIKE HRVATSKE
ORGANIZATORI:

Hrvatski institut za duhovnu psihijatriju
Institut za mentalno zdravlje i pitanja ovisnosti - Moskva

SUORGANIZATORI:

Klinika za psihijatriju, KBC Rijeka

Medicinski fakultet Sveucilista u Rijeci

Katoli¢ki bogoslovni fakultet u Zagrebu — Teologija u Rijeci
Hrvatsko drustvo za klini¢ku psihijatriju HLZ

Katedra za kazneno pravo Pravnog fakulteta Sveucilista u Rijeci

Predsjednici kongresa: Bulijano Ljubici¢, Boris Tsygankov

Pocasni predsjednik kongresa: Norman Sartorius

Dopredsjednici kongresa: Veljko Bordevi¢, Mihaly Szentmartoni, Dmitry Khritinin
Predsjednik organizacijskog odbora: Rudolf Ljubici¢

Predsjednik znanstvenog odbora: Miro Jakovljevi¢

Tajnik kongresa: Hrvoje Jakovac

ORGANIZACIJSKI ODBOR:

Dragana Juri¢, Ana Bacekovi¢, Dragutin Breski, Tanja Franéeski, Trpimir Glavina, Jelena Iveli¢
Ivan Kanjer, Lana KneZevi¢, Darko Labura, Tina Subat Lazinica, Igor Salopek,
Anamarija Orli¢, Vjekoslav Peitl, Radimir Rakun

ZNAVSTVENI ODBOR:

Goran Arbanas, Ivana Ljubici¢ Bistrovi¢, Marijana Bra$, Danijel Buljan,

Goran Dodig, Nikola Drobnjak, Tanja Franciskovi¢, Vesna Golik Gruber,

Velinka Grozdani¢, Ika Roncevi¢ Grzeta, Herman Haller, Sanja Janovi¢,

Andela Jeligi¢, Vesna Sendula Jengié, Vlado Jukié, Miljenko Kapovi¢,

Dalibor Karlovi¢, Krizo Katini¢, Tomislav Lesica, Darko Maréinko,

Branka Aukst Margeti¢, Srdan Marusi¢, Ninoslav Mimica, Jasenka Mrsi¢,

Amir Muzur, Marija Vucié Peitl, Vesna Pesi¢, Rudolf Ljubici¢, Ingrid Skarpa-Prpi¢,
Veronika Reljac, Iva Rinéi¢, Gordana Rube3a, Milan Spehar, Mirko Stifani¢,

Alan Susti¢, Boran Ugljesi¢, Dinko Vitezi¢, Nikola Vranjes, Zoran Zorici¢



SADRZAJ:
USMENE PREZENTACUE

DEPRESIJA, SAMOUBOJSTVO, OVISNOSTI O DROGAMA
| DUHOVNOST
Prof.dr.sc. N. Sartorius

NORMALNO | PATOLOSKO U RELIGII
Prof.dr.sc. M. Szentmartoni

FACTORS THAT AFFECT SUICIDAL BEHAVIOUR
Prof.dr.sc. B.D. Tsygankov

DEPRESIJA 1Z SEDAM PERSPEKTIVA: TRANSDISCIPLINARNI
INTEGRATIVNI MODEL
Prof.dr.sc. M. Jakovljevi¢

DUHOVNOST U RAZUMIJEVANJU, PREVENCII | LUECENJU
DEPRESUE
Prof.dr.sc. M. Jakovljevi¢

“DUHOVNA PSIHIJATRIJA”
Prof.dr.sc. D. Ljubici¢

PSIHOANALIZA, C.G.JUNG | RELIGIJA — PREGLED ODNOSA
PSIHOANALIZE | RELIGUE
Dr. R. Nikoli¢

PSYCHOTHERAPISTS PERSONALITY AND SPIRITUALITY
Prof.dr.sc. R. Nabiullina

MOTHER'S ROLE IN THE SPIRITUAL PSYCHOTHERAPY SERIOUSLY ILL CHILD

Dr. Z. Polozhaja

ESTETIKA SUICIDA — OD ANTICKE DO KONCEPTUALNE UMJETNOSTI

Dr.sc. A. Mindoljevi¢ Drakuli¢

EXPERIENCE OF THE MOSCOW SERVICE OF THE PSYCHOLOGICAL

ASSISTANCE TO THE POPULATION WHEN RENDERING THE

PSYCHOLOGICAL ASSISTANCE TO THE PERSONS BEING IN THE

SHARP CRISIS STATE.
Dr. T. Sergey

SKIN ITCHING AS A PSYCHOSOMATIC SYMPTOM OF DEPRESSION

Dr. V.V. Marilov

PARTICULARIES OF DEPRESSIVE DISORDERS’ DEVELOPMENT

IN PATIENTS WITH ANOREXIA NERVOSA
Dr. A.E. Bryoukhin

CHARACTERISTICS OF PERSONALITY TRAITS AND EMOTIONAL

SPHERE IN WOMEN WITH NIGHT EATING SYNDROME
Dr. I.S. Mahortova

11

12

13

14

15

17

21

22

23

23

26

27

28

29



THE COMBINATION OF AUTO- AND HETEROAGGRESSIVE
BEHAVIOUR IN PARANOID SCHIZOPHRENIC PATIENTS
Dr. S. Oskolkova

GRUPE SAMOPOMOCI— TEMELJ REHABILITACIJE U ALKOHOLOGUI
Doc.dr.sc. Z. Zorici¢

REHABILITATIVE CARE SYSTEM ADDICTED PATIENTS IN
THE RUSSIAN FEDERATION
Dr. T.N. Dudko

ULOGA OBITELJI U PREVENCII OVISNICKIH PONASANJA DJECE
Prof.dr.sc. S. Sakoman

OVISNOST — ZAPREKA CJELOVITOM COVIJESTVU
Dr.sc. V. Reljac

REZONANCIJA: OD PSEUDOTRUDNOCE DO TERAPISKE ZAJEDNICE
Mr.sc. S. Janovié¢

POSTOJE LI RAZLIKE U POVEZANOSTI DUHOVNOSTI I
RELIGIOZNOSTI S DEPRESIJOM?
Dr. S. Mihaljevi¢

KLINICKA SLIKA, BIBLIJSKA ANTROPOLOGIJA | KRSCANSKA VJERA
Prof.dr.sc. M. Szentmartoni

TEOLOSKI POGLED NA STANJE | LIJECENJE OBOLJELIH OD DEPRESIJE
Doc.dr.sc. N. Vranjes

PSYCHOLOGICAL FEATURES OF PROACTIVE BEHAVIOUR OF
PATIENTS WITH DEPRESSION
Dr. A.l. Erzin

SPIRITUAL UPBRINGING IN THE PARENTALFAMILY - THE LEADING
FACTORS OF PRIMARY PREVENTION OF SUICIDAL BEHAVIOR
Dr. B.S. Polozhy

SUICIDALNOST U BOLESNIKA S POREMECAJEM OSOBNOSTI |
POREMECAJEM PREHRANE
Doc.dr.sc. D. Marcinko

SUICID KAO OPCI FENOMEN
Prof.dr.sc. G. Dodig

THE MODEL OF SUICIDE AID IN SARATOV REGION
Dr. J.B. Barylnik

KRSCANSKA DUHOVNOST LIUDSKOGA ZIVLIENJA
Prof.dr.sc. Milan Spehar

NEW PERSPECTIVES OF THE DIAGNOSTICS OF THE SUICIDAL RISK
Dr. O. Kalashnikova

STUDY POPULATION STRUCTURE SUICIDAL BEHAVIOR
(IN THE RETROSPECTIVE STUDY SUICIDES SARATOV REGION)
Dr. E.V. Bachilo

30

31

32

33

34

36

37

39

39

41

42

43

43

45

46

47

48



SUICIDES OF TEENAGERS (ACCORDING TO POSTHUMOUS
FORENSIC PSYCHIATRY EVOLUATIONS)
Dr. S.V. Vaulin

DELIVERY OF CARE TO SUICIDAL PATIENTS IN CRISIS
INTERVENTION PSYCHIATRIC WARD OF GENERAL HOSPITAL
Doc.dr.sc. V.M. Gilod

SUICIDAL THOUGHTS IN PATTERN OF MENTAL DISORDERS IN
PATIENTS WITH PROSTATE CANCER
Dr. I.E. Danilin

ASSESSMENT OF SUICIDE RISK IN PATIENTS WITH MULTIPLE
SCLEROSIS IN THE OUTPATIENT SETTING OF PRIMARY
HEALTH AND SOCIAL CARE.

Dr. K.V. Sinitsina

CATAMNESIS OF KORSAKOFF’S SYNDROME IN ALCOHOLISM

Dr. M.S. Artemieva

EVALUATION OF LIFE QUALITY AS A COMPONENT OF PATIENTS’
WITH BORDERLINE MENTAL DISORDERS REHABILITATION

Dr. D.D. Samoylova

GDJE JE MJESTO KOMUNIKACISKIH VJESTINA U
MEDICINSKOJ EDUKACUI?
Prof.dr.sc. V. Bordevi¢

DEPRESIJA KOD STARUIH OSOBA
Prof.dr.sc. N. Mimica

DUHOVNOST | PSIHOONKOLOGIJA
Prim.dr. sc. B. Auks Margetic¢

NEMOJ POSTOJATI
Dr.sc. J. Bosnjakovic¢

PREDIKCIJA SUICIDA U INSTITUCIONALNIM UVJETIMA
Doc.dr.sc. V. Sendula Jengi¢

DEPRESIJA | DEMORALIZACIJA KOD BOLESNIKA S NEIZUECIVIM
BOLESTIMA: DIJAGNOSTICKI | TERAPISKI IZAZOVI
Doc.dr.sc. M. Bras

EKSTENZIVNA SUICIDALNOST
Prof. Luka Marsic¢

50

51

52

53

54

55

56

59

60

61

62

64

67



POSTERI

DUHOVNOST KAO ,,ELIKSIR ZDRAVLIA“?
D. Juri¢

STO JE TO sQ?
J. lveli¢

" NE ZNAM, NISAM SIGURNA"??
Dr. M. Saki¢

DUHOVNA BOLEST — TEMELINA BOLEST
Dr. L. KneZevic¢

IMPLIKACIJE NEUROZNANSTVENIH ISTRAZIVANJA OVISNOSTI
NA RAD S OSOBAMA KOJE BOLUJU OD BOLESTI OVISNOSTI
Prof. M. Sendula-Paveli¢

70

71

73

74

76









DEPRESIJA, SAMOUBOIJSTVO, OVISNOSTI O DROGAMA |
DUHOVNOST

Norman Sartorius
Association for the Improvement of Mental Health Programmes (AMH) - President

Depresija, samoubojstvo i zlouporaba droga su zlo naseg doba i malo
je sumnje da se pojavljuju tako snaino upravo zbog trenutne
socioekonomske revolucije, te zbog promjene sustava vrijednosti koji
ga prati. Vjera, religija, duhovnost i neizvjesnost o nasim idealima
utjecu na nase nade, nasa ocekivanja i nas nacin Zivljenja u svijetu koji
se brzo mijenja: depresija i samoubojstvo, kao i zlouporaba droga
mogli bi biti posljedice neuspjeha u pronalasku podrske kod drugih ili
snage unutar samog sebe u procesu masovnih promjena. Prezentacija
¢e dati pregled pitanja na koja bismo trebali obratiti pozornost u
istrazivanju i u praksi - pitanja o toc¢noj prirodi odnosa izmedu
duhovnosti, vjere i religije s jedne strane i depresije, samoubojstva i
zlouporabe droge s druge. Ta ée se pitanja postaviti u kontekstu Sireg
drustvenog okruZzenja Sto ukljuCuje promociju ovisnosti o drogama,
zlouporabe opojnih droga povezane s kriminalom, promjene zakona o
samoubojstvu i potpomognutom samoubojstvu, ekonomske
nesigurnosti i ogromne varijacije stope nezaposlenosti, kao i trenutne
revolucije u dostupnosti informacijama.

DEPRESSION, SUICIDE, DRUG DEPENDENCE AND SPIRITUALITY

Depression, suicide and the abuse of drugs are ills of our times and
there is little doubt about the fact that they emerge so strongly
because of the current socioeconomic revolution and because the
changes of the value system which accompanies it. Faith, religion,
spirituality and the uncertainty about our ideals affect our hopes, our
expectations and our ways of living in the world which is rapidly
changing: depression and suicide as well as drug abuse might be
consequences of failing to find support from others or strength within
ourselves in this process of massive change. The presentation will give
an outline of questions that we should address in research and in
practice — questions about the precise nature of relationship between
spirituality, faith and religion on one hand and depression, suicide and
drug abuse on the other. These questions will be listed in the context
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of the wider social environment which includes the promotion of drug
dependence, drug abuse related crime, changes of legislation
concerning suicide and assisted suicide, economic uncertainties and
huge variations of rates of unemployment as well as the current
information revolution.

NORMALNO | PATOLOSKO U RELIGUI

Mihaly Szentmartoni
Isusovac, doktor psihologije, redoviti profesor psihologije i duhovnosti na Papinskom
Sveucilistu Gregorijana u Rimu, Predstojik Instituta za duhovnost istog Sveudilista

Kriteriji za diferencijalnu dijagnozu

Nije lako odrediti sto je normalno a Sto patolosko u religioznom
ponasanju. Razne religiozne pojave razli¢ito se ocjenjuju u kontekstu
razli¢itih povijesnih vremena i kultura. Suvremene norme jo$ uvijek
snazno ovise o europskim standardima i o ,, medikalizaciji“ religijskih
pojava. U prvom dijelu predavanja prikazu se razliciti oblici religioznog
ponasanja koji se Cesto etiketiraju kao patolosko. U drugom dijelu
predavanja ispituju se kriteriji za vrednovanje tih ponasanja u jednom
Sirem kontekstu, uzimajuéi u obzir povijesni i kulturni kontekst.
Zakljucak autore je da osim dihotomije ,patolosko-normalno” postoji i
treca kategorija ,,izvan normalno”.

NORMALITY AND PATHOLOGY IN RELIGION

Criteria for a differential diagnosis

It is not easy to define what is normal and what is pathological in
religious behaviour. Different religious expressions are differently
judged in different historical times and different cultural settings.
Contemporary norms about what is normal or pathological in
religion are still under a strong influence of the western, mostly
European standards, imposed by psychiatry and medicine, so that we
can speak of the ,medicalization” of religious phenomena. In the first
part of his lecture the Author offers a list of religious behaviour
patterns, often labelled as pathological. In the second part, the Author
offers some new perspectives on judging a ,strange” religious
phenomenon: instead of thinking in a dichotomy of ,normal-



pathological”, a third category should be added: ,,beyond normal®“.

®AKTOPbI, BNNAOLWUE HA CYULUUWAANBHOE NOBEAEHUE.
Upirankos b.4., A.M.H., npodeccop, 3aB. Kad. NCUXMATPUKU, HAPKONOTUU U NcUxoTepanum
®nao Mrmcey.

Mocksa

BayanH C.B., K.M.H., fJoueHT Kadeapbl HEBPONOrMM W Ncuxmatpum  dakyabteTa
NoBbIlWeHNA KBannduKaumm u npodeccMoHanbHOW NepenoaroToBKM CrneLmanmcTos
CIrMA, CMONEHCK.

XpUTUHMHA BCTaBUTb

CyMumMabl U cymumaanbHble NOMbITKM NPeacTaBAAoT coboii cepbesHyto
npobnemy 34paBoOXpaHeHMA BO BCex CTpaHax Mupa. 3a nocnesHue
AecATMNeTMA B 6GOMbIUMHCTBE CTpaH MWpa BO3POCAWM  YPOBHM
CMEpPTHOCTM OT CaMOyBMICTB, Kak B 3penom, Tak M B MOJIOAOM
Bo3pacTe. OCHOBHbIE TUMbI GAKTOPOB, KOTOPbIE MOMHO PAcCMOTPETH
KaK BAMAIOLLME Ha CyWULMAANbHOE NOBeAEHNe, 3TO:

- CpesioBble haKTopbI

- Mcuxonornyeckme (TMYHOCTHbIE haKTopbI)

- llemorpadunyeckmne ocobeHHoCTH 13
- CoumanbHble GaKTopbi

- TlcMXMYECKMe 1 NCMXOCOMATUYECKME acneKTbl

- B3aUMOCBA3b aAaMKLMIA U CyMLMAANBLHOTO NOBeAeHNA

FACTORS THAT AFFECT SUICIDAL BEHAVIOUR

Tsygankov B.D., Professor, Head of the Department of Psychiatry, Addiction and
Psychotherapy, Faculty of Post-Graduate Education, Moscow State University of
Medicine and Dentistry named after A.l. Evdokimov, Moscow, Russia

Vaulin S.V., MD, PhD, Associate Professor at the Department of Neurology and
Psychiatry, Faculty of Post-Graduate Education and Professional Reeducation, Smolensk
State Medical Academy, Smolensk, Russia

The group of multifaceted factors that affect suicidal behavior
described in the article, among them environmental, psychological,
demographical, social and psychiatric. Accomplished suicides and
suicide attempts present a serious problem for health care systems
around the world. The prevalence of mortality due to suicides among
adults and young people increased recently in many countries. The
main factors that affect suicidal behavior are following:



- Environmental factors

- Psychological factors (personality traits)

- Demographical factors

- Social factors

- Psychiatric and psychosomatic factors

- Connection between addiction and suicidal behavior

DEPRESIJA IZ SEDAM PERSPEKTIVA: TRANSDISCIPLINARNI
INTEGRATIVNI MODEL

Miro Jakovljevié
Klinika za psihijatriju KBC Zagreb i Medicinski fakultet SveuciliSta u Zagrebu

Depresija je mracna bolest nasega doba s tisu¢u lica, u stalnom je
porastu i ¢ini se da sve vise poprima oblik epidemije. Cesto je
neprepoznata ili se sa zakasnjenjem dijagnosticira, rizi¢ni je ¢imbenik
za razvoj koronarne, ali i drugih bolesti, prognosticki je ¢imbenik u
raznim komorbidnim stanjima, a rezultati lijeCenja nerijetko su vrlo
skromni i u alarmirajucoj nesrazmijeri s terapijskim mogucnostima, a
sve zbog dogmatskog, mehanicistickog i fragmentiranog pristupa. Sve
je aktualnija potreba za prevladavanjem dubokog jaza izmedu velikih
terapijskih moguénosti i relativno skromnih rezultata u klinickoj praksi
sto je moguce kroz komplementarne i integrativne metode lijecenja. U
radu se opisuje transdisciplinarni multiperspektivni integrativni model
depresije iz perspektive bolesti, dimenzionalne perspektive osobnosti
u zdravlju i bolesti, kognitivno-aksioloske persperktive, behavioralne
perspektive, spiritualno-transcendentalne perspektive, narativne i
sistemske perspektive. Svaka od navedenih perspektiva nudi specificne
terapijske pristupe i tehnike koje su komplementarne i mogu se
medusobno nadopunjavati u sklopu transdisciplinarnog integrativnog i
holistickog  lijeCenja kao Sto je  primjerice  kreativna
psihofarmakoterapija.

DEPRESSION THROUGH SEVEN PERSPECTIVES:
A TRANS- DISCIPLINARY INTEGRATIVE MODEL

Depression is a sinister disease of our time with thousand faces, it is
steadily increasing and it seems that the increasing is taking the form



of an epidemic. It is often unrecognized or diagnosed too late,
presenting one of the risk factors for developing coronary and other
diseases, it is also a prognostic factor in a variety of co morbid
conditions, and the results of treatment are often very humble and
alertingly disproportionate to the therapeutic options, all because of
the dogmatic, mechanistic and fragmented approaches. There is an
increasingly frequent need to overcome the deep gap between major
therapeutic options and relatively modest results in clinical practice as
much as possible through complementary and integrative treatments.
This paper describes a multi-perspective trans-disciplinary integrative
model of depression from the perspective of disease, dimensional
perspective of personality in health and disease, cognitive-axiological
perspective, behavioral perspective, spiritual-transcendent
perspective, narrative and systemic perspective. Each of these
perspectives offers specific therapeutic approaches and techniques
that are complementary and can complement each other as part of a
trans-disciplinary integrative and holistic treatment such as the
creative pharmacotherapy.

DUHOVNOST U RAZUMIJEVANJU, PREVENCUI | LUECENJU
DEPRESUIE

Miro Jakovljevié
Klinika za psihijatriju KBC Zagreb i Medicinskog fakulteta Sveudilista u Zagrebu

Duhovnost i depresija povezani su na razli¢ite nacine, pa se o depresiji
moze govoriti i kao jednom od oblika duhovnog otudenja ili duhovnog
sloma u nasem neduhovnom svijetu pseudonormalnosti i virtualnosti.
Depresija znacajno narusava duhovni Zivot, ali i s druge strane
duhovna kriza predstavlja moguci put u depresiju. U duhovnoj krizi s
manjkavim nacinom suceljavanja s Zivotnim izazovima dovodi se u
pitanje sveukupni smisao, pa i sama vrijednost nasSega Zivota. Razvoj
depresije nerijetko je povezan s ulaganjem u krive Zivotne vrijednosti i
nezadovoljenim autenticnim potrebama, s razvojem osjecaja
bespomocdnosti, vlastite bezvrijednosti i beznadnosti, te potisnutim
bijesom i osjecajem krivnje. Depresija signalizira submisivnost
dominantnim osobama i bespomocnost potencijalnim njegovateljima i
pomagacima. Metaforicki re¢eno depresija predstavlja ocajnicki krik za
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ljubavlju i smislom. Duhovno orijentirana terapije depresije ukljucuje
duhovnu konverziju ili duhovni preporod kroz procese oprastanja,
promjene Zivotne filozofije i usmjeravanja prema autenti¢nim Zivotnim
vrijednostima i potrebama, te procese prepoznavanja i ostvarivanja
svojih autenti¢nih mogucnosti i Zivotne misije. Duhovno ozracje vazna
je sastavnica terapijskog konteksta jer pojacava placebo, a umanjuje
nocebo sastavnicu terapijskog odgovora kako na psihofarmakoterapiju
tako i na brojne vrste psihoterapije.

SPIRITUALITY IN THE UNDERSTANDING, PREVENTION AND
TREATMENT OF DEPRESSION

Spirituality and depression are linked in various ways, and we can talk
about depression as a form of spiritual alienation and spiritual
breakdown in our unspiritual world of pseudo normality and virtuality.
Depression significantly impairs the spiritual life, but at the other hand
a spiritual crisis presents a possible path to depression. In the spiritual
crisis, with poor ways to cope with life's challenges, the sense of
everything is undermined, even the value of our own lives.
Development of depression is often associated with investing in the
wrong life values and unsetting some of the authentic needs, with the
development of feelings like helplessness, hopelessness and
worthlessness of their own, and repressed anger and guilt. Depression
is signalizing submissiveness to dominant persons and helplessness to
potential caregivers and helpers. Metaphorically said, depression is a
desperate cry for love and meaning. Spiritually oriented therapy of
depression involves a spiritual conversion or spiritual rebirth through
the process of forgiveness, changing the philosophy of life, routing to
authentic life values and needs, and the processes of recognition and
realization of its authentic features and mission. Spiritual atmosphere
is an important component of the therapeutic context because it
reinforces the placebo and reduces nocebo components of response
to the psychopharmacology and to other numerous types of
psychotherapy.



“DUHOVNA PSIHIJATRIJA”
Dulijano Ljubici¢, Rudolf Ljubici¢
Hrvatski institut za duhovnou psihijatriju- HIDP

I najdulje putovanje zapocinje s prvim korakom,
kao i ljubav s prvim cvijetom...

U posljednjem desetljecu, klini¢ke i znanstvene granice izmedu religije,
duhovnosti i psihijatrije istrazene su s novom energijom. Najnovijim
dostignu¢ima u mozgu znanosti duha (Fenwick, 2009.), veéi utjecaj
kontinentalne egzistencijalne filozofije (Matthews, 2007.), i
potraznjom iz grupa korisnika usluga mentalnog zdravlja za osobu u
cjelini, olak$an je prijelaz tih granica. Globalizacija, prisilne migracije,
politicke ili ekonomske izbjeglice, povedavaju svijest o mentalno
zdravstvenim uzrocima i posljedicama porasta masovnog nasilja (Cox i
Ghodse, 2007.); vedi interes za blagostanje u javnom zdravstvu,
potraga za ,znaCenjem” i za multivjerskom religijskom filozofijom
suosjecanja (Amstrong, 2001.; King, 2009.), su ostale niti razmatranja.
S tim razmatranjem na umu, psihijatri i njihove profesionalne
organizacije pozvani su na provedbu sljedecih preporuka:

- Uklju¢enje duhovnog blagostanja, egzistencijalnog znacenja i vjerskih
uvjerenja u sve mjere kvalitete Zivota.

- Povecanje razumijevanja doprinosa religije i duhovnosti na uzroku i
lijecenje mentalnih poremedaja.

- Poticanje ostalih zdravstvenih djelatnika da prepoznaju vaznost vjere
i duhovnosti za migrante iz vjerskih zemalja i kultura.

- Svjesnost utjecaja pruzanja lijeCnickih ,pogleda na svijet” pri
ukljucivanju sluzbi za mentalno zdravlje.

- Suradnja sa celnicima vjerskih zajednica, duhovnih savjetnika i
bolnickih kapelana kako bi se poboljsale odredbe za skrb osobe kao
cjeline.

- Rutinsko ukljucivanje vjerskih uvjerenja i duhovne prakse, pri
procjeni pacijenata, Sto utjeCe na dijagnozu, pruzanje zastite i
strategiju oporavka.

- Postivanje uvjerenja svojih pacijenata, uz zabranu ,ocrnjivanja“ i
nametanja vlastitih uvjerenja pacijentima ili pokusavanja Sirenja tih
istih.

- Postivanje vjerske i duhovne motivacije mentalnog zdravlja radnika
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bez ocrnjivanja njihove vrijednosti.

- Osiguravanje nadzora zdravstvenih usluga osoblju ¢ija vjerska
shvacanja imaju negativan utjecaj na njihovu dobrobit ili na dobrobit
bolesnika.

- Razvijanje CME (Continuing Medical Education- Kontinuirano
medicinsko usavrSavanje) programa i klinickih revizija na podrucju
psihijatrije i religije.

- Provodenje istraZzivanja o klinickim ishodima (pozitivnim ili
negativnim), te o prijelazu granica kako je opisano u ovoj lzjavi o
PoloZaju.

Duhovni i vjerski razlozi takoder imaju vaZzne i eticke znacajke za
klinicku psihijatriju. Osobito se to potvrduje ovdje:

1. Duhovno blagostanje je vrlo vazan aspekt zdravlja.

2. Empirijski dokazi otkrivaju uglavnom u velikoj mjeri pozitivan odnos
izmedu religioznosti/ duhovnosti i razli¢itih indeksa zdravlja. Medutim,
vjerska i duhovna uvjerenja su mocne sile koje mogu dati Stetne, kao i
pozitivne ucinke.

3. Takti¢no razmatranje religijskih vjerovanja i duhovnosti pacijenata
treba smatrati kao bitne komponente pri uzimanju psihijatrijske
povijesti bolesti.

4. Razumijevanje vjere i duhovnosti i njihov odnos prema dijagnozi,
etiologiji i lijeCenju psihijatrijskih poremecaja treba smatrati kao bitnu

sastavnicu za psihijatrijsko osposobljavanje i trajno strucno
usavrsavanje.

5. Postoji potreba za vise istraZivanja na obje, i religije i duhovnosti u
psihijatriji.

6. Psihijatri, bez obzira na osobna uvjerenja, trebali bi biti spremni za
rad sa Celnicima/ c¢lanovima vjerskih zajednica, kapelanima i
pastoralnim djelatnicima, za blagostanje svojih pacijenata, i trebali bi
poticati sve kolege u podrucju rada mentalnog zdravlja, da ucine isto.
7. Od psihijatara treba ocekivati da ¢e uvijek postivati i biti osjetljivi na
duhovno- religijska uvjerenja i prakse svojih pacijenata, te

takoder obitelji i njegovatelja svojih pacijenata, a ne da koriste svoj
profesionalni poloZaj za prozelitizam ili potkopavanje vjere.

8. Psihijatri bi trebali ukazivati na svijest, postivanje i osjetljivost za
vaznu ulogu koju igraju duhovnost i religija, pri formiranju i pozivu na
rad mnogobrojnog osoblja i volontera, na podrucju zastite mentalnog
zdravlja.



9. Psihijatri bi, kad god je to prikladno, trebali raditi na boljem
razumijevanju medu kolegama i pacijentima razlicitih religija i kultura,
imajuc¢i na umu da socijalni sklad doprinosi mentalnom zdravlju i
blagostanju.

“SPIRITUAL PSYCHIATRY”

Even the longest journey begins with the first step,
just like love with the first flower...

In the last decade, clinical and scientific boundaries between religion,
spirituality and psychiatry are explored with new energy. Recent
advances in brain science spirit (Fenwick, 2009), greater impact of
continental existential philosophy (Matthews, 2007), and demand
from a group of users of mental health services for a person as a
whole, facilitated the crossing of these limits. Globalization, forced
migration, political or economic refugees, increase awareness of
mental health causes and consequences of the rise of mass violence
(Cox and Ghodse, 2007); Increased interest in the welfare of the public
health, the search for "meaning" and the multi-faith religious
philosophy of compassion (Amstrong, 2001; King, 2009), are other
threads of these considerations. With these considerations in mind,
the psychiatrists and their professional organizations have been
invited to the implementation of the following recommendations:
- The inclusion of spiritual well-being, existential meaning and religious
beliefs in all measures of quality of life.

- Increased understanding of the contribution of religion and
spirituality in the cause and treatment of mental disorders.

- Encouragement of other health professionals to recognize the
importance of religion and spirituality for migrants from religious
countries and cultures.

- Awareness of the impact of “physician's views” about the world, and
the inclusion of the mental health services.

- Cooperation with the leaders of religious communities, spiritual
counselors and hospital chaplains in order to improve the provision of
care for a person as a whole.

- Routine inclusion of religious beliefs and spiritual practices in the
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assessment of patients, which affects the diagnostics, provision of
protection and recovery strategy.

- Having respect for the beliefs of their patients, with a ban on
"denigrating" and imposing their own beliefs on patients or trying to
spread them.

- Having respect for religious and spiritual motivation of mental health
workers without denigrating their value.

- Providing oversight of health services personnel whose religious
views have a negative impact on their welfare or the welfare of
patients.

- Developing CME (Continuing Medical Education) program and clinical
auditing in psychiatry and religion.

- Conducting research on clinical outcomes (positive or negative), and
the border crossing as described in this Statement of position.
Spiritual and religious considerations also have important ethical
features which have impact on psychiatry. In particular, it is confirmed
here:

1. Spiritual well-being is an important aspect of health.

2. The empirical evidence reveale the largely positive relationship
between religiousness/ spirituality and various indices of health.
However, religious and spiritual beliefs are powerful forces that can
have harmful as well as beneficial effects.

3. Tactful consideration of religious beliefs and spirituality of patients
should be considered as essential components in taking psychiatric
histoy of a patient.

4. Understanding religion and spirituality and their relationship
towards the diagnosis, etiology and treatment of psychiatric disorders
should be considered as an essential component of psychiatric training
and continuing professional development.

5. There is a need for more research on both religion and spirituality in
psychiatry.

6. Psychiatrists, regardless of their personal beliefs, should be willing
to work with the leaders / members of religious communities,
chaplains and pastoral care workers, for the welfare of their patients,
and should encourage all their colleagues in the field of mental health,
to do the same.

7. Psychiatrists should always respect and be sensitive to the spiritual



and religious beliefs and practices of their patients, and also to families
and caregivers of their patients, and not to use their professional
position for proselytizing or undermining the faith.

8. Psychiatrists should indicate an awareness, respect and sensitivity to
the important role played by spirituality and religion during the
formation and vocation of numerous workers and volunteers in the
field of mental health.

9. Psychiatrists should, whenever appropriate, work for better
understanding among colleagues and patients of different religions
and cultures, bearing in mind that social harmony contribute to mental
health and well-being.

PSIHOANALIZA, C.G.JUNG | RELIGIJA — PREGLED ODNOSA
PSIHOANALIZE | RELIGIJE

Dr. Roman Nikoli¢
Psihijatrijska bolnica za djecu i mladezZ Zagreb

Od svoga nastanka psihoanaliza, nastala u ozrac¢ju mehenicistickog
materijalizma i nekih radikalno ateistickih filozofskih ideja,
suprotstavljala se religiji. C.G.Jung je bio iznimka, i u svojem
razmisljanju je otvorio vrata transcendentalnom, nadovezujuéi se na
promjene u shvacanju prirode realnosti kod nekih znanstvenika
(metafizicke implikacije kvantne fizike). | danas dok veliki broj
psihoanalitiCara zadrzava antireligiozni stav, neki pokusSavaju nadi
poveznice izmedu psihoanaliti¢kih stavova i religije.

PSYCHOANALYSIS, C. G. JUNG AND RELIGION - AN OVERVIEW
OF THE RELATION BETWEEN PSYCHOANALYSIS AND RELIGION

Since its inception psychoanalysis, created in an atmosphere of an
mechanistic materialism and some radically atheistic philosophical
ideas, opposed to religion. C.G. Jung was the exception, and his
thinking has opened the door to the transcendental, following the
changes in the understanding of the nature of reality of some
scientists (metaphysical implications of quantum physics). And today,
while a large number of psychoanalysts have antireligious stance,
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some are trying to find links between psychoanalytic attitudes and
religion.

JIMYHOCTb NCUXOTEPANEBTA U AYXOBHOCTb

MNpodeccop P.P.HabuynnmHa
KasaHb

McuxoTepanua — 3TO JfledyeHue Aywoi..M paywa Kak OCHOBHOWM
WMHCTPYMEHT, [0/KHA OblTb TOHKO HACTPOEHHOW W YyBCTBUTE/IbHOW.
MmeHHO No3TOoMy yAMBUTE/NbHAs TBOpYecKas paboTta ncuxoTepanesTa
npeabABAfeT AOCTAaTOYHO KECTKME TpPeboBaHUA K CaMoli JIMYHOCTWU.
Kak 6biTb 3ddekTMBHBIM npodeccnoHanom? Kakumu KavecTBamu
HY}XHO 06/134aTb, 4TODOblI A0CTMYL [/1IAaBHOM MNCUXOTEPaneBTUYECKOMN
Lenu: nomouyb NauMeHTy CTaTb CYaCTIMBbIM U MPOLAYKTUBHbBIM,
[0BUTbCA MO3UTUBHBIX M3MEHEHMI B KM3HU? ECTb OYeHb pasHble
ncMxoTepanesTbl, Pas3/iMyaloWwmecs No o4eHb MHOTMM NapameTpam, u
npu 3TOM O4YeHb 3 PEeKTUBHbIE.

PSYCHOTHERAPISTS PERSONALITY AND SPIRITUALITY
R.Nabiullina
Kazan

Psychotherapy is a form of treatment by the means of the soul. And
this soul being the major source and instrument of the treatment
should be sensitive and properly prepared. This is the reason why the
creative work of the psychotherapist itself demands special
requirements for the personality of the psychotherapist. The question
is — how to be an effective professional? What are those personal
qualities the doctor should obtain to achieve the main goal of
psychotherapy — helping patients to achieve positive changes in their
lives, become productive, become happy? There are many types of
equally effective but very different in many ways psychotherapists.
From my perspective, psychotherapist is always a successful person.



PO/Ib MATEPU B IYXOBHOW NCUXOTEPANUUN
TAXENOBO/IbHOIO PEBEHKA

3.b.MNMonoxasn
Mocksa, Poccua

CornacHo coBpemeHHbIM NpeacTaB/leHUAM, B KOMMJIEKCHOM Tepanuu
OeTeln ¢ TAXeNnbiIMM popmMamMm comaTMyeckux 3abosneBaHuii BaxkHoe
MECTO 3aHMMalT Mepbl  MeAUKO-NCUXONOTMYECKOTO  XapaKTepa,
No3BO/AOWNE TMOBbICUTL OOLWMIA  KU3HEHHbIA TOHYC pebeHKa,
aKTUBM3MPOBATb BO3MOMKHOCTM €ro MCUXMKWU, Hamnpas/ieHHble Ha
YyAydlleHne CamMoYyBCTBMA M Bbi3ZOpoOBAeHME. K coaneHuto, 3Tu
MEeAUKO-MCUXON0TMYEeCKMe  MepPONpUATUA KpaliHe peako
MCMNO/Ib3YIOTCA B MPaKTUKe 0b6LemMeanLMHCKUX CTaLMOHApOoB, B TOM
ynucne, U U3-3a OTCYTCTBUS B HUX COOTBETCTBYHOLLMX CNELNAIUCTOB.

MOTHER'S ROLE IN THE SPIRITUAL PSYCHOTHERAPY

SERIOUSLY ILL CHILD

Z.B.Polozhaja
Moscow, Russia

According to modern views, in the treatment of children with severe
physical illness take an important place measures of health and
psychological problems that improve overall vitality of the child, to
increase the possibility of his mind to improve the well-being and
recovery. Unfortunately these medical and psychological interventions
are hardly ever used in the practice of general medical hospitals,
including, and due to lack of relevant professional.

ESTETIKA SUICIDA — OD ANTICKE DO KONCEPTUALNE
UMIJETNOSTI

Aleksandra Mindoljevi¢ Drakuli¢, Miro Jakovljevi¢
Uciteljski fakultet Zagreb
Klinika za psihijatriju KBC Zagreb

lako nisu brojne, vizualne reprezentacije suicida potjecu jos iz anticke
mitologije i povijesti. Jedna od najcesce prikazivanih legenda toga doba
oslikana je i ugravirana prica o starogrckom junaku Ajaksu koji se
probo macem. Voluntaristicka je smrt (mors voluntaria) u to vrijeme
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isticana kao herojski, mahom muski izbor, a Aajaksov ma¢ postao je
simbolom obrane Ccasti. lako je katkada bio glorificiran i apoteoziran,
suicid je u antici u skladu s humanistickom filozofijom toleriran i
opravdavan razli¢itim razlozima: najcesc¢e radi ouvanja dostojanstva
ili izbjegavanja boli i tuge. Za razliku od umjetnickih prikaza antickih
suicida koji nisu implicirali pejorativne atribute toga ¢ina, u ranome
srednjem vijeku suicid se sve visSe prikazuje kao pasivna i losa smrt, uz
prisutnost depresivne tematike. U to se vrijeme estetika suicida
ponajprije veze uz krséansku ikonografiju, a ¢in samoubojstva
izjednacava se s demonskim i gresnim ubojstvom. Ipak, rijetko se
prikazuje mucenickom smrcu, a jedna od najpoznatijih slika suicida tog
razdoblja bila je Judina necasna smrt. Na taj su nacin uz filozofe
teologe i umjetnici otvoreno proglasili suicid drustvenim tabuom.

U periodu renesanse i prosvjetiteljstva suicid se u umjetnosti ponovno
prikazuje kao ¢in milosrda, ali i ¢in ludila, toc¢nije bolesti placa ili
melankolije. lako i dalje portretiran kao dijaboli¢an zlo€in, ne promatra
se vise u binarnom sustavu mucenistva (Isus) i osude (Juda). Vizualna
koncepcija suicida sve manje sadrzava moralizatorski aspekt, a vise
emocionalnu, pa i seksualnu komponentu, posebice prikaze Thanatosa
i Erosa. Potkraj 19. i pocetkom 20. stolje¢a, potaknuti razvojem
fotografije i medija, ali i druStvenom situacijom vezanom uz Prvi
svjetski rat, umjetnici na slikovit nacin poc€inju prikazivati bizarne
slucajeve suicida, uzbudljive i potresne detalje razli¢itih samoubojstava
od kojih su neka i plod fikcije. Ovi pionirski pothvati reafirmiraju se i u
modernoj umjetnosti 20. stolje¢a, a posebice u konceptualnoj
umjetnosti i umjetnosti instalacija i performansa. Gerilskim i
revolucionarnim nacinom prikazivanja smrti, koji je Cesto i na granici
izmedu umjetnosti i provokacije suicid se povezuje s alijenirajuc¢im
urbanim socijalnim kontekstom, s pitanjima o ljudskoj tjelesnosti te se
karakterizira kao poziv u pomo¢.

THE AESTHETICS OF SUICIDE — FROM ANCIENT TO
CONCEPTUAL ART

The visual representations of suicide, although not plentiful, date back
to ancient mythology and history. One of the most frequently
represented legends of that time is the painted and engraved story of



the ancient Greek hero Ajax who fell on his sword. Voluntary death
(mors voluntaria) was at that time described as a heroic, largely men’s
choice, and the Ajax sword became a symbol of the defence of honour.
Sometimes glorified and apotheosized, in antiquity suicide was, in
accordance with humanist philosophy, tolerated and justified by a
variety of motivations, mostly preservation of dignity or escape from
pain and sorrow.

Unlike the representations of suicide in ancient art without pejorative
connotations, in the Early Middle Ages suicide was increasingly
represented as a passive and bad death, accompanied by depressive
themes. At that time the aesthetics of suicide was primarily associated
with Christian iconography and seen as equivalent to demoniac and
sinful murder. It was rarely represented as martyrdom and one of the
best known paintings of suicide was Judas’ dishonourable death. Thus
the artists of that time openly sided with philosophers/theologians in
ostracising suicide as a social taboo.

In the period of Renaissance and Enlightenment suicide is again seen
as an act on mercy, but also one of insanity or, more precisely, of
weeping and melancholy. Although still portrayed as a diabolical
crime, it is no longer regarded in the binary terms of martyrdom
(Jesus) and condemnation (Judas). The visual concept of suicide is
becoming less and less moralising and more and more emotional, even
with sexual undertones, especially expressed in the representations of
Thanatos and Eros. In the late 19th and the early 20th century,
encouraged by the development of photography and the media, as
well as the social situation in the sign of FWW, the artists started to
vividly depict bizarre cases of suicide, their various fascinating and
shocking details, some entirely fictitious. These pioneering beginnings
are reaffirmed in modern 20th-century art, especially in conceptual art
and installation and performance art. Through guerrilla and revolution-
like approach to death, often on the borderline between art and
provocation, suicide is associated with the alienating urban social
context, with the questions of human physicalness, and is
characterised as a call for help.
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ONMbIT PABOTbl MOCKOBCKOWM C/TYXBbl MCUXO/IOrMYECKOM
NOMOLLM HACEZIEHMIO MPU OKA3AHUU
NCUXOIOTMYECKOM MOMOLLM JIMLIAM, HAXOAALLIMMCA B
OCTPOM KPU3UCHOM COCTOAIHUM.

TuyHos Cepreit BUKTOpoBMY,

K.M.H., HA4a/IbHUK OTZ.e/1a IKCTPEHHOW NCUXONOrMYECKON NOMOLLU
MNeTpoyeHko HMHa AnekceeBHa,

HavyanbHUK oTAeNa «TenedoH HEOTIOXKHOM NCUXOA0rMYecKon nomoLum 051»
YcneHckaa CBetnaHa tOpbeBHa,

HaYyaNbHWUK TEPPUTOPUANbHOTO OTAENA NMCUXOOrMYECKOW MOMOLLM HaceNeHuto

MocnegHue  rogbl  YBEAMYMIOCH  KOAMYECTBO  ObpalweHuin B
MOCKOBCKYIO C/AY»KOY TMCUXONOTMYECKON MOMOLLM HACENeHUsa uL,
(nanee MCMMH) HaxoAswWMXCA B OCTPOM KPU3UCHOM COCTOSIHUM.
Tonbko B 2012 roay 3a OYHOM MCUMXONOTMYECKOM MOMOLLBID C
npobaemoit «cymuma» B Cnyxby obpatmnocb 279 4enosekK, U3 HUX 28
(10%) peteit n nogpoctkoB B Bo3pacTe oT 14 go 18 net. Mo nosogy
dU3MYECKOrO M CEKCyaslbHOTO Hacuaus, B TOM e rogy K Ham
obpaTnnock 167 KAMeHToB, M3 HUX 16 (10%) AeTeit M NOAPOCTKOB, a C
nepexmnBaHmem «octporo rops» 583 uenoseKka. ExeHepenbHo Ha
KPYrNOCYTOYHbIN TenedoH HEOTNOXKHOW MCUXONOrMYEcKo MnomoLm
«051» noctynaetr go 1000 3BOHKOB, M3 KoTopbix 30% ABnAloTCA
KPU3UCHBIMM.

EXPERIENCE OF THE MOSCOW SERVICE OF THE
PSYCHOLOGICAL ASSISTANCE TO THE POPULATION WHEN
RENDERING THE PSYCHOLOGICAL ASSISTANCE TO THE

PERSONS BEING IN THE SHARP CRISIS STATE.

T.Sergey

Head of department of an emergency psychological assistance
N.Petrochenko

Head of department "Phone of an urgent psychological assistance 051"
S.Uspensky

Chief of territorial department of a psychological assistance to the population

The last years the number of addresses to the Moscow service of a
psychological assistance of the population of persons (further MSPH)
being in a sharp crisis state increased. Only in 2012 279 people asked
for an internal psychological assistance with a problem "suicide" in



Service, from them 28 (10%) children and teenagers aged from 14 till
18 years. Concerning physical and sexual abuse, the same year 167
clients addressed to us, from them 16 (10%) children and teenagers,
and with experience of "a sharp grief" 583 persons. Weekly on the
round-the-clock phone of an urgent psychological assistance "051"
arrives to 1000 calls from which 30% are crisis.

KOMHbIW 3y, KAK NCUXOCOMATUYECKOE NPOABNEHUE

AENPECCUU
V.V.Marilov, N.K.Atayan, P.V.Solodkov

Moscow Department of Psychiatry and Medical Psychology PFUR. B
nccnenoBaHUM NPUHAAK yyacTue 139 naumMeHToB AepMaToIorMyeckom
KAVHWKN B TedeHue 17 MecaLeB C XPOHMYECKUM 3yA0M KOXKM, He
cBfI3aHHbIE C /II06bIM U3 NOPaXKEHUA KOXN. 74% NaLMeHTOB UMeNV 3y [
KaK O0C/NI0XKHeHue aenpeccuu. MpUUmnHbI 3yaa He 6bia10 BbiAB/IEHO,
0/HaKo, BblNa K CBA3b C OAHUM MW HECKONbKUMM COBLITUAMM HKU3Hb.

SKIN ITCHING AS A PSYCHOSOMATIC SYMPTOM OF
DEPRESSION

The study involved 139 patients of dermatological clinic during 17
months with chronic skin itching not related to any of the skin lesions.
74% of patients had itching as a complication of depression. Causes of
itching was not revealed, however, there was some connection with
one or more of life's events.

AWHAMMKA AENPECCUBHbIX PACCTPOMCTB Y BOJ/IbHbIX

HEPBHOW AHOPEKCUEMN.

A.E.BptoxuH, M.C.AptembeBa, H.K.Abgpaesa
MockBa, Kadeapa ncuxmatpumn u meguumHcKkon ncuxonornm PYOH.

AddekTnBHaa naTtonorna ABnsetTcA o6AMraTHOM CUMNTOMATUKOM
HEepBHOM  aHopekcuu.  [lenpeccMBHas  CMMNTOMATMKA  MOMXKeT
BCTPEYATbCA HA Pas/MuYHbIX 3Tanax 3abosneBaHua. PaccTpolicTBa

27



28

HacTpoeHua B 30 % cny4aeB NpefLlecTBYOT HEPBHOM AHOPEKCUU U
XapakTepuaytoTca addeKTMBHOM HeyCTOMYMBOCTbIO € NpeobnagaHnem
genpeccun. Havano sTUX  ABNEHWMA OTHOCMTCA K AETCKOMY U
NoApOCTKOBOMY BO3pacTy. BbipaKeHHOCTb Aenpeccun npu HepBHOW
QHOPEeKCUM  3aBUCUT  OT  MHTEHCMBHOCTM  AUCMOPPOMAHUYECKMX
nepeXMBaHUI 1 YCNEWHOCTU KOPPEKLUU MHUMbIX, B0 Ype3BblYaliHO
npeysennMumBaembix U3MYECKUX HepocTaTKoB. [pu  AOCTUNKEHWUU
Kenaemor notepu Beca TAXKECTb AENpPeccun  yMeHbluaeTcs,
yBeNMYMBanch Npu npmubaske maccol Tena.

PARTICULARIES OF DEPRESSIVE DISORDERS’ DEVELOPMENT IN

PATIENTS WITH ANOREXIA NERVOSA.
A.E.Bryoukhin, M.S.Artemieva, N.K.Abdraeva
Moscow Department of Psychiatry and Medical Psychology PFUR

Affective pathology is obligate symptoms of anorexia nervosa (AN).
Depressive symptoms can occur at different stages of the disease.
Depressive disorders and affective instability in 30% of cases may be
preceded by the syndrome of AN. The beginning of the depressive
mood in AN apply to children and adolescents.). Severity of depression
in AN depends on the intensity of experience and success correction of
imaginary or real obesity. The desired weight loss decreases the
severity of depression, increasing weight gain caused the depressive
mood. At the stage of severe cachexia pre-existing productive
symptoms, including affective pathology is stopping.

XAPAKTEPUCTUKMU YEPT IMYHOCTU U SMOLIMOHA/ILHOW

C®EPbI Y }KEHLWLWUH C HOYHbIM NEPEEAAHUEM

MaxopTosa W.C., UpiraHkosb.A., LLnpses O.

MOCKOBCKMIA FOCYAAPCTBEHHBIV MeAUKO-CTOMATON0TMYeCKuii yHusepeutet A. E
EsgokumoBa, Mocksa

BopoHecKan rocyaapCcTBeHHan MeaMUMHCKan akagemuna um. H. H. bBypaeHko, BopoHex

PacnpocTpaHeHHOCTb PaccTPOMCTB MULLEBOrO NOBEAEHMA HAceseHuA
BapbupyetcaoT 1 ao 8%. B 90% cnyyaeB paccTpoOMCTBO HAaUYMHAETCA B
NoApPOCTKOBOM BO3PacTe M Yallie BCTpeyaeTca y XeHwmH. C cepeguHbl
MPOLU/JIOrO BEKA HECKOJIbKO MCCNefO0BaHWA, OMMCAHHbIX PACcCTPOMCTB



NULLEBOr0 NOBEAEHWUs, KOTopble OblM  KAMHWUYECKM OTAUYHbI OT
KNaccu4yeckoi aHopekcum wn byammmn. PacnpocTpaHeHHOCTb 3TOro
CUHAPOMA Cpeay NuL, CTPAAAOLWNX OXKMPEHMEM BapbupoBaTbca oT 10
0o 50% . Uenbto gaHHOro MccneaoBaHus 6bi10 OLEHUTb NYHOCTHbIE
4YyepTbl M 3MOUMOHA/NIbHbIE XAPAKTEPUCTUKM KEHLWMH C HOYHbIM
nepeegaHvem. B uccnegoBaHum npuHAAM 34 KeHLWUHbI

CHARACTERISTICS OF PERSONALITY TRAITS AND EMOTIONAL

SPHERE IN WOMEN WITH NIGHT EATING SYNDROME

Mahortova 1.S., Tsygankov B.D., Shiryaev O.U.
Moscow State Medical Stomatological University A.l. Evdokimova, Moscow
Voronezh State Medical Academy. N. N. Burdenko Voronezh

The prevalence of eating disorders in population is considered to vary
from 1 to 8%. In 90% of cases the disorder begins in adolescence and is
more common in women Since the middle of last century multiple
studies described eating disorders that were clinically distinct from
classical anorexia and bulimia nervosa. Night eating syndrome was
described as one of the most difficult for managing. The prevalence of
this syndrome among obese individuals vary from 10 to 50% . The
objective of this investigation was to evaluate personality traits and
emotional characteristics of women with night eating syndrome. To
achieve this goal a randomized sample of patients (n = 34, women)
aged from 31 to 65 years (mean age 47.27+4.26 vyears) was
investigated.

COYETAHUE AYTO-U TETEPOATPECCMBHOIO NOBEAEHNA Y
BOJIbHbIX MAPAHOUAHOM LWN30®PEHUEN

C.H. Ockosnkosa, MHL, um. B.M. Cepbckoro, Mocksa

KomnnekcHo obcnenoBaHbl 103  My)KUMHbI € KaTaMHECTUYECKM
BEpUPMLMPOBAHHBIM AMarHo3om «lmn3odpeHus» (nNo KpuTepuam
MKB-10), B Bo3pacTe oT 19 g0 63 net, KoTopbim B nepuos 2006-2011
r.r. npoBoAMNach CTauMoHapHas cynebHo-ncmMxmaTpuyeckasn
aKkcneptmsa B MHLU, CCMN um. B.MN. CepbcKoro. (bonbHble, coBepmnBLIne
ayTo- M retepoarpeccusHble AeWCTBUA U TONbKO retepoarpeccusHble
KPUMMHANbHbIE AefHMA). YCTaHOBNAEHO, YTO ayToarpeccusHoe W
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reTepoarpeccuBHOe KpMMMUHaANbHOE MNOBEAEHME MpPU MapaHOUAHON
WH30ppeEHNUN nNpuM OAHOM W TOM XKe Begylem cuHApome
(menpeccuBHoO-napaHoMaHOM) B OCHOBHOM  A€TEPMMUHWMPOBAHO
OAHVMM U TeMU Ke GaKTopamu pUCKa, MeXaHU3IMamuM U MOTUBaAMMW,
06pasyroWmMMN eanHYO LEernodKky McMXomnaTonornyeckmx naTTepHoB
nosefgeHus. o [aHHbIM MaTeMaTMYyecKoro aHanausa, Haubonee
3HaYMMO KaK npeauKktop Taxkoro OO/ Hanunume B aHamHese 2-3
ayToarpeccMBHbIX 3MM30408 NpPU  AENpPecCMBHOM 3Nu3oae cpegHen
TAXECTH.

THE COMBINATION OF AUTO AND HETEROAGGRESSIVE

BEHAVIOUR IN PARANOID SCHIZOPHRENIC PATIENTS
S.Oskolkova
The Serbsky State Scientific Center for Social and Forensic Psychiatry, Moscow

103 men with the diagnosis of schizophrenia (verified by follow-up
studies, according to ICD-10 criteria), aged from 19 till 63, who passed
through hospital forensic psychiatric expert examination in The
Serbsky State Scientific Center for Social and Forensic Psychiatry (the
patients, who committed auto- and heteroaggressive actions or only
heteroaggressive criminal offences), went through complex medical
examination.

It is established that autoaggressive and heteroaggressive criminal
behavior in case of paranoid schizophrenia, in case of one and the
same leading syndrome (depressive-paranoid), is mostly determined
by the same risk factors, mechanisms and motives, which together
form a unified chain of psychopathological patterns of behavior.
According to mathematical analysis data, history of 2-3 autoagressive
episodes in case of depression of moderate severity is the most
significant predictor of a serious aggressive socially-dangerous acts
(ASDA).



GRUPE SAMOPOMOCI— TEMELJ REHABILITACIJE U
ALKOHOLOGUI

Zoran Zorici¢
Klinika za psihijatriju KBC ,Sestre milosrdnice” Zagreb

Vec pedeset godina Klubovi lije¢enih alkoholi¢ara sinonim su za grupe
samopomoc¢i na podrucju RH i okolnih zemalja. Klubovi su dio
sveobuhvatnog modela lijecenja, prvenstveno obavljaju
rehabilitacijsku  ulogu, a na podru¢jima bez organiziranog
institucionalnog modela lijecenja sluze i kao poluga sekundarne
prevencije. Prema Minessota modelu, pacijent se ukljuuje u
tretman lokalnog kluba ve¢ za vrijeme njegovog inicijalnog
institucionalnog lijeenja, s njim se bavi multidisiplinarni tim, te se u
terapiju ukljucuju i ¢lanovi obitelji. Psihoterapijske tehnike kombiniraju
se od tehnike terapijske zajednice, sistemske obiteljske terapije,
kognitivno bihevioralne i realitetne terapije. Evaluacija programa rada
klubova govori o 60% odrzanju apstinencije na godinu dana, odnosno
40% kroz 3-5 godina. Klubovi su gledano metodom uloZeno-dobiveno
svakako neizostavni dio tretmana, i najbolji aktivni model psihijatrije u
zajednici.

SELF-HELP GROUPS - THE BASIS OF ALCOHOLISM
REHABILITATION

For fifty years Clubs of Treated Alcoholics have been a synonym for self
-help groups in Croatia and neighboring countries. Clubs are a part of a
comprehensive treatment model, primarily engaged in the role of
rehabilitation, and in areas without organized institutional treatment
models they serve as a lever for secondary prevention. According to
the Minnesota model, the patient is involved in the treatment of a
local club already during his initial institutional treatment, with a
multidisciplinary team taking care of him, also involving family
members in the therapy. Psychotherapeutic techniques are combined
of therapeutic communities, systemic family therapy, cognitive
behavioral and reality therapy. Clubs program evaluation says that
about 60% maintain abstinence for a year, that is to say 40% over 3-5
years. Clubs are certainly an essential part of the treatment running by
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price-performance method, and the best active model of community
psychiatry.

CUCTEMA PEABU/IUTALMOHHOW NOMOLLIU
HAPKO/JIOTMYECKUM BO/IbHbIM B POCCUCKOM
PEAEPALIUU

T.H.Oyako
PrBY «HHL, Hapkonorum MuHsgpasa Poccun

AHHOTaumA. B Poccuitickolt @Penepaumy HapKoaoruyeckas cay:kba
BK/OYAEeT BCE OCHOBHble MOApasAeneHns, Heobxoaumble pgnA
OKa3aHWA MeguMKOo-CoLManbHOW peabunmTaumMoHHOMW nomolum. Bmecte
C TemM  MOLWHOCTb  PeabuIUTaUMOHHbIX  NoApasfeneHuin  u
pPeabuINTAUMOHHBIN KOEYHbIN GOHZ He yaoBNETBOPAET NoTpebHocTen
HacefneHus B 3Tom Buge ycnyr. Ocobylo 03aboYeHHOCTb Bbi3biBaeT
CYLLEeCTBYIOWMIA AedUUUT PeabUNUTALMOHHBIX LEHTPOB M HU3KasA
3bPeKTMBHOCTb ambByNaTOPHOM NOMOLLM HAPKOIOTMYECKUM BONbHbIM.

REHABILITATIVE CARE SYSTEM ADDICTED PATIENTS IN THE

RUSSIAN FEDERATION
T.N.Dudko
FGBU "NSC Addiction Russian Ministry of Health

Abstract. In the Russian Federation Drug Treatment Service includes all
basic units necessary for provision medical and social rehabilitation
assistance. However, the power of rehabilitation units and
rehabilitation bed capacity does not meet the needs of the people in
this kind of services. Of particular concern is the current deficit
rehabilitation centers and the low efficiency of outpatient drug
treatment patients.



ULOGA OBITELJI U PREVENCIJI OVISNICKIH PONASANJA DJECE

Slavko Sakoman
Klinika za psihijatriju KBC ”Sestre milosrdnice” Zagreb

Znanstvena istrazivanja potvrduju da je obitelj bila i ostala izvoriste
najutjecajnijih zastitnih ali i rizicnih ¢imbenika za razvoj ovisnickih
ponasanja djece. U radu se opisuju osnove dinamike funkcionalne
obitelji koja je temeljni stup zastite djece od zlouporabe droga. Opisan
je i nacin na koji poremecaji obiteljskog sustava mogu znatno povecati
rizik skretanja mladih na put koji vodi do ovisnosti. U analizi tih rizika
najvise se paznje posvetilo adolescenciji i analizi sociodinamike loSe
vodenog procesa odrastanja i razrjeSavanja separacijske krize radi
patologije obitelji ili neprimjerenih stilova odgoja, Sto moZe uzrokovati
teske konflikte pa i potpuni prekid komunikacije tinejdZzera i roditelja s
posljedi¢nim gubitkom kontrole nad procesom osamostaljenja, Sto pak
povecava rizik skretanja prema nepoZeljnim oblicima ponasSanja.
Takvim rizicnim obiteljima i njihovoj djeci najbolje moZe pomodi dobro
ureden sustav za Skolsku i izvan Skolsku prevenciju ovisnosti.

FAMILY ROLE IN PREVENTION ADDICTIVE BEHAVIOR OF
CHILDREN

Scientific studies confirm that the family was and still is the source of
the most influential protective as well as risk factors for the
development of addictive behavior in children. In our work we
describe the basic dynamics of the functional family, which is the
fundamental pillar of protection of children from abuse. We also
describe the way in which disorders in the family systems may
significantly increase the risk of diversion of the young people onto the
path that leads to addiction. Most attention in the analysis of these
risks has been given to the adolescents and to the socio-dynamics of a
badly done process of raising children and resolving the separation
crisis due to some pathologies in families or inappropriate styles of
education, which can cause serious conflicts and even a complete
breakdown in communication between teenagers and parents with
consequent loss of control over the process of emancipation, which in
turn increases the risk of the undesirable behaviors. A well organized
system for school and outside school prevention of addiction is the
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best way to help such families and their children.

OVISNOST — ZAPREKA CJELOVITOM COVJESTVU

Veronika Reljac
Katolicki bogoslovni fakultet Sveucilista u Zagrebu
Teologija u Rijeci

Covjek je tajanstveno stvorenje. On je vrhunac BoZjeg stvaranja, on je
gospodar nad svim zemaljskim stvorenjima. U Knjizi postanka razlikuje
se stvaranje Covjeka od stvaranja drugih bic¢a. On je stvoren na sliku
Bozju. Od svih stvorenja covjek je jedino stvorenje koje je Bog htio
radi njega samog. Covjek kao pojedinac ima dostojanstvo osobe. On
nije nesto, nego je netko. Sposoban je upoznati sebe, slobodno se
davati i ulaziti u zajedni$tvo s drugim osobama. Covjek je po svojoj
naravi drustveno bi¢e i samo u odnosu s drugima moZe Zivjeti i
razvijati svoje sposobnosti. Da bi mogao komunicirati i biti vidljiv u
svijetu, Bog je Covjeku dao tijelo. Tijelo ¢ovjeku daje moguénost da
ulazi u odnos s drugim ljudima. Po tijelu je Covjek vidljiv i ono mu
omogudéuje da postoji u prostoru i vremenu. No, tijelo takoder
pokazuje ¢ovjekovu krhkost i prolaznost. Biblija covjeka uvijek nastoji
promatrati kao cjelovito bi¢e. Ona ga gleda u povezanosti i
nerazdvojivosti duha, duse i tijela. Cinjenica je da su sve ¢ovjekove
dimenzije medusobno povezane. Naime, kada se radi s c¢ovjekom,
treba uzeti u obzir Citavog Covjeka. Zato je vaino svaku bolest
promatrati duhovno, psihicki i somatski.

Jedan od tezih problema s kojima se danas susre¢emo kako u drustvu
tako i u nasim vjerskim zajednicama, jeste problem bolesti ovisnosti.
Nije rijetkost naic¢i na Covjeka koji je postao Zrtva uzimanja droge,
neumjerenog trosenja alkohola, mehanickog posezanja za cigaretama,
prekomjernog uzimanja lijekova za smirenje. Danas smo u prilici sve
¢eSée susresti osobe koje su postale zarobljenici raznih igara na srecu,
kocke, televizije, mobitela, racunala i interneta. U susretu s takvim
osobama neminovno nam se namece pitanje, kakav stav zauzeti prema
tim ljudima? Pustiti ih da i dalje «tonu» u tim i takvim slabostima, a
sebe pokusavati uvjeriti kako se tu ne moze viSe niSta uciniti?
Istovremeno se namede i sljedece pitanje, jesu li ti ovisnici jo$ u stanju
uvidjeti svoj teZak i nezavidan poloZaj? Sto se moze i mora poduzeti da



ih se nekako «osvijesti» te im se pomogne da izidu iz tog labirinta?
Kako moralno — eticki vrednovati te njihove postupke?

ADDICTION - AN OBSTACLE OF COMPLETE HUMANITY

Man is mysterious creature. He is the pinnacle of God's creation, he is
the master of all earthly creatures. In the Book of Genesis, the creation
of man is different from creating other beings. He was created in God's
image. Of all creatures man is the only creature on earth which God
wanted for himself. Man as individual possesses the dignity of the
person. He is not something, but someone. He is capable of getting to
know himself, of giving himself freely and entering into communion
with other persons. Man is by nature a social being and only in relation
to others he can live and develop his skills. To be able to communicate
and be visible in the world, God gave man a body. The body gives the
man an opportunity to enter into a relationship with other people. His
body is visible and allows him to exist in space and time. However, the
body also shows the man's fragility and transience. Bible always seeks
to observe man as an integral creature. She looks at him in the
connectivity and inseparability of mind, body and soul. The fact is that
all human dimensions are interrelated. In fact, when it comes to
dealing with a man, the whole person must be consider. Therefore it is
important to observe every disease spiritually, mentally and
somatically.

One of the more difficult problems that we face today, both in society
and in our religious communities, is the problem addiction. It is not
uncommon to come across a man who has become a victim of drugs,
alcohol, mechanical reaching for cigarettes, excessive intake of
sedatives. Today, we are increasingly able to meet people who have
become prisoners of various games of chance, gambling, television,
mobile phones, computers and the Internet. While meeting such
people, inevitably the question arises, what attitude to take towards
these people? Let them continue to "sink" into such weaknesses, and
try to convince ourselfs that nothing can be done? At the same time
imposes the following question, whether these addicts are able to
recognize their difficult and unenviable position? What can and must
be done, so that they become somehow "aware" and help them to
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come out of this maze? How to moralli - ethicali evaluate their
actions? No matter what the addiction is, in the moment when
addiction takes control of man and his life, it comes to the collapse of
human dignity and it prevents his spiritual, mental and physical
development.

REZONANCIJA: OD PSEUDOTRUDNOCE DO TERAPIJSKE
ZAJEDNICE

Sanja Janovi¢
Klinika za psihijatriju KBC Rijeka

Prikazano je iskustvo u terapiji opijatskog ovisnika i njegove majke.
Tijekom hospitalnog detoksa opijatskog ovisnika i pripreme za njegov
odlazak u terapijsku komunu kod njega se razvila kratkotrajna
psihoti¢na epizoda. Istodobno njegova se majka lijeci u settingu grupne
psihoterapije tijekom posljednje tri godine. Kod majke se razvila
klinicka slika pseudotrudnoce . Simptomi trudnoce su se povukli u
trenutku zavrSenog hospitalnog detoksa sina, remisijom psihotic¢ne
epizode i njegovim odlaskom u terapijsku zajednicu. Navedeno
terapijsko iskustvo posluzilo nam je kao nova moguénost u
promisljanju teorijskih koncepcija i pristupa u lijeCenju bolesti
ovisnosti.

RESONANCE: PSEUDOPREGNANCY TO THE THERAPEUTIC
COMMUNITY

The experience in the treatment of opioid addict and his mother was
presented. During the hospital detoxification of opioid addict and
preparations for his departure in therapeutic commune patient
developed short-term psychotic episode. At the same time his mother
was treated the setting of group psychotherapy during the last three
years. At the same time with her son the mother has developed clinical
Pseudopregnancy. Symptoms of pregnancy were withdrawn at the
time of completion of hospital detoxification of son including the
remission of psychotic episode and his addmittance to the therapeutic
community. Psychotherapeutic experience has served us as a new



feature in the consideration of theoretical concepts and approaches to
the treatment of drug addiction.

POSTOJE LI RAZLIKE U POVEZANOSTI DUHOVNOSTI I

RELIGIOZNOSTI S DEPRESIJOM?

Sanea Mihaljevi¢, Branka Aukst-Margetic¢
Odjel za dusevne bolesti Opc¢a bolnica Virovitica
Klinika za psihijatriju KBC Zagreb

lako zadnjih decenija raste broj istrazivanja vezanih uz odnos zdravlja,
duhovnosti i religioznosti, nije dovoljno jasno je li potrebna ras¢lamba
pojmova religioznosti i duhovnosti. Duhovnost se definira kao osobno
traganje za smislom Zivota, te za odnosom sa transcendentnim Sto
mozZe i ne mora biti povezano s religioznoséu, a religioznost obuhvaca
osobna teoloska vjerovanja, praksu i predanost vjerskim obredima u
okviru organizirane institucije. Specificna uloga duhovnosti/
religioznosti nedovoljno je istrazena. Povezana je uglavhom s
povoljnijim  zdravstvenim ishodima, no ta je povezanost
nekonzistentna. Mehanizam na koji nacin su duhovnost/religioznost i
depresija povezani, zahtjeva objasnjenje. Pojedini aspekti religioznosti
protektivniji su za zdravlje od drugih. U tim je istrazivanjima duhovnost
promatrana kao koncept slian intrinzi¢noj religioznosti, no koji ne
sadrZava vezanost uz religijske obrede, rituale i ponasanja, te se drzi da
koncept duhovnosti moZe omoguciti vainu poveznicu kada se
objasnjava povezanost religioznosti i depresije. Snaga duhovnosti je u
tome da pomaZe razumijevanju i nacinu suocavanja s neugodnim i
nezeljenim okolnostima nekog stresnog dogadaja na nacin da se ne
postane depresivan. Utvrdeno da je visi stupanj duhovnosti povezan s
nizim stupnjem depresije i nakon kontroliranja religioznosti. Osim toga,
smatra se da su koncepti religioznosti i duhovnosti ukorijenjeni u
licnost, no to je podrucje do sada slabo istrazeno. Genetske studije
nalaze da je duhovnost (ali ne i religioznost) biologijski zadana
kategorija. Psihobioloski model li¢nosti jedini je model licnosti u kojem
je duhovna razina li¢nosti izdvojena kao zasebna dimenzija. Povezanost
pojedinih dimenzija licnosti s oporavkom od depresije je istrazivana, no
nije ispitano utjece li licnost i na povezanost duhovnosti i depresije.
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SHOULD WE DISTINGUISH SPIRITUALITY FROM RELIGIOSITY IN
STUDIES OF DEPRESSION?

Although the number of studies related to connection among health,
spirituality and religiosity has increased during the last few decades, it
is still unclear should we make a distinction between spirituality and
religiosity in those kinds of studies. Spirituality is defined as seeking for
the meaning of life and for the relation to transcendental, which can
be related to religiosity. The term religiosity, however, includes
personal theological beliefs and devotion to religious ceremonies and
practices within an organized institution.

The studies conducted up to now show that spirituality/religiosity has
a positive effect on health, but that effect is not proven to be
consistent. Since some aspects of religiosity are proven to be more
protective for health then others, more research should be done to
explain how spirituality/religiosity and depression are connected.

In studies on connection between spirituality/religiosity and health,
spirituality is defined as a concept similar to intrinsic religiosity, but it
does not include devotion to religious ceremonies and practices.
Spirituality is seen as an important factor in the relationship between
religiosity and depression. Its main power is in preventing depression
as a side-effect of different stressful situations. It has been found that
a higher level of spirituality is connected with a lower level of
depression, even after religiosity has been controlled.

In addition, the concepts of religiosity and spirituality are considered
to be rooted in personality. Genetic studies have found that spirituality
(and not religiosity) is a biologically given category. Psychological
model of personality is the only model where the spiritual component
is regarded as a separate dimension of personality. The relation
between different dimensions of personality and recovery from
depression has been studied in depth. However, the role of personality
in the relationship between spirituality and depression is yet to be
studied.



DEPRESIJA

Mihdly Szentmartoni
Isusovac, doktor psihologije, redoviti profesor psihologije i duhovnosti na Papinskom
Sveucilistu Gregorijana u Rimu, Predstojik Instituta za duhovnost istog Sveucilista

Klinicka slika, biblijska antropologija i krs¢anska vjera

Depresija je postala ,,boles¢u naseg stolje¢a”, gotovo simbol modernih
vremena, ali ona je bila poznata i u biblijskim vremenima, kako to
svjedoCe u prvom redu Psalmi. Biblijska antropologija poznaje
simptome depresije, a istovremeno nudi i konkretne savjete za
suocenje s depresijom. U krs¢anskoj duhovnosti postoji stoljetni napor
da se izrade kriteriji za razlikovanje depresije kao klinickog stanja od
dezolacije kao duhovnog stanja. U toj perspektivi redoviti duhovni
Zivot moze sluZziti kao prevencija za depresiju.

DEPRESSION

Clinical issues, Biblical anthropology and Christian spirituality
Depression became ,the illness of our century”, a symbol of modern
times, but depression was already known in biblical times, as
witnessed in the Psalms. Biblical anthropology knows about the
symptoms of depression, but also offers some guidelines for coping
with depression. Since the age of the Church Fathers
Christian spirituality has sought for criteria in distinguishing between
depression - which is a pathology of the psyche, and desolation - which
is a spiritual state of the soul. Within this perspective, a regular
spiritual life can be seen as a useful practice in preventing depression.

TEOLOSKI POGLED NA STANJE | LUECENJE OBOLJELIH OD
DEPRESIJE

Nikola Vranjes
Katolicki bogoslovni fakultet Sveucilista u Zagrebu
Teologija u Rijeci

Depresija predstavlja jedno od najrasirenijih i najizazovnijih psihic¢kih
oboljenja danasnjice. Ona pogada gotovo sve segmente psihi¢kog i
duhovnog Zivota osobe, a bitno utjece i na druge dimenzije Zivota. U
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teoloskom smislu vazino je prepoznavanje i razluCivanje depresivnih
stanja, osobito u smislu duhovno-molitvenog Zivota. KrS¢anska vjera
moze bitno utjecati na poboljSanje stanja depresivno oboljelih. lako su
moguce i neke patoloske pojave u pitanju prakticiranja vjerskog Zivota,
vazno je dobro upoznati i ispravno vrednovati tolike pozitivne
potencijale Zivljenja vjere koji mogu bitno olaksati stanje oboljelih i
pridonijeti njihovom lije¢enju. U ovom izlaganju rije¢ je o teolosko-
pastoralnoj razradi takvih elemenata vjerskog Zivota. Pritom se
koristimo metodom teolosko-pastoralnog raspoznavanja,
karakteristic(nom  za pastoralnu il prakticnu  teologiju.

THEOLOGICAL VIEWS OF THE CONDITION AND TREATMENT OF
PATIENTS WITH DEPRESSION

Depression is one of the most widespread and most challenging
mental illness today. It affects almost all aspects of physical and
spiritual life, but it also affects some other dimensions of life. In
theological terms it is important to recognize and distinguish
depressive states, especially in terms of spiritual and prayer life.
Christian faith can significantly affect the improvement of the state of
depressed patients. Although some possible pathologies during
practicing religious life, it is important to know and properly evaluated
all positive potentials of living faith that can significantly ease the
condition of patients and contribute to their treatment. In this talk, it
is a theological-pastoral elaboration of such elements of religious life.
In doing so, we use the method of theological and pastoral
discernment, typical for pastoral or practical theology.

NCMXONOMMYECKME OCOBEHHOCTU NPOAKTUBHOIO

NOBEAEHUA NPU AENPECCUA

A.N.Ep3nH

OpeHbyprckan rocyapcTBeHHas MeAnLMHCKan akagemms,
OpeHbypr, Poccus

Bbino ob6cnegosaHo 20 nNauMeHTOB, CTPaAaloOWMX 3HAOreHHOWM
Aenpeccuent, B Bo3pacTe



19-52 net, 13 HUX 13 XeHWKUH 1 7 MmyK4uH. MiccnepoBaHue BbiABUIIO
BbICOKMI YpPOBEHb NPOAKTMBHOCTM Yy 6onbHbIX Aenpeccuen. [nA
06cnef0BaHHbIX MALMEHTOB XapaKTepHO npeobiajaHue cnepyrowmx
CTPYKTYPHbIX KOMMOHEHTOB MPOAKTUBHOIO MOBEAEHUA: OCO3HAHHOCTb
OEeNCTBUIA, OOMWHMPOBAHME MeTanoTpebHocTel M opueHTauMa Ha
cobcTBeHHble MAaeanbl, ybexaeHuA, MHTepecbl W LEHHOCTU Mpu
Bblbope cnocobos nosegeHus. NpeBeHTMBHOE NPeoaoaeHNe U NMOUCK
3MOLMOHANbHON MOALEPKKU ABAAIOTCA Npeobaafarommm Tunamm
NPOaKTUBHOIO coBnagatollero nosegenus. as 60abHbIX genpeccuen
XapaKTepeH BbICOKMI YPOBEHb MPOAKTUBHOM arpeccuu, 4to, B CBOIO
oyepeab, CMOCOBHO  CyWECTBEHHO  MOBbLICUTb  BEPOATHOCTb
BO3HWKHOBEHMSA W  peanusauumn  AEeCTPYKTUMBHbIX (B 4YacCTHOCTW,
ayToarpeccusHbix) Gopm NoBeseHUs

PSYCHOLOGICAL FEATURES OF PROACTIVE BEHAVIOUR OF

PATIENTS WITH DEPRESSION
A.l.Erzin
Orenburg state medical academy ,Orenburg, Russia

20 patients having endogenous depression were surveyed (13 women
and 7 men), at the age of 19-52 years. Research revealed high level of
proactivity in patients with depression. For the surveyed patients
prevalence of the following structural components of proactive
behavior are characteristic: awareness of actions, domination of
metamotivation and orientation to own ideals, belief, interests and
values at choice of behavior ways. Preventive overcoming and search
of emotional support are prevailing types of proactive coping behavior.
For patients with depression high level of proactive aggression is
characteristic that is capable to increase essentially probability of
emergence and realization destructive (in particular, autoaggressive)
behavior forms.
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AYXOBHOE BOCMUTAHUE B POAUTE/IbCKOM
CEMbE - BEQYLLIWIA ®AKTOP NEPBUYHOMN MPODUNTAKTUKU
CYULUUOANBHOIO NOBEAEHUA

B.C.Monosxui
Mocksa, Poccua

MHoronetHee u3yyeHMe npobsiembl CyMUWAANbHOTO MOBEAEHMA
Mo3BO/INJIO HAm BblAE/IUTb OAWH M3  OCHOBHbIX  (aAKTOPOB,
cnocobcTByOWMX ero paseuTmio. TakoBbIM ABAAETCA Hebnarononyyve
B POAMTENbCKON CeMbe, XapaKTepu3yloleeca Pas/MYHbIMKU TUNaMu
OCYLLEeCTBABLIErocA MNATONOrMYeckoro BocnutaHmaA.Ero sanaHune 6bi10
yctaHosneHo B 80-85% cny4yaes, Kak y UL, COBEPLUMBLLMX NOKYLLEHUE
Ha camoybuiicTBO, TaK (NOCPEACTBOM MCUXOI0rMYECKON ayTONCun) u'y
1L, NOKOHYMUBLLMX C cOBOIA.

SPIRITUAL UPBRINGING IN THE PARENTALFAMILY - THE
LEADING FACTORS OF PRIMARY PREVENTION OF SUICIDAL
BEHAVIOR

B.S.Polozhy
Moscow, Russia

Longstanding study of the problem of suicidal behavior possible us to
identify one of the main factors contributing to its development.Such
is the trouble in a parental family, which is characterized by various
types of abnormal upbringing. His influence was found in 80-85% of
cases,as the perpetrators of attempted suicide, so (through
psychological autopsy) and by persons committed suicide.

SUICIDALNOST U BOLESNIKA S POREMECAJEM OSOBNOSTI |
POREMECAJEM PREHRANE

Darko Mar¢inko
Klinika za psihijatriju KBC Zagreb

Pokusaj samoubojstva i samoubojstvo su dominantne tragi¢ne
manifestacije u pojedinaca s poremecéajem osobnosti i poremecajem
prehrane. Tijekom proteklog desetljec¢a, doslo je do znatnog razvoja u
istrazivanju faktora rizika povezanih sa suicidalnim ponasanjem. Dokazi



ukazuju da su obiteljska i osobna anamneza suicidalnog ponasanja,

Stetni utjecaji u djetinjstvu, poremecaji osobnosti i njegovi
komorbiditeti, ¢imbenici povezani s povecanim rizikom od pokusaja
samoubojstva i izvrSenja samoubojstva. Abnormalnosti bioloskih

parametara kao Sto su kolesterol i serotonin mogu biti povezani sa
suicidalnos¢u u tih bolesnika. Brojni podaci ukazuju na antisuicidalni
ucinak kombinacije psihofarmaka i psihoterapije.

SUICIDALITY IN PATIENTS WITH PERSONALITY AND EATING
DISORDERS

Attempted suicide and suicide are prevalent tragic manifestations in
individuals with personality and eating disorders. During the past
decade, there has been considerable development in investigation of
risk factors associated with suicidal behavior. Evidence indicates that
family and personal history of suicidal behavior, childhood adversity,
personality disturbations and comorbidity are factors associated with
higher risk of suicide attempts and completed suicide. Abnormalities of
biological parametes such as cholesterol and serotonin may be
associated also with suicidality in these patients. Numerous data
showed antisuicide effect regarding combination of
psychopharmacotherapy and psychotherapy.

SUICID KAO OPCl FENOMEN

Goran Dodig
Klinika za psihijatriju KBC Split

Suicid je oduvijek bio predstavljao enigmu, te strucni i znanstveni
izazov Covjeku od njegovog postanka pa sve do danas. No suicid je
pored toga sve prisutan fenomen koji svojom pojavnoséu ostavlja i
izaziva duboka psiholoska ostec¢enja i strahove do mjere neusporedive
s bilo kojom drugom pojavnoséu u covjekovoj okolini. S druge pak
strane terminoloske zbrke isprepletenost socioloSko-psiholoskih, te
psihijatrijsko-svjetonazorskih obiljezja suicida, suicid kao fenomen se
dozivljava kao pojavnost koja izaziva citavu lepezu kvalifikacija-od
divljenja preko tuge do prezira. U svom radu autor daje kratak presjek
povijesnog i religijskog odnosa prema suicidu, zatim analizira
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socioloSke aspekte suvremenih vrijednosnih sustava i korelaciju istih sa
zlogukim prognozama o porastu depresivnih stanja i s tim u vezi
suicidalnog ponasanja u bliskoj buducnosti. Autor se na kraju fokusira
na psihijatrijsku problematiku povezanu sa suicidom i pokusava na
nacelan nacin upozoriti na moguca rjesenja.

SUICIDE AS A GENERAL PHENOMENON

Suicide was always represented as a enigma, a professional and
scientific challenge of man from its beginning until today. But suicide is
also an omnipresent phenomenon that in its appearance leaves and
challenges deep psychological damage and fears to the extent which is
incomparable to any other appearance in man's environment. On the
other hand, the terminological confusion and the intertwined social-
psychological, and psychiatric characteristics of suicide, gives a picture
of suicide like a phenomenon that causes the appearance of a whole
range of skills-from admiration to contempt through grief. In this
article the author gives a brief sketch of the historical and religious
attitude towards suicide, then analyses the sociological aspects of
contemporary value systems and correlating them with dire
predictions about the increase of depressive states and related to
suicidal behavior in the near future. The author focuses in the end on
the psychiatric problems associated with suicide attempts and
principled way to draw attention to possible solutions.

MOJE/Ib OKA3AHUA CYULIUAO/TOTMYECKOM MOMOLLIU B
CAPATOBCKOMW OBNACTU

10.6.BapbinbHuK, E.B.6aunno, A.A.AHTOHOBa
BOY BIMO CapaToBckuii FocyaapcTBeHHbI MeauumHCKM YHusepcuTeT um. B.U.
Pasymosckoro MuH3sgpasa Poccum, r. Capatos

HecmoTpAa Ha MHOrouYMcieHHble UccaefoBaHMA, Npobaema cyuuMaos
NPOLOAKAET OCTaBaTbCA OA4HOMN U3 ocTpeilumx npobaem. Mo AaHHbIM
BO3 exerogHo 6onee 1 MNH. YeNOBEK COBEPLUAOT 3aBepLUeHHble
cynumnabl. Mpu 3Tom, Hago OTMETUTb TOT daKT, YTo Hosblwas YacTb
CYMLMAEHTOB OTHOCMTCA K rpynne /uu, TpyAocnocobHoro Bospacra.
Cnepyet 06patuTb BHWMMaHWE HaA TO, YTO YPOBEHb CYWUWAOB B



Pa3/IMYHbIX CTpPaHax CWAbHO pasHuTcAa. Tak, B 2010 r. B Poccum
pacnpoCcTpaHEHHOCTb CynuMaoB coctasmna 23,5 cnyyaa Ha 100000
HaceneHus. B CapaToBCKOM 06/1aCcTV STOT NOKA3aTeNb HECKOIbKO HUMKeE
— B 2010 r. coctaBun 18,4 cnyyaeB. OgHaKo OH OCTaeTcA CTabuibHO
BbICOKMM Ha NPOTAXKEHUW pAaa NeT.

THE MODEL OF SUICIDE AID IN SARATOV REGION
J.B.Barylnik, E.V.Bachilo, A.A.Antonova
Saratov State Medical University n.a. V.l. Razumovsky, Saratov

Despite numerous studies, the problem of suicides continues to be
one of the most acute problems. According to WHO, each year more
than one million people commit suicide completed. In this case, it
should be noted that most of the suicides refers to a group of persons
of working age. Attention is drawn to the fact that suicide rates in
different countries varies widely. Thus, in 2010, the prevalence of
suicide in Russia was 23.5 cases per 100,000 population. In the Saratov
region is slightly below - in 2010 was 18.4 cases. However, it remains
high for a number of years.

KRSCANSKA DUHOVNOST LJUDSKOGA ZIVLIENJA

Milan Spehar
Katolicki bogoslovni fakultet SveuciliSta u Zagrebu
Teologija u Rijeci

Biblijski obrisi ljudskoga Zivljenja. Za Bibliju je bitno odakle ljudski Zivot
(ne ni kada ni kako), dok mu smisao odreduje svrha. Ako ne postoji
,odakle” ljudskoga Zivota, onda postaje ¢ovjek jedini vlasnik koji svoj
Zivot tome podreduje. Tu postoji opasnost da vlasnik svojega Zivota
postane drugima ,,robovlasnik” i samome sebi rob. Takoder gdje nema
svrhe, cilja Zivota, tamo se gubi svaki visi, humaniji, smisao Zivljenja te
se zivot pretvara u zivotarenje. Biblijsko naglasavanje da postoji Bog,
koji je iznad svakog ogranic¢enoga ¢ovjeka, dakle jedini neogranicen,
stvoritelj ¢ovjeka iz ni¢ega, time Zeli spasiti svaki ljudski Zivot i prikazati
svaki kao darovan. To je ve¢ osmisljavanje osobnoga Zivota i poStivanje
svakoga Zivota. U Novom zavjetu Krist prilazi svakom ljudskom Zivotu,
posebno onima koji su ugrozeni, bolesni, na rubu drustva, cak i
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nemoralni i zlikovci. KrS¢anski odnos prema Zivotu. On se sastoji u
nasljedovanju Krista na tome podrucju. Dakle, svaki ljudski Zivot
dragocjen je u Bozjim o¢ima te takav treba biti i u ljudskim.

Krs¢anska duhovnost ide od jednostranoga uzdizanja duhovnoga dijela
u Covjeku i preziranja tjelesnoga do mukotrpnoga pokusavanja
stvaranja prvotnoga jedinstva duha, duse i tijela, Sto zajedno sacinjava
¢ovjeka. Za nju je bitno osmisliti prije svega postojeée stanje, uvijek s
otvoreno$cu da se ono moZe mijenjati na bolje.

CHRISTIAN SPIRITUALITY OF HUMAN LIFE

Biblical contours of human life. For the Bible it is essential where
human life is coming from (not when or how), while the sense of life is
determined by its purpose. If there is no "where" of human life, man
becomes the sole owner who subjegates his life to it. There is risk that
the owner of his own life becomes "slave owner" to others and a slave
to himself as well. Also, where there is no purpose, goal of life,
there every higher, human, meaning of life is lost and in that way life is
turned to loitering. Biblical emphasis that there is a God, who is
surpassing all human limits, therefore the only one unlimited, the
creator of man out of nothing, who wants to save every human life
and show that every life is a gift. That is already devising of personal
life and respect for all life. In the New Testament, Christ approaches
every human life, especially those who are handicapped, sick, on the
edge of society, even immoral and evildoer.Christian attitude toward
life. It consists of the imitation of Christ in this area. Therefore, every
human life is precious in God's eyes, and so should be in the human's
too. Christian spirituality goes from the biased spiritual
exaltation in the man and despizing of the physical to the
troublesome trying of creating the original unity of spirit, soul and
body, which together constitute the man. For it, it is essential to devise
primarily existing condition, always with an open mind that it can be
changed for the better.



HOBbIE NEPCMNEKTMBbI AUATHOCTUKU CYULIMOAJIBHOTO
PUCKA

KanawHwunkosa Onbra DpHCTOBHa,

MeANLMHCKUIA NCUXONOT KPU3UCHOTO (CYyMLIMA0N0TMYECKOr0) NCUXMATPUYECKOro
oTaeneHva

YupexaeHua sapaBooxpaHeHusa «fopoacKan KAMHuYeckas 6onbHuLa Ne20»
[enapTameHTa 34paBooxpaHeHmna ropoaa Mocksbl, Poccuiickas Pegepaums

Gpu cyumumae YenoBeK CyObEKTUBHO OLEHMBAET BCHO KU3HEHHYHO
CUTyaLMI0O KaK MCUXOJIOTUYECKM HEBBIHOCUMYKD W COBEpLUEHHO
6e3HagexHyto. OH He XoyeT TepneTb Jasjiblie W KenaeT npepBaTb
60/1e3HEHHbIE 3MOUMM  JIIOBbIM MyTem, [JaxKe  BO3AEWCTBYA Ha
cob6CTBEHHOE TeI0 KaK BMeCTMAMLLE YyBCcTB. Ero BHyTpeHHWI BbibOp
YacTo MOTMBMPOBAH HE JKeNaHMem AeNCTBUTENbHO YymepeTb, a
OCTaHOBWTb MOPOYHbIA Kpyr 6OAM  WMAM CTPemM/JeHWeM HauyaTb Bce
cHavyana. Co CTOPOHbI TaKOW NOCTYMNOK, KaK NPaBunio, BOCMIPUHUMAETCA
KaK O4YeHb HeoXMAaHHbIn. Ham HeobxogMmo oyeHb r1yboKo
NOHMMaTb, Kakue npobiembl BO3HMKAIOT Y MCUXOOTUYECKU HUBOTO
pa3BMBaloOWErocs 4YesoBeKka NpPU HEOBXOAMMOCTU pearnmpoBaTtb HA
CNIOXKHbIE U NOCTOAHHO M3MEHUYMBbIE }KU3HEHHbIE CUTYaLLUK.

NEW PERSPECTIVES OF THE DIAGNOSTICS OF THE SUICIDAL

RISK

0.E.Kalashnikova

Medical psychologist of the crisis (suicidal) psychiatric department

of the State Institution of the Public Health “Municipal Clinical Hospital N220”
of the Department of the Public Health of the Moscow-city, Russian Federation

While a suicide the human being appreciates all the living situation
subjectively, as the psychologically insufferable and absolutely
hopeless. He doesn’t want to suffer it any longer and wants to break
off the painful emotions he possibly can, even using the own body as a
receptacle of the feelings. His inner choice is frequently justified not
desire for real dying, but for stopping the vicious circle of the pain
and yearning for start all over. From an outsider's viewpoint such an
action is usually interpreted as something very unexpected. We have
to understand profoundly, which problems have occurred to the
human, who is psychologically alive and developing, when it is
necessary to react to the complicated and permanently changeable
vital situations.
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NMCCNEAOBAHUE AEMOTPA®UYECKOMN CTPYKTYPbI
CYUUUOANBHOIO NOBEAEHUA

(N0 AAHHbIM PETPOCNEKTUBHOIO MCCNEQOBAHUA
CYUUMAEHTOB CAPATOBCKOM OB/IACTH)

E.B.Baunno
BOY BMO CapaToBckuii FocyaapcTBeHHbI MeanumHCKUI YHusepcuTeT um. B.U.
Pasymosckoro MuH3apasa Poccum, r. Capatos

MNpoBenéHHoe uccnepoBaHWe Mokasano, 4to ana  CapaToBcKoW
061acTM MMenn 3HavyeHua reHaepHble OCOBEHHOCTU U ANA MYMKYMH
b6osee xapaKTepHO CyMumMaanbHoe MoBeAeHWe, XOTA Habatopaerca
HeKoTopoe y/yylleHMe CUTyauuMuM 3a MocnefHuUe HEeCKO/IbKO nerT.
CooTHOWeEHME CYyMUNAO0B CPean MEHCKOro M MYMCKOro HaceneHus
CapaTtoBckoi obnactn B cpegHem pasHo 1:1,5 cootBeTcTBEHHO. Ecau
06paTUTb  BHUMAHWE Ha  AGMUHUCTPATUBHO-TEPPUTOPMANbHbBIN
Npu3HaK (Npo)KMBaHWE B TOPOACKOM M CENbCKOM MECTHOCTM), TO
nccnenoBaHMe MoOKas3ano, YTO YpOBeHb CYyMUWMAOB Cpeau ropoacKoro
HaceneHusA Bbiwe, B cpeaHem Ha 40%. BepoaTHee Bcero, Ha 3TO BAMAET
yBE/IMYEHNE UYMCNEHHOCTM TOPOACKOTO HaceneHua U, HaoboporT,
CHUMKEHWE UYUCNEHHOCTM CENbCKOrO HaceneHusa, a TaKXKe HU3KUN
YPOBEHb BbIABAEHUA CYWMLMAANbHOrO MOBEAEHUA Cpeaun KuTenewn
cenbCcKol mecTHocTU. Hanbonee HebnaronpuaTHOM ABNAETCA CUTyauma
C YBE/IMYEHMEM KOIMYECTBO CYUUNAO0B cpeau aeTei, He gocturumnx 14
net. Tak, BaXKHbIM ABNAETCA MEXBEAOMCTBEHHOE B3aMMOZAENCTBUE
MeXay nejaroraMu, WKOAbHBIMWU MCUXOA0OTaMM U NCUXMaTpamu ans
60s1ee HbICTPOro pearnpoBaHUA Ha BO3HUKHOBEHWE Pa3/IMYHOrO posa
KPU3UCHBIX CUTYaLMN, a TaKkKe AN yaydleHua npodunakTMyeckoro
3BeHa paccmaTpuBaemown npobaembl.

STUDY POPULATION STRUCTURE SUICIDAL BEHAVIOR

(IN THE RETROSPECTIVE STUDY SUICIDES SARATOV REGION)
E.V.Bachilo
Saratov State Medical University n.a. V.l. Razumovsky, Saratov

The study showed that for the Saratov region had values gender and
men is more common suicidal behavior, although there is some
improvement in the last few years. The ratio of suicides among women
and men in the Saratov region on average is 1:1.5, respectively. If we



pay attention to the administrative and territorial basis (living in urban
and rural areas), the study showed that the level of suicides among the
urban population is higher by an average of 40%. Most likely, it affects
the increase in urban population and, conversely, decrease in the rural
population, and the low level of detection of suicidal behavior among
the rural population. The worse is the situation with the increase of
the number of suicides among children under 14 years of age. Thus, it
is important interagency cooperation between teachers, school
psychologists and psychiatrists to more quickly respond to the
emergence of various kinds of crisis situations, and to improve
preventive care of the problem.

CAMOYEUICTBA NOAPOCTKOB (NO AAHHbIM NOCMEPTHbIX
CYAEBHO-NCUXUATPUYECKUX SKCNEPTU3)

C.B.BaynuH, M.B.Anekceesa
BOY BIMO CmoneHcKas rocyaapcTseHHan MeANLMHCKaA akagemmna

Mo maTepwanam NOCMEPTHbIX CyAebHO-MCUXMATPUUECKUX 3IKCMepTu3
HamMu npoBeAeH aHanAM3 8 c/y4yaeB camoybuiCTB MoApocTKoB (6
AeBoYeK U 2 MmanbyMKa) B Bo3pacTe oT 12 Ao 16 neT, coBepLlIeHHbIX B
2011-2012 ropax B ropogax CmoneHcKkon obnactu.

Bce petn BOCNUTbIBAAMCL B HEMOJIHbIX cembaAx. MaTepuanbHoe
NnonoXeHne cemen 6bI10 4OCTAaTOUYHbIM. PaHee HUKTO U3 CyMunaeHToB
33 NCUXMATPUYECKOM nomouwbio He obpawanca. OauMTenbHOCTb
CyMUMOANbHOrO KOHGAMKTa cocTaBasna Ao 6 mecsaueB (To/bKO B
OfIHOM C/Ay4Yae - HECKO/IbKO 4acoB), KOTOPbIM, Kak npaBuao, umen
WHTEPNEepPCOHaNbHbIA MAU CMELLaHHbIM XapaKTep. AHasnM3 MOTMBOB
CcamoybuincTB Y NOAPOCTKOB 0OHAPYKU TEHAEHUMIO K UX COYETAHWUIO,
YTO 3aTPYAHAET AMArHOCTUKY CTEMNEHU BbIPAXKEHHOCTU CyMUNAANbHOIO
pUCKa. XapaKTepHbIMM KOMBMHAUMAMM MOTUBOB ABAAANUCL n3beraHne-
npu3sbiB W MPOTECT-NPU3bIB, HE TUMUYHLIMW AN MNOAPOCTKOB
camoybuil, OKasa/iMCcb MOTMBbI OTKasa OT XM3HUM WU MOTUBbLI
CaMOHaKaszaHwus.
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SUICIDES OF TEENAGERS (ACCORDING TO POSTHUMOUS

FORENSIC PSYCHIATRY EVOLUATIONS)
S.V.Vaulin, M.V.Alexeeva
Smolensk State Medical Academy, Russia

On materials of posthumous forensic psychiatry evolutions we have
analyzed 8 cases of suicides of teenagers (6 girls and 2 boys) at the age
from 12 till 16 years made in 2011-2012 in Smolensk region.

All children were brought up in incomplete families. Financial positions
of families were sufficient. Earlier nobody from these persons who
committed a suicide asked for the psychiatric help. The suicide conflict
lasted for almost 6 months (only some hours in one case) which, as a
rule, had the interpersonal or mixed character. The analysis of
teenager’s motives of suicides revealed out a tendency to their
combination that complicated diagnostics of degree of expressiveness
of suicide risk. Characteristic combinations of motives were the
following: an avoiding appeal and a protest appeal, not typical for the
teenager’s suicides, there were motives of refusal of life and motives
of self-punishment.

OnbIT OKA3AHMA NOMOLLN CYUUUAEHTAM B YCTOBUAX
KPU3IUCHOIO-NMCUXUATPUYECKOIO OTAE/NIEHUA
OBLLUECOMATUYECKOIo CTALUMOHAPA

vnog B. M., K.M.H., 3aBeytOLWIA KPUSUCHBIM-NICUXMATPUYECKUM OTA.,
I'bY3 «'Kb N220 A3M» r. Mocksa.

CamoybuiictBO npeacTaBnseT coboil cepbesHyr 0bLecTBeHHYH
npobaemy, cBA3aHHYO C BONPOCAaMM NCUXMYECKUX 3aboneBaHU.

KpusucHoe-ncuxmatpuyeckoe otaeneHme KB Ne 20 r. Mocksbl
3aHMMaeT 060cob6/eHHOE YHMKanbHOE MOOXKEHUE, T.K. ABAAETCA
OTKPbITBIM»  MCUXMATPUYECKMM  OTAeNleHMemM Ha 6ase  He
ncuxuaTpuyeckon 6osbHuubl. OTaeneHMe npegHasHayeHo: AnA
HEOTNOXKHOr0 BMELATENbCTBA C Le/IbI0 OKasaHWA MOMOLLM Anuam,
Haxo4AWMMCA B COCTOAHMM  MCUXO/IOFMYECKOTO  Kpu3uca ¢
MOBbILLIEHHBIM PUCKOM BO3HUKHOBEHUA CYULMAANBHbIX NEPEKMUBAHWUN;
NPOOUNAKTUKN CYyUUNAANbHBIX AENCTBUMA Y MCUXMYECKU 340POBbIX
MauneHTOB, MMEIOLWNX MNOrPaHUYHbIE MCUXMYECKME PACCTPOMCTBA,



60NbHbIX C 3HAOrEeHHbIMW 3aboneBaHMAMKU H6e3 NPU3HAKOB NCUX03a U
pgedvunta  NIMYHOCTM, a TaK Xe peabunutaumm CcoBepLUMBLUMX
CYMUMOANbHYIO NOMNbITKY W NPOPUAAKTUKM MOBTOPHbLIX CYMUUAOB.
TpuauaTUAETHUI onbIT PaboTbl OTAENEHMA NO3BOIAET KOHCTaTUPOBATb
daKT: BO3pacTHaA rpynna nauneHtoB 17 — 30 NeT NO YMUCAEHHOCTU
npesbilWaeT B ABa pas3a Bo3pacTHyto rpynny 30 — 60 net (coctosHue
MWPOBOIr0 SKOHOMUYECKOro KpM3mca CTan0 pe3ybTaTOM BCMecka Ana
rpynnbl 39 — 40 ner).

DELIVERY OF CARE TO SUICIDAL PATIENTS IN CRISIS

INTERVENTION PSYCHIATRIC WARD OF GENERAL HOSPITAL

V.M.Gilod
Chief of the Crisis Intervention Psychiatric Ward
of the Moscow Clinical Hospital Ne 20

Suicide is a major social problem linked to various psychiatric
disorders. The Crisis Intervention Psychiatric Ward of the Moscow
Clinical Hospital Ne 20 is unique in its kind, as it is an open psychiatric
ward housed by a non-psychiatric hospital. The Ward is designated for
acute intervention aiming to deliver care to people in state of
psychological crisis with heightened risk of suicidal urges, for
prevention of suicidal actions in mentally healthy patients and those
with borderline psychiatric disorders, in patients with endogeneous
disorders without psychosis and deficiencies of personality, as well as
for rehabilitation of patients after suicidal attempts and for prevention
of repeated suicides. The 30 years of department’s work allow stating
the fact that the patients aged 17 to 30 years exceed twofold the
patients aged 30 to 60 years (the global economic crisis resulted in
upsurge of suicides in the group of 39 — 40 year olds).
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CYULMAOANBHBIE MbIC/IU B CTPYKTYPE NCUXUYECKUX
PACCTPOWCTB Y NALMEHTOB, CTPAAAIOLLIUX PAKOM
NPEACTATE/IbHOWM KE/NE3bl.

Oanunun UsaH EBreHbesmny, MakcmknHa Buktopua KOpbesHa.
Kadegnpa ncuxmatpum n meamumHcKon neuxonornv PYAH
Mocksa

Mcuxmnyeckne paccTpoicTBa HbIM BbISBEHbI B KaXXA0M cayyae us 60
06cnefoBaHHbIX MALMEHTOB C PaKOM MNPOCTaTbl, M, KaKk MpaBuno,
AOCTUraNM MaKCMMa/IbHOM MHTEHCUBHOCTM 33 Nepuog ANarHOCTUKM,
NepBbIM KOHTAaKTOM C OHKOJIOTMYECKUM WHCTUTYTOM M Ha 3Tane
npegonepauMoHHON MOAroTOBKM. HWM OAMH M3 MaumeHToB onucan
CYyMUMAANbHBIX MbICAEM, HO Ha Hal B3riAg4, 3TO 4acTo NPUHUMAIU
dopmy "beccmbicieHHOCTb", HaBA3UYMBLIX paHTa3nM, JUCCOLMATUBHOMO
OTHOLLEHUA K Teny.

SUICIDAL THOUGHTS IN PATTERN OF MENTAL DISORDERS IN

PATIENTS WITH PROSTATE CANCER
I.E.Danilin, V.J.Maksimkina

Department of psychiatry and medical psychology
Peoples’ Friendship University of Russia, Moscow

Mental disorders were revealed in every case of 60 examined patients
with prostate cancer, and usually reached the maximum intensity
during the period of diagnostics, first contact with oncological
institution and at the stage of preoperative preparation. None of the
patients described suicidal direct suicidal thoughts, but in our opinion
it often took shape of “senselessness”, obtrusive fantasies, dissociative
attitude to the body.



OLUEHKA CYWUUOANBHOIO PUCKA Y BOJIbHbIX
PACCEAHHbIM CK/ZIEPO30M B AMBYJIATOPHbIX
YYPEXAEHWAX NEPBUYHOMN MELUKO-COLIMANIbHOM

NOMOLLM

K.B.CvHuubiHa, A.B.Xyaskos
MBaHOBCKaA rocyAapcTBeHHaA MegUUMHCKana akagemna MeaHoso, Pocecua

Bbino m3yyeHo 100 6onbHbIX PC, ¢ pemMUTTUPYIOLMM TeYeHUEM C
asyma un bonee oboctpeHnamn B rog. U3 Hux 55% KeHwuH, 45%
MY>K4mH. CTeneHb MHBanMaM3auum no wkane Kyptuke coctasuna 1,5 —
3,5 6anna. CymumpaanbHblie NposBaeHMA BbifiBieHbl Y 38,0% 60/bHbIX
PC. M3 unmcna 3TMX 6GONbHbIX aHTUMBUTA/IbHbIE MepeXxuBaHuA
(pasmbliwneHMa o6 OTCYTCTBMM LEHHOCTU KU3HW 6e3  ueTKux
NpeacTaBfeHnin o CcMepTu) oTmedeHbl y 94, 0%, naccuBHble
cyvumpanbHble mbican (paHTasmMm Ha Temy cBoeit cmepTn) — y 50,0%,
cyuumaanbHble 3ambicabl (NaaHbl cymunaa) — y 21,0%, cymumaanbHble
HamepeHua (NpuHATME peweHua) vy 16,0%, HesaBeplEHHaA
cymumnganoHaa nonbiTkn —y 8,0%. CynumpanbHoe nosegeHue B 2 pasa
yalwie BCTPEYANOCb Y KEHLWMWH, Y OAMHOKMX, Yy 6e34eTHbIX U npu
HapyweHun  npodeccmoHanbHoro  crepeotuna/  WccneposaHue
MOTUBOB  CyMUMAANbHbIX HamepeHUin Yy BO/bHbIX pPaccesHHbIM
CKNIepo30oM BbIABWUIO cregylowme ocobeHHocTn: 71,0% cumtanm
cynmumna nsbasneHvem oT GU3MYECKUX CTpadaHuWi, 3aBUCMMOCTM OT
OKpyxKatowmx, becnomowHoctn, gna  13,0% cyumumg  6bin
BO3MOHOCTbIO MOBAMATL Ha OKpyxawowux, y 16,0% oTmevanocb
pa3/InyHOe COoYeTaHWe MOTMBOB U WX KOMOWHauuA: n3baBUTbCA OT
TAFOCTHbIX MepeXMBaHWUM, AyWeBHbIX CTpaaaHwui, n3baBuTb B6AN3KMX
OT TAXENOro XpOHMYEecKoro 60NLHOrO B CeMbe, 4acTb MALUEHTOB
BOCNPUHMMA/O CMEPTb KaK 3aC/y»KeHHOe HaKasaHue.

ASSESSMENT OF SUICIDE RISK IN PATIENTS WITH MULTIPLE
SCLEROSIS IN THE OUTPATIENT SETTING OF PRIMARY HEALTH

AND SOCIAL CARE.
K.V.Sinitsina, A.V.Khudyakov
Ivanovo State Medical Academy

We studied 100 patients with relapsing remitting type of MS, with two
or more exacerbations per year. 55% of these were women and 45%
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were men. The degree of disability by Kurtzke Expanded Disability
Status Scale was 1.5 - 3.5 points from 10.

Research results. Suicidal symptoms were observed in 38.0% of MS
patients, including: anti-vital thoughts (reflections on the lack of life’s
value without any clear ideas of death) in 94.0%, passive suicidal
thoughts (death fantasies) in 50.0%, suicidal intentions (plans of
suicide) in 21.0%, suicidal ideation (the decision) in 16.0%, incomplete
suicide attempts in 8.0%. Suicidal behavior was more common among
single women without children, and during change of professional
stereotype (trouble at work, job loss). Studying the motives of suicidal
intent of patients with multiple sclerosis showed the following
characteristics: 71.0% considered suicide as a relief from physical
suffering, depending on the environment, helplessness; for 13.0%
suicide was the opportunity to have the influence, manipulate others;
and 16.0 % of cases observed a different combination of motives: to
get rid of painful thoughts, mental suffering, to save close relatives of
patients with severe chronic incurable disease in the family.

KATAMHE3 KOPCAKOBCKOIro CMUHAPOMA MNPU

ANKOron3ME.
M.C.AptembeBa., A.E.bptoxuH., A.N.Ky3HeuoB.

3a Tpu roga 6bio obcnegosaHo 40 naumeHToB ¢ KOpCcaKOBCKUM
cuHgpomom. MaumeHTbl bblan pasaeneHbl Ha 2 Fpynnbl B 3aBUCMMOCTU
OT KNIMHUYECKUX 0CODBEHHOCTEN U AMHAMMUKU CUHAPOMA: COLMANbHYO
N pabouyto MHBANAMAHOCTU, NpeobnagaHne NNYHOCTHbLIX U3MEHEHUN,
TAMECTU HapYyLWeHMA NamATh U 06paTUMOCTb 3TUX CUMNTOMOB.

CATAMNESIS OF KORSAKOFF'S SYNDROME IN ALCOHOLISM

M.S.Artemieva, A.E.Bryuokhin, A.l.Kuznetsov
Department of Psychiatry and Medical Psychology PFUR Moscow

A 3 year follow up study of 40 patients with chronic Korsakoff's
syndrome was performed. Patients were divided into 2 groups
according to the clinical features and dynamics of the syndrome: social
and working disability, prevalence of personality changes, severity of
memory impairment and reversibility of these symptoms.



OLEHKA KAYECTBA XM3HU KAK COCTANAIOLLAA
PEABUTUTALUUN NAUMEHTOB C NOrPAHUYHBIMMU
NCUXUYECKUMU PACCTPOMCTBAMMU

Camoiinosa [.4., bapbinbHuk t0.B., Maxomosa C.A., Abpocumosa 0.C., KonecHuueHko
E.B. FBOY BIMO «Capatosckuit TMY um. B.1. Pazymosckoro» MuH3gpasa Poccun,
Caparos

PesynbTtaTbl. [poBeAEHHbIA aHAaNU3 cpefAHUX MOKasaTene KayecTsa
M3HKU B rpynne 100 KAMHWYECKU 340pOBbIX PECMOHAEHTOB NO3BOINA
BbIABUTb MNOKAasaTenMn, cpefHMEe 3Ha4yeHMA KOTOPbIX  3HAYMMO
pasfivyatoTca B rpynne AWy, TpyAocnocobHoro Bospacta C
addekTMBHOM (rpynna paboTarowmx pecnoHAeHToB) U HeadpdeKTUBHOM
BO3paCTHOW coumanusaumein (rpynna 6e3paboTHbIX  KAMHUYECKM
300pOBbIX pecnoHAeHToB). PakTopom 3ddEKTUBHON couManusaLmm
VL, TpyAocnocobHoro BoO3pacTa ABAAETCA TPYAOBaA 3aHATOCTb.
3HaueHMA nokasateneir F4  (nonoskutenbHble  3amoumu), F8
(oTpuuatenbHbie 3moumn), F13 (AMYHble oOTHOlWweHKUA), F15-F18
(cekcyanbHas  aKTMBHOCTb,  ¢u3Myeckas  HesonacHoCcTb U
3aLMLWEHHOCTb, OKPY)KatoLWasa cpesa Aoma M GUHAHCOBbIE pecypchbl)
F21-F23 (BO3MOXHOCTM AONAa OTAbIXa W pas3BAeYeHUd U UX
MCnosb30BaHWe, OKpy)Katowas cpega BOKPYr, TpaHcrnopT) G (oblwee
KaQyecTBO KM3HM W COCTOAHWE 3[0POBbS) B TPyMNnax KAMHUYECKK
3/10POBbIX PECMOHAEHTOB MOTYT C/AYXWUTb KPUTEPUEM B OLLEHKe
apdpeKkTMBHOCTM coumanmsaumm cybbekTa. [aHHble MoOKasaTenu
KQuecTBa XW3HWU, KaK Mbl BbIACHWUAW, HE HaxXxoAATCA Noj BAUAHWEM
NCUXMYECKOTO COCTOAHMA PECNOHAEHTA.

EVALUATION OF LIFE QUALITY AS A COMPONENT OF
PATIENTS’ WITH BORDERLINE MENTAL DISORDERS
REHABILITATION

D.D.Samoylova, Yu.B.Barylnik, S.A.Pakhomova, Yu.S.Abrosimova, E.V.Kolesnichenko
Saratov State Medical University n.a. V.l. Razumovsky Russian Ministry of Health
Saratov

The analysis of the average of the quality of life in a group of 100
clinically healthy individuals revealed the figures, the averages were
significantly different in the group of people of working age with good
(group working respondents) but not age socialization (clinically
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healthy group of unemployed respondents). Factor in the effective
socialization of working age is employment. Values of F4 (positive
emotions), F8 (negative emotions), F13 (personal relationships), F15-
F18 (sexual activity, physical safety and security, environment, home,
and financial resources) F21-F23 (opportunities for recreation and
entertainment, and their use the environment around, transport) G
(general quality of life and health status) in the groups of healthy
individuals can serve as a criterion in the evaluation of the
effectiveness of the socialization of the subject.

GDJE JE MJESTO KOMUNIKACIJSKIH VIJESTINA U MEDICINSKO)J

EDUKACUI?

Veljko Dordevic¢
Centar za palijativnu medicinu, medicinsku etiku i komunikacvijske vjestine
Medicinski fakultet Sveucilista u Zagrebu

Tijekom posljednjih desetlje¢a brojna istraZzivanja o odnosu lijecnika i
bolesnika u srediste pozornosti stavljaju i vaznost komunikacijskih
vjestina u medicinskoj edukaciji. Sirom svijeta brojni medicinski
fakulteti mijenjaju svoje kurikulume, uvodedi kao jedan od temeljnih
predmeta i komunikaciju u medicini, s posebnim naglaskom na trening
komunikacijskih vjestina i njegovu primjenu u klinickoj praksi.

U drustvenom smislu, danas se suoavamo s kulturom bolesti i
kulturom zdravlja, a ¢esto o tome premalo govorimo. Jos uvijek smo u
procesu prelaska iz paternalistickog modela odnosa lijecnik-bolesnik u
model suradnog partnerstva. Medicina kao paradigma teZi zdravlju, a
ne bolesti, pa se ¢esto postavlja i pitanje etike kao kritickog poimanja
ponasanja te postavlja i pitanje moralnosti u sustavu edukacije u
cjelini. Sudionici smo i svjedoci uvodenja sve novijih tehnoloskih izuma
u medicini, ali nazalost i sve ¢eSéeg udaljavanja lijecnika od pacijenta.
Komuniciramo dijagnostickim i terapijskim uredajima,
nalazima,dijagnozama, simptomima a sve manje s ljudima kao
osobama. Kako se medicina dijeli na preventivnu, kurativhu i
palijativnu medicinu, uvodenjem komunikacije u medicini kao vaznog
segmenta medicinske edukacije ponovo u medicinu vracamo odnos
koji se zbog niza razloga vremenom izgubio, a naglasavamo i odnos
dvije osobe, od kojih jedna ima znanja i vjestine, a druga potrebu koju



treba zadovoljiti. MoZemo redi i da time vracamo ljecidbeni proces kao
zajednicki rast i razvoj, odnosno zajednicko putovanje ka kulturi
zdravlja. Upravo iz ovih pobuda prije tri godine osnovali smo Centar za
palijativnu medicinu, medicinsku etiku i komunikacijske vjestine
Medicinskog fakulteta Sveucilista u Zagrebu, kao dio fakulteta u kome
se do sada odrzalo na stotine razli¢itiuh edukativnih aktivnosti za sve
profesionalce u zdravstvu ali i za volontere te smo stalno senzibilizirali
javnost o neophodnosti zajednickog partnerskog odnosa u ovom
podrucju.

Edukaciju zasnivamo na ucenju komunikacije, komunikacijskih vjestina
i komuniciranja kroz odnos, koristeéi igranja uloga, fishbowl, rad u
malim grupama, viedo prikaze, simulirane pacijente, a uz stalno
koristenje feedbacka. Ucenje se odvija korak po korak, jer poducevanje
komunikacije u medicini nije dogadaj nego proces. Komunikacija u
medicini je stru¢no znanstveni proces istrazivanja odnosa, reakcija,
davanja i primanja poruka, odnosno iScitavanja svih signala koje
koristimo u sloZzenom odnosu komunikacije s bolesnikom, i njegovom
obitelji s jedne strane te komunikacijom unutar interdisciplinarnog
tima, zdravstvenih osiguravatelja i medija s druge strane.

WHERE IS THE PLACE OF COMMUNICATION SKILLS IN MEDICAL
EDUCATION?

Over the past decades, numerous studies on the relationship between
doctor and patient has been focused on the importance of
communication skills in medical education. Around the world many
medical schools are changing their curricula, introducing as one of the
basic items - communications in medicine, with special emphasis on
the training of communication skills and their application in clinical
practice. In social terms, today we are faced with a culture of disease
and health culture, and often talk about it too. We are still in the
process of transition from a paternalistic model of the doctor-patient
relationship in the model of a collaborative partnership. Medicine as a
paradigm tends health, not disease, and it is often asked the question
of ethics as a critical understanding of behavior and it is raised the
question of morality in the educational system as a whole. We are
witnessed of new technology innovations in medicine, but
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unfortunately there is distance between physicians and patients. We
communicate with diagnostic and therapeutic devices, findings,
diagnoses, symptoms but there is no adequate communication with
people as individuals. Implementation the communication in medicine
is an important part of medical education in medicine, enabling back
again relationship between physician and patient which is due too
many reasons lost in time. It can be said that this is iatrogenic process
as mutual growth and development, and the common journey to a
culture of health. For these reasons three years ago Center for
Palliative Medicine, Medical Ethics and Communication Skills, Medical
School, University of Zagreb was founded, as a part of the college in
which up to now has given hundreds different educational activities
for all health professionals but also for the volunteers, and it is
constantly drawn the public attention on the necessity of a joint
partnership in this area. Education is based on learning of
communication, communication skills and communication through
relationship, using role play, fishbowl, working in small groups, video
displays, simulated patients, and the constant use of feedback.
Learning takes place step by step, because teaching communication in
medicine is not an event but a process. Communication in medicine is
a professional, scientific researching process, reactions, giving and
receiving messages, and reading all the signals that we use in the
complex relationship of communication with the patient, and his/her
family on the one hand and the communication within the
multidisciplinary team, health care insurers and the media on the
other.

DEPRESIJA KOD STARUJIH OSOBA

Ninoslav Mimica
Klinika za psihijatriju Vrapce
Medicinski fakultet Sveuciliste u Zagrebu

Kao Sto ljudi diljem svijeta Zive sve dulje i dulje, psihijatrijski
poremecaji starije dobi postaju sve vise i vise vazni. U Hrvatskoj, za
koju se smatra da ima jednu od najstarijih populacija u Europi,
postotak starijih osoba (> 65 godina) sada je vec veéi od 17%, a oCekuje
se porast na 25% do 2040. godine. Depresija zahvaca izmedu 10-15%



sveukupnog broja starije populacije, te kao takva naj¢esée utjeCe na
mentalno zdravlje u kasnijoj dobi. Depresija uzrokuje ne samo
morbiditet, ve¢ i mortalitet, te je prevencija samoubojstava glavni cilj
psihijatra u lijeCenju pacijenata starije dobi. Depresija u starijih osoba
je nedovoljno dijagnosticirani i lijeCeni poremecaj. Prevalencija
depresije u Alzheimerove bolesti varira izmedu 30-50% predstavljajuci
se kao velika ili mala depresivna epizoda. Antidepresivi, psiholoske
intervencije i elektrosokovima (ECT) djeluju kod starijih pacijenata bas
kao sto to Cine kod mladih. Studije su pokazale nedvosmislenu korist
dugorocnog lije€enja starijih osoba kako bi se sprijeCilo ponavljanje
depresije. Nastavak tretmana obi¢no traje izmedu 6 i 12 mjeseci, iako
psihijatri za stariju dob naginju preporukama od najmanje 12 mjeseci
za lijeCenje prve epizode, 24 mjeseca za drugu, a najmanje tri godine
za tri ili viSe epizoda depresije. U psihoti¢nih depresija antipsihotici se
obi¢no koriste Sest mjeseci s postupnim povlacenjem, ako se
pacijentovo stanje ne pogorsava.

DEPRESSION IN ELDERLY PERSONS

As people around the World are living longer and longer, the old age
psychiatric disorders are becoming more and more important. In
Croatia, which is considered to have one of the oldest population in
Europe, the percentage of older people (>65 years) is now higher that
17%, and should be 25% till 2040. Depression affects between 10-15%
of older people, making it the most frequently encountered mental
health condition in later life. Depression causes not only morbidity but
also mortality, and prevention of suicide is a major treatment goal of
the old age psychiatrist. Depression in the elderly is an
underdiagnosed and undertreated disorder. Prevalence of depression
in Alzheimer’s disease varies from 30 — 50% presenting as major or
minor depression. Antidepressants, psychological interventions, and
electroconvulsive therapy (ECT) all work in older patients just as they
do in younger ones. Studies in the elderly have demonstrated an
unequivocal benefit of long term treatment to prevent relapse of
depression. Continuation treatment typically lasts between 6 and 12
months, with old age psychiatrists tending to recommend a minimum
of 12 months continuation treatment for a first episode, 24 months for
a second, and at least 3 years for three or more episodes. In psychotic
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depression antipsychotic medication is usually continued for 6 months
with gradual withdrawal if the patient remains well.

DUHOVNOST | PSIHOONKOLOGIJA

Branka Aukst Margetic¢
Klinika za psihijatriju KBC Zagreb

Duhovnost i religioznost su mnogim ljudima izrazito vazne i utjeCu na

njihovu kogniciju, afekt i motivaciju.U oboljeih od karcinoma
egzistencijala pitanja jo$ viSe dobivaju na znacaju. Duhovnst je osobito
vaina u skupinama teSko ili terminalno bolesnih te u procesu

rehabilitacije. IstraZivanja vezana uz ulogu duhovnosti i religiozosti u
oboljelih od karcinoma ukazala su da je u osoba vise duhovnosti i
religioznosti manje depresije , manje osjec¢aja beznadnosti, te da
duhovne teme imaju mjesta u suportivnim grupama onkoloskih
bolesnika. Neka istraZivanja govore i o povezanosti duhovnosti i
modulacije boli. U predavanju se iznosi pregled znanstvenih
istraZivanja vezanih uz karcinom i duhovost kao i osvrt na vlastite
rezultate istrazivanja.

SPIRITUALITY AND PSYCHOONCOLOGY

Spirituality and religiosity are very important to many people and
affect their cognition, affect and motivation. In oncological patients
existential questions of purpose and meanings in life become even
more significant. Spirituality is particularly important in the group of
severely or terminally ill and in the process of rehabilitation. The
studies associated with the role of spirituality and religiosity in patients
with cancer showed that patients with higher religiosity and spirituality
were less depressed, less hopeless and that spiritual issues have its
place in supportive groups of oncological patients. Part of the
research is devoted to connection between spirituality and pain
modulation. This presentation aims to give the review of current
scientific research associated with cancer and spirituality as well as
overview of the personal results.



NEMOJ POSTOJATI
Josip Bosnjakovi¢
Katolicki bogoslovni fakultet Dakovo Sveudiliste Josip Juraj Strossmayer Osijek

U izlaganju se govori o odnosu neverbalne zapovijedi (injunction)
«Nemoj postojati» i psiholoskom stanju adolescenata koji su odrastali
uz svoje roditelje u ratnim, poratnim i mirnodobnim okolnostima.
Izlaganje se temelji na istrazivanju provedenom medu adolescentima u
Slavoniji i Istri 2011. godine. Adolescenti medu kojima smo provodili
istrazivanje imali su za vrijeme rata u Hrvatskoj izmedu 1i 8 godina.
Zapovijed «Nemoj postojati» na neverbalni nacin upucuju djeci njihovi
roditelji ili pak druge osobe koje djeca smatraju znacajnima za njihov
Zivot. Pretpostavka naSeg rada bila je da zapovijed «Nemoj postojati»
viSe pounutrasnjuju djeca koja rastu u stresnim okolnostima, kao sto je
to bilo za vrijeme rata u Hrvatskoj, za razliku od djece koja odrastaju u
mirnodobnim okolnostima Zivota. Visoke vrijednosti zapovijedi «Nemoj
postojati» se oCituju u psiholoskim potesko¢ama koje smo promatrali
uz pomoc instrumenata psiholoskog smjera Socio-kognitivne
transakcijske analize, provodivsi empirijsko istrazivanje medu 450
ispitanika sluzeci se standardiziranim testom na hrvatski jezik ANINT-
A36 i ESPERO 2000.

DO NOT EXIST

In our lecture the topic is focused on the relation between non-verbal
injunction "Do not exist" and specific psychological frame of
adolescent children who grew up in their nuclear families during war,
imminent post-war period, and subsequent periods chronologically
still very close to armed conflict. Conclusions that will be presented
during the lecture are based on foeld research conducted among
adolescents in the regions of Slavonija and Istra during 2011. These
adolescents, who were the target group of our research, were
between 1-8 years old during the armed conflict in Croatia. "Do not
exist" injunction has been transmitted non-verbally to children mostly
by their parents or other persons who are considered by the children
to have major role in their lives. Main hypothesis of our work had been
that "Do not exist" injunction is more taken into usage and
comprehended more seriously by children who grow up in social
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conditions characterized by great turmoils and stress, as it was in
Croatia during the war, then those children who spend their childhood
in less volatile environment. Evident high-value ratio of the "Do not
exist" injunction is manifested in psychological difficulties, which were
detected and observed with assistance of techniques embedded in
psychological current of Sociology-cognitive transaction analysis,
conducting complementary empirical research among 450 exeminees,
using a standard test composed in Croatian language ANINT-A36 and
ESPERO 2000.

PREDIKCIJA SUICIDA U INSTITUCIONALNIM UVIJETIMA

Vesna Sendula Jengi¢, Gordan Boskovi¢
Psihijatrijska bolnica Rab

Cinjenica da u svijetu preko milijun ljudi godi$nje pocini suicid , a ¢ak
deset do petnaest puta visSe ima pokusaj suicida navodi na opetovano
razmiSljanje o suicidalnom ¢inu kao izlazu u nuidi, izrazaju
psihopatologije, dijelu socijalne patologije ili pak slobodnom izboru
pojedinca tako i o potrebi izrade nacionalnih programa prevencije
suicida i samoozlijedjivanja koji se ubraja u skupinu tzv nasilnih smrti.
Dok kroz povijest pratimo razlicita moralna odredenja zajednice
prema suicidu, danas uz Cinjenicu da je u vecini zemalja pa tako i u
nasoj, suicid dekriminaliziran, pojedine  zemlje  svojim
pozitivnim propisima ozakonjuju cak i ¢in tzv. asistiranog suicida.
Imajuci u vidu duboko filozofske, eticke, hermeneuticke dimenzije i
dileme koje obitelji, blizoj okolini,ali i drustvu u cjelini otvara suicidant
svojim aktom logi¢no je postaviti pitanja njegove prediktabilnosti kao
i stabilnosti i pouzdanosti kriterijskih varijabli. Suvremeni koncept
mentalnog zdravlja moZe se, s aspekta pojedinca, promatrati i kao
koncept eudamonijske dobrobiti ili prema kojem cilj nije Zivjeti ugodno
ved Zivjeti dobro ili Zivjeti bolje. S tog aspekta predikcija suicida postaje
josS sloZeniji problem. Problemi u prepoznavanju rizi¢nih ¢imbenika su
prilicno veliki. Poznate karakteristike opisuju i odnose se vise na
vulnerabilne grupe nego na pojedince. Znacajke rizika variraju izmedu
grupa, dok se okolnosti u kojima se rizi¢ni ¢imbenici pojavljuju kod
pojedinca mogu mijenjati tijekom vremena cinedi tog pojedinca vise ili
manje vulnerabilnim u razli¢itim razdobljima Zivota, ili u razli¢itim



razdobljima bolest. U svakom slu¢aju nije moguée uvijek predvidjeti
suicidalni rizik ¢ak i uz dobro prepoznavanje rizicnih ¢imbenika.
Istrazivanja u svijetu pokazuju da je Cetvrtina osoba s mentalnim
poremecajima i poremecajima u ponasanju koji su izvrsile suicid bila
prethodno u kontaktu s nekom razinom zdravstvene zastite —
primanom ili specijalistickom. lako rijedji, opisani su slucajevi da se
suicid dogadja i u institucionalnim uvjetima. Bez obzira na to, ¢injenica
je i da najvedi broj osoba koje su izvrsile suicid nije prethodno bio u
kontaktu s profesionalcima u podrucju mentalnog zdravlja Sto osnazuje
ulogu svih razina zdravstvene zastite kako u prepoznavanju suicidalnih
osoba tako i u efikasnoj prevenciji i tretmanu istih.

PREDICTING SUICIDE IN THE INSTITUTIONAL ENVIRONMENT

The fact that in the world more than a million people commit suicide
every year, and that even ten to fifteen times more people attempt
suicide, leads to continual thinking about the suicidal act as an
emergency exit, the expression of psychopathology, a part of social
pathology, or as a free choice of the individual, as well as the need for
developing national programs for prevention of suicide and self injury,
which belongs to the group of so-called Violent deaths. Historically
we can monitor different moral determinations of the community
towards suicide, and now, given the fact that in most countries as well
as in our own, suicide is decriminalized, some countries with their
positive legislations legalize even the so-called assisted suicide.
Considering the deep philosophical, ethical, hermeneutic dimensions
and dilemmas that to a family, the immediate environs, but also to the
whole society a suicide person opens up due to his act, it is logical to
examine his/her predictability and stability, and reliability of the
criterion variables. The modern concept of mental health, from the
perspective of an individual, may be seen as a concept of eudaimonian
wel- being which claims that the goal of life is not to live comfortably,
but to live well and live better. Through this view the prediction of
suicide gets even a more complex problem. Problems in identifying risk
factors are quite large. Known characteristics are described and more
related to vulnerable groups than to individuals. Features of the risks
vary among risk groups, while the circumstances in which the risk
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factors appear in an individual can change over time, making the
individual more or less vulnerable in different periods of life, or in
different stages of diseases. In any case, it is not always possible to
predict suicidal risk even with a good recognition of risk factors.
Studies worldwide have shown that a quarter of people with mental
disorders and behavioral disorders who have committed suicide were
previously in contact with some level of health care - primary or
specialist. Although less common, there are described cases of suicide
happening in the institutional environment. Regardless, the fact is that
most people who commit suicide had no contact with professionals in
the mental health field which reinforces the role of all levels of health
care in identifying suicidal persons as well as their role in the effective
prevention and their treatment.

DEPRESIJA | DEMORALIZACIJA KOD BOLESNIKA S NEIZLJECIVIM
BOLESTIMA: DIJAGNOSTICKI | TERAPIISKI 1ZAZOVI

Marijana Bras
Centar za palijativnu medicinu, medicinsku etiku i komunikacijske vjestine Medicinski
fakultet Sveucilista u Zagrebu

Depresivni poremecaj i demoralizacija vrlo su cesti kod bolesnika s
neizljeCivim bolestima. Demoralizacija je stanje koje nije istovjetno
depresiji. Termin demoralizacija karakteriziran je s dva stanja:
emocionalnim distresom i osje¢ajem nekompetentnosti i nesigurnosti
kojim putem dalje krenuti. Pojedinci s depresijom i anhedonijom
nemaju energije za djelovanje, iako znaju Sto bi trebalo C(initi.
Demoralizacija je fenomen u kojem se bolesnik subjektivno osjeéa
nekompetentno te ima osjecaje beznada i bespomocénosti koji mogu
dovesti do devastirajuceg trenutka u kojem osje¢a da je jedini izlaz
odustati od svega. Za demoralizaciju jo$S uvijek nemamo lako
primjenjivu i standardiziranu definiciju koja ima uporiste u
epidemioloskim istraZivanjima. Medutim, suvremena istrazivanja
ukazuju na pet dimenzija demoralizacije kod onkoloskih bolesnika:
gubitak smisla, disforiju, bespomoénost, obeshrabrenost i osjecaj
neuspjeha. Diferencijalna dijagnoza demoralizacije  ukljucuje
poremecaje raspoloZenja (veliki depresivni poremecaj, bipolarni
afektivni poremecaj), poremecaje prilagodbe i druga somatska stanja



koja mogu dovesti do snizenog raspoloZenja. Demoralizacija ovisi o
vulnerabilnosti osobe i moZe biti uzrokovana brojnim faktorima.
Gotovo sve neizljeCive bolesti mogu demoralizirati bolesnika. Nadalje,
demoralizacija mozZe nastati zbog same bolesti (i njezinih
manifestacija), ali i zbog raznih nacina lijeCenja. Drugi faktori koji mogu
doprinjeti razvoju demoralizacije su crte li¢nosti, losa interpersonalna
podrska i brojni socijalni ¢imbenici. O demoralizaciji se ne raspravlja na
medicinskim fakultetima, iako je ona vrlo €esta i vaina manifestacija
prolongiranog emocionalnog distresa. LijeCenje demoralizirane osobe
treba biti usmjereno na ove neugodne emocije, ponasanja i kognitivne
obrasce. U pomoci demoraliziranom bolesniku cilje je smanjenje
cjelokupne patnje. Obzirom na individualne razlike uzroka
demoralizacije, ne postoji specificne smjernice koje bi bile primjenive
za sve bolesnike, ve¢ su nuZne opée smjernice koje se trebaju
individualizirano primjenjivati u klini¢koj praksi. U svojoj sustini, uloga
lijecnika je da prati, i prepozna doZivljaj bolesti kod svakog bolesnika.
Ovo zahtijeva umijeée komunikacijskih vjeStina s bolesnicima i
njihovim obiteljima, kao i specificne psihoterapijske pristupe. U ovom
radu predstavit ¢e se spoznaje o trenutnom razumijevanju, vaznosti i
utjecaju demoralizacije te ¢e se usporediti demoralizacija i depresija
kod bolesnika s neizljeCivim bolestima. Takoder ¢e se predstaviti
postojeCi terapijski algoritmi za antidepresivnu terapiju i mogucénosti
lijeCenja demoralizacije.

DEPRESSION AND DEMORALIZATION IN PATIENTS WITH
INCURABLE DISEASES: DIAGNOSTIC AND TREATMENT
CHALLENGES

Major depression and demoralization are very common in patients
with incurable diseases. Demoralization is a state separate from
depression. The term demoralization is characterized by two states:
emotional distress and a sense of incompetence that results from an
uncertainty about which direction to take. Individuals with depression
and those with anhedonia cannot act, even if they know the proper
direction to take. Demoralization is a phenomenon in which a patient
reaches a state of subjective incompetence, hopelessness, and
helplessness that can lead to that devastating moment in which he or
she feels the only recourse left is to give up. At present,
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demoralization lacks a readily applicable and standardized definition
that is supported by rigorous research in epidemiology. However, a
recent research identified five relatively distinct dimensions of
demoralization in patients with cancer: loss of meaning, dysphoria,
disheartenment, helplessness, and a sense of failure. The differential
diagnosis for demoralization is relatively short and includes mood
disorders (e.g., major depression, bipolar depression), adjustment
disorders, and other medical illnesses that are known to cause low
mood. Demoralization lies on a spectrum of vulnerability and multiple
factors can contribute to the development of demoralization. Nearly
all types of incurable diseases can demoralize a patient. Furthermore,
demoralization may result from both the illness (and its
manifestations) and the treatment of some conditions. Other factors
that can contribute to the development of demoralization are
personality traits, the strength of interpersonal supports etc.
Demoralization Copyright © 2007, Physicians Postgraduate Press, Inc.
Demoralization D De wasn't discussed in medical school, although it is
very important manifestation of prolonged emotional distress.
Treatment of demoralization should target these unwelcome affects,
behaviors, and cognitions. Help for the demoralized patient targets the
alleviation of suffering and the mobilization of his or her resilience.
Given the personal nature of sources of demoralization, there is no
specific and effective approach for all patients; rather, one can be
mindful of broad guidelines that can be applied to each individual case.
In essence, the role of the physician is to witness, to validate, and to
normalize the patient's experience of illness. This requires art of
communication skills with those patients and their families, as well as
specific psyhotherapeutic approaches. This presentation reviews the
medical literature regarding the current understanding, importance,
and impact of demoralization and attempts to compare and contrast
demoralization with depression in patients with incurable diseases. It
will be followed by a brief review of treatment algorithms for
antidepressant therapy and suggestions for treatment of
demoralization.


http://www.ncbi.nlm.nih.gov/pmc/about/copyright.html

EKSTENZIVNA SUICIDALNOST

Luka Marsi¢
Klinika za psihijatriju KBC “Sestre milosrdnice”

Izjednaavanje vanjskog svijeta, koji je podreden nedostiznoj viSoj
dimenziji, i unutarnje nepaznje uzrokuje osobnost, tijekom procesa
razmisljanja o sebi kroz priliku i nadu budu¢nosti, ne vidi se u
neizvjesnom bic¢u, u svijetu nerazumljivosti , straha, ne-ljubavi,
praznine. Um usmjerava svoje misli prema rusSenju pozitivnog,
svojstvenog pristupa, koji nas tjera prema pozitivnom djelovanju,
unistavajuci ideje, kojima smo, na neki nacin, vodili nase definitivno
bice u nove bitke i nesigurnost. Opseinost tog stanja i njegovo
pojavljivanje u nekakvoj patoloskoj utjehi ili u mislima koje su liSene
duboke logic¢ke konstrukcije, predstavljaju suicidalnu dinamiku koja ne
mora nuZno biti uvjetovana dijagnozom koja otkriva mentalne i
psihicke devijacije. Legitimnost suicidalnih misli, kao preduvjet
suicidalnog cina, pocinje kada dusa izgubi svoje pravo jedinstvo,
mentalna diferencijacija ostaje na povrsini prave dusSe, psihicka
sposobnost da korelira s negativnoscu ili pseudo-negativnoj stvarnosti
nekog trenutka, postaje uniformirana, gdje postoji sklonost
ponavljanju iste reakcije na turbulentne izazove, nacin zadovoljavanja
Zudnje za boli, a to sve predstavlja maksimu po

kojoj je cijeli sustav samosvijesti funkcionira.

EXTENSIVE SUICIDALITY

Equating the outer world that is subordinate to an unattainable higher
dimension and the inner negligence cause the personality, during the
thinking process about the self through the opportunity and hope of
the future, does not see itself in the uncertain being, in the world of
incomprehensibility, fear, no-love, emptiness. The mind directs its
thoughts towards the demolition of positive, and inherent approach
that is forcing us towards positive action,destroying the ideas by which
we, somehow, guide our definite being into new battles, and
uncertainty. The extensiveness of that state and its appearance in
some kind of a pathological comfort, or in thoughts that are depriveed
of deep logical construction, represent suicadal dynamics that does
not have to necessarily be conditioned by a diagnosis that discovers
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mental, and psychic deviations. Legitimacy of suicidal thoughts, as a
prerequisite of a suicidal act, begins when the soul loses its real unity,
mental differentiation remains at the surface of a real soul, the psychic
ability to correlate with the negative, or pseudo-negative reality of a
moment becomes uniformed, where the inclination towards repeating
the same reaction to turbulent challenges, mode of satisfying a craving
for pain, is the maxim according to which the entire system of self-
consciousness is functioning.









DUHOVNOST KAO ,,ELIKSIR ZDRAVLIA“?

Dragana Juri¢, Rudolf Ljubici¢, Ivana Ljubici¢ Bistrovi¢, Bulijano Ljubici¢
Medicinski fakultet Sveucilista u Rijeci

Klinika za psihijatriju, KBC “Sestre milosrdnice” u Zagrebu

Katedra za psihijatriju i psiholosku medicinu KBC Rijeka

Duhovnost pruza pluralisticki pristup u rjeSavanju svake problematike,
pa tako i medicinske. Neupitno je da razvijena duhovnost ima zastitini
ucinak na ljudsko zdravlje. Bitno je da medicinski djelatnici shvate
duhovnost kao nedovoljno iskoriSteni endogeni "eliksir zdravlja" svojih
pacijenata. Duhovnost se izraZava i shvaca kroz kognitivne,
bihevioralne i afektivne iskaze. Pitanje je uvidaju li lije€nici u svojoj
klinickoj praksi snagu duhovnosti u, primjerice, mijenjanju percepcije
boli te lakSeg pronalaZenja osjecaja svrhe i smislenosti Zivota, kako u
zdravlju, tako i u bolesti. Kao studenti medicine i lijeCnici Cesto
zanemarujemo duhovni profil nasih pacijenata, koji ostaje visoko
razvijen i u teSkim i terminalnim stanjima. Zanemarivanjem duhovnosti
nastao je preveliki jaz izmedu pacijenata i lije¢nika. U svojem radu
nastojim istraZiti u kojoj su mjeri lijecnici Klinickog bolni¢kog centra
Rijeka i Susak upoznati s primjenom duhovnosti u svakodnevnom radu,
te jesu li i u kojoj mjeri ograniceni znanstvenim, redukcionistickim i
materijalnim granicama. Moj zakljucak je da marginaliziranost
duhovnosti u lijecnickoj struci pruza veliki prostor za razvoj nove
duhovne koherentnosti pacijenata i lijecnika te sasvim nove resurse za
ocuvanje zdravlja svih nas.

SPIRITUALITY AS "THE ELIXIR OF HEALTH"?

Spirituality provides a pluralistic approach in solving every problem,
including medical ones. There is no doubt that developed spirituality
has a protective effect on human health. It is very important that
medical employees see spirituality as poorly used endogenous "health
elixir" of their patients. The main question is: Do the doctors recognize
the power of spirituality in their clinical practice? For example, as a
device in changing the perception of pain, or as an easier way of
finding the purpose and meaning of life, both in health and sickness.
Being a medical student or a doctor one often neglects the spiritual
profile of patients, which remains highly developed even in severe and
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terminal conditions. A rather large gap between patients and doctors
has been developed by neglecting spirituality. This study is researching
the extent to which the doctors of the Clinical Hospital Center Rijeka
and Susak are familiar with the use of spirituality in everyday work,
and also, are they and to what extent limited by scientific, reductionist
and material borders. To conclude, the marginalization of spirituality in
medical profession provides a vast area for development of a new
spiritual coherence between patients and doctors, so as completely
new resources for the health preservation.

STO JETO SQ?

Jelena Iveli¢
Medijsko sveuciliste Koprivnica

Zivimo u vremenu materijalnog blagostanja. Danas veliki dio ljudi ima
sve Sto im je potrebno za Zivot. Smjestaj, vozilo i novac smatraju se
temeljnim uvjetima. Vecina bracnih parova ne Zeli donijeti dijete na
svijet ako svi ti uvjeti nisu zadovoljeni. Starije osobe danas su
izgubljene i usamljene. Cesto puta drustvo na njih gleda kao na viak.
One ne proizvode i ne privreduju drustvu, troSe, a ne daju i zato se ne
uklapaju u ekonomsku strukturu drustva. Drzava danas ulaze u
ambiciozne mlade, u one od kojih se nada da ¢e i dobiti nazad. Uzor su
najuspjesnija i najbolja djeca. Dobiti ocjenu izvrstan i biti prvi na
natjecanju kriteriji su uspjeha kod djece. Novac, uspjeh i
zadovoljavanje svojih potreba stvari su za kojima danas ljudi teZe. No,
unato¢ materijalnom blagostanju i uspjehu, Ceste su vijesti crne
kronike o samoubojstvima, djeci narkomanima iz bogatih obitelji,
raspadnutim obiteljima... Pitam se zaSto do toga dolazi ako su
covjekove glavne potrebe zadovoljene? Biti ¢ovjek znadi li samo biti
uspjesan, lijep i bogat ili je to neSto mnogo vise? Postoje li stvari za
koje se isplati zivjeti ili umrijeti? Jesu li vrijednosti nesto Sto je
podlozno vremenu i je li mogudée da ih drustvo i vrijeme mijenjaju? Biti
¢ovjek znadi li imati ili to znacdi moje postojanje tj. jesam li ja ¢ovjek po
onome $to imam ili po onome $to jesam? Na sva ova pitanja pokusati
¢u dati odgovor kroz duhovnu inteligenciju, jer kao Sto u Covjeku
postoji racionalna i emocionalna inteligencija, tako se u njemu nalazi i
duhovna inteligencija. Zato se ovaj moj rad sastoji od dva dijela.



Koristeci razlicite autore pokusati ¢u definirati pojam SQ i istaknuti ¢u
vaznost SQ-a. Takoder ¢u reéi nesto o znanstvenim dokazima o
postojanju SQ i o svijesti.

What is SQ?

We live in a time of material prosperity. Today, many people have
everything they need for a decent life. Possessing an apartment, a
vehicle and money are considered as fundamental conditions. Most
couples do not want to bring a child into the world if all these
conditions are not met. Older people today are lost and lonely. Society
often sees them as a surplus. They do not produce and do not
contribute to society; they consume and do not give, and therefore do
not fit into the economic structure of the society. Today the state
invests in ambitious young people, in those from who it will profit
from. Role models are the best and the most successful youth.
Receiving A+ grades and winning a first prize in competitions are
criteria for success in youth. Money, success and meeting needs are
things that people today strive for. But despite material prosperity and
success, we encounter with frequent TV news with suicides, drug
affected children from rich families, broken home... | wonder why this
occurs when man's primary needs are met? Being a man, does it only
mean to be successful, beautiful and rich, or is it something much
more? Do things that are worth living or dying for exist? Are values
something that is subject to time change and is it possible that time
and society do change/influence this? Being a man, does it mean to
have or does this represent my existence, i.e. am | a man by what |
have or by being what | am? | will try to answer all this questions
through spiritual intelligence because since man possesses rational
and emotional intelligence, a spiritual intelligence exists as well. This is
the reason why my work consists of two parts. | will try to define the
term of SQ referring to various authors and | will emphasize the
importance of SQ. Furthermore, | will say something about the
scientific evidences of the existence of SQ and human awareness.
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" NE ZNAM, NISAM SIGURNA"??

Maristela Saki¢
Bolnicki red Svetog Ivana od Boga
Psihijatrijska bolnica Sveti Rafael Strmac

Poster prezentacijom Zelimo prikazati bolesnicu u dobi od 27 godina
koje je lijecena u nasoj bolnici pod slikom psihoticnog poremecaja. Na
podlozi emocionalne nezrele licnosti uz niz vanjskih nepovoljnih
faktora bolesnica je trazila odgovor na pitanje kako si pomodi i postati
cjelovitija osoba. U narednom razdoblju kroz nekoliko godina ,trazenja
sebe” putem interneta saznaje o ,theta tecaju” koji predstavlja
spiritisticku iscjeljiteljsku tehniku new agea. Pohada tecaj i ,radi na
samoj sebi” sve do jednog prijelomnog trenutka kada upada u akutno
psihoticno stanje koje je zahtijevalo psihijatrijsku hospitalizaciju.
Tijekom hospitalizacije bolesnici se pristupilo timski, gdje su uz
psihijatra sudjelovali psiholog, duhovnik i obitelj kao temeljni oslonac
koju je bolesnica u ,trazenju sebe“ zanemarila. Prikazom Zelimo
osvijestiti pogubnost gore navedene i niz drugih iscjje nemaju stru¢nu
niti znanstvenu osnovu pa u pojedinim slu¢ajevima mogu osobito kod
mladih i emocionalno nezrelih li¢nosti produziti i produbiti psihicke
probleme.

“I DON’T KNOW, I’'M NOT SURE”??

Through a poster presentation we would like to present a case of a
patient at the age of 27 years who was treated at our hospital for a
psychotic disorder. With the background of an emotionally immature
personality, alongside a series of external unfavourable factors, the
patient was looking for an answer to the question how to help herself
and become a whole person. In the upcoming period through several
years of 'looking for herself', on the Internet she learned about the
'theta course', which represents a spiritual new age healing practice.
She attended the course and 'worked on herself' until the breaking
moment when she entered an acute psychotic state which required
hospitalization at a psychiatric ward. During the hospitalization the
patient was approached by a team comprising a psychiatrist, a
psychologist and a priest, as well as the family as the basic support,
whom the patient used to neglect in the process of 'looking for



herself'. Through this presentation we attempt to bring to attention
the dangers of the above-mentioned method and other healing
techniques which have neither skilled nor scientific basis so in certain
cases can, especially in young and emotionally immature personalities,
prolong and deepen psychological problems.

DUHOVNA BOLEST — TEMELINA BOLEST

Lana KneZevi¢
Hrvatski institut za duhovnu psihijatriju

Bolesti ovisnosti imaju svoje uzroke na duhovnoj razini. Na toj razini
one predstavljaju gubitak slobode(duhovna dusa), na psihickoj
vezanost uz uzitak ili zadovoljstvo, a na tjelesnoj upisivanje odredenih
radnji i pokreta u tijelo.

One zapravo predstavljaju bolesti izostanka smisla,a smisao je duhovna
kategorija. Volja za smislom je danas uvelike frustrirana. Zivimo u
svojevrsnom "egzistencijalnom vakuUmu" u kojem danasnje duhovno
neinteligentno drustvo pokusava isti nadoknaditi borbom za
ostvarenjem moci i samopotvrdivanjem i gdje je ratio razina (razina
ega) jedini kriterij po kojem se Covjek ostvaruje.

Na taj nacin zanemarujemo nase srediSte, a duhovna bolest (ovisnost)
nastaje onda kada izgubimo kontakt s njime.

Ovisni moZemo biti o ljudima, stvarima, idolima, strahovima,
supstancijama. Od svih organa duhovne duse pokazalo se da je u
bolestima ovisnosti najviSe zakazao organ slobodne volje. Zdrava
slobodna volja omoguduje pojedincu da je uvijek sposoban, izmedu
dobra i zla, odluditi se za dobro. Osim nje, bolesna je i Covjekova
savjest kao i njegov intelekt. Zbog svega navedenog, u lijeCenju takvih
ovisnosti najbolji bi ucinak imalo sinergijsko djelovanje psihoterapije,
logoterapije (terapija smislom, V.Frankl) i hagioterapije(terapija
svetim i oslobodenje od patnje). Smisao se ne mozZe dati, ve¢ se mora
pronaci. Ne moze se izmisliti nego se mora otkriti.

Za vjernike moze se primijeniti i religija preko koje dolazimo do
ispunjenja posljednjeg smisla, a to je upravo onaj egzistencijalni, a koji
odgovara na pitanja: tko smo, odakle dolazimo i kamo idemo.
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SPIRITUAL DISEASE-BASIC DISEASE

Addictions have their causes on a spiritual level. At this level, they
represent a loss of freedom (spiritual soul), at the psychological,
attachment to the pleasure or satisfaction and at physically level
repetition of certain actions and movements of the body.
They actually represent an absence of sense, and the sense is the
spiritual category. The cognition of meaning is today largely frustrated.
We live in a kind of "existential vacuum" in which today's spiritually
unintelligent society tries to compensate a loss of sense by struggling
for self-assertion, and where the ratio level (level of ego) is the only

criterion by which a person achieves.In this way we neglect our
individuality and spiritual disease (addiction) occurs when we lose
touch with it.We can be dependent on the people, things, idols, fears,
substances ..It was shown that of all the organs of the spiritual soul
freewill is to be the most compromised. Healthy free will allows an
individual that is always capable to escape evil and choose good.
These reasons tell us that the best treatment of addictions would be
synergistic treatement using psychotherapy, logotherapy (existential
therapy, V.Frankl) and hagiotherapy (holy therapy and liberation from
suffering). For meaning can not be given, but must be found. It can not
beinvented, but must be detected. Also, a believer can answer
question through its religion, accept and find answers on existential
questions;: who are we, where do we come from and where are we

going.

IMPLIKACIJE NEUROZNANSTVENIH ISTRAZIVANJA OVISNOSTI
NA RAD S OSOBAMA KOJE BOLUJU OD BOLESTI OVISNOSTI

Martina Sendula-Paveli¢, llinka Serdarevi¢, Jasenka Duvnjak
Katedra za drustvene i humanisticke znanosti u medicini
Medicinski fakultet Sveucilista u Rijeci

Nove spoznaje o neurokemijskim osnovama ovisnosti otvaraju prostor
za nove nacine manipulacije populacijom osoba koje boluju od bolesti
ovisnosti. Posebno se istiCcu promicanja isklju¢ivo bioloskih tretmana
upitne dostupnosti i cijene, medikalizacije ovisnosti, eksperimentiranja
s invazivnim neurokirurskim operacijama mozga, cijepljenja, povecanje



prisilnih oblika lije¢enja za ovisnike za koje se procijeni da im je usljed
bolesti mozga bitno umanjen kapacitet za donoSenje slobodne i
informirane odluke/a itd. Danas je moguce priskrbiti i informacije o
genetskom riziku za razvoj bolesti ovisnosti Sto moze biti
upotrijebljeno u svrhu diskriminacije od strane osiguravajudih
drustava, poslodavaca, sudova i dr. RazliCite pogresne i neeticne
interpretacije bolesti ovisnosti utjeCu na nasa uvjerenja o porijeklu i
uzrocima bolesti i posljedi¢no na nase odnose prema bolesnima, na
njihov pravni polozaj u drustvu, na nacin na koji im pripisujemo
odgovornost ili krivnju za njihove postupke. Ona izazivaju snazne
moralne reakcije znacajnih i utjecajnih drugih o kojima ovise standardi
i nacini zastite i lijeCenja kao i njihova dostupnost. S druge strane, u
javnosti je ve¢ poznata sintagma o postojanju tzv. psihotropne utrke u
naoruzanju i rastu upotrebe psihotropnih lijekova kao stimulansa (npr.
metilfenidat) kako bi se poboljsale kognitivne sposobnosti pojedinaca i
osnazila aktivnost i motivacija primjerice u pripremama i izvodenju
borbenih i drugih operacija. Sve ove spoznaje imaju direktne posljedice
na povjerljiv odnos savjetodavca/terapeuta i osobe koja boluje od
bolesti ovisnosti/ovisnika. Pitati se, osvijestiti i modi predvidjeti
moguce zamke i izazove novih spoznaja znacdi i modéi sprijeciti
potencijalno Stetne posljedice tumacenja i primjene rezultata takvih
istrazivanja.

IMPLICATIONS OF NEUROSCIENCE ADDICTION RESEARCH ON
WORK WITH ADDICTS

New insights into the neurochemical basis of addiction are opening up
space for new ways to manipulate a population of people who are
suffering from drug addiction. Especially highligtened are the exclusive
promotion of biological treatments of questionable availability and
prices, the medicalization of addiction, experimenting with invasive
neurosurgical brain surgery, vaccination, increasing coercive forms of
treatment for addicts that are assessed to have disease of the brain is
severely reduced capacity for making a free and informed decisions
etc. Today it is possible to provide information on the genetic risk of
developing the addiction which can be used for the purpose of
discrimination by insurance companies, employers, courts and others.

77



78

Different wrong and unethical interpretations of addiction affect our
beliefs about the origins and causes of disease and consequently affect
our relationships toward the sick, their legal status in the society, the
way in which we are attributing responsibility or blame for their
actions. They evoke strong moral reactions of significant and
influential others upon which depend standards and methods of care
and treatment as well as their availability. On the other hand, it is
known about the existence of so-called psychotropic arms race and
the growing use of psychotropic drugs as stimulants (eg,
methylphenidate) to improve the cognitive abilities of individuals and
strengthen the activities and motivation for example in the
preparation and execution of combat and other operations.

All these findings have direct consequences on the confidential
relationship between counselors/therapists and people that are
suffering from addiction/drug addicts. Making questions, raising
awareness and beeing able to anticipate potential pitfalls and
challenges of new knowledge about addiction means beeing able to
prevent the potentially harmful consequences of interpreting and
applying the results of such research.
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