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SAZETAK/ABSTRACT

Danas je razvijeno nekoliko dijagnosti¢ko-klasifikacijskih sustava dusevnih poremecaja, Medunarodna
klasifikacija bolesti i srodnih stanja (MKB) Svjetske zdravstvene organizacije se smatra kljuénom klasi-
fikacijom zbog njene globalne primjenjivosti. U posljednjoj, jedanaestoj MKB reviziji (MKB-11) uvedene
su znacajne opée promjene i promjene vezano za dijagnozu i klasifikaciju dusevnih poremecaja. One
su sadrzane u strukturi poglavlja koje se bavi dusevnim poremecajima, uvodenju novih dijagnostickih
kategorija, djelomi¢noj integraciji dimenzionalnog pristupa u dijagnosticke kategorije, te revidiranim kli-
nickim opisima i dijagnostickim smjernicama. Cilj ovog rada je prikazati najistaknutije promjene uvedene
u klasifikaciju dusevnih poremecaja s posebnim osvrtom na poremecaje licnosti i poremecaje koji su u
MKB-10 svrstani u skupinu neurotskih, sa stresom povezanih i somatoformnih poremecaja kroz prizmu
mogucnosti integracije psihodinamickog pristupa.

/ Multiple systems for the diagnosis and classification of mental disorders have been developed today and
the International Statistical Classification of Diseases and Related Health Problems (ICD) is considered to
be the key classification due to its global applicability. The latest, eleventh ICD revision (ICD-11) included
significant general changes and changes relating to the diagnosis and classification of mental disorders.
These are listed in the chapter describing mental disorders, the introduction of new diagnostic catego-
ries, partial integration of the dimensional approach into diagnostic categories, and the revised clinical
descriptions and diagnostic guidelines. The aim of this paper is to address the most prominent changes
introduced into the classification of mental disorders, with a specific review of personality disorders and
disorders that were classified in the ICD-10 as neurotic, stress-related disorders and somatoform disorders,
through the prism of a possible integration of the psychodynamic approach.
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UvoD

Klasifikacija dusevnih poremecaja je
sloZena. Mnogo je puta kroz povijest
mijenjana kao $to je mijenjana i defini-
cija same dusevne bolesti. Danas posto-
ji vise klasifikacijskih sustava dusev-
nih poremecaja razvijenih za klinicku
uporabu i u istrazivacke svrhe, kao sto
su naprimjer Dijagnosticki i statisticki
priru¢nik za duSevne poremecaje (DSM)
Americke psihijatrijske udruge, Medu-
narodna klasifikacija bolesti i srodnih
stanja (MKB) Svjetske zdravstvene
organizacije, psihodinamicki dijagno-
sticki priru¢nik (PDM), kriterija domene
istrazivanja (Research Domain Criteria
- RDoC), hijerarhijska taksonomija psi-
hopatologije (Hierarchical Taxonomy of
Psychopathology - HiTOP) i drugi. Do-
bro organizirani klasifikacijski sustavi
nuzni su zbog utvrdivanja pouzdane
dijagnoze koja je klju¢na, izmedu osta-
log, za uéinkovit i odgovarajuéi tretman
(1). U istrazivanju i klini¢koj praksi u
Sirokoj su primjeni MKB i DSM klasifi-
kacijski sustavi koji imaju odvojene ali
isprepletene povijesti razvoja. Tijekom
revizija ovih sustava nastojala se posti-
¢i harmonizacija $to je posebno doslo
do izrazaja pri posljednjim revizijama,
DSM petoj (DSM-5) (2) i MKB jedanae-
stoj reviziji (MKB-11) (3). MKB klasifi-
kacija zbog globalne se primjenjivosti
smatra najznacajnijim klasifikacijskim
sustavom i medunarodni je standard za
pracenje morbiditeta. Opéenito, DSM 1

Pregledni ¢lanak

INTRODUCTION

The classification of mental disorders is
complex. Just as the definition of a men-
tal disorder itself, it has been changed
multiple times throughout history. Mul-
tiple classification systems of mental
disorders developed for clinical and
research purposes exist today, such as
the Diagnostic and Statistical Manual
of Mental Disorders (DSM) published by
the American Psychiatric Association,
the International Statistical Classifi-
cation of Diseases and Related Health
Problems (ICD) published by the World
Health Organization, the Psychodynamic
Diagnostic Manual (PDM), the Research
Domain Criteria (RDoC), the Hierarchical
Taxonomy of Psychopathology (HiTOP)
and others. Well-organized classification
systems are necessary for the purpos-
es of determining a reliable diagnosis,
which is, among other things, crucial for
an effective and appropriate treatment
(1). When it comes to research and clin-
ical practice, ICD and DSM classification
systems are widely used. They have sep-
arate, but intertwined histories of devel-
opment. The aim of the revisions of these
systems was to achieve harmonization,
which is especially pronounced in the
latest revisions, the fifth DSM revision
(DSM-5) (2) and the eleventh ICD revision
(ICD-11) (3). Due to its global applicabili-
ty, the ICD classification is considered
to be the most important classification
system, and represents an international
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MKB sustavi u klasifikaciji dusevnih
poremecaja temelje se na kategorijal-
nom pristupuy, a teorijski, deskriptivni
su usmjereni na dijagnozu. Ova dva su-
stava klasificiraju dusevne poremecaje
kao odvojene dijagnosticke entitete,
dok priznaju da pojedinci s dijagnosti-
ciranim razli¢itim poremecajima ¢esto
imaju zajednicke karakteristike una-
toC Cinjenicl da su dusevni poremecaji
sloZene kombinacije psiholoskih, drus-
tvenih i bioloskih problema (4). Oba
sustava predmet su brojnih kritika, od
toga da im manjka kohezivna teorija
do zamjerki na uporabi uglavnom ka-
tegorijalnog pristupa, forsiranju granice
izmedu normalnog i abnormalnog, vi-
sokom stupnju komorbiditeta, izostaja-
nje hijerarhije poremecaja, psiholoskih
mehanizama obrane i sl. (5). Stoga je
rad na DSM i MKB reviziji dobivao zna-
¢ajnu pozornost §to se oc¢itovalo u broj-
nim raspravama u znanstvenoj litera-
turi, medu klini¢arima i zagovornicima
zdravlja te u laickim medijima (6).

MKB definira bolesti, poremecaje, 0z-
liede 1 druga zdravstvena stanja na
nacin koji omogucuje sigurnu pohra-
nu, dohvacéanje i analizu zdravstve-
nih informacija za donosenje na do-
kazima temeljenih odluka, usporedbu
zdravstvenih informacija. Klasifikaci-
ju klinic¢ari koriste, kako za dobivanje
dijagnostickih Sifri u administrativne
svrhe, tako i postavljanje pocetne dija-
gnoze uporabom dijagnosti¢kih opisa

standard for morbidity tracking. Gener-
ally speaking, DSM and ICD systems are
based on categorial, atheoretical, descrip-
tive, and diagnosis-directed approaches
in the classification of mental disorders.
These two systems classify mental dis-
orders as separate diagnostic entities,
while acknowledging that individuals
with various diagnosed disorders often
have common characteristics despite the
fact that mental disorders are a complex
combination of psychological, social, and
biological problems (4). Both systems are
subject to numerous criticisms, from the
claim that they lack a cohesive theory,
to complaints about the use of a mostly
categorical approach, forcing a border
between normal and abnormal, a high
degree of comorbidity, the absence of a
hierarchy of disorders, psychological de-
fense mechanisms, etc. (5). Consequent-
ly, the process of revising DSM and ICD
received significant attention, which
manifested in numerous discussions in
scientific literature, among clinicians
and health advocates, as well as in the
lay media (6).

The ICD defines diseases, disorders, inju-
ries and other health conditions in such
manner that it enables safe storage, re-
trieval and analysis of health informa-
tion necessary for evidence-based deci-
sion-making and a comparison of health
information. The classification is used
by clinicians both to obtain diagnostic
codes for administrative purposes and
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1 klinickih smjernica koje su sastavni
dio MKB-a (7). MKB-11 uvodi niz opéih
promjena (promjene strukture susta-
va, terminologije, Sifriranja, uporaba u
digitalnom okruzenjuitd.) i inovacija u
poglavljima vezano za bolesti i ¢imbe-
nike zdravstvenog stanja. Sluzbeno je
u primjeni od 1. sijeénja 2022. godine, a
s obzirom na to da donosi dosta inova-
cija u klasifikaciji i dijagnozi dusevnih
poremecaja cilj ovog rada je dati kratki
pregled klju¢nih promjena uvedenih u
dijagnozu nekih od poremecaja, prven-
stveno poremecaja li¢nosti i poreme-
¢aja 1z MKB-10 kategorije neurotskih,
sa stresom povezanih i somatoformnih
poremecaja 1 mogucénost integracije
psihodinamickog pristupa.

KLJUCNE PROMJENE U
KLASIFIKACIJI DUSEVNIH
POREMECAJA U MKB-11

Razvoj poglavlja o duSevnim poreme-
¢ajima (Neurorazvojni, duSevni i bihe-
vioralni poremecaji) predstavlja prvu
veliku reviziju najistaknutije svjetske
klasifikacije dusevnih poremecaja, za
koju je bilo potrebno gotovo 30 godina
da se dovrsi (8). Reed i suradnici (9)
naglasavaju da ova revizija predstavlja
najveci globalni, multidisciplinarni i
participativni proces revizije sustava
klasifikacije dusevnih poremecaja koji
je ikada proveden. Tijekom procesa
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to establish an initial diagnosis by using
the diagnostic descriptions and clinical
guidelines that are an integral part of the
ICD (7). ICD-11 introduces several general
changes (changes in system structure,
terminology, coding, use in the digital
environment, etc.) and innovations in
chapters discussing diseases and medi-
cal condition factors. It has been officially
in use since 1 January 2022, and consid-
ering that it brings many innovations
in the classification and diagnosis of
mental disorders, the aim of this article
is to briefly overview the key changes
introduced in the diagnosis of some dis-
orders, primarily personality disorders
and disorders from the ICD-10 neurotic,
stress-related and somatoform disorder
categories, and the possibility of integrat-
ing a psychodynamic approach.

KEY CHANGES IN THE
CLASSIFICATION OF MENTAL
DISORDERS IN ICD-11

The development of the chapter address-
ing mental disorders (Neurodevelopmen-
tal, Mental, and Behavioral Disorders)
represents the first major revision of the
world’s most prominent classification of
mental disorders, which took nearly 30
years to be completed (8). Reed et al. (9)
emphasize that this revision represents
the largest global, multidisciplinary and
participatory process of revising the
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revizije poseban fokus je stavljen na
klini¢cku korisnost, nau¢nu validnost i
globalnu primjenjivost (6).

DuSevni poremecaj u MKB-11, kao i u
DSM-5, definiran kao sindrom koji je
obiljezen klinicki znacajnim smet-
njama u kogniciji, regulaciji emocija
ili ponasanju pojedinca koji su odraz
disfunkcije psiholoskih, bioloskih ili
razvojnih procesa koji su u podlozi
psihi¢kog i bihevioralnog funkcioni-
ranja. Ovi poremecaji su obi¢no pove-
zani s patnjom ili oSte¢enjem osobnog,
obiteljskog, socijalnog, obrazovnog,
profesionalnog ili drugog vaznog po-
drucja funkcioniranja (3). U dusevne
poremecaje nisu ukljuc¢eni akutna stre-
sna reakcija i nekomplicirano Zalova-
nje koji su svrstani u poglavlje stanja
koja mogu utjecati na zdravlje. Glavne
dijagnosticke skupine iz MKB-10 su ve-
¢im dijelom zadrZane, ali sa zna¢ajnim
promjenama u nazivuy, strukturi i klasi-
fikaciji. Neke dijagnosticke skupine su
maknute iz duSevnih poremecaja i kla-
sificirane u nova i zasebna poglavlja,
naprimjer poremecaji spavanja-bud-
nosti 1 poremecaji povezani sa seksu-
alnim zdravljem. U MKB-11 potpuno se
napustaju pojmovi kao S$to su neurot-
ski, konverzivni, somatoformni, soma-
tizacijski, transseksualizam, anatom-
ski spol, suprotni spol, funkcionalni,
organski 1 mentalna retardacija. Tako-
der, za odreden broj poremecaja, prven-
stveno poremecaje spavanja-budnosti

classification system of mental disorders
that has ever been carried out. During
the revision process, a special focus was
placed on clinical utility, scientific valid-
ity and global applicability (6).

In ICD-1], as well as in DSM-5, a mental
disorder is defined as a syndrome char-
acterized by clinically significant issues
in cognition, emotional regulation or
behavior of an individual, which reflect
a dysfunction of psychological, biolog-
ical or developmental processes that
underlie psychological and behavioral
functioning. These disorders are usually
associated with suffering or impairment
in personal, family, social, educational,
professional or other important areas
of functioning (3). Mental disorders do
not include acute stress reactions and
uncomplicated bereavement, which are
classified under the chapter addressing
conditions that can affect health. For the
most part, the main diagnostic groups
from ICD-10 have been retained, but with
significant changes in name, structure,
and classification. Some diagnostic
groups have been removed from mental
disorders and classified into new and
separate chapters, for example, sleep-
wake disorders and sexual health-re-
lated disorders. In ICD-11, terms such
as neurotic, conversion, somatoform,
somatization, transsexualism, anatomi-
cal sex, opposite sex, functional, organic
and mental retardation are completely
abandoned. Additionally, the mind-body

4]
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1 poremecaje povezane sa seksual-
nim zdravljem, napusta se dihotomija
um-tijelo. Transrodni identitet je desti-
gmatiziran prelaskom unovo i zasebno
poglavlje o seksualnom zdravlju i prei-
menovan je kao ,yrodna neuskladenost
uz naglasavanje da samo rodno razlici-

“

to ponasanje i sklonosti nisu dovoljni
za postavljanje dijagnoze (7).

U MKB-11 je ugraden pristup kojim se
duSevni poremecaji promatraju kroz
cjelozivotni vijek, ¢ime se odmaknulo
od prakse razlikovanja stanja u djetinj-
stvu od stanja u odrasloj dobi. Razvojna
perspektiva ugradena je u strukturnu
organizaciju poglavlja, tako da se ne-
urorazvojni poremecaji pojavljuju kao
prva skupina poremecaja, a neuroko-
gnitivni poremecaji kao posljednja.
Poremecaji su grupirani na temelju
pretpostavljenih zajednickih etioloskih
1 patofizioloskih ¢imbenika (naprimjer,
poremecaji specificno povezani sa
stresom) te zajednicke fenomenologi-
je (naprimjer, disocijativni poremeca-
ji). Inace, u MKB-11 dusevni poremecaji
svrstani su u 21 skupinu (blok) sto je
za 11 skupina dijagnostickih katego-
rija vise nego u MKB-10 (10, 11). Uve-
dene su nove skupine dijagnosti¢kih
kategorija (naprimjer neurorazvojni
poremecaji, katatonija, poremecaj s
tjelesnim distresom i poremecaj tjele-
snog dozivljaja, disruptivno ponasanje
1 disocijalni poremecaji) i nekoliko no-
vih poremecaja kao §to su katatonija,

Pregledni ¢lanak

dichotomy is abandoned for a certain
number of disorders, primarily sleep-
wake disorders and sexual health-related
disorders. Transgender identity is destig-
matized by being moved to a new and
separate chapter on sexual health and is
renamed as ‘gender incongruence”, em-
phasizing that gender-different behavior
and preferences alone are not enough to
establish a diagnosis (7).

An approach was incorporated in ICD-
11 in which mental disorders are ob-
served throughout the entire lifespan,
thus moving away from the practice of
distinguishing conditions in childhood
from conditions in adulthood. The de-
velopmental perspective is incorporated
into the structural organization of the
chapters, so neurodevelopmental disor-
ders appear as the first group of disorders
and neurocognitive disorders appear as
the last. Disorders are grouped based
on presumed common etiological and
pathophysiological factors (for example,
disorders specifically associated with
stress) and common phenomenology
(for example, dissociative disorders). Fur-
thermore, in ICD-11, mental disorders are
classified into 21 groups (blocks), which
is 11 groups of diagnostic categories
more than in ICD-10 (10, 11). New groups
of diagnostic categories were introduced
(for example, neurodevelopmental disor-
ders, catatonia, disorders of bodily dis-
tress and bodily experience, disruptive
behavior and dissocial disorders), and
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bipolarni poremecaj tip I, tjelesni di-
smorfni poremecaj, olfaktorni referen-
tni poremecaj, poremecaj nakupljanja,
ekskorijacijski poremecaj, kompleksni
posttraumatski stresni poremecaj, po-
remecaj prolongiranog Zalovanja, dis-
forija tjelesnog integriteta, poremecaj
s kompulzivnim seksualnim ponasa-
njem, poremecaj prejedanja, poreme-
¢aj igranja igrica. Inace je organizacija
poglavlja o dusevnim poremecajima
u MKB-11 zna¢ajno harmonizirana sa
DSM-5 organizacijom i strukturom iako
postoje odredene vece ili manje razli-
ke na razini skupina poremecajaidija-
gnostickih kriterija samih poremecaja.
Jedna je od razlika i u tome $§to DSM-5
poremecaje povezane sa spavanjem i
seksualnim zdravljem zadrzava unutar
svog klasifikacionog sustava (12).

Mozda je jedna od najvaznijih promje-
na to §to je na nekom vec¢em stupnjuy,
u odnosu na ranije, postignuta integra-
cija dimenzionalnog i kategorijalnog
pristupa u dijagnozi duSevnih poreme-
¢aja. Za neke dijagnosticke kategorije
dodane su dimenzije teZine, longitudi-
nalnog tijeka i manifestacije simpto-
ma. Najveci pomak ka dimenzionalno-
sti vidljiv je u klasifikaciji poremecaja
osobnosti, shizofrenije i drugih primar-
nih psihoti¢nih poremecaja (9, 13). Kod
shizofrenije je u¢injena velika promje-
na u smislu da su podtipovi shizofre-
nije (paranoidna, hebefrena, katatona,
simpleks, rezidualna) zamijenjeni s

several new disorders such as catatonia,
bipolar type I disorder, body dysmorphic
disorder, olfactory reference disorder,
hoarding disorder, excoriation disorder,
complex post-traumatic stress disorder,
prolonged grief disorder, body integrity
dysphoria, compulsive sexual behavior
disorder, binge eating disorder, gaming
disorder. The organization of the chapter
on mental disorders in ICD-11 is mostly
harmonized with the DSM-5 organization
and structure, although there are certain
greater or lesser differences regarding
groups of disorders and the diagnostic
criteria of the disorders themselves. One
of the differences is that DSM-5 keeps the
sleep and sexual health-related disorders
within its classification system (12).

Perhaps one of the most important
changes is that the integration of the di-
mensional and categorical approaches
in the diagnosis of mental disorders has
been achieved to a greater degree than
before. Dimensions of severity, longitudi-
nal course and symptom manifestation
were added to some diagnostic catego-
ries. The biggest shift towards dimen-
sionality is visible in the classification of
personality disorders, schizophrenia and
other primary psychotic disorders (9, 13).
Regarding schizophrenia, a major change
was made by replacing the subtypes of
schizophrenia (paranoid, hebephrenic,
catatonic, simple, residual) with a single
category of schizophrenia and the di-
mensions of longitudinal course pattern

43
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jednom kategorijom shizofrenija i di-
menzijama longitudinalnog obrasca ti-
jeka (prva epizoda/viSestruka epizoda/
kontinuirana), sadasnjeg stanja simp-
toma (sa simptomima, djelomic¢na re-
misija, potpuna remisija), manifestacije
simptoma (pozitivni, negativni, depre-
sivni, maniéni, psihomotorni i kogni-
tivni) i teZine (blaga, umjerena, teska).
Ugradnja dimenzionalnosti omogucu-
je usmjeravanje na relevantne aspekte
trenutne klinicke slike na nacin koji
ide u susret vise individualiziranijem
odabiru tretmana i pristupu temelje-
nom na oporavku (9). Shizofrenija i
drugi primarni psihoti¢ni poremecaji
ne promatraju se kao stati¢na, nepro-
mjenjiva stanja i definitivna dijagnoza.

U definiranju svakog pojedina¢nog
mentalnog poremecaja polazi se od toga
da nekoliko simptoma definira srz dija-
gnoze (glavni simptomi ili osnovna obi-
ljezja) s nizom drugih dodatnih simpto-
ma ili klini¢kih znacajki od kojih svi ne
moraju biti prisutni da bi se postavila
dijagnoza (3, 11). MKB-11 klini¢ki opisi
1 dijagnosticke smjernice sadrze infor-
macije o svakoj skupini dijagnostickih
kategorija, naziv i definiciju poremeca-
ja, osnovna (potrebna) obiljezja, granicu
prema normalnosti (prag) i prema dru-
gim poremecajima (diferencijalna dija-
gnoza), znacajke tijeka poremedaja, pri-
druZene klinicke prezentacije, razvojnu
prezentaciju, znacajke povezane s kul-
turom, rodne znacajke i ifre kvalifika-
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(first episode/multiple episode/continu-
ous), current symptom state (symptom-
atic, in partial remission, full remission),
manifestations of symptoms (positive,
negative, depressive, manic, psychomo-
tor and cognitive) and severity (mild,
moderate, severe). The incorporation of
dimensionality allows us to target rele-
vant aspects of the current clinical pic-
ture in such manner so that it is headed
toward a more individualized treatment
selection and recovery-based approach
(9). Schizophrenia and other primary
psychotic disorders are not viewed as
static, unchangeable conditions and de-
finitive diagnoses.

When defining each individual mental
disorder, it is assumed that several symp-
toms define the core of the diagnosis
(main symptoms or basic features) with a
number of other additional symptoms or
clinical features, not all of which need to
be present to establish a diagnosis (3, 11).
ICD-11 clinical descriptions and diagnos-
tic guidelines contain information about
each group of diagnostic categories, the
name and definition of the disorder, es-
sential (required) features, boundary with
normality (threshold) and with other dis-
orders (differential diagnosis), disorder
course features, associated clinical pre-
sentations, developmental presentation,
culture-related features, gender-relat-
ed features, and coded qualifiers/sub-
types. A particularly important feature
of these guidelines is the approach used
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tora /podtipova. Osobito vazna znacajka
ovih smjernica je pristup u opisivanju
osnovnih obiljezja svakog poremeca-
ja, koji predstavljaju one simptome ili
obiljeZja koje klini¢ar moze razumno
ocekivati da ¢e pronaci u svim sluca-
jevima poremecaja. Popisi osnovnih
obiljeZja nisu dijagnosticki kriteriji iako
im nalikuju. Proizvoljna ogranicenja i
precizni zahtjevi koji se odnose na broj
simptoma i trajanje opéenito su izbje-
gnuti, osim ako nisu empirijski utvrde-
ni u razli¢itim zemljama i kulturama ili
ako postoji neki drugi uvjerljiv razlog za
njihovo uklju¢ivanje (9).

PSTHODINAMICKI PRISTUPI
DIJAGNOZI I KLASIFIKACIJI

Najsire primjenjivani MKB i DSM su-
stavi usmjereni su na dijagnozu i fo-
kus je na simptomima bez uzimanja
u obzir razli¢itosti svakog pojedinca i
konteksta njegovog psihic¢kog razvoja.
Georgios i Konstantina (4) isti¢u kako
je vazno da se polje psihijatrije i zna-
nost psihopatologije odmakne od ove
,opsesivne” vezanosti za simptomat-
sku fenomenologiju i vise naglaska
stavi na duSevnu bol koju svaki su-
bjekt izrazava u svojim simptomima,
kao 1 na ono $to simptomi o uzrocima
,govore". Stein i suradnici (6) upucuju
na vaznost promatranja sustava kla-
sifikacije duSevnih poremecaja samo

to describe the core elements of each
disorder, which represent those symp-
toms or features that the clinician can
reasonably expect to find in all cases of
the disorder. Lists of essential features
are not diagnostic criteria, although they
resemble them. Arbitrary limits and pre-
cise requirements regarding the num-
ber of symptoms and their duration are
generally avoided unless they have been
empirically established in various coun-
tries and cultures, or there is some other

credible reason for their inclusion (9).

PSYCHODYNAMIC APPROACHES
TO DIAGNOSES AND
CLASSIFICATION

The most widely used ICD and DSM sys-
tems are directed toward diagnoses and
they focus on symptoms without taking
into account the diversity of each individ-
ual and the context of their psychological
development. Georgios and Konstantina
(4) point out that the field of psychiatry
and the science of psychopathology need
to move away from this “obsessive” at-
tachment to symptomatic phenomenolo-
gy and put more emphasis on the mental
pain that each subject expresses in their
symptoms, as well as on what the symp-
toms ‘communicate” about the causes.
Stein et al. (6) point to the importance
of viewing the classification system of
mental disorders only as tentative, and
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kao okvirnih i na potrebu za pazljivom
individualiziranom procjenom svakog
pojedinca. U pristupu pacijentu i nje-
govoj patnji znacajno je razumijevanje
dinamickog odnosa izmedu razli¢itih
¢imbenika i nac¢ina kako oni dopri-
nose manifestaciji simptoma i kako
odreduju nac¢ine na koje pojedinac
pokuSava razumjeti vlastitu tjeskobu.
Upravo psihodinamicka psihijatrija
je pristup u dijagnozi i terapiji koji je
karakteriziran psihickim modelima
koji ukljuc¢uju koncepte nesvjesnog,
konflikte, otpore, prijenos i protuprije-
nos, deficit i distorziju intrapsihi¢kih
struktura kao i objektne odnose (14).
Ono Sto karakterizira psihodinamicki
model razumijevanja psihi¢kog stanja
temelji se na teoriji s naglaskom na eti-
ologiji uz nastojanje objasnjenja psiho-
patologije u smislu vanjskih ¢imbenika
posredovanih nesvjesnim sje¢anjima i
iskustvima iz djetinjstva. Luyten i Blatt
(15) navode da psihodinamicki pristu-
pi karakteristi¢no kombiniraju pristup
usmjeren na poremecaj s pristupom
koji je viSe usmjeren na osobu i te-
meljno su orijentirani na razvoj. Prema
Gabbardu (14) simptomi i ponasanja se
promatraju samo kao konacni zajed-
nicki putovi visoko personaliziranih
subjektivnih iskustava koja filtriraju bi-
oloske i okolisne determinante bolesti.
Takoder psihodinamicki pristup ne po-
lazi od pretpostavke da se poremecaji
kategoricki razlikuju od normalnosti

Pregledni ¢lanak

to the need for careful individualized as-
sessments of each individual. When ap-
proaching the patient and their suffering,
itis important to understand the dynam-
ic relationship between various factors,
how they contribute to the manifestation
of symptoms, and how they determine
the ways in which the individual tries to
understand their unease. Psychodynam-
ic psychiatry is precisely the approach
in diagnosis and therapy that is charac-
terized by psychological models which
include concepts of the unconscious,
conflicts, resistances, transference and
countertransference, deficit and distor-
tion of intrapsychic structures, as well as
object relations (14). The psychodynam-
ic model of understanding the mental
state is based on theory with an empha-
sis on etiology and an effort to explain
psychopathology in terms of external
factors mediated by unconscious mem-
ories and experiences from childhood.
Luyten and Blatt (15) state that psycho-
dynamic approaches characteristically
combine a disorder-oriented approach
with a more person-oriented approach
and are fundamentally oriented toward
development. According to Gabbard (14),
symptoms and behaviors are viewed
only as final common pathways of high-
ly personalized subjective experiences
that filter biological and environmental
determinants of a disease. Additionally,
the psychodynamic approach does not
start with the assumption that disorders
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vec pretpostavljaju temeljni kontinui-
tet izmedu normalnosti i patologije (15).

Psihodinamicki dijagnosticki priruc-
nik (PDM) kao Kklasifikacijski sustav
odrazava nastojanje da se artikulira
psihodinamicki orijentirana dijagnoza
koja premoscuje jaz izmedu klinicke
sloZenosti 1 potrebe za empirijskom i
metodoloskom valjanoséu. Cilj je pro-
movirati integraciju izmedu nomote-
tickog razumijevanja i idiografskog
znanja koje je korisno za formulaciju
pojedinacnog slucaja i planiranje lije-
¢enja prilagodenog pacijentu (16). PDM
je viSeosni pristup klasifikaciji 1 dija-
gnozi koji kombinira pristup usmjeren
na poremecaj i pristup usmjeren na
osobu i na odreden na¢in je dopuna de-
skriptivnim sustavima DSM-5, ICD-11 i
HiTOP-a (17). PDM inkorporira i koristi
DSM dijagnosticke kategorije. U PDM-u
sustavno se nastoji opisati zdravo i po-
remecéeno funkcioniranje osobnosti
(osovina P — razina organizacije osob-
nosti, stil, obrasci); individualne profile
psihi¢kog funkcioniranja (osovina M
— profil mentalnog funkcioniranja) i
obrasce simptoma (osovina S — profil
simptoma) ukljucéujuéi razlike u osob-
nom, subjektivnom dozivljaju simp-
toma svakog pojedinca i povezanom
iskustvu klini¢ara (18, 19). PDM se ek-
splicitno opisuje kao ,taksonomija lju-
di’, a ne kao ,taksonomija bolesti’, kao
pokusaj da se opiSe ,ono Sto netko jest,
ane ono §to ima“ (16, 18). Dodatno bitno

are categorically different from normali-
ty, but assumes a fundamental continuity
between normality and pathology (15).

As a classification system, the Psychody-
namic Diagnostic Manual (PDM) reflects
an effort to articulate a psychodynami-
cally oriented diagnosis that bridges the
gap between clinical complexity and the
need for empirical and methodological
validity. The goal is to promote integra-
tion between nomothetic understand-
ing and idiographic knowledge, which
is useful for the formulation of an indi-
vidual case and the planning of a treat-
ment adapted to the patient (16). PDM is a
multi-axial approach to classification and
diagnosis that combines a disorder-ori-
ented approach and a person-oriented
approach, and is in a certain way com-
plementary to the descriptive systems
of DSM-5, ICD-11, and HiTOP (17). PDM in-
corporates and uses DSM diagnostic cat-
egories. In PDM, a systematic attempt is
made to describe healthy and disturbed
personality functioning (axis P — level of
personality organization, style, patterns),
individual profiles of psychological func-
tioning (axis M — profile of mental func-
tioning), and patterns of symptoms (axis
S — profile of symptoms) including differ-
ences in the personal, subjective experi-
ence of symptoms of each individual and
the related experience of the clinician (18,
19). PDM is explicitly described as a “tax-
onomy of people” rather than a “taxono-
my of diseases”, as an attempt to describe
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obiljezje PDM je to §to je podijeljen u
odjeljke koji se odnose na odraslu dob,
adolescenciju, djetinjstvo, dojenc¢ad i
rano djetinjstvo i kasniji Zivot ¢ime je
olak$ano multidimenzionalno razumi-
jevanje razvojnih prezentacija i speci-
ficnosti za svaki poremecaj tijekom
Zivotnog vijeka.

INOVACIJE U MKB-11 DIJAGNOZI
I KLASIFIKACIJI POREMECAJA
LICNOSTI, NEUROTSKIH,

SA STRESOM POVEZANIHI
SOMATOFORMNIH POREMECAJA

Cini se da su, uz inovacije kod shizofre-
nije, medu najznacajnijim promjenama
bile promjene u dijagnozi i klasifikaci-
ji poremecaja licnosti te poremecaja
koji su u MKB-10 svrstani u poglavlje
neurotskih, sa stresom povezanih i
somatoformnih poremecaja. Kod ovih
potonjih uvedene su znacajne struk-
turne promjene i promjene na razini
dijagnostickih smjernica. U tom smi-
slu ovo MKB-10 poglavlje je podijeljeno
u viSe skupina: anksiozni i sa strahom
povezani poremecaji, opsesivno-kom-
pulzivni i srodni poremecaji, poreme-
¢aji specificno povezani sa stresom,
disocijativni poremecaji 1 poremecaji s
tjelesnim distresom i poremecajem tje-
lesnog dozivljaja. U nastavku je sazeti
pregled inovacija kod spomenutih sku-
pina poremecaja za koje se pretpostav-
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“what one is, not what one has” (16, 18). An
additional important feature of PDM is its
division into sections relating to adult-
hood, adolescence, childhood, infancy,
early childhood and later life, which facil-
itates a multidimensional understanding
of the developmental presentations and
specificities of each disorder across the
lifespan.

INNOVATIONS IN THE ICD-11
DIAGNOSIS AND CLASSIFICATION
OF PERSONALITY, NEUROTIC,
STRESS-RELATED, AND
SOMATOFORM DISORDERS

It seems that the changes in the diag-
noses and classification of personality
disorders and disorders that are classi-
fied in the ICD-10 under the heading of
neurotic, stress-related, and somatoform
disorders are among the most significant
changes, along with the innovations re-
garding schizophrenia. Significant struc-
tural changes and changes at the level of
diagnostic guidelines were introduced.
This ICD-10 chapter is divided into sev-
eral groups: anxiety or fear-related dis-
orders, obsessive-compulsive or related
disorders, disorders specifically associ-
ated with stress, dissociative disorders,
and disorders of bodily distress or bodily
experience. Below is a summary of inno-
vations regarding the abovementioned

groups of disorders that are expected to
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lja da ¢e pridonijeti boljoj klini¢koj ko-
risnosti 1 istrazivackoj uporabljivosti.

Poremecaji licnosti

Tyrer i suradnici (20) navode da no-
menklatura poremecaja liénosti u
MKB-11 predstavlja najradikalniju
promjenu u povijesti klasifikacije po-
remecaja licnosti. Swales (21) istice
kako je napuStena Schneiderijanska
tipologija koja je upravljala klasifikaci-
jom poremecaja li¢nosti gotovo cijelo
stoljece. KljuCne novine su u integraciji
dimenzionalnog pristupa i redefinira-
nju dijagnostickih smjernica. MKB-10
kategorije specificni poremecaji li¢-
nosti (paranoidni, shizoidni, disoci-
jalni, emocionalno nestabilni, histri-
onski, anankastni, anksiozni, zavisni,
mijesani) su zamijenjene s jednom
kategorijom poremecaja li¢nosti kojoj
je dodana dimenzija teZine (blag, umje-
ren, tezak), dimenzija prominentnih
crta osobnosti (negativna afektivnost,
odvojenost, disocijalnost, dezinhibicija
1 anankastija) i graniénog obrasca (3).

U definiranju poremecaja liénosti sa-
da se naglasak stavlja na probleme u
funkcioniranju selfai teskoc¢e u inter-
personalnom funkcioniranju. Prema
MKB-11, sredi$nje manifestacije pore-
mecaja licnosti su oste¢enja u funkci-
oniranju aspekata selfa (npr. identite-
ta, vlastite vrijednosti, sposobnosti za
samousmjeravanje) i problemi u in-

contribute to better clinical utility and re-
search usability.

Personality disorders

Tyrer et al. (20) state that the nomencla-
ture of personality disorders in ICD-11
represents the most radical change in
the history of personality disorder clas-
sification. Swales (21) points out that the
Schneiderian typology, which governed
the classification of personality disor-
ders for almost a century, has been aban-
doned. The key novelties are in the inte-
gration of the dimensional approach and
the redefinition of diagnostic guidelines.
ICD-10 categories of specific personality
disorders (paranoid, schizoid, dissocia-
tive, emotionally unstable, histrionic,
anankastic, anxiety, dependent, mixed)
have been replaced with one personali-
ty disorder category with added dimen-
sions of severity (mild, moderate, severe),
prominent personality traits (negative af-
fectivity, detachment, dissociality, disin-
hibition, and anankastia), and borderline
pattern (3).

When defining personality disorders, the
emphasis is now on problems in the func-
tioning of the self and difficulties in inter-
personal functioning. According to ICD-11,
the central manifestations of personality
disorders are impairments in the func-
tioning of aspects of the self (e.g. iden-
tity, self-worth, ability to self-direct) and
problems in interpersonal functioning
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terpersonalnom funkcioniranju (npr.
razvijanje i odrzavanje bliskih i obo-
strano zadovoljavaju¢ih odnosa, razu-
mijevanje tudih perspektiva, upravlja-
nje konfliktima u odnosima). Oste¢enja
u funkcioniranju selfai interpersonal-
nom funkcioniranju oc¢ituju se u ne-
prilagodljivim (npr. nefleksibilnim ili
slabo reguliranim) obrascima spoznaje,
emocionalnog iskustva, emocionalnog
izrazavanja i ponasanja. Pojam osob-
nost se odnosi na karakteristi¢an na-
¢in ponasanja pojedinca, njegovog na-
¢ina dozivljavanja Zivota te percepcije
1interpretacije sebe, drugih ljudi, doga-
daja i situacija (3). Definicijskim zahtje-
vima za dijagnozu poremecaja licnosti
u MKB-11 je postignuta uskladenost sa
kriterijem A za poremecaj li¢nosti u
DSM-5 alternativnom modelu — stu-
panj funkcioniranjali¢nosti. Smetnje u
selfiinterpersonalnom funkcioniranju
¢ine temelj psihopatologije osobnosti i
procjenjuju se na kontinuumu. Funk-
cioniranje selfa ukljucuje identitet i
samousmjerenost, a interpersonalno
funkcioniranje empatiju i intimnost
(2). Usmjeravanje na self i interperso-
nalno funkcioniranje u MKB-111 DSM-5
alternativni model prati mnoge teorije
1 terapijske pristupe koji ova dva ele-
menta promatraju kao kljuéne manife-
stacije patologije li¢nosti (22, 23). Bliml
1 Doering (23) isti¢u kako ovaj pristup
konvergira s dugogodisnjom kon-
ceptualizacijom psihologije li¢nosti

Pregledni ¢lanak

(e.g. developing and maintaining close
and mutually satisfying relationships, un-
derstanding other people’s perspectives,
managing conflicts in relationships). Im-
pairments in self and interpersonal func-
tloning are manifested in maladaptive
(e.g. inflexible or poorly regulated) pat-
terns of cognition, emotional experience,
emotional expression, and behavior. The
term personality refers to the character-
istic way in which an individual behaves,
the way in which they experience life,
and their perception and interpretation of
themselves, other people, events and sit-
uations (3). The definitional requirements
for the diagnosis of a personality disorder
in ICD-11 are compatible with criterion A
for the personality disorder in the DSM-5
alternative model - the degree of person-
ality functioning. Disturbances in self and
interpersonal functioning form the basis
of psychopathology of personality, and are
assessed on a continuum. The function-
ing of self includes identity and self-di-
rectedness, while interpersonal func-
tioning involves empathy and intimacy
(2). Focusing on self and interpersonal
functioning in the ICD-11 and DSM-5 al-
ternative model is consistent with many
theories and therapeutic approaches that
view these two elements as key manifes-
tations of personality pathology (22, 23).
Bliml and Doering (23) point out that this
approach converges with the long-stand-
ing conceptualization of personality psy-
chology presented by the psychoanalytic



Psihoterapija 2023.; vol. 37, br. 1-2: 37-82

koju nudi psihoanaliti¢ka tradicija. Ta-
koder, isti¢u da ukljuc¢ivanje propozici-
ja self-iinterpersonalnog funkcionira-
nja kao temeljnih obiljeZja patologije
liénosti predstavlja ponovno uvodenje
psihoanalitickih razmatranja u dija-
gnosticke sustave. Prema Bachu i Fir-
stu (24) klasifikacija tezine i uvodenja
crta osobnosti slijedi psihodinamicku
tradiciju organizacije osobnosti 1 pri-
blizava klasifikaciju Kernbergovom ra-
zumijevanju organizacije liénosti (25).
Kernbergov objektno-relacijski model
predstavlja jedan od temelja PDM-a u
procjeni liénosti (23). Sredisnje mje-
sto za patologiju li¢nosti je u podrucju
identiteta, a sindrom difuzije identiteta
najvaZzniji je pokazatelj teZine poreme-
¢aja licnosti (23, 26).

Prema MKB-11, aspekti funkcioniranja
osobnosti koji doprinose odredenju
tezine u poremecaju li¢nosti uklju-
¢uju stupanj i pervazivnost smetnji u
self funkcioniranju; stupanj i perva-
zivnost interpersonalne disfunkcije
u razli¢itim kontekstima i odnosima
1 pervazivnost, teZina i kroni¢nost
emocionalnih, kognitivnih i bihe-
vioralnih manifestacija disfunkcije
osobnosti (3, 24). Dimenzija tezine
patologije osobnosti je bitan predik-
tor aktualne ili buduce disfunkcije
(23). Tezina disfunkcionalne strukture
osobnosti determinirana je u pet do-
mena maladaptivnih crta: negativna
afektivnost, odvojenost, disocijalnost,

tradition. Furthermore, they emphasize
that the inclusion of propositions of self-
and interpersonal functioning as funda-
mental features of personality pathology
represents the re-introduction of psycho-
analytic considerations into diagnostic
systems. According to Bach and First
(24), the severity classification and intro-
duction of personality traits follow the
psychodynamic tradition of personality
organization and bring the classification
closer to Kernberg's understanding of
personality organization (25). Kernberg's
object-relational model represents one
of the foundations of PDM in terms of
personality assessment (23). The center
of personality pathology is in the area of
identity, and identity diffusion syndrome
is the most important indicator of the se-
verity of personality disorders (23, 26).

According to ICD-11, aspects of person-
ality functioning that contribute to de-
termining the severity of personality
disorders include the degree and perva-
siveness of disturbances in self; the de-
gree and pervasiveness of interpersonal
dysfunction in different contexts and re-
lationships, and pervasiveness, severity
and chronicity of emotional, cognitive
and behavioral manifestations of person-
ality dysfunction (3, 24). The dimension
of personality pathology severity is an
important predictor of current or future
dysfunction (23). The severity of a dys-
functional personality structure is deter-
mined in five domains of maladaptive
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dezinhibicija i anankastija. Ovaj skup
dimenzija odgovara osnovnoj struk-
turi osobnosti, a u odredivanju tezine
poremecaja moze se primijeniti ono-
liko domena crta osobnosti koliko
je potrebno. Prominentnim crtama
osobnosti moZe se dodati dimenzija
grani¢nog obrasca koja opisuje u su-
Stini grani¢ni poremecaj licnosti. Di-
menzija granic¢nog obrasca moze se
dodati na bilo koju teZinu poremecaja
li¢nosti i prominentne crte osobnosti
(27). Grani¢na organizacija osobnosti
moze biti podloga za druge poreme-
¢aje licnosti kao Sto su narcisticki,
antisocijalni, shizoidni, paranoidni,
ciklotimic¢ni. Validnost razlikovanje
dijagnoza poremecaja licnosti opc¢e-
nito je slaba i postoji preklapanje iz-
medu dijagnoza pri ¢emu jedan paci-
jent moZze imati obiljeZja dvaju ili viSe
stanja (14).

U PDM dijagnosti¢ckoj formulaciji i
multidimenzionalnoj evaluaciji svakog
pacijenta neizostavna je evaluacija ra-
zine organizacije osobnosti i dominira-
juci stil i obrazac osobnosti (P osovina)
(16, 18, 19). Prijelaz sa MKB-10 tiplogije
poremecaja li¢nosti u procesu dijagno-
sticiranja pacijenata na MKB-11 pristup
dijagnozi ovog poremecaja zahtijevat
¢e od klini¢ara odgovarajuéu razinu
znanja i familijarnosti sa psihodina-
mickim razumijevanjem 1 procjenom
osobnosti i poremecaja osobnosti, kao
1 definiranjem problema.
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traits: negative affectivity, detachment,
dissociality, disinhibition, and anankas-
tia. This set of dimensions corresponds
to the basic personality structure, and as
many domains of personality traits as
necessary can be applied to determine
the severity of a disorder. The borderline
pattern dimension, which essentially de-
scribes borderline personality disorder,
can be added to the prominent person-
ality traits. It can be added to personality
disorders of all severities and prominent
personality traits (27). Borderline per-
sonality organization can be the basis
for other personality disorders such as
narcissistic, antisocial, schizoid, para-
noid and cyclothymic. The discriminant
validity of personality disorder diagnoses
is generally weak and there are overlaps
in diagnoses where one patient may have
features of two or more conditions (14).

In the PDM diagnostic formulation and
multidimensional evaluation of each pa-
tient, the evaluation of the level of per-
sonality organization and the dominant
personality style and pattern (P axis) is
indispensable (16, 18, 19). The transition
from the ICD-10 typology of personality
disorders in the process of diagnosing
patients to the ICD-11 approach to the di-
agnosis of this disorder will require the
clinician to have an appropriate level of
knowledge and familiarity with psycho-
dynamic understanding and assessment
of personality and personality disorders,
as well as with defining the problem.
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Anksiozni i sa strahom povezani
poremecaji

Anksiozni i sa strahom povezani pore-
mecaji ukljuéuju poremecaje s primar-
nim simptomima anksioznosti i straha
koji moraju biti dovoljno teski da uzro-
kuju znacajnu nelagodu pojedincu i/
ili remete njegovu funkcionalnost. Bez
obzira naizvor anksioznosti ili subjekt/
objekt straha, koji ¢ine primarnu osno-
vu za njihovo razlikovanje, poremeca-
ji dijele fenomenoloske sli¢nosti (28).
Skupinu klju¢nih anksioznih poreme-
¢aja ¢ine generalizirani anksiozni pore-
mecaj, pani¢ni poremedaj, agorafobija,
specificna fobija, socijalni anksiozni
poremecaj, separacioni anksiozni po-
remecaj i selektivni mutizam. Ovi po-
remecaji dijele nespecifiéno fiziolosko
pobudenje s aktivacijom simpatikusa
1 promjenama ponasanja, u razlicitim
stupnjevima. Temeljni koncept za po-
remecaje povezane s anksioznoséu i
strahom je fokus strepnje koji moze
biti vrlo specifican, odnositi se na Siri
raspon situacija ili ga moze karakteri-
zirati opéi strah. Fokus strepnje koristi
se kao osnova za razlikovanje anksio-
znih poremecaja (3). To je podrazaj za
koji pojedinac navodi da izaziva nje-
govu ili njezinu tjeskobu, pretjerano
fiziolosko uzbudenje i neprilagodljive
reakcije ponasanja. Razlika izmedu fo-
bi¢nih i drugih anksioznih poremecaja
iz MKB-10 je eliminirana. U tom smi-
slu, u naslovu ove skupine poremecaja,

Anxiety and fear-related
disorders

Anxiety and fear-related disorders in-
clude disorders with primary symptoms
of anxiety and fear that must be severe
enough to cause significant discomfort
to the individual and/or disrupt their
functioning. Regardless of the source
of anxiety or the subject/object of fear,
which forms the primary basis for their
distinction, the disorders share phe-
nomenological similarities (28). Key
anxiety disorders include generalized
anxiety disorder, panic disorder, agora-
phobia, specific phobia, social anxiety
disorder, separation anxiety disorder,
and selective mutism. These disorders
share nonspecific physiological arousal
with sympathetic system activation and
behavioral changes, to varying degrees.
The underlying concept for anxiety and
fear-related disorders is the focus of
apprehension, which can be very spe-
cific, associated with a wider range of
situations, or be characterized by gen-
eral fear. The focus of apprehension
is used as the basis for differentiating
anxiety disorders (3). It is the stimulus
which an individual reports to be the
cause of his or her anxiety, excessive
physiological arousal, and maladaptive
behavioral responses. The distinction
between phobic and other anxiety dis-
orders from ICD-10 has been eliminat-
ed. In this sense, fear-related disorders
have been added to anxiety disorders
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anksioznim poremecajima su umjesto
fobi¢nih poremecaja dodani sa strahom
povezani poremecaji. Nadalje, u MKB-
11 nisu odvojeni anksiozni poremecaji
koji se javljaju u djetinjstvu od poreme-
¢aja odraslih, vec je prihvaéeno da se
istl poremecaji mogu pojaviti tijekom
cijelog Zivotnog vijeka, iako s razvojno
razli¢itim prezentacijama (29). Tako se
u klinickim smjernicama posebno opi-
suje separacijski anksiozni poremecaj
kod odraslih, gdje je najceSce usmjeren
na ljubavnog partnera ili dijete. Gene-
ralizirani anksiozni poremecaj karakte-
rizira opéi strah i zabrinutost koja nije
ogranic¢ena na neki specificni podrazaj.
Slobodno fluktuiraju¢a anksioznost i
zabrinutost su osnovna obiljeZja pore-
mecaja kojima mogu biti dodani drugi
simptomi kao §to su misiéna napetost,
nemir, simptomi pobudenosti simpa-
tikusa, subjektivni doZivljaj nervoze,
osjecaj ,biti na rubu’, teSkoc¢e u koncen-
traciji, iritabilnost, smetnje spavanja (3).
Za razliku od MKB-10, moze biti u ko-
morbiditetu s depresivnim poremecaji-
ma sve dok su simptomi prisutni neovi-
sno o epizodama raspoloZenja. Pani¢ni
poremecaj definiran je ponavljaju¢im
neocekivanim napadima panike koji
nisu ograniceni na odredene podraza-
je ili situacije. Napadi panike koji se u
cijelosti pojavljuju kao odgovor na izla-
ganje ili iS¢ekivanje podrazaja od kojeg
se strahuje u drugom poremecaju (npr.
javno govorenje u socijalno anksio-
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instead of phobic disorders in the title
of this group of disorders. Furthermore,
in the ICD-11, anxiety disorders that oc-
cur in childhood are not separated from
adult disorders - it is accepted that the
same disorders can appear throughout
a person’s lifespan, although with devel-
opmentally different presentations (29).
Thus, the clinical guidelines specifically
describe separation anxiety disorder in
adults, where it is most often directed
at a romantic partner or a child. Gen-
eralized anxiety disorder is charac-
terized by general fear and worry that
is not limited to any specific stimulus.
Free-floating anxiety and worry are the
basic features of the disorder, and can
be accompanied by other symptoms
such as muscular tension, restlessness,
symptoms of sympathetic autonomic
over-activity, subjective experience of
nervousness, feeling “on edge’, diffi-
culty maintaining concentration, irri-
tability, and/or sleep disturbances (3).
As opposed to what is stated in ICD-10,
comorbidity with depressive disorders
is possible as long as symptoms are
present independent of mood episodes.
Panic disorder is defined by recurrent
unexpected panic attacks that are not
limited to specific stimuli or situations.
Panic attacks that occur entirely in re-
sponse to exposure or anticipation of
a feared stimulus in another disorder
(e.g. public speaking in social anxiety
disorder) do not require an additional
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znom poremecaju) ne zahtijevaju do-
datnu dijagnozu panic¢nog poremecaja.
Umjesto toga, kvalifikacija ,s napadima
panike” moZe se primijeniti na drugu
dijagnozu anksioznog poremecaja.
Kvalifikator ,s napadajima panike" ta-
koder se moze primijeniti u kontekstu
drugih poremecaja gdje je anksioznost
istaknuto, ali ne i definirajuce obiljez-
je (9). Agorafobija je konceptualizirana
kaoizrazitii pretjerani strah ili tjeskoba
koji se pojavljuju u, ili u is¢ekivanju, vi-
Sestrukih situacija u kojima bi bijeg mo-
gao biti tezak ili pomoc¢ nije dostupna.
Fokus strepnje je strah od specifi¢nih
negativnih ishoda koji bi bili onespo-
sobljavajuci ili neugodni u tim situa-
cijama. Specificnu fobiju karakterizira
izraZen i pretjeran strah ili tjeskoba koji
se dosljedno pojavljuju nakon izlaganja
ili anticipacije izlaganja specificnom
objektu ili situaciji, a $to nije proporcio-
nalno stvarnoj opasnosti. Socijalni ank-
siozni poremecaj definiran na temelju
straha od negativne procjene od strane
drugih i zamjenjuje socijalne fobije.

Klasifikacija anksioznih poremecaja u
MKB-11 je, uz nesto razlika u kriterijima
za neke specificne anksiozne poreme-
¢aje, ve¢im dijelom uskladena s DSM-
5 u kojem su ovi poremecaji oznaceni
samo kao anksiozni poremecaji. Iako je
u MKB-11 zadrzan kategorijalni pristup
u klasifikaciji anksioznih poremedéaja
znacajan je broj istrazivanja koji upu-
¢uje na potrebu za dimenzionalnim

diagnosis of a panic disorder. Instead,
the qualification “with panic attacks”
can be applied to another diagnosis of
an anxiety disorder. The qualifier “with
panic attacks” can also be applied in
the context of other disorders where
anxiety is a prominent, but not defining
feature (9). Agoraphobia is conceptual-
ized as an intense and excessive fear or
anxiety that occurs in, or in anticipation
of, multiple situations in which escape
may be difficult or help is unavailable.
The focus of anxiety is the fear of spe-
cific negative outcomes that would be
disabling or uncomfortable in those
situations. A specific phobia is charac-
terized by a marked and excessive fear
or anxiety that consistently occur after
exposure or anticipation of exposure to
a specific object or situation, which is
out of proportion to the actual danger.
Social anxiety disorder is defined based
on a fear of negative evaluation by oth-
ers and replaces social phobias.

The classification of anxiety disorders
in ICD-11 is, with some differences in the
criteria for some specific anxiety disor-
ders, mostly in line with DSM-5 in which
these disorders are labeled just as anx-
iety disorders. Although the categorical
approach to the classification of anxiety
disorders has been kept in ICD-11, a sig-
nificant number of studies point to the
need for a dimensional model that would
include genetic and neurobiological do-
mains.
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modelom koji bi uklju¢ivao genetske i
neurobioloSke domene.

Danas psihodinamicki pristup anksio-
znim poremecajima i anksioznosti uk-
ljucuje empirijske dokaze o povezanosti
bioloskih 1 genetskih ¢imbenika u gene-
riranju anksioznosti (14, 30). Psihoana-
liticki koncept signalne anksioznosti je
podrzan dokazima neuroznanstvenih
istrazivanja (14). Psihodinamicka teorija
pretpostavlja da su nesvjesni konflikti
patognomonicni za anksiozne poreme-
¢aje 1 simptome anksioznosti opc¢enito.
Istodobno, izraz ,psihodinamicki ne
odnosi se samo na ono Sto se dogada
unutar necijeg uma, ve¢ 1 na ono Sto se
dogada medu ljudima i unutar obitelji,
grupa i sustava (31). U procjeni anksi-
oznosti vazno je paZzljivo razlikovati
potencijalnu opasnost od aktualne opa-
snosti, procjenu opasnosti 1 odgovora na
opasnost, adaptivni odgovor na stvar-
nu opasnost (koji moZe, ali ne mora
ukljucivati strah/tjeskobu) i anksiozni
odgovor, u kojem se sustav borba-bi-
jeg-zamrzavanje aktivira u ocekivanju
katastrofe (18). Afektivna stanja, kogni-
tivni obrasci, somatska stanja i obras-
ci odnosa povezani s anksioznoscéu se
preklapaju u razli¢itim dijagnostickim
kategorijama. Gabbard (14) navodi da je
anksioznost afekt kojeg su psihoanali-
za 1 psihodinamska psihijatrija instru-
mentalizirale od njihovog ,rodenja“. Na
temelju psihoanaliti¢kih otkri¢a kon-
struirana je razvojna hijerarhija anksi-
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Today, the psychodynamic approach to
anxiety disorders and anxiety includes
empirical evidence of the connection
between biological and genetic factors
in the generation of anxiety (14, 30).
The psychoanalytic concept of signal
anxiety is supported by evidence from
neuroscientific research (14). Psycho-
dynamic theory assumes that uncon-
scious conflicts are pathognomonic for
anxiety disorders and anxiety symp-
toms in general. At the same time, the
term “psychodynamic” refers not only
to what happens inside one’s mind, but
also to what happens between people
and within families, groups and systems
(31). In the evaluation of anxiety, it is im-
portant to carefully distinguish between
potential danger and actual danger, the
assessment of danger and the response
to danger, the adaptive response to ac-
tual danger (which may or may not in-
clude fear/anxiety) and the anxiety re-
sponse, in which the fight-flight-freeze
system activates in anticipation of a
disaster (18). Affective states, cognitive
patterns, somatic states and relational
patterns associated with anxiety over-
lap across diagnostic categories. Gab-
bard (14) states that anxiety is an affect
that psychoanalysis and psychodynamic
psychiatry have instrumentalized since
their "birth”. A developmental hierarchy
of anxiety constructed based on psy-
choanalytic findings can help clinicians
determine the unconscious sources of
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oznosti koja moZe pomoc¢i klini¢arima
u determiniranju nesvijesnih izvora
pacijentovih simptoma anksioznosti.
Kada je anksioznost dio klinicke slike
vazno je identificirati njeno razvojno
porijeklo. Najprimitivnije razine ank-
sioznosti mogu biti lako pokrenute u
traumatskim, stresnim ili drugim situ-
acijama. Svaka osoba ima jedinstvenu
mjesSavinu anksioznosti, tako da klini-
Car treba biti kreativan u razumijevanju
specificnih strahova svakog pacijenta
1 njihovog porijekla (14). Za svakog od
pacijenata s anksioznim poremecajima
nuzna je pazljiva psihodinamicka eva-
luacija doprinosa bioloskih i dinamic-
kih ¢imbenika u razvoju poremecaja
u svrhu sa¢injavanja sveobuhvatnog i
ucinkovitog plana tretmana.

Opsesivno-kompulzivni i srodni
poremecaji

Klasifikacija opsesivno-kompulzivnog
poremecaja (OKP) u MKB-10 odrazavala
je razumijevanje ovog poremecaja kao
primarno anksioznog poremecaja. U
MKB-11 OKP je svrstan u zasebnu sku-
pinu, opsesivno-kompulzivni i srodni
poremecaji, koja ukljuc¢uje hipohondri-
jazu (MKB-10 hipohondrijski poremecaj
iz somatoformnih poremecaja) i trihoti-
lomaniju (MKB-10 poremecaji impulsa i
nagona), te nove dijagnosticke katego-
rije: tjelesni dismorfni poremecaj, olfak-
torni referentni poremecaj, poremecaj

the patient’s anxiety symptoms. When
anxiety is part of the clinical picture, it
is important to identify its developmen-
tal origin. The most primitive levels of
anxiety can be easily triggered in trau-
matic, stressful or other situations. Each
person has a unique mix of anxieties, so
the clinician should be creative in un-
derstanding each patient’s specific fears
and their origins (14). A careful psycho-
dynamic evaluation of the contribution
of biological and dynamic factors in the
development of the disorder is necessary
for each patient with an anxiety disorder
in order to create a comprehensive and
effective treatment plan.

Obsessive-compulsive and
related disorders

The classification of obsessive-compul-
sive disorder (OCD) in ICD-10 reflected
the understanding of this disorder as
primarily an anxiety disorder. In ICD-11,
OCD is classified into a separate group,
the obsessive-compulsive or related dis-
orders, which include hypochondriasis
(ICD-10 hypochondriacal disorder from
somatoform disorders) and trichotillo-
mania (ICD-10 habit and impulse dis-
orders), and new diagnostic categories:
body dysmorphic disorder, olfactory
reference disorder, hoarding disorder,
and excoriation disorder (skin picking).
These disorders have common clinical
features (unwanted thoughts and related
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nakupljanja i ekskorijacijski poremecaj
(¢ackanje koze). Ovi poremecaji imaju
zajednicka klinicka obiljeZja (neZelje-
ne misli i s njima povezana repetitiv-
na ponasanja), obiteljsku vezu ve¢u od
ocekivane, genetske ¢imbenike rizika,
neurokemijske abnormalnosti i odstu-
panja u neuronskom krugu te preklapa-
nja u pristupu procjeni i tretmanu (32).
Osnovno obiljezje OKP-a iz MKB-10 pri-
sustvo opsesija 1 kompulzija zadrzano
jeiu MKB-11 uz promijenjenu definiciju
opsesija i kompulzija. Takoder je ista-
knut njihov funkcionalni odnos. Opsesi-
je su definirane ne samo kao neZeljene
misli ve¢ 1 kao neZeljene slike 1 porivi/
impulsi. Kompulzije ukljucuju prikrive-
na ponasanja ili mentalne prisile i nisu
ograni¢ene samo na otvorena ponasa-
nja (3). UCinjen je pomak ka dimenzio-
nalnosti dodavanjem kvalifikatora kao
Sto su prisustvo pani¢nih ataka i stup-
nja uvida tj. stupnja u kojem pojedinac
prepoznaje da su njegova uvjerenja po-
vezana s poremecaj neto¢na ili proble-
mati¢na. Mogu se primijeniti dva stup-
nja uvida: prihvatljiv do dobar i slab do
odsutan. Dimenzija uvida koristi se kod
poremecaja s dominiraju¢om kognitiv-
nom komponentom (opsesije, intruzije i
preokupacija) kao §to su OKP tjelesni di-
smorfni poremecaj, olfaktorni referentni
poremecaj, hipohondrijaza i poremecaj
nakupljanja. Pogresna uvjerenja ili po-
nasanja koja doseZu razinu sumanutih
uvjerenja ne treba smatrati odrazom za-
sebnog psihoti¢nog procesa kada su u
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repetitive behaviors), a family connec-
tion greater than expected, genetic risk
factors, neurochemical abnormalities
and deviations in the neuronal circuit,
and overlapping in the approaches to
assessment and treatment (32). The ba-
sic feature of OCD from ICD-10, the pres-
ence of obsessional thoughts or com-
pulsive acts, was retained in ICD-11 with
a changed definition of obsessions and
compulsions. Their functional relation-
ship is also highlighted. Obsessions are
defined not only as unwanted thoughts
but also as unwanted images and urges/
impulses. Compulsions include covert
behaviors or mental compulsions and
are not limited to overt behaviors (3). A
shift towards dimensionality was made
by adding qualifiers such as the pres-
ence of panic attacks and the degree
of insight, i.e. the degree to which the
individual recognizes that their beliefs
relating to the disorder are incorrect or
problematic. Two levels of insight can
be applied: fair to good and poor to ab-
sent. The insight dimension is used in
disorders with a dominant cognitive
component (obsessions, intrusions and
preoccupations) such as OCD, body dys-
morphic disorder, olfactory reference
disorder, hypochondriasis and hoard-
ing disorder. False beliefs or behaviors
that reach the level of delusional beliefs
should not be considered a reflection of
a separate psychotic process when they
are fully consistent with the symptom-
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potpunosti u skladu sa simptomatologi-
jom relevantnog OKP-a (32,33). Podsku-
pina poremecaja kod kojih nije izraZzena
kognitivna komponenta (trihotilomani-
ja i ekskorijacijski poremecaj) oznacena
je kao poremecaj s ponavljaju¢im pona-
Sanjem usmjerenim na tijelo.

U klinickom opisu 1 smjernicama za
OKP dodat je Sirok raspon afektivnih
stanja koje osobe doZive kada se suoce
sa situacijama koje pokreéu opsesije
1 kompulzije. Ova afektivna stanja ne
ukljuc¢uju samo anksioznost ili pani¢ne
napade vec i snazne osjecaje gadenja,
srama, osjec¢aj ,nepotpunosti”ili nela-
gode sve dok stvari ne izgledaju ili se
osjecaju ,ispravno” (33). ICD-10 podti-
povi OKP-a su eliminirani kao §to je i
eliminirano davanje prednosti depre-
siji, tako da se oba poremecaja mogu
dijagnosticirati kod osobe, ako su za to
zadovoljeni uvijeti (9).

Iz psihodinamicke perspektive, formi-
ranje opsesivno-kompulzivnih simpto-
ma proizlazi iz nesvjesnih konflikata
koji uzrokuju distres, potic¢uci obolje-
log da ih prevede u neki kompromisni
simptom ili ponasanje (18). Simptomi
mogu ego-distoniéni (vodi aktivnoj
borbi protiv njih) ili ego-sontonicni (pa-
sivno prihvaéanje). Cesto su ego-sin-
toni¢ni simptomi povezani s loSim
uvidom. U takvim slucajevima treba
razmotriti diferencijalnu dijagnozu s
opsesivno-kompulzivnim poremeca-

atology of the relevant OCD (32, 33). A
subset of disorders in which a cognitive
component is not expressed (trichotil-
lomania and excoriation disorder) is la-
beled as body-focused repetitive behav-
lor disorders.

The clinical description and guidelines
for OCD have been complemented with
a wide range of affective states that indi-
viduals experience when faced with sit-
uations that trigger obsessions and com-
pulsions. These affective states include
not only anxiety or panic attacks but also
strong feelings of disgust, shame, and
feelings of “incompleteness” or discom-
fort until things look or feel “right” (33).
The ICD-10 subtypes of OCD have been
eliminated, as well as the preference for
depression, so that both disorders can be
diagnosed in a person if the conditions
have been met (9).

From a psychodynamic perspective, the
formation of obsessive-compulsive symp-
toms comes from unconscious conflicts
that cause distress, encouraging the pa-
tient to translate them into some compro-
mising symptom or behavior (18). Symp-
toms can be ego-dystonic (leading to
active struggle against them) or ego-syn-
tonic (passive acceptance). Ego-syntonic
symptoms are often associated with poor
insight. In such cases, a differential diag-
nosis with obsessive-compulsive person-
ality disorder or obsessive-compulsive
personality should be considered (14, 18).
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jem li¢nosti ili opsesivno-kompulziv-
nom osobno$cu (14, 18). U oblikovanju
klini¢ke slike pomaZze procjena razine
organizacije osobnosti, zrelosti obrana
1 razina kognitivnog funkcioniranja.
Opsesije i kompulzije prisutne su u ra-
zli¢itim dijagnostickim kategorijama,
te u postupku procjene treba istraziti
nedavne gubitke i stresove koji mogu
biti povezani s pojavom OKP-a, osobito
onih koji su mogli utjecati na fantazije
pacijenta o kontroli (18).

Zanimljivo je svrstavanje hipohondrij-
skog poremecaja u OKP skupinu. Klasi-
ficiranje hipohondrijaze u OKP skupinu
temelji se na Cinjenici da prisutnost so-
matskih simptoma nije bitno obiljezje
hipohondrijskog poremecaja, te da hi-
pohondrijaza dijeli vazna klini¢ka obi-
ljeZja s OKP-om (prisutnost intruzivnih
preokupacija i repetitivnih ponasanja)
1 sa anksioznim poremecajima, poseb-
no pani¢nim poremecéajem. Osim toga
postoji visoka stopa istodobne pojave i
obiteljske povezanosti sa OKP-om, sli-
¢an odgovor na tretmane i preklapanja
neuropsiholoskih obiljeZja i obiljezja
neuronskih krugova medu ovim pore-
mecajima (32). S obzirom na preklapa-
nja s anksioznim poremecajima pred-
loZen je i alternativni naziv anksiozni
poremecaj zbog bolesti koji se koristi u
DSM-5, gdje klasificiran u skupinu po-
remecaja sa somatskim simptomom.

Nadalje, ovdje je ukljucen i tjelesni dis-
morfni poremecaj koji je u MKB-10 bio
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The assessment of the level of personal-
ity organization, the maturity of defens-
es, and the level of cognitive functioning
assist in shaping the clinical picture. Ob-
sessions and compulsions are present in
different diagnostic categories, and the
assessment process should investigate
recent losses and stresses that may be re-
lated to the onset of OCD, especially those
that may have influenced the patient’s
fantasies of control (18).

The classification of the hypochondriac
disorder in the OCD group is interesting.
The classification of hypochondriasis in
the OCD group is based on the fact that
the presence of somatic symptoms is
not an essential feature of hypochondri-
acal disorder and that hypochondriasis
shares important clinical features with
OCD (the presence of intrusive preoc-
cupations and repetitive behaviors) and
with anxiety disorders, especially panic
disorder. Additionally, there is a high rate
of co-occurrence and familial association
with OCD, similar responses to treat-
ments, and overlapping neuropsycholog-
ical and neural circuit traits among these
disorders (32). Considering the overlaps
with anxiety disorders, an alternative
name “anxiety disorder due to illness”
was proposed, which is used in DSM-5,
where it is classified in the group of dis-
orders with somatic symptoms.

Furthermore, body dysmorphic disorder
is also included here, which was classi-
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unutar hipohondrijskog poremecaja
(dismorfofobija), pri ¢emu uvjerenja
nisu smjela biti na razini sumanutosti.
To je stvorilo mogu¢nost da se istom
poremecaju dodijele razli¢ite dijagnoze
bez prepoznavanja cijelog spektra te-
Zine poremecaja, koji moze ukljucivati
uvjerenja koja se ¢ine sumanutim. Me-
dutim, zbog podataka o prevalenciji u
opc¢oj populaciji, svojstvene simptoma-
tologije i sliénosti sa OKP-om u MKB-11,
kao i u DSM-5, definiran je kao zaseban
dijagnosticki entitet (32). Bitno obiljez-
je ovog poremecaja je perzistentna
preokupacija s jednim ili vise uo¢enih
nedostataka ili mana u izgledu, ili ruz-
nocéom opcenito, koja je ili neprimjetna
ili samo malo primjetna drugima. Ova
zaokupljenost je popra¢ena ponavlja-
ju¢im 1 pretjeranim ponasanjem, uk-
ljucujuci opetovano ispitivanje izgleda
ili teZine uo¢enog nedostatka ili mane,
pretjerane pokusaje kamufliranja ili
izmjene uocenog nedostatka ili izrazi-
to izbjegavanje drustvenih situacija ili
okidaca koji pove¢avaju uznemirenost
zbog uocenog nedostatka ili mane (3).

Aktualni modeli razumijevanja ovog
poremecaja ukljucuju estetsku osjetlji-
vost 1 self kao estetski objekt, drustveni
pritisak da seizgleda ,savrsenim"ineu-
robiolosku predispoziciju. Iz psihoana-
liticke perspektive, sveprisutna identifi-
kacija s beskompromisnim ego-idealom
je u podlozi ovih pretjeranih tjelesnih
briga. Kritizirani dio tijela tako pred-

fied within the hypochondriacal disorder
(dysmorphophobia) in ICD-10, whereby
the individual's beliefs should not have
been at the level of delusion. That creat-
ed the possibility to assign different diag-
noses to the same disorder without rec-
ognizing the full spectrum of severity of
the disorder, which could include beliefs
that appear delusional. However, due to
general population prevalence data and
characteristic symptomatology and sim-
ilarities with OCD, it is defined as a sep-
arate diagnostic entity in ICD-11, as well
as in DSM-5 (32). An essential feature of
this disorder is a persistent preoccupa-
tion with one or more perceived defects
or flaws in appearance, or ugliness in
general, that is either imperceptible or
only slightly noticeable to others. This
preoccupation is accompanied by repeti-
tive and exaggerated behavior, including
repeated examination of the appearance
or severity of the perceived defect or
flaw, excessive attempts to camouflage
or alter the perceived defect, or extreme
avoidance of social situations or stim-
uli that increase distress about the per-
ceived defect or flaw (3).

The current models for understanding
this disorder include aesthetic sensitiv-
ity and the self as an aesthetic object,
social pressure to look “perfect” and neu-
robiological predisposition. From a psy-
choanalytic perspective, an omnipresent
identification with an uncompromising
ego ideal underlies these excessive bodi-
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stavlja omraZeni dio osobnosti. Drugi
psihoanaliticki konstrukt je ,tijelo-ja"
slika tijela koja se razvija unutar sebe u
kontekstu ranog odnosa s ,predmetom
Zelje", obiéno majkom (18). Osobe s ovim
poremecajem mogu razviti simptome
depresije razliCite teZine, moZe biti po-
vecan rizik od suicida, ¢este promjene
raspoloZenja i razdrazljivost koja se
moze pojaviti kada se ne dobiju kompul-
zivno traZzena uvjeravanja ili kada estet-
ske, medicinske ili kirurske intervencije
nemaju o¢ekivani ishod.

Poremecaji specificno povezani
sa stresom

Ovu skupinu ¢ine posttraumatski stre-
sni poremecaj (PTSP), kompleksni PTSP
1 poremecaj prolongiranog Zalovanja
kao novi dijagnosti¢ki entiteti, pore-
mecaj prilagodbe 1 poremecaji koji su
u MKB-10 svrstavani u skupinu pore-
mecaja djecje dobi i koji su povezani sa
poremecajem privrzenosti (reaktivni
poremecaj privrZzenosti u djetinjstvu i
dezinhibirani poremecaj privrzenosti
u djetinjstvu). Akutna stresna reakcija
je konceptualizirana kao normalna re-
akcija i stavljena je u kategoriju ¢imbe-
nika koji mogu utjecati na zdravstveno
stanje. Takoder, u MKB-11 je nema dija-
gnosticka kategorija trajne promjene
liénosti zbog katastrofalnog doZivljaja
koja je zapravo redefinirana u kom-
pleksni PTSP (9). Poremecaji su direk-
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ly concerns. The criticized part of the
body thus represents the hated part of
the personality. Another psychoanalytic
construct is the "body-me”: a body im-
age that develops within the self in the
context of an early relationship with an
‘object of desire’, usually the mother (18).
Individuals with this disorder may de-
velop symptoms of depression of vary-
ing severity, there may be an increased
risk of suicide, frequent mood swings
and irritability that may occur when
compulsively sought reassurances are
not received or when aesthetic, medical
or surgical interventions do not have the
expected outcome.

Disorders specifically associated
with stress

This group includes the post-traumatic
stress disorder (PTSD), complex PTSD
and prolonged grief disorder as new di-
agnostic entities, adjustment disorders
and disorders that are classified in the
group of childhood disorders in the ICD-
10, and which are associated with at-
tachment disorder (reactive attachment
disorder of childhood and disinhibited
attachment disorder of childhood). An
acute stress reaction is conceptualized
as a normal reaction and is placed in the
category of factors influencing health
status. Additionally, in the ICD-11, there
is no diagnostic category of permanent
personality change due to a catastrophic
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tno povezani sa izloZenoscéu stresnom
ili traumati¢nom dogadaju ili nizu ta-
kvih dogadaja ili nepovoljnih iskustava.
Za svaki od poremecaja prepoznatljivi
stresor je neophodan, iako nedovoljan
uzro¢ni ¢imbenik. Stresni dogadaji za
neke poremecaje nalaze se u rasponu
normalnih zivotnih iskustava, dok su
za druge poremecaje stresori izuzetno
prijetecée ili stravi¢ne prirode (tj. po-
tencijalno traumati¢ni dogadaji). Pore-
mecaji specificno povezani sa stresom
medusobno se razlikuju po svojoj priro-
di, obrascu i trajanju simptoma koji se
pojavljuju kao odgovor na stresore, za-
jedno s pripadaju¢im funkcionalnim
oStecenjem (10).

Temeljna obiljeZja PTSP-a su izloZenost
dogadaju ili situaciji (bilo kratkotrajnoj
ili dugotrajnoj) izrazito prijetece ili uza-
sne prirode i razvoj karakteristicnog
sindroma koji traje najmanje nekoliko
tjedana, a sastoji se od sva tri klju¢na
elementa: ponovno proZivljavanje (Zi-
vopisna intruzivna sje¢anja, flashbacko-
vi, no¢ne more koji ukljuc¢uju ponovno
prozivljavanje traumatskog dogadaja u
sadasnjosti, poprac¢eno strahom ili uza-
som); izbjegavanje (izrazito unutarnje
izbjegavanje misli i sje¢anja ili vanj-
sko izbjegavanje aktivnosti ili situacija
koje podsje¢aju na traumatski dogadayj)
1 percepcija prijetnje (uporna percepci-
ja povecane trenutne prijetnje u obliku
hipervigilnosti ili pojacane reakcije pre-
plasenosti). Simptomi ponovnog proziv-

experience, which has actually been re-
defined as complex PTSD (9). Disorders
are directly associated with exposure to
a stressful or traumatic event or a series
of such events or adverse experiences.
For each of the disorders, an identifiable
stressor is a necessary, although insuffi-
cient, causal factor. Stressful events for
some disorders are within the range of
normal life experiences, while for other
disorders the stressors are extremely
threatening or terrible (ie, potentially
traumatic events). Disorders specifically
associated with stress differ from each
other in their nature, pattern, and dura-
tion of symptoms that occur in response
to stressors, along with associated func-
tional impairment (10).

The essential features of PTSD are ex-
posure to an event or situation (whether
short-term or long-term) of an extremely
threatening or horrific nature and de-
velopment of a characteristic syndrome
lasting at least several weeks, and con-
sisting of all three key elements: re-ex-
periencing (vivid intrusive memories,
flashbacks, nightmares that involve re-
living the traumatic event in the present,
accompanied by fear or horror), avoid-
ance (significant internal avoidance
of thoughts and memories or external
avoidance of activities or situations
reminiscent of the traumatic event),
and perception of threat (persistent per-
ception of heightened current threat in
the form of hypervigilance or enhanced
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ljavanja ukljuc¢uju ponovno dozivljava-
nje kognitivnih, afektivnih ili fizioloskih
aspekata traume ovdje i sada. Refleksija
na dogadaj ili ruminacije o dogadaju i
prisje¢anja osje¢anja koja su se doZivje-
la u trenutku dogadanja nisu simptomi
ponovnog proZivljavanja (3). U odnosu
na ranije u opisu stresora izostaje za-
htjev koji sugerira da je priroda dogadaja
takva da izaziva sveprozimajucu uzne-
mirenost u gotovo svakog. Kod simpto-
ma izbjegavanja vazno je istaknuti da je
ponasanje izbjegavanja namjerno i nije
povezano s nesjecanjem kao nesvje-
snom strategijom izbjegavanja. U defini-
ranju izbjegavanja takoder su uklonjeni
numbing, smanjeni interes i emocional-
no otudenje buduéi da su shvacéeni kao
manifestacije komorbidnih depresivnih
simptoma. Kod tre¢e skupine simptoma
fenomeni hiperpobudenosti poput pore-
mecaja sna, problema s koncentracijom
1 poveéane razdraZljivosti zbog nespe-
cificne povezanosti s PTSP-om nisu na
listi simptoma (34).

Znacajna inovacija je uvodenje kom-
pleksnog PTSP-a i poremecaj prolongi-
ranog Zalovanja. Kompleksni PTSP se
moZe razviti nakon izloZenosti dogada-
ju ili nizu dogadaja iznimno prijetece ili
uzasavajuce prirode, najcescée prolongi-
ranih ili ponavljaju¢ih dogadaja iz kojih
je tesko ili nemoguce pobjeci. Kao i kod
PTSP-a dijagnoza kompleksnog PTSP-a
ovisi o simptomatskoj prezentaciji a
ne o specificnim karakteristikama do-
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startle reaction). Re-experiencing symp-
toms include re-experiencing cognitive,
affective or physiological aspects of the
trauma in the here and now. Reflection
on or rumination about the event and re-
membering the feelings experienced at
the time of the event are not symptoms
of re-experiencing (3). Compared to be-
fore, the description of the stressor lacks
the requirement which suggests that the
nature of the event must be such that it
causes pervasive distress in almost ev-
eryone. With avoidance symptoms, it is
important to emphasize that avoidance
behavior is intentional and is not related
to not remembering as an unconscious
avoidance strategy. Numbing, decreased
interest, and emotional alienation were
also removed from the definition of
avoidance since they are understood as
manifestations of comorbid depressive
symptoms. In the third group of symp-
toms, hyperarousal phenomena such as
sleep disturbances, concentration prob-
lems and increased irritability are not on
the list of symptoms due to a non-specif-
ic connection with PTSD (34).

A significant innovation is the introduc-
tion of complex PTSD and prolonged
grief disorder. Complex PTSD can de-
velop after exposure to an event or se-
ries of events of extremely threatening
or horrific nature, usually prolonged or
repetitive events escape from which is
difficult or impossible. As with PTSD, the
diagnosis of complex PTSD depends on
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gadaja (35). Klini¢ka slika ukljuéuje tri
kljuéna PTSP klastera simptoma, stalne
1 pervazivne smetnje u reqgulaciji afekta
(primjerice Gesta razdrazljivost, ljutnja,
bijes, samopovredivanje), self funkci-
oniranju (negativni self koncept kao
Sto je stalno uvjerenje o sebi kao bez-
vrijednom, porazenom ili umanjenom,
Sto je Cesto praceno osjecajem krivice,
srama ili neuspjeha u vezi sa stresnim
zivotnim dogadajem) i oste¢enje u inter-
personalnim odnosima (nemoguénost
povjerenja, podloZnost hiperboliénim
pogledima i teSkoc¢e u partnerskim in-
terakcijama posebno su karakteristi¢ne
za ovU grupu simptoma) (3). Osobe sa
kompleksnim PTSP-om takoder poka-
zuju poveéanu tendenciju ka disocijaciji.

Poremecaj prolongiranog Zalovanja se
moZe razviti nakon smrti voljene osobe
(primjerice partner, roditelj, dijete, dru-
gi ¢lan porodice ili druga bliska osoba).
Karakteriziran je prisustvom stalne
1 pervazivne reakcije Zalovanja koja
traje neobi¢no dug period i o¢ito pre-
masuje o¢ekivane drustvene, kulturne
ili religijske norme tipi¢ne za kulturu i
kontekst pojedinca. Zbog razli¢itih kul-
turnih manifestacija Zalovanja u MKB-
11 se navodi da je za dijagnozu potreb-
no dobro procijeniti kulturni kontekst
pacijenata. Dijagnozu treba postaviti
samo ako Zalovanje jasno premasuje
odgovarajuce kulturne norme pojedin-
ca (34). Poremecaj prilagodbe u MKB-
11 definiran je na temelju kljuénog obi-

the symptomatic presentation and not on
the specific characteristics of the event
(35). The clinical picture includes three
key PTSD symptom clusters, severe and
persistent problems in affect regulation
(for example, frequent irritability, anger,
rage, self-harm), self-functioning (a neg-
ative self-concept such as a persistent
belief of oneself as worthless, defeated
or diminished, which is often accompa-
nied by a feeling of guilt, shame or failure
in connection with a stressful life event),
and difficulties in sustaining interper-
sonal relationships (inability to trust,
susceptibility to hyperbolic views, and
difficulties in partner interactions are
particularly characteristic for this group
of symptoms) (3). People with complex
PTSD also show an increased tendency
for dissociation.

Prolonged grief disorder can develop af-
ter the death of a loved one (for example,
a partner, parent, child, another family
member or close person). It is character-
ized by the presence of a constant and
pervasive grief reaction that persists for
an unusually long period and clearly ex-
ceeds the expected social, cultural or re-
ligious norms typical of the individual’s
culture and context. Due to the different
cultural manifestations of mourning,
ICD-11 states that the diagnosis requires
a good assessment of the patient’s cultur-
al context. The diagnosis should be made
only if the mourning clearly exceeds the
appropriate cultural norms of the individ-



66

ljeZja preokupacije Zivotnim stresorom
ili njegovim posljedicama i uklonjeni
su MKB-10 podtipovi ovog poremecaja.

Izmedu MKB-11 i DSM-5 postoje zna-
¢ajne razlike u dijagnozi i klasifikaci-
ji ovih poremecaja. DSM-5 zadrzava
akutni stresni poremecaj sa simpto-
mima od kojih se vec¢ina pojavljuje 1
u skupu kriterija za PTSP. Upecatljiva
je razlika i u dijagnozi PTSP-a. Dok se
u MKB-11 tezilo ka uklju¢ivanju samo
specifi¢nih simptoma za PTSP (reduci-
rano na $est), u DSM-5 su dodani novi
klasteri i simptomi (ukupno 20 simp-
toma). Simptomi su podijeljeni u ¢etiri
skupine: simptomi nametanja, izbjega-
vanja, negativna promjena kognicije i
raspoloZenja i simptomi pobudenosti i
dodana je odrednica sa ili bez disoci-
jativnih simptoma. Kompleksni PTSP
nije uklju¢en u DSM-5, medutim PDM
razmatra ovaj poremecaj i povezuje sa
historijom kroni¢nog zanemarivanja,
traume i zlostavljanja u djetinjstvu. U
tom smislu za ovaj poremecaj ponuden
je1alternativni naziv razvojna trauma.
ObiljeZja kompleksnog PTSP-a navede-
na u PDM-u djelomic¢no su integrirana
u klinicke opise date u MKB-11 kao
Sto su smetnje u reqgulaciji afekta, self
funkcioniranju i interpersonalnim od-
nosima. U psihodinami¢kom pristupu
naglasava se vaznost individualnog
znacCenja traumatskog iskustva. Allen
1 Fonagy (36) naglasavaju kako na po-
remecaje povezane s traumom treba
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ual (34). Adjustment disorder was defined
in ICD-11 based on the essential feature of
preoccupation with a life stressor or its
consequences, and the ICD-10 subtypes
of this disorder were removed.

There are significant differences in the
diagnosis and classification of these
disorders between ICD-11 and DSM-5.
DSM-5 retains acute stress disorder with
symptoms that mostly appear in the set
of criteria for PTSD as well. There is also
a striking difference in the diagnosis of
PTSD. While ICD-11 aimed to include only
specific symptoms for PTSD (reduced to
six), new clusters and symptoms were
added in DSM-5 (20 symptoms in total).
The symptoms were divided into four
groups: symptoms of intrusion, avoid-
ance, negative alterations of cognitions
and moods, and hyperarousal, while a
criterion with or without dissociative
symptoms was added. Complex PTSD
is not included in DSM-5, however, PDM
considers this disorder and associates it
with a history of chronic neglect, trauma
and abuse in childhood. In this sense, the
alternative name ‘developmental trau-
ma” was proposed for this disorder. The
features of complex PTSD listed in PDM
are partially integrated into the clinical
descriptions provided in ICD-11, such as
problems in affect regulation, self-func-
tioning and interpersonal relationships.
In the psychodynamic approach, the im-
portance of the individual meaning of a
traumatic experience is emphasized. Al-
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gledati kao na poremecaje kojima trau-
matski stres daje znacajan, iako indivi-
dualno promjenjiv, doprinos u sprezi sa
mnostvom drugih etioloskih faktora.

Disocijativni poremecaji

Ova skupina poremecaja odgovara
MKB-10 disocijativnim (konverzivnim)
poremecajima, ali je znac¢ajno reorgani-
zirana i pojednostavljena. Disocijativni
poremecaji su definirani kao poreme-
¢aji koje karakterizira nevoljni prekid
ili diskontinuitet u normalnoj integra-
ciji identiteta, osjeta, percepcije, afekta,
misli, memorije, kontrole nad tjelesnim
pokretima ili ponasanja. Prekid ili dis-
kontinuitet mogu biti potpuni ili djelo-
micni i mogu varirati iz dana u dan (3).
Na ovaj nac¢in su u MKB-11 disocijativni
1 konverzivni poremecaji grupirani u
kategoriju disocijativnih poremecaja sto
gotovo da odgovara originalnom kon-
ceptu histerije. Konverzivni poremecaji
Su preimenovani u ,poremecaje sa diso-
cijativnim neuroloskim simptomom" i
predstavljen je kao jedan s 12 podtipova
definiranih na temelju prevladavajuéeg
neuroloskog simptoma (10). Pocetak je
Gesto povezan s traumatic¢nim ili nepo-
voljnim Zivotnim dogadajem. Prethod-
ne fizicke ozljede i povijest zlostavljanja
ili zanemarivanja u djetinjstvu su ¢im-
benici rizika. Najéeséi psihosocijalni
stresori povezani s poremecajem s di-
socijativnim neuroloskim simptomom

len and Fonagy (36) emphasize that trau-
ma-related disorders should be viewed
as disorders in which traumatic stress
makes a significant, although individu-
ally variable contribution in conjunction
with a multitude of other etiological fac-
tors.

Dissociative disorders

This group of disorders corresponds to the
ICD-10 dissociative (conversion) disorders
but has been significantly reorganized
and simplified. Dissociative disorders are
defined as disorders characterized by an
involuntary disruption or discontinuity in
the normal integration of identity, sensa-
tions, perceptions, affects, thoughts, mem-
ories, control over bodily movements or
behavior. The disruption or discontinuity
may be complete or partial, and can vary
from day to day (3). In this way, dissocia-
tive and conversion disorders are grouped
in ICD-11 into the category of dissociative
disorders, which almost corresponds to
the original concept of hysteria. Conver-
sion disorders have been renamed “disso-
ciative neurological symptom disorders”
and are represented as one of 12 subtypes
defined based on the predominant neuro-
logical symptom (10). The onset is often
associated with a traumatic or adverse
life event. Previous physical injury and a
history of childhood abuse or neglect are
risk factors. The most common psycho-
social stressors associated with disso-
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kod djece ukljucuju zlostavljanje ili vik-
timizacijuy, stresore povezane sa Skolom,
obiteljski sukob ili odvajanje roditelja te
smrt rodaka ili prijatelja. Disocijativ-
na amnezija ukljucuje kvalifikator koji
oznacava je li prisutna disocijativna
fuga, fenomen koji je klasificiran kao
zaseban poremecaj u MKB-10.

Disocijativni poremecaj identiteta od-
govara MKB-10 konceptu poremecaja
viSestruke osobnosti. Uveden je par-
cijalni disocijativni poremecaj iden-
titeta u kojem nedominantna stanja
osobnosti ne preuzimaju stalno izvrs-
nu kontrolu nad svije$c¢u i funkcioni-
ranjem pojedinca. Ovdje su ukljuéeni i
poremecaj depersonalizacije i dereali-
zacije kao depersonalizacijsko-derea-
lizacijski poremecaj, dok je poremecaj
s transom i opsjednutosc¢u podijeljen u
dva poremecaja (poremecaj s transom i
poremecaj s transom opsjednutosti) (9).

Pojam disocijativni upucéuje na to da
je u osnovi poremecaja psihodinamic-
ka etiologija. Disocijacija, konverzija i
histerija imaju dugu zajedni¢ku povi-
jest. Na temelju rada sa pacijentima sa
histerijom Pierre Janet je razvio teori-
ju disocijacije, dok je Sigmund Freud
razvio koncept histeriéne konverzije.
Zapravo, P. Janet je promatrao disoci-
jativne aspekte histerije dok je S. Fre-
ud sagledavao aspekte konverzije (37).
Praktiéno su disocijacija i konverzija
bile obuhvaceni jedinstvenim koncep-
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ciative neurological symptom disorder in
children include abuse or victimization,
school-related stressors, family conflict
or parental separation and the death of
a relative or friend. Dissociative amnesia
includes a qualifier indicating whether
dissociative fugue, a phenomenon clas-
sified as a separate disorder in ICD-10, is
present.

Dissociative identity disorder corresponds
to the ICD-10 concept of multiple person-
ality disorder. A partial dissociative iden-
tity disorder was introduced in which
non-dominant personality states do not
recurrently take over executive control
of the individual's consciousness and
functioning. The depersonalization and
derealization disorder is included here as
depersonalization-derealization disorder,
while trance and possession disorder is
divided into two disorders (trance disor-
der and possession trance disorder) (9).

The term dissociative indicates psycho-
dynamic etiology is at the core of the
disorder. Dissociation, conversion and
hysteria have a long, common history.
Based on his work with patients with
hysteria, Pierre Janet developed the the-
ory of dissociation, while Sigmund Freud
developed the concept of hysterical con-
version. In fact, P Janet observed the
dissociative aspects of hysteria, while S.
Freud observed the conversion aspects
(37). Dissociation and conversion were
practically covered by the unique con-
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tom histerije, pri ¢emu je emocionalna
trauma imala glavnu ulogu u javljanju
disocijacije (38). Disocijativna amnezi-
ja 1 disocijativni poremecaj identiteta
imaju zajednicku psihodinamicku
podlogu, povezani su traumatskim
iskustvima, nepovoljnim Zivotnim
dogadajima ili osobnim i interperso-
nalnim konfliktima ili sresom. Disoci-
jativni poremecaj identiteta najcesce
je povezan s traumatskim iskustvima,
posebno fizickim, seksualnim i emo-
cionalnim zlostavljanjem ili zanema-
rivanjem u djetinjstvu. Pocetak tako-
der moZe biti izazvan uklanjanjem iz
traumatizirajucih okolnosti ili drugim
nepovezanim traumatskim iskustvima
kasnije u zivotu (3). ViSestruka psiho-
patologija povezana s traumom zahti-
jeva temeljnu promjenu perspektive—
to jest, prijelaz s pristupa usmjerenog
na poremecaj na pristup usmjeren na
osobu ili ,perspektivu Zivotne povijesti”
koja tezi ,mapiranju bezbrojnih sloze-
nih putova od ranog djetinjstva do ka-
snijeg adaptivnog ili neprilagodljivog
razvoja koji zatim mogu tvoriti osnovu
za intervencije za prevenciju i lijeGenje
poremecaja“ (36).

Poremecaj s tjelesnim distresom i
poremecaj tjelesnog dozivljaja

U ovu skupinu poremecaja ukljuc¢eni su
poremecaj s tjelesnim distresom i dis-
forija tjelesnog integriteta kao novi dija-

cept of hysteria, where emotional trauma
played the leading role in the occurrence
of dissociation (38). Dissociative amne-
sia and dissociative identity disorder
have a common psychodynamic basis,
they are associated with traumatic expe-
riences, unfavorable life events, person-
al and interpersonal conflicts or stress.
Dissociative identity disorder is most
often associated with traumatic expe-
riences, especially physical, sexual and
emotional abuse or neglect in childhood.
Onset may also be triggered by remov-
al from traumatizing circumstances or
other unrelated traumatic experiences
later in life (3). Multiple trauma-related
psychopathology requires a fundamen-
tal shift in perspective—that is, a shift
from a disorder-focused approach to a
person-focused approach or ‘life history
perspective” that seeks to “‘map the myr-
iad complex pathways from early child-
hood to later adaptive or maladaptive de-
velopment that may then form the basis
for interventions for the prevention and
treatment of disorders” (36).

Disorders of bodily distress and
bodily experience

This group of disorders includes bodi-
ly distress disorder and body integrity
dysphoria as a new diagnostic entity.
Bodily distress disorder is a simplified
diagnostic category that covers all di-
agnoses of the ICD-10 group of somato-
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gnosticki entitet. Poremecaj s tjelesnim
distresom je pojednostavljena dijagno-
sticka kategorija koja pokriva sve dija-
gnoze MKB-10 skupine somatoformnih
poremecaja i dijelom neurasteniju obje-
dinjujuci ih u jednu. Osnovno obiljeZje
je prisutnost tjelesnih simptoma koji su
uznemirujuéi i prema kojima pacijent
pretjerano usmjerava paznju, a sto se
moze oclitovati ponavljanim kontaktima
sa zdravstvenim radnicima. Poremecaj
je koncipiran kao postojan u kontinuite-
tu teZine i moZe se prema tome kvalifici-
rati kao blagi, umjereni ili teski ovisno o
utjecaju na funkcioniranje. Vazno je na-
pomenuti da se poremecaj s tjelesnim
distresom definira prema prisutnosti
bitnih obiljeZja, a ne na temelju odsut-
nih medicinskih objasnjenja za uznemi-
rujuée simptome (39). TeZina se procje-
njuje u smislu stupnja uznemirenosti ili
zaokupljenosti tjelesnim simptomima,
postojanosti poremecaja, kao i stupnja
ostecenja 1 ponasanja trazenja zdrav-
stvene skrbi. U procjeni teZine u obzir
se uzimaju sve navedene dimenzije (3).

U MKB-11 uveden je pojam ,tjelesni
distres" kao zamjena za pojmove soma-
tizacija, somatoformni i medicinski ne-
objasnjeni simptomi, a koji je viSe ne-
utralan i manje stigmatizirajuc¢i. Njime
se opisuju somatske prituzbe i s njima
povezana emocionalna stanja neovisno
o tome da li je somatska prituzba po-
vezana ili ne sa medicinskim stanjem.
Na ovaj se nacin pokusalo bolje opisa-
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form disorders and partly neurasthenia,
uniting them into one. The essential
feature is the presence of disturbing
physical symptoms about which the pa-
tient becomes preoccupied, which can
be manifested by repeated contact with
health professionals. The disorder is con-
ceptualized on a continuum of severity
and can therefore be qualified as mild,
moderate or severe, depending on the
impact on functioning. It is important to
note that bodily distress disorder is de-
fined based on the presence of essential
features, not on the absence of medical
explanations for distressing symptoms
(39). Severity is assessed in terms of the
degree of distress or preoccupation with
physical symptoms, the persistence of
the disorder, as well as the degree of im-
pairment and healthcare-seeking behav-
ior. All the above mentioned dimensions
(3) are taken into account when estimat-
ing its severity.

In ICD-11, the term “bodily distress”, which
is more neutral and less stigmatizing, was
introduced as a replacement for the terms
somatization, somatoform and medically
unexplained symptoms. It describes so-
matic complaints and their associated
emotional states, regardless of whether
the somatic complaint is related to a med-
ical condition or not. This way, an attempt
was made to better describe the fact that
the individuals really do suffer due to
physical symptoms (40). The distinction
between medically explainable and med-
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ti ¢injenica da osobe zaista pate zbog
tjelesnog simptoma (40). Ukinuta je ra-
zlika izmedu medicinski objasnjenih i
medicinski neobjasnjivih somatskih te-
goba i uvedeni su specifiéni psiholoski
kriteriji kao Sto su uznemirenost i pre-
tjerane misli i ponasanja. Sto znadi sa
su ovdje ukljuéeni i pacijenti koji ima-
ju simptome zbog opc¢eg medicinskog
stanja kada ih pacijent dozivljava kao
uznemirujuce i na koje usmjerava pre-
komjernu paznju. Bitno obiljeZje je pre-
tjeran, neproporcionalni ili neprilagod-
ljivi odgovor na jedan ili viSe fizickih
simptoma ili osjeta bilo koje etiologije
a koji dovodi do znac¢ajnog distresa ili
ostecenja (41). Ova je promjena u skladu
s op¢im nac¢elom MKB-11 o udaljavanju
od dualizma uma i tijela (39).

Disforija tjelesnog integriteta ili pore-
mecaj identiteta tjelesnog integriteta je
nova dijagnoza i relativno rijetko sta-
nje u kojem osoba doZivljava snazne
osjecéaje nezadovoljstva i neusklade-
nosti u odnosu na vlastiti tjelesni in-
tegritet. Osnovna klini¢ka obiljezja su
intenzivna i uporna Zelja da se bude
fizicki invalid na znac¢ajan naéin (na
primjer, amputacija ekstremiteta, pa-
raplegija, sljepoca) s$to je praceno stal-
nom nelagodom ili intenzivnim nega-
tivnim osje¢ajima oko svoje trenutne
tjelesne konfiguracije ili funkcionira-
nja. Prisutna je duboka neuskladenost
izmedu svog stvarnog i Zeljenog tijela
u odnosu na oblik i funkcionalnost ti-

ically unexplainable somatic complaints
was removed and specific psychological
criteria such as agitation and exaggerated
thoughts and behaviors were introduced.
This now includes patients who, due to a
general medical condition, have symp-
toms they perceive as disturbing and to
which they direct excessive attention. Its
essential feature is an exaggerated, dis-
proportionate or maladaptive response
to one or more physical symptoms or
sensations of any etiology that leads to
significant distress or impairment (41).
This change is in line with the general
principle of ICD-11 on moving away from
mind-body dualism (39).

Body integrity dysphoria or body integ-
rity identity disorder is a new diagnosis
and a relatively rare condition in which
a person experiences strong feelings of
dissatisfaction and mismatching con-
cerning their own body integrity. The
core clinical features are character-
ized by an intense and persistent de-
sire to become physically disabled in a
significant way (e.g. limb amputation,
paraplegia, blindness) accompanied by
persistent discomfort or intense neg-
ative feelings about one’s current body
configuration or functioning. There is
a deep mismatch between one'’s actual
and desired body regarding body shape
and functionality. The word “redundan-
cy” is often used in the complaints of
these individuals. They suffer deeply be-
cause their “inner body” does not match



jela. U Zalbama ovih osoba ¢esto je pri-
sutnarije¢ ,suvisnost”. Duboko pate jer
njihovo ,unutrasnje tijelo” ne odgovara
njihovom stvarnom fizickom izgle-
du. Primarna motivacija je osjec¢ati se
,cjelovito" ili ,kompletno" sto sluZi is-
pravljanju slike pojedinca o njegovom
stvarnom identitetu kao amputiranoj
osobi, paraplegicaru ili invalidu (42).
Pretpostavlja se da Zelja biti fizi¢ki in-
valid proizlazi iz neuskladenosti izme-
du mentalne reprezentacije pojedinca
0 njegovom/njezinom tijelu i stvarne
fizicke konfiguracije tijela (43).

MKB i DSM klasifikacija razli¢ito kla-
sificiraju ove poremedaje. U DSM ova
skupina poremecaja oznacava se kao
poremecaji sa somatskim simptomom
koji uklju¢uje poremecaj sa somatskim
simptomom, anksiozni poremecaj
zbog bolesti (MKB-11 hipohondrijaza),
poremecaj s funkcionalnim neurolo§-
kim simptomom (MKB-11 disocijativni
poremecaj s neuroloskim simptomom)
1 umisljeni poremecaj (poznat kao
Munchausenov sindrom by proxy).
Umisljeni poremecaj je u MKB-11 stav-
ljen u novu skupinu poremecaja koja
uklju€uje umisljeni poremecaj namet-
nut sebi i umisljeni poremecaj namet-
nut drugom.

Poremecaji s tjelesnim distresom pred-
stavljaju i dalje veliki izazov pocev od
boljeg razumijevanja temeljnih psiho-
loskih i patofizioloskih mehanizama do
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their actual physical appearance. The
primary motivation is to feel “whole” or
‘complete”, which serves to correct the
individual's image of their real identity
as an amputee, a paraplegic or disabled
person (42). It is hypothesized that the
desire to be physically disabled results
from a mismatch between an individ-
ual's mental representation of his/her
body and the actual physical configura-
tion of their body (43).

The ICD and DSM classifications classify
these disorders differently. In DSM, this
group of disorders is marked as somatic
symptom and related disorders, which
includes somatic symptom disorder, ill-
ness anxiety disorder (ICD-11 hypochon-
driasis), functional neurological symptom
disorder (ICD-11 dissociative neurological
symptom disorder) and factitious disor-
der (known as Munchausen syndrome by
proxy). In ICD-11, the factitious disorder
was placed in a new group of disorders
that includes factitious disorder imposed
on self and factitious disorder imposed
on another.

Bodily distress disorders still represent
a great challenge, starting with a better
understanding of the basic psychological
and pathophysiological mechanisms to
better recognition, diagnosis and effec-
tive treatment. Loffler-Stastka et al. (44)
emphasize that by moving away from
the definition of somatoform disorders
as the lack of something (i.e. the lack of
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boljeg prepoznavanja, dijagnosticiranja
iucinkovitijeg lije¢enja. Loffler-Stastka
1 suradnici (44) naglasavaju da okre-
tanjem od definicije somatoformnih
poremecaja kao nedostatka necega
(tj. nedostatka medicinskog stanja
koje sve objasnjava) nova klasifikaci-
ja bi mogla ponuditi na¢in da se fokus
stavi na psihodinamic¢ku ravnotezu
i konflikte pojedinaénog pacijenta i
njihovu kondenzaciju u simptom. Ova
promjena takoder moze posluziti kao
prilika za lije¢enje i istraZivanje pro-
cesa 1 ishoda lije¢enja. U osnovi ovih
poremecaja je intrapsihicki i interper-
sonalni konflikt, fiksacija na Edipalnoj
fazi psihoseksualnog razvoja i posebna
organizacija karaktera osobe. Somat-
ski simptomi se javljaju kao odgovor
na nesvjesne emocionalne probleme.
U psihodinamickom razumijevanju
primarna i sekundarna dobit inicira-
ju 1 odrzavaju somatske simptome.
Osim toga kod nekih osoba somatski
simptom moZze biti i nesvjesna zastita
narusenog samopostovanja (18). Tako-
der, u okviru psihodinamicke teorije
ovi simptomi poku$avaju se objasnit
konceptom aleksitimije i teorijom atta-
chmenta. Svakako bitnu ulogu imaju
faktori povezanim sa kulturom §to je
posebno istaknuto u MKB-11 smjerni-
cama za dijagnozu. Posljednjih dece-
nija sve vec¢u paznju u razumijevanju
ovog poremecaja ima model u kojem
se tjelesni distres promatra kao pore-

a medical condition that explains every-
thing), the new classification could offer
a new way to place focus on the psycho-
dynamic balance and conflicts of the in-
dividual patient, and their condensation
in the symptom. This change could also
serve as an opportunity for treatment
and research of treatment processes and
outcomes. At the basis of these disor-
ders are intrapsychic and interpersonal
conflict, fixation on the Oedipal phase of
psychosexual development, and a special
organization of an individual's character.
Somatic symptoms occur in response to
unconscious emotional problems. In psy-
chodynamic understanding, primary and
secondary gains initiate and maintain
somatic symptoms. For some people, a
somatic symptom can be an unconscious
protection of damaged self-esteem (18).
Furthermore, within the framework of
psychodynamic theory, there is an at-
tempt to explain these symptoms with
the concept of alexithymia and the theo-
ry of attachment. Factors associated with
culture certainly play an important role,
which is particularly emphasized in the
ICD-11 guidelines for diagnosis. In recent
decades, the model in which bodily dis-
tress is seen as a perception disorder has
received increasing attention in the un-
derstanding of this disorder. The essence
lies in excessive amplification by central
or psychosocial factors of peripheral in-
put from nociceptive and other sensors
(45).
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mecaj percepcije. Sustina je u preko-
mjernom amplificiranju sredi$njim ili
psihosocijalnim ¢imbenicima perifer-
nog inputa iz nociceptivnih i drugih
senzora (45).

PROMISLJANJA

Dijagnoza dusevnog poremecaja vazna
je za sveukupno razumijevanje paci-
jenta i konteksta u kojem se poreme-
¢aj razvija. Toénost u procjeni olaksa-
va provodenje odgovarajuceg lijecenja,
prognoze, komunikacije i planiranja
sustava brige. Dijagnostic¢ko-klasifika-
cijski sustavi dusevnih poremecaja su
jedan od alata koji se koristi u evalua-
ciji, postavljanju dijagnoze i formulira-
nju stanja pacijenta. Jedanaesta MKB
revizija uvela je dosta novina i promje-
na, iako je zadrzana MKB-10 paradi-
gma. Kao $to je ve¢ navedeno za mno-
ge poremecaje ukljuene su dimenzije
teZine, manifestacija simptoma i tijeka
poremecaja. U sustini uvodenje dimen-
zionalnosti u dijagnosticke kategorije i
procjena teZine nije novina (na primjer
kod depresivne epizode od ranije su
uvedene dimenzije teZine i tijeka) ali je
novina $to je dimenzionalnost ukljuce-
na Sire i sustavnije. Reed i suradnici (9)
smatraju da je sadasnja razina promje-
na uskladena s aktualnim dokazima,
pristupom zasnovanim na oporavku, te
sa eliminacijom vjestackog komorbidi-
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CONSIDERATIONS

The diagnosis of a mental disorder is
important for the overall understanding
of the patient and the context in which
the disorder is developing. Accuracy in
assessment facilitates appropriate treat-
ment, prognoses, communication and
planning of the care system. Diagnostic
and classification systems of mental dis-
orders are some of the tools used in the
evaluation, diagnosis and formulation of
the patient’s condition. The eleventh ICD
revision introduced a lot of novelties and
changes, although the ICD-10 paradigm
was retained. As already mentioned, the
dimensions of severity, manifestation
of symptoms and course of the disorder
were included for many disorders. Essen-
tially, the introduction of dimensionality
into diagnostic categories and severity
assessment are not a novelty (for exam-
ple, in the case of a depressive episode,
the dimensions of severity and flow have
been introduced earlier), but the fact that
dimensionality is included more wide-
ly and systematically is a novelty. Reed
et al. (9) believe that the current level of
change is in line with the current evi-
dence, a recovery-based approach, the
elimination of false comorbidity, and a
more efficient presentation of changes
in the course of the disease over time.

In the dimensional approach, the severity
of symptoms or the degree of disturbance
of a certain psychological function can be
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teta i efikasnijim predstavljanjem pro-
mjena tijeka bolesti tokom vremena.

U dimenzionalnom pristupu teZina
simptoma ili stupanj poremecaja odre-
dene psihicke funkcije mogu se ocje-
njivati na kvantitativnoj dimenziji (46)
Sto daje veée mogucénosti mjerenja
ucCinkovitosti razli¢itih intervencija
uklju¢ujuci 1 psihoterapijske. Ovo je
izazov ali i prilika za psihoterapijske
intervencije ¢ija primjena do sada nije
bila na dokazima temeljena. Kombi-
nacija fenomenoloskih opisa i opera-
cionalnih principa mjerljivosti teZine
upucuje na nuznost operacionalizacije
procjene individualnih psihopatolos-
kih manifestacija i razvijanja instru-
menta procjene namijenjenih detekciji
tezine smetnje. Utvrdivanje intenzite-
ta poremecaja i tezine manifestacije
simptoma svakako ¢e biti veliki izazov
za klini¢are. Ujedno to upucuje na ne-
minovnost uklju¢ivanja psihologa u
proces dijagnosticiranja na nacin koji
je drugaciji od tradicionalnog kao i
kvalitativno bolju suradnju psihijatara
1 psihologa.

S druge strane, kako navode Lingiardi
1 McWiliams (18) klini¢ari se svakod-
nevno suocavaju sa subjektivnoscu
pojedinaca, §to namece potrebu za
potpunijim opisom unutarnjeg zivota
pacijenata kako bi razumjeli njihova
osebujna iskustva. MKB-11 i DSM-5
na odreden nacin kategoriziraju pa-

evaluated on a quantitative dimension
(46), which provides greater opportunities
to measure the effectiveness of various
interventions, including psychotherapeu-
tic ones. This is a challenge, but also an
opportunity for psychotherapeutic inter-
ventions, the application of which has not
been evidence-based until now. The com-
bination of phenomenological descrip-
tions and operational principles of sever-
ity measurability points to the necessity
of operationalizing the assessment of
individual psychopathological manifes-
tations and developing an assessment
instrument intended for the detection of
the severity of the disorder. Determining
the intensity of the disorder and severity
of symptom manifestation will certainly
be a great challenge for clinicians. At the
same time, this points to the inevitabil-
ity of involving psychologists in the di-
agnostic process in such manner which
differs from the traditional one, as well as
qualitatively better cooperation between
psychiatrists and psychologists.

On the other hand, as stated by Lingiar-
di and McWiliams (18), clinicians face
the subjectivity of individuals every day,
which imposes the need for a more com-
plete description of the patients’ inner
lives, in order to understand their pecu-
liar experiences. ICD-11 and DSM-5 have
a specific way of categorizing patients
according to the group of symptoms,
syndromes, and common behavioral and
phenomenological features. The patient’s



cijente prema skupini simptoma, sin-
dromima, zajedni¢kim bihevioralnim
i fenomenoloskim obiljeZjima. Paci-
jentovo subjektivno iskustvo manje je
bitno. Sama kategorijalna dijagnoza ne
moZe ukazati na sloZenost razli¢itih
¢imbenika i niza dogadaja koji dovode
do razvoja duSevnog poremecaja (47).
Nacin kako je formulirana dijagnoza
moZze pomoci u predvidanju prognoze,
primjerice ako ukljucuje dimenzije lon-
gitudinalnog tijeka i teZine, medutim to
direktno ne utjece na to kakav ¢e biti
ishod tretmana. Za ishod tretmana bi-
tan je odnos sa pacijentom, kao 1 umi-
je¢e uporabe i integriranja razliéitih
terapijskih alata. Odnos sa pacijentom
pocinje se graditi ve¢ prvim kontaktom
1 prvim intervjuom uspostavljanjem
povjerenja, prihvacanja i razumijeva-
nja pacijentovih poteskoca i konteksta
u kojem jest. Kako i na koji nacin se po-
stigne razumijevanje pacijenta odredit
¢eiplan tretmana i pomoc¢i u predvida-
nju pacijentovog odgovora na tretman.
Pristup usmjeren na osobu 1 psihodi-
namicka formulacija mogu biti korisni
alati u boljem razumijevanju osobe i
izgradnji terapijskog odnosa. Prema
Bohmeru (47) psihodinamicka formu-
lacija, kao kratki opis jedinstvenog
unutarnjeg Zivota pacijenta, igra vaznu
ulogu u predvidanju pacijentovog od-
govora na lijecenje 1 tako omogucuje
bolje upravljanje pacijentima. Sposob-
nost formuliranje problema pacijenta
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subjective experience is less important. A
categorical diagnosis alone cannot indi-
cate the complexity of various factors and
the series of events that lead to the de-
velopment of a mental disorder (47). The
manner in which the diagnosis is formu-
lated can help predict the prognosis, for
example, if it includes dimensions of lon-
gitudinal course and severity. However,
this does not directly affect the outcome
of the treatment. The relationship with
the patient is important for the outcome
of the treatment, as well as the skill of us-
ing and integrating different therapeutic
tools. The relationship with the patient
begins at first contact and with the first
interview by establishing trust, accep-
tance and understanding of the patient’s
difficulties, as well as the context which
they are in. How and in what way the un-
derstanding of the patient is achieved will
determine the treatment plan and help
predict the patient's response to treat-
ment. A person-focused approach and
psychodynamic formulation can be use-
ful tools for the better understanding of a
person and for building a therapeutic re-
lationship. According to Bohmer (47), the
psychodynamic formulation, as a brief
description of the patient’s unique inner
life, plays an important role in predicting
the patient’s response to treatment and
thus enables better patient management.
The ability to formulate the patient’s
problem in a psychodynamic way should
be an integral part of psychiatric training.
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na psihodinamicki nacin trebalo bi biti
sastavni dio psihijatrijske obuke.

Psihodinamicko razumijevanje i pri-
stup moZe se primijeniti neovisno o
tome koja vrsta lijeCenja je indicirana
(lijekovi, kratko- ili dugoro¢ne psiho-
terapijske intervencije, rehabilitacijski
postupci). Danas psihodinamicka per-
spektiva uzima u obzir bioloske pre-
disponirajuce ¢imbenike kao jednu od
komponenti vulnerabilnosti, kao 1 to
da se psihodinamicki pristup moze u
praksi uspjesno kombinirati sa kogni-
tivno-bihevioralnim i da jedan drugog
ne iskljucuju. Fokus psihodinamicke
perspektive je na poboljSanju razumi-
jevanja osobe u sadasnjosti, a za Sto
je vazno razmatranje ranih Zivotnih
iskustava i ucinka tih iskustava na
oblikovanje unutarnjeg svijeta osobe,
kao i razmatranje kasnijih iskustava i
poteskoca. Luyten i Blatt (15) isti¢u da
su psihodinamicki pristupi temeljno
orijentirani na razvoj, prateci razli¢ite
putove od djetinjstva do odrasle dobi i
identificiraju¢i kako se sloZene interak-
cije izmedu bioloskih i psihosocijalnih
¢imbenika izrazavaju tijekom Zivota.
1z psihodinamicke perspektive, dusev-
ni se poremecaji ne vide kao stati¢na
krajnja stanja, ve¢ kao funkcionalni
- to jest, kao pokusaji prilagodbe (48).
Uvodenjem u MKB-11 dimenzionalnog
pristupai pristupa usmjerenog na funk-
cioniranje psihodinamicka perspektiva
dobiva na znacaju i pretpostaviti je da

Psychodynamic understanding and ap-
proach can be applied regardless of what
type of treatment is indicated (medica-
tions, short- or long-term psychothera-
peutic interventions, rehabilitation proce-
dures). The psychodynamic perspective
today takes into account the biological
predisposing factors as one of the compo-
nents of vulnerability, as well as the fact
that the psychodynamic approach can be
successfully combined with the cogni-
tive-behavioral approach in practice, and
that they do not exclude each other. The
focus of psychodynamic perspective is on
improving the understanding of a person
in the present, for which it is important
to consider early life experiences and the
effect these experiences have on shaping
the person’s inner world, as well as later
experiences and difficulties. Luyten and
Blatt (15) point out that psychodynamic
approaches are fundamentally develop-
mentally oriented, following different
pathways from childhood to adulthood
and identifying how complex interactions
between biological and psychosocial fac-
tors are expressed throughout life. From a
psychodynamic perspective, mental dis-
orders are not seen as static end states,
but as functional —i.e. they are seen as at-
tempts at adaptation (48). By introducing
a dimensional approach and an approach
focused on functioning into the ICD-11,
the psychodynamic perspective gains
importance and it is assumed that this
will especially come to the fore during the



¢e tijekom primjene dijagnostickih
smjernica to posebno do¢i do izrazaja,
na primjer kod poremecaja licnosti ili
poremecaja s tjelesnim distresom (pri-
mjeri ne iskljuc¢uju druge poremecaje).
Razumijevanje konstelacije simptoma
kod osnovnih obiljeZja bilo kojeg du-
Sevnog poremecaja i stupnja osteéenja
funkcionalnosti kod svakog pojedinac-
nog pacijenta nesumnjivo ¢e u zahti-
jevati, izmedu ostalog, razumijevanje
strukture osobnosti, sredisnjih kon-
flikata i svih drugih elemenata jedne
objasnjavajucée formulacije. Gaebel i su-
radnici (46) u raspravi o MKB-11 promje-
nama i budu¢im pravcima psihijatrijske
klasifikacije zagovaraju postupni pri-
stup dijagnozi koji zadrZzava kategori-
jalnu klasifikaciju, ali dopusta detaljnije
dimenzionalne procjene psihopatologi-
je za informiranje lijeCenja u specijali-
ziranim okruZenjima i istrazivanjima.
Dijagnostic¢ke kategorije su nuzne za
brzu komunikaciju u najsirem smislu
znacenja medu razli¢itim akterima, a
dimenzionalne dopune daju nijansira-
niji profil simptoma $to otvara prostor
za primjenu konceptualizacije svakog
pojedinacnog kroz razlic¢ite psiholoske
okvire, ukljucéujucéi i psihodinamicki.

ZAKLJUCAK

Ucinjena je opseZna revizija klasifi-
kacije duSevnih poremecaja u MKB-11
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application of the diagnostic guidelines,
e.g. in the case of personality disorders
or disorders of bodily distress (examples
do not exclude other disorders). Under-
standing the symptom constellation of
the basic features of any mental disorder
and the degree of functional impairment
in each individual patient will undoubt-
edly require, among other things, an un-
derstanding of personality structure, core
conflicts, and all other elements of an ex-
planatory formulation. Discussing ICD-11
changes and future directions for psychi-
atric classification, Gaebel et al. (46) ad-
vocate a gradual approach to diagnosis
that retains categorical classification, but
allows for more detailed dimensional as-
sessments of psychopathology in order to
inform treatment in specialized settings
and research. Diagnostic categories are
necessary for quick communication in
the broadest sense of its meaning among
different partakers, while dimensional
additions provide a more nuanced pro-
file of symptoms, which opens up space
for the application of conceptualization
of each individual through different psy-
chological frameworks, including psycho-
dynamic ones.

CONCLUSION

An extensive revision of the classifica-
tion of mental disorders in ICD-11 was
conducted, including the structure of the
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ukljucujuci strukturu poglavlja o du-
Sevnim poremecajima, uvodenje no-
vih kategorija i skupina dijagnostickih
kategorija, strukturiranije prikazanim
kliniékim opisima i dijagnostickim
smjernicama. Kao bitna inovacija na-
vodi se uvodenje dimenzionalnosti za
neke dusevne poremecaje. Pomak ka
dimenzionalnosti posebno je naglasen
kod poremecaja licnosti, shizofrenije i
drugih primarnih psihoti¢nih poreme-
¢aja, depresivne epizode u poreme-
¢ajima raspoloZenja. Iako su uvedene
odredene inovacije i velike promjene,
klasifikacija je ostala najve¢im dijelom
kategorijalna, deskriptivna, ateorijska i
usmjerena prema poremecaju. Integra-
cija dimenzionalnog pristupa u neke
kategorije, posebno za poremecaje li¢-
nosti, i njihova klasifikacija na temelju
funkcioniranja selfa, kao i usvajanje
razvojne perspektive vra¢a znacaj psi-
hodinamic¢kog videnja dusevnih pore-
mecaja.
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