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SUMMARY

Introduction This article presents our experiences in the field of forensic post-traumatic stress disorder
(PTSD).

Objective The study examined parameters of 30 patients with PTSD who were the subject of forensic
expertise (PTSDF) and in 30 patients with PTSD who were not (PTSDN).

Methods Clinical research and the battery of tests (Impact of Event Scale - IES, Mississippi Scale, and
list of symptoms of PCL-M) covered a total of 60 male subjects with a verified diagnosis of PTSD. The
study involved socio-demographic variables, catastrophic experience, enduring personality change
after catastrophic experience (EPCACE), comorbidity disorders and non-material damage.

Results In terms of respondents’ average age, years of education, marital status, time of military engage-
ment, there were no statistically significant differences between PTSDF and PTSDN groups. In terms
of EPCACE statistically significant differences were found in both PTSDF and PTSDN groups. Among
PTSDF respondents (N=30) EPCACE was verified in 83.33% (N=25), and among PTSDN in 23.33% (N=7)
(p<0.05). In terms of comorbidity disorders and the parameter of non-material damage no statistically
significant differences were found either in PTSDF or PTSDN group.

Conclusion In terms of EPCACE there were statistically significant differences both in PTSDF and PTSDN
group. Forensic and psychiatric meaning of PTSD encompasses a number of complex elements on which
forensic expert opinion depends, while the existence of PTSD diagnosis itself does not affect creation
of opinions. The study should serve to identify methodological and conceptual problems in the field
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of forensic aspects of PTSD.
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INTRODUCTION

Forensic psychiatric exploration of post-trau-
matic stress disorder (PTSD) is an important
chapter in psychiatry. Exploration of a constel-
lation of extreme traumatic experiences and
mental disorders after traumatic experiences
and their perception for the needs of the court
dates back to much earlier times. Hamilton’s
text published in 1904, emphasising in the title
“for judicial use’, points out that, in addition
to doctors and lawyers, it is also intended for
the use in the courts. Numerous studies report
a positive correlation between PTSD and in-
creased use of alcohol, drugs and other medi-
cations [1, 2]. Brown and Wolfe in their study
of subjects with clinically verified PTSD, 46%
were those who used psychoactive substances
[3]. There are numerous papers which men-
tion that induction of psychosis is possible
by means of PTSD or dissociative state after
trauma, which in the later symptoms of PTSD
have a significant role [4, 5]. In general, PTSD
has serious effects on almost all spheres of life
and work, while the specific impact of a high
level of depression, suicidal tendencies and ex-
cessive alcohol use show that trauma can have
long-term late effects, which is important for
forensic psychiatric considerations [6, 7]. The
diagnosis of anxiety, stress-related and somato-

form disorders (labelled from F40-48 to ICD-
10) does not in itself constitute grounds for
incompetence or significantly reduced mental
capacity. In most of entities of this group in
principle there is “no alienation from reality”,
which significantly influences the opinion of
experts for this diagnostic category. When it
comes to certain entities in the group F40-48 to
ICD-10 things can stand differently, especially
when it comes to PTSD with a wide range of
possible complications, late and lasting changes.

The relationship of PTSD and crime can be
multidirectional. A criminal act may happen
due to PTSD, but also PTSD may be the result
of crime. When the crime is a consequence of
PTSD it is usually related to the presence of
dissociative phenomena (“flashbacks”) with an
additional contribution to a series of secondary
contributing (“trigger”) factors such as inter-
personal conflicts, financial problems, previous
motivation for criminal activity, etc., as well as
the presence of “constellation” or “complica-
tion” factors. Very rarely the criminal act is a
direct result of PTSD as a diagnostic category.
PTSD as a result of actions evolves and can be
present in the victim, but can be also present in
the perpetrator (when crime is stressful for the
offender and when it precedes PTSD). Forensic
significance of PTSD results from a specific,
typical symptoms and reactions, possible com-
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plications of PTSD, and late and lasting effects of PTSD and
their manifestations. Depending on the degree of disorders
changes, forensic psychiatric significance in the field of
criminal or civil law also fluctuates. For a crime (offence
against the law) related to the “complication” factor with
PTSD (for example, excessive use of alcohol that developed
on the basis of the underlying PTSD) the role of this factor
in the mental domain is also considered [3, 4].

In practice, forensic significance of PTSD can be ob-
served in a narrow and broad sense. Under PTSD (ac-
cording to ICD-10) we mean a disorder with a maximum
duration of two years (forensic significance of PTSD in the
narrow sense), while the consequences of PTSD in the form
of EPCACE after a catastrophic experience with a duration
of over two years are seen as the forensic significance of
PTSD in a broader sense. We must keep in mind possible
symptoms associated with PTSD, which have such a quality
that they can be classified as a separate entity (associated
with anxiety, depression, etc.) and other affiliated separate
entities (comorbidity) [5]. The simplest psychiatric assess-
ment is when PTSD exists in isolation without associated
symptoms and without comorbidity, which in practice is
rarely encountered. Accountability of perpetrators can in
this case be reduced, and very rarely is significantly re-
duced. More complex psychiatric examination is when
PTSD is accompanied by associated symptoms, which is
often encountered in practice. The responsibility of the
perpetrators can then be reduced to a range of signifi-
cantly reduced, with incompetence not being excluded,
even though it is rare. The most complicated psychiatric
assessment is when with PTSD one or more other diag-
nostic categories are present, each of which presents itself
as a separate entity. The responsibility of perpetrators can
then be significantly reduced, with incompetence not being
excluded. PTSD is of great forensic importance especially
in the post-war period. Specific constellations during and
after the war include analysis of all relevant coincidental
interaction factors in determining this significance. It is
very important in PTSD to properly evaluate the relation-
ship between traumatic stress disorder and psychiatric
symptoms, as well as the correlation between psychiatric
symptoms and a criminal act. It is important to differen-
tiate between health consequences of catastrophic events
of war with PTSD and without PTSD. War veterans with
PTSD are at a higher risk of dermatological, gastrointes-
tinal, ophthalmic, endocrine and cardiovascular diseases,
when compared to veterans without PTSD [5, 6]. Forensic
significance of PTSD can be seen in specific constellations
such as PTSD-suicide, PTSD-homicide, PTSD-alcohol of-
fences. The triad PTSD-alcohol-homicide can sometimes
be present. Since alcohol lowers the threshold of tolerance
to frustration and encourages aggression, constellation of
the aforementioned triad should always properly appreciate
the influence of all relevant factors. Particularly significant
is the relationship of PTSD with comorbidity. The most
common comorbid diagnoses with PTSD are mood disor-
ders (depression), use of psychoactive substances (drugs)
and other anxiety conditions. There is also a problem of
“overlapping” of symptoms. According to the national co-

morbidity examination data in the United States, 59% of
men and 44% of women with PTSD show criteria for 3
or more other psychiatric diagnoses. Studies have shown
that in 80% of individuals diagnosed with PTSD, one or
two more psychiatric disorders are also diagnosed, most
commonly depression or anxiety states, neurosis or organic
mental disorder. It is therefore necessary to consider the
importance of crime related to PTSD in the context of
the abovementioned relation of PTSD with comorbidity
[7]. Forensic significance of PTSD in the broad sense is
an analysis of EPCACE (lasting longer than two years).
As EPCACE entity has its own peculiarities (according to
ICD-10), forensic psychiatric process establishes all ele-
ments necessary for expertise. Usually, constellation factors
have an impact and may reduce the ability of understanding
actions and management practices [8, 9].

Criminal legal significance

PTSD is an entity that may be present before and/or after
the crime, separately in the victim or perpetrator, or both,
and it may also be present in the witness in the proceedings.
Sometimes both the perpetrator and the victim have veri-
fied PTSD in the time before the offence was committed
and/or after the offence was committed. Then you have
to look at both sides and determine the elements related
to the emergence and impact of PTSD during the offence.
If there are reasons for it, possible impact of the victim in
this work will also be analysed.

Psychiatric expertise of victims in criminal proceedings
should answer the following questions: Can a victim of
such behaviour (in time before the start of the act) initiate
the act, or direct it in any direction, or act on its imple-
mentation, and also if he/she can have an active role in the
segments of the act, etc.? Can mental state of the victim in
terms of present PTSD affect the behaviour of perpetrators
of crimes. Criminal act depends on the characteristics of
perpetrators, victims and other factors. Homicide can be
affected by emotional and social relationships, victim in
the act of murder can play an active role; homicide can
be triggered by provocative conduct of the victim. Usu-
ally relationships between victims and perpetrators are
»burdened” with the past (earlier disagreements) when
the motives for murder can be drawn from such relations.

Psychiatric expertise of the witness is to answer the
question whether the testimony can be taken as reliable.
This depends on the state of his mental health during tem-
porae criminis and in time of giving evidence in court.
People with PTSD can be reliable witnesses, if they had
a neat observation at tempore criminis and reproduction
of the observed in the time of giving evidence in court,
otherwise they may give completely false statements.

Psychiatric expertise perpetrators of felonies with
PTSD are performed in order to assess the capability of
understanding the acts and management of procedures
of temporae criminis. It is necessary to differentiate be-
tween parts of the offence connected with PTSD, parts
in connection with morbid structure, analyze exogenous
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provoking (“trigger”) factors, and assess their motivation
to act. In the dynamics of the offence difference must be
observed between psychological and psychopathological
processes. Present motivation refers to the psychological
motives of the dynamics of offence. Unfortunately, when
it comes to PTSD, psychological and psychopathological
processes are largely intertwined, so an expert has a dif-
ficult task when he needs to assess the risk or consequences
that result from the disorder itself. Experiences such as
dissociative “flashbacks” of PTSD open a new dimension
of observance of relationships when considering account-
ability, because these states fall into a category that can be
treated as “temporary mental disorder” that in accordance
with the law can result in incompetence.

Psychiatric expertise of PTSD associated with comor-
bidity disorders is of particular significance. PTSD asso-
ciated with depression, personality disorders, alcoholism
and other addictions, psychotic reactions, presents a better
foundation for a much easier and faster development of
conditions for delinquent and criminal behaviour. The core
of the influences of common disorders associated with
PTSD (alcoholism, drug addiction) affects the nervous
system, so it disturbs logical thinking and rational be-
haviour by launching aggressive tendencies. Under such
circumstances even a harmless situation may cause an un-
controlled turn which can result in murder or other felony.
Exceptional significance is that of comorbidity of PTSD
with psychotic disorders or diseases.

David and his associates mention 40% of veterans with
resulting PTSD in hospital treatment showing proven psy-
chotic symptoms [9, 10].

Forensic importance of consequences of PTSD in the
form of EPCACE include among other things analysis
of inflexible and poorly adaptive patterns of behaviour,
changes in interpersonal, social and occupational func-
tioning, recording of characteristics of individuals who
previously did not exist (such as alienation, helplessness,
vulnerability, social withdrawal, hostility attitude toward
the environment, etc.) In the forensic psychiatric process
determined are all elements and specific characteristics
necessary for expertise. Usually “complication” factors
for EPCACE may have a significant impact on the abil-
ity of understanding the acts and management practices.
Criminogenic circuit which is in post-war conditions
frequently encountered includes EPCACE, alcohol (or
poly-addictions), unemployment, and aggression. It is
necessary to clearly differentiate between “enduring per-
sonality changes after catastrophic experience” and other
permanent personality changes. Characteristic impulsive
and aggressive behaviour may be present in EPCACE,
which can be dangerous to the victim-offender relation-
ship, because a small provocation by the victim or even
absence of it may result in disproportionate response by
the offender with an uncertain outcome. Offenders with
EPCACE are often characterised by diminished mental
capability, rarely by complete mental responsibility, and
very rarely by substantially reduced responsibility, and
only exceptionally by incapability [11, 12].
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Civil legal significance

Overall capacity (person’s ability to perform legal actions
to protect its rights and interests) when it comes to PTSD
in most cases it is completely preserved (full legal capac-
ity), can be significantly compromised or incompletely
preserved (partial legal capacity), whereas in complex cases
it can be absent (individuals with PTSD may be incapable
for doing business). In practice, in cases of PTSD with
comorbidity legal capacity may be questioned. In any such
case it is necessary to appreciate the impact of individual
elements and give an opinion based on the total impression
of business skills in general. When a person with PTSD
and with effects of the excessive use of alcohol or drugs
is an immediate threat to their own rights and interests
of others, he or she is in part deprived of legal capacity.
When a person with PTSD or the consequences of PTSD
is not able to care about their rights and interests, he or
she is completely deprived of legal capacity (which is in
practice very rare).

Expertise of contractual ability and validity of the con-
tract (specific legal capacity) in patients with PTSD is a
voluntary assessment of vocational and intellectual func-
tions (reasoning ability) in “temporae acti”. The expert
needs to express opinion on the mental health of people
“in tempore acti” for sales contracts, contracts of gift, life-
long care or other.

Testator capacity (specific business capability) can rarely
be questioned with PTSD, except when in “tempore acti”
any associated symptoms of PTSD have the quality of
those upon which the other entity with the same symp-
toms would surely bring testator capacity into question.
Since for this specific business capacity quantum of smaller
capacity is sufficient, reasoning ability is crucial, and this
ability is usually preserved with PTSD.

Expert Evaluation of non-material damage in people
with PTSD and permanent consequences of PTSD is fre-
quent in the post-war period. Expert Evaluation of non-
material damages includes assessed suffered pain, fear,
mental suffering (mental pain), reduction of general life
activity and disfiguration. Physical pain and disfiguration
are estimated as a result of hurt, if it exists with PTSD. As-
sessment of suffered fear and mental suffering is essential
for PTSD. Psychological suffering is estimated based on
specific emotional reactions to individuals with PTSD.
Disorders of interpersonal, occupational and social func-
tioning of EPCACE must be analyzed in the context of
estimates for the expertise of general life activity. Assess-
ment of suffered fear and physical suffering (mental pain)
in patients with EPCACE is to be done by a psychiatrist.
Thus, the assessment of general life activities in persons
with EPCACE must be in the domain of psychiatrists. The
primary fear implies a vital threat at the moment of cata-
strophic experience. Secondary fear then generally follows
in the form of concern for the outcome of treatment, in-
creases in the intervals with the emergence of flashbacks,
and reduces in the majority of EPCACE over time. The
fear leaves permanent sequels, in the case of EPCACE.
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Disorders of interpersonal and social functioning of the
EPCACE must be analyzed in the context of the estimates
for the expertise of general life activities [12].

Expert Evaluation of associated craniocerebral injuries
and other injuries with PTSD are common in post-war
period (with prisoners, inmates, soldiers). Differentiation
between symptoms of EPCACE (F62.0) and organic per-
sonality change (F07.0) in cases of comorbidity of these
two entities is very difficult, sometimes impossible. To give
a final opinion on the lasting effects of PTSD or a crani-
ocerebral injury associated with PTSD a sufficient period
of time (usually two to four years) should pass [13, 14].

Expert Evaluation of the ability to marry a person with
PTSD is rare, while persons with a diagnosis of EPCACE
(F62.0) due to the specificity of this entity can often be
the subject of this testimony. Family Law, by considering
and analyzing “misleading characteristic of the spouse”
includes the possibility of annulment of marriage, among
other things, in cases of “permanent, serious or dangerous
diseases” Enduring personality changes can be serious in a
way that they endanger the life of the patient, or paralyze
life considerably, and may be hazardous to the environ-
ment or health or life of the spouse, and by definition are
permanent, so EPCACE could be the reason for the annul-
ment of marriage [12, 15]. Expert Evaluation of eligibility
to get the right to raise children in divorce proceedings are
tough when it comes to PTSD, and especially delicate when
it comes to EPCACE. A multidisciplinary team should as-
sess the marital situation and mental state of both parents
(rarely is disorder present in only one parent!) 7, 16].

OBJECTIVE

The study examines the parameters in 30 patients with
PTSD who are the subject of forensic expert opinion
(PTSDF) and in 30 patients with PTSD who are not
(PTSDN). Examined are socio-demographic variables,
catastrophic experiences, EPCACE, associated disorders
and non-material damage.

METHODS

Clinical research and the battery of tests included a total
of 60 male subjects with a verified diagnosis of PTSD. Re-
spondents, in accordance with ethical principles, consented
to participate in the study. Respondents were administered
the following questionnaires: the Impact of Event Scale
(Impact of Event Scale - IES) [18]; Mississippi Scale for
PTSD caused by war (Mississippi Scale for Combat-related
PTSD) [19] and the adapted List of symptoms for PTSD-
Military Version (PTSD Symptom Checklist - Military
Version, PCL-M). In all subjects the diagnosis of PTSD
was determined according to the criteria of ICD-10 clas-
sification. History of the disease, findings and opinions,
complete medical records and confirmation from the unit
(about wounding, capturing, etc.) were used. Statistical
analysis: Results of data analysis were calculated using the

Statistical Package for Social Sciences (SPSS 18.0) for Win-
dows. We applied the Kruskal-Wallis and Mann-Whitney
U-test with significance at p<0.05.

RESULTS

Sociodemographic variables and catastrophic experiences
are presented in Table 1. In terms of average age of respond-
ents, years of education, marital status, time of military
engagement in PTSDF and PTSDN groups there were no
statistically significant differences. All respondents have
included at least one extreme catastrophic experience. In
the PTSDF respondents 13.33% of all respondents (N=4)
confirmed the existence of a single catastrophic experi-
ence, while 36.67% (N=11) confirmed the presence of two
disastrous experiences, and 26.67% (N=8) confirmed the
presence of three disastrous experiences, while 23.33%
(N=7) of subjects confirmed 4 or more catastrophic events.
Results for the PTSDN group had no significant devia-
tions compared to the PTSDF group, and no statistically
significant differences between the groups.

Enduring personality changes, associated disorders and
non-material damage parameters are presented in Table
2. In terms of EPCACE, in PTSDF and PTSDN groups
statistically significant differences were found. In PTSDF
respondents (N=30) for which the relevant court order ap-
pointed an expert in regard to war damage 83.33% (N=25)
were verified with EPCACE, while in PTSDN respondents
EPCACE was verified in 23.33% (N=7). In terms of associ-
ated disorders and parameters for non-material damage, in
PTSDF and PTSDN groups statistically significant differ-
ences were found. In 66.66% (N=20) of all (N=30) PTSDF
respondents verified were associated disorders: personality
disorders, depression, alcoholism, addiction and psychotic
reactions, while in 73.33% (N=22) of all (N=30) PTSDN
respondents verified were comorbidity disorders. Among
the examined parameters of non-material damages, there

Table 1. Sociodemographic variables and catastrophic experiences

. Number of patients
Variables
PTSPV group | PTSPN group
18-25 2 (6.67%) 1(3.33%)
Age 26-35 11 (36.67%) 10 (33.33%)
(years) 36-45 8 (26.66%) 10 (33.33%)
>46 9 (30.00%) 9 (30.00%)
g 4-8 10 (33.33%) 9 (30.00%)
Education
(years) 9-12 18 (60.00%) 20 (66.66%)
>13 2 (6.67%) 1(3.33%)
. Married 24 (80.00%) 20 (66.66%)
Marital status -
Unmarried 6 (20.00%) 10 (33.33%)
0-3 2 (6.67%) 1(3.33%)
Military 4-12 2 (6.67%) 3(10.00%)
involvement 13-24 2 (6.67%) 2 (6.67%)
(months) 25-36 7 (23.33%) 6 (20.00%)
>37 17 (56.67%) 18 (60.00%)
1 4 (13.33%) 5 (16.66%)
Catastrophic 2 11 (36.67%) 10 (33.33%)
experience S .
(number) 3 8 (26.67%) 7 (23.33%)
>4 7 (23.33%) 8 (26.67%)
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Table 2. Enduring personality changes, associated disorders and non-
material damage parameters

Number of patients

Parameters

PTSPV group | PTSPN group
Enduring personality changes* 25 (83.33%) 7 (23.33%)
Associated disorders** 20 (66.66%) 22 (73.33%)

Impairment of general life

activities (general viability) 24 (80.00%) 21 (70.00%)
Suffered fear and physical

suffering 24 (80.00%) 23 (76.66%)
Physical pain and disfiguration 5 (16.66%) 4 (13.33%)
Craniocerebral injury 3(10.00%) 2 (6.66%)

*

p<0.05
** Personality disorders, depression, alcoholism, substance abuse, psychotic
reactions

were differences but they were not statistically significant.
In PTSDF respondents impairment of general life activities
was verified in 80.0% (N=24), while in the PTSDN group it
was for 70.0% (N=21). In terms of fear and suffered psycho-
logical suffering (mental pain) representation of PTSDF was
found in 80.0% (N=24) subjects, and in the PTSDN group
76.66% (N=23). In a small number of PTSDF respondents,
16.66% (N=5) had physical pain and disfiguration, while
in the PTSDN group 13.33% (N=3). In our material, 10.0%
(N=3) had craniocerebral injuries associated with PTSD,
while in the PTSDN group 6.66% (N=2).

DISCUSSION

As confirmed by our experience, individuals with PTSD of-
ten appear in cases of consequential non-material damage.
The study included demographic variables, catastrophic ex-
periences, exploration and analysis of aspects of personality
and inflexible and poorly adaptive patterns of behaviour,
changes in social, occupational and interpersonal func-
tioning, recording of characteristics of individuals which
previously did not exist (such as alienation, helplessness,
vulnerability, social withdrawal, hostile attitude toward
the environment, etc.) and consequently the associated
disturbances, parameters of non-material damage in the
form of reductions of general viability and suffered fear
and mental suffering in PTSDF and PTSDN groups. The
results which revealed a high level of association between
comorbidity disorders and non-material damage param-
eters in the form of reductions of general viability and
suffered fear and physical suffering in the PTSDF group
are consistent with previous studies [15, 19-22].

To retrospectively determine the catastrophic experience
before the advent of post-traumatic symptoms, we used
the certificate (in units) or existing medical records. Based
on the length of military engagement it can be concluded
that the majority of respondents were exposed to multiple
war traumas for a long time. Only 13.33% (N=4) of the
respondents in the PTSDF group had only one catastrophic
event. Analysis of EPCACE and associated disorders has
special significance for the results of psychiatric evaluation.
Obvious differences in terms of EPCACE in PTSDF and
PTSDN groups were statistically significant (Table 2) but
we could not compare them with similar studies because
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other studies had not been carried out. Out of all PTSDF
respondents (N=30) 83.33% (N=25) were verified with
EPCACE, while in PTSDN 23.33% (N=7) were verified
with EPCACE, which supports the thesis that PTSDF re-
spondents frequently have EPCACE (which is understand-
able since these are required by a court assessment of non-
material damage). Despite confirmed differences in terms
of EPCACE, in our test material, no difference was found
in associated disorders (personality disorders, depression,
alcoholism, addiction and psychotic reactions). Complica-
tion factors for EPCACE have a significant impact on the
assessment of general viability. In PTSDF respondents the
impairment of general life activities was verified for 80.0%
(N=24), while in the PTSDN group 70.0% (N=21). Within
the mental suffering of PTSD associated with injuries and/
or disabilities, among other things, we appreciated suffering
due to the disruption of continuity of ordinary life activities,
pain due to treatment and during treatment and suffering
due to long-term harm. In terms of fear and suffered psy-
chological suffering (mental pain) representation of PTSDF
was found in 80.0% (N=24) of subjects in the group, and
PTSDN in 76.66% (N=23). A small number of PTSDF re-
spondents (16.66%) (N=>5) had coexisting physical pain and
disfiguration, while in the PTSDN group 13.33% (N=3). In
our material 10.0% (N=3) had craniocerebral injuries asso-
ciated with PTSD, while in the PTSDN group 6.66% (N=2).
Additional elements which were examined: fear resulting
from mental suffering, physical pain and disfiguration, as
well as craniocerebral injury; these results corresponded to
those of previous studies [1, 3, 6, 15, 23, 24, 25].

Differentiation of symptoms of EPCACE (F62.0) and or-
ganic personality changes (F07.0) in cases of comorbidity of
these two entities is very difficult (sometimes impossible!).
Interweaving of affective, cognitive, behavioural and other
disorders in these entities makes it highly difficult to make
the differentiation. Development of services of Telepsy-
chiatric system monitoring of catastrophic consequences
of the experiences and implementation of Telepsychiatry
in the judiciary sphere will contribute to the quality of
perception of a wide range of forensic aspects of PTSD
and EPCACE domains [11, 26, 27].

CONCLUSION

In terms of EPCACE for PTSDF and PTSDN groups statis-
tically significant differences were found. In terms of aver-
age age of respondents, years of education, marital status,
time of military engagement, associated disorders and pa-
rameters for non-material damage in PTSDF and PTSDN
groups statistically significant differences were not found.
The patient with PTSD requires involvement of a number
of mechanisms in order to ward off further (secondary)
traumatization, which is done to prevent criminal behav-
iour. Psycho-socio-therapeutic interventions, in particular
adequate treatment and educational activities within the
wider social environment, and the use of Telepsychiatry,
significantly contribute to the prevention of criminogenic
factors and antisocial behaviour.



Srp Arh Celok Lek. 2011;139(Suppl 1):46-51

REFERENCES

1. Stojakovi¢ M. Analiza kasnih reperkusija posttraumatskog stresnog
poremecaja. Banjaluka: Art print; 2010.

2. Goreta M. Forensic significance of PTSD caused by war trauma.
Zagreb: Naklada Zadro; 2004.

3. Stojakovi¢ M. Analiza posttraumatskog stresnog poremecaja kod
forenzickih ispitanika [supspecijalisticki rad]. Beograd: Medicinski
fakultet Univerziteta u Beogradu; 2001.

4. World Health Organization. The ICD-10 classification of mental and
behavioral disorders. Clinical descriptions and diagnostic
guidelines. Geneva: World Health Organization; 1992.

5. Stojakovi¢ M. Forenzicki aspekti posttraumatskog stresnog
poremecaja i kasnih posljedica posttraumatskog stresnog
poremecaja. Vjestak. 2002; (3):20.

6. Stojakovi¢ M. Analiza i znacaj kasnih posljedica posttraumatskog
stresnog poremecaja [doktorska disertacija]. Banjaluka: Medinski
fakultet Univerziteta u Banjaluci; 1999.

7. Stojakovi¢ M. Posttraumatski stresni poremecaj. Banjaluka:
Univerzitetska knjiga; 2003.

8. Stojakovi¢ M, Nikolovska D. Victims of war, impact of mental health.
14th World Meeting - Prevention and Control of Aggression and
Impact on it's Victims. Valencia symposium; 2000.

9. Stojakovi¢ M. Traumatsko iskustvo i posttraumatski stresni
poremecaj kod forenzickih ispitanika. Kongres psihijatara Bosne i
Hercegovine sa medunarodnim uceséem, Sarajevo, 2003.

10. Miljevi¢ CD, Miloevi¢ A, Jankovi¢ N. O posttraumatskom
poremecaju i problemima vestacenja takvog poremecaja. Svet
rada. 2008; 5:218-25.

11. Spitzer C, Dudeck M, Liss H, Orlob S, Gillner M, Freyberger HJ.
Post-traumatic stress disorder in forensic inpatients. The Journal of
Forensic Psychiatry and Psychology. 2001; 12(1):63-77.

12. Stojakovi¢ M. Psihijatrijska vjestacenja nematerijalne stete kod
posttraumatskog stresnog poremecaja i trajnih promjena licnosti
nakon katastrofi¢nog iskustva. Medici com. 2004; (3):26.

13. Stojakovi¢ M. Consequences of war posttraumatic stress disorder.
14th World Meeting - Prevention and Control of Aggression and
Impact on it's Victims. Valencia symposium; 2000.

14. Stojakovi¢ M, Stojakovi¢ B. Nematerijalna Steta kod
posttraumatskog stresnog poremecaja i trajnih promjena licnosti

nakon katastrofi¢nog iskustva. Vjestak. 2002; (4):21.

15. Stojakovi¢ M. Komparativna analiza PTSP kod forenzickih vojnih i
civilnih ispitanika. Banjaluka: Grafomark; 2009.

16. Stojakovi¢ M. Nematerijalne stete kod posttraumatskog stresnog
poremecaja ili PTSP-a i trajnih promjena li¢nosti nakon
katastroficnog iskustva. Engrami - ¢asopis za klinicku psihijatriju,
psihologiju i grani¢ne discipline. 2003; 25(1-2):55-61.

17. Horowitz M, Wilner N, Alvarez W. Impact of event scale: a measure
of subjective stress. Psychosomatic Medicine. 1979; 41(3):209-18.

18. Keane TM, Caddell JM, Taylor KL. Mississippi Scale for Combat-
Related Posttraumatic Stress Disorder: three studies in reliability
and validity. J Consult Clin Psychol. 1988; 56(1):85-9.

19. Engdahl BE, Speed N, Eberly RE, Schwartz J. Comorbidity of
psychiatric disorders and personality profiles of American World
War |l prisoners of war. J Nerv Ment Dis. 1991; 179(4):181-7.

20. Kulundzi¢ D, Svicevi¢ R. Znacaj PTSP-a u nematerijalnoj steti. Svet
rada. 2008; 5:225-9.

21. Brown PJ, Wolfe J. Substance abuse and post-traumatic stress
disorder comorbidity. Drug & Alcohol Dependence. 1994;
35(1):51-9.

22. Lundy MS. Psychosis-induced posttraumatic stress disorder. Am J
Psychotherapy. 1992; 46(3):485-91.

23. Breslau N, Davis GC. Posttraumatic stress disorder in an urban
population of young adults: risk factors for chronicity. Am J
Psychiatry. 1992; 149(5):671-5.

24. Stojakovi¢ M. Psychosocial help to refugees and displaced persons
with posttraumatic stress disorder. Okayama. AMDA newsletter.
2000.

25. Breslau N, Kessler RC, Chilcoat HD, Schultz LR, Davis GC, Andreski P.
Trauma and posttraumatic stress disorder in the community: the
1996 Detroit Area Survey of Trauma. Arch Gen Psychiatry. 1998;
55:626-32.

26. Stojakovi¢ M, Stojakovi¢ B. E-consulting by telepsychiatric services
and war-related posttraumatic stress disorder. Psymedica. 2010;
30-4.

27. Stojakovi¢ M. Posttraumatic stress disorder and telepsychiatry. 16th
European Congress of Psychiatry, Nice, 2008.

CyacKoncuxmjaTpmjcka BeuTayetba NOCTTPaymaTcKor ctpecHor nopemehaja

MwunaH b. CrojakoBuh'?

'Kategpa 3a ncuxujatpujy, MegnuuuHckn dakynter, baranyka, bocHa 1 XepLerosuHa;
2KnuHuiKa 3a ncuxmjatpujy, YHUBEP3UTETCKU KIMHUYKM LeHTap, baranyka, bocHa 1 XepuerosuHa

KPATAK CALAPXKA)J

YBop Pag npeacTaB/ba BnacTvTa MCKYCTBa Y JOMEHY BellTaye-
tba MoCTTpaymatckor ctpecHor nopemehaja (MTCM).

Linm papa VicTpaxnBare ncnutyje napametpe kog 30 ncnu-
TaHuka ca MNTCM koju cy npeamer BewwTauyersa (MTCMB) n 30 nc-
nuTaHuka ca NTCI koju 1o Hucy (MTCMH).

MeToge paga KnuH1YKUM NcTpaxkmBatbem 1 batepujom Te-
ctoBa (Ckana ytuuaja gorahaja — IES; Mucucunu ckana; Jlucra
cumnToma PCL-M) obyxBaheHo je ykynHo 60 ncnutaHuka my-
WwKor nona ¢ notepheHom gunjarHozama MTCI. UcnutnsaHe cy
counonemorpadcke Bapujabne, KatacTpodUUHU NOXKMBIbAjY,
TpajHe npomeHe nnyHocTu (TMNJ1), yapyxeHn nopemehaju 1 He-
MaTepujasiHa Wwreta.

PesynTtaTtu Y nornegy npoceyHe CTapoCTv MCNUTAHKKa, Foam-
Ha WKOJIOBatba, 6payHoOr CTaka v BpeMeHa BOjHOT aHraXoBaka
namehy MTCMB v MTCIH rpyne Huje 610 CTaTUCTNYKK 3HaYaj-

HUX pa3nuka. Y nornegy TMNJ1yTBphHeHe cy CTaTUCTUYKM 3HaYaj-
He pa3nuke (p<0,05). TMJ1 je noTBpheH Ko 25 NCnUTaHUKa rpy-
ne MTCIMB (83,33%) n cegam ncnutanuka rpyne MNTCMH (23,33%).
Y norneny yapy»xeHux nopemehaja n napameTpa HemaTepujasn-
He LUTEeTE HUCY YOUEHe CTaTUCTUYKM 3HauajHe pasnuike namehy
[Be MoCMaTpaHe rpyne ncnutaHuKa.

3akmyuak Y nornegy TMNJ1yTBphHeHe Cy CTaTUCTUYKM 3HaYajHe
pasnuke usmebhy MTCMB 1 NTCMH rpyne. Cyackoncuxmjatpuj-
CKo 3Haueme MTCI 06yxBaTa HX3 CIOXKEHKX eNeMeHaTa of, Ko-
jUX 3aBUCU MULLTbEHE BELUTAKa, AOK Er3nCTUpakbe AnjarHose
[TCI, camo no cebu, He yTye Ha JOHOLEHE MULLIberba. Vc-
TpaxuBatbe 61 Tpebano Aa NOCNAyXU y Npeno3HaBaky MeTo-
JOJIOWKMX U KOHLEeNTyanHUX npobnema y AoMeHy GopeH3uny-
Kux acrnekata MNTCIT.

KmbyuHe peun: noctTpaymaTtcku cTpecHu nopemehaj; BewwTa-
yere; HemaTepujasHa WreTa



